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Foreword

When I first started my career in nursing during the 1960s, there were
something over 130,000 in-patient places for people with mental health
problems, largely sited in the large Victorian asylums. We now know that
literally tens of thousands of patients spent their lives incarcerated, when
there was probably no reason why they should not have lived reasonably
productive lives in the community. Visionaries such as Jim Birley, George
Brown, John Wing, Julian Leff and others, were the driving forces behind
deinstitutionalisation in the UK, a process that has now been paralleled
worldwide. Without any doubt, deinstitutionalisation has brought major
benefits, and the lives of countless people have been improved because
they are now able to receive treatment in their own homes and communi-
ties, rather than being banished to a distant ‘bin’. However, we also have
to admit that deinstitutionalisation and the setting up of community mental
health teams have been far from free of problems. It needs to be said that
the expectations of community care have not been realised and I believe
(and I know this is an unpopular view with many of my colleagues), that
when Frank Dobson said in 1997, community care has failed, he was sub-
stantially correct. I had the great pleasure of providing Frank Dobson with
advice at this time, and I know that he recognised that community care
had failed, not because of the shortcomings of the dedicated people who
are the doctors, nurses, psychologists, social workers and others working
in our mental health services, but because of starvation of necessary fund-
ing, which had been a problem for more than 20 years. With a few excep-
tions across the world (Australia being a notable example), there had been
no bridging funding made available to start up community mental health
teams and no real investment in training the necessary numbers of mental
health staff for this work and providing them with the means to deliver
psychosocial interventions and other evidence-based treatments. Another
set of reasons for the relative failure of community care is connected with
a range of complex issues concerning public acceptance of the mentally
ill. As a consequence of society’s views of mental illness and of under-
resourcing we now have the spectre of what Len Stein (the architect, with
his collaborator Marianne Test, of assertive community treatment) called
transinstitutionalisation; i.e., housing mentally ill people in prisons rather
than in humane residential care settings. 
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It is within this wider context that this book is being published. Its
publication is extremely timely given that we have at last realised that the
emphasis on community approaches has led to the neglect of the acute
care area. This book is a valuable addition to the growing literature on
acute care and should provide great encouragement to the frontline staff
in this area. More positively, we are beginning to see some real new finan-
cial investment in mental health services and while some say this is too
little too late, I am optimistic that this new money will make a real differ-
ence. One other development which should lead to improvement is the
setting up of the National Institute for Mental Health which has an empha-
sis on improving standards in a uniform and systematic fashion. Thus,
new textbooks, such as this, will provide the means of disseminating up-to-
date knowledge to services across the country.

The chapters in this book should provide the reader, who may be
an undergraduate or an experienced mental health worker, with current
perspectives on a range of important topics. I was particularly pleased to
accept the offer of contributing a chapter, as when I saw the chapter out-
line, what struck me was the emphasis on providing humane mental health
care, within the context of a sound evidence base. Now that I have been
able to read the whole text, I am even more pleased to see that the chapter
focus is on topics that will make a real difference to people’s lives. These
important issues are: psychosocial interventions, medication manage-
ment, risk assessment and management, and the use of various assessment
methods. While the issues of what constitutes evidence, and how that evi-
dence is obtained, preoccupies many academics, these chapters go to the
heart of what is important to patient care, and the reader will obtain an
overarching, and practical-based, view of each area. In addition, the chapters
on integrated care pathways, the analysis of the UK and US systems, and
two excellent chapters which focus on social inclusion and patient perspec-
tives will provide much food for thought.

Finally, I was delighted to see a chapter on observation, which sets
forth the view that the observation of the most ill patients in our residential
settings should be provided within the context of a therapeutic relation-
ship. By bringing together this range of excellent material the editors have
also been able to produce a book which addresses the most thorny prob-
lems which face most frontline staff for much of their working day. Most
importantly, the reader of this book will be availed of a wide range of
information which, if put into practice, will improve the quality of services
that we provide to one of the most needy groups in our society.

Kevin Gournay CBE
Institute of Psychiatry, King’s College London

March 2003

xii Foreword
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An introduction to acute mental health
care: from acute concerns to the

capable practitioner

David Howard

This book was written in response to the demands being made on the
reshaped mental health services for acute adult in-patient care. Effective
integration of in-patient environments are essential for the delivery of the
National Service Framework for Mental Health (DoH, 1999), the funda-
mental document underpinning the Mental Health Policy Implementation
Guide for Adult Acute Inpatient Care Provision (DoH, 2002).

This is in direct contrast to the previous 25 years, however, where the
majority of mental health policy in the UK focused on developing com-
munity-based services (DoH, 2002). While considerable improvements
were made, both in the provision of care in the community and in encour-
aging innovative practices, this was often at the expense of investment in
acute in-patient care, despite substantial demands made upon in-patient
services caused by:

• a reduction in the numbers of in-patient beds;
• more challenging symptoms of the patients who were admitted (because

community staff supported less severely ill patients within the
community);

• an increased number of admissions complicated by drug abuse (Higgins
et al., 1999; Watson, 2001).

The NHS Plan (DoH, 2000) took the first step in redressing this imbal-
ance. It pledged the government to investing in developing and improving
in-patient mental health services and, in April 2001, this commitment was
followed up by making £30 million available for upgrading ward envi-
ronments. However, it was not just the buildings that had been neglected
over the previous 25 years. Staff working within in-patient settings had seen
investment diverted into high-profile community-based services while at
the same time, they were having to meet increased demands on in-patient
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services with reduced numbers of available in-patient beds while
simultaneously coping with more demanding symptom profiles of patients.
This was compounded by an apparent devaluing of in-patient care, incon-
sistent services arising from local funding agendas and trust re-organisations,
difficulties in recruiting and retaining in-patient staff and increased levels
of sickness – particularly sickness associated with stressful work environ-
ments (Hurst, 2000). Furthermore, numerous reports have identified
severe shortcomings in mental health care delivery (NIMHE, 2002) and,
in turn, this has resulted in the adoption of ‘defensive’ working practices,
the upshot of which in many areas resulted in a doubling of time senior
ward staff spent completing paperwork (Higgins et al., 1999).

So within this context, why would anyone want to work within acute
in-patient care? Although the situation described above sounds very
negative, it must be remembered that it is precisely because of these circum-
stances that the attention of policy makers turned to the provision of in-
patient care. While changes in mental health legislation has set targets for
good practice, the means of achieving these targets relies upon the skills
and commitment of practitioners within in-patient services.

The government’s (long overdue) intention is to raise the profile of in-
patient care and to recognise the specialist knowledge and skills of staff
working in this area (DoH, 2002). Indeed, within the context of contempo-
rary service delivery, achieving this intention is not an option. For those
working within in-patient areas these factors present a rare opportunity to
improve and develop in-patient services for the benefit of all stakeholders.
This is therefore an exciting time to be working in this area and this period
is likely to be seen as a watershed in care delivery in subsequent years.
However, to meet these challenges, and to implement changes safely, requires
that practitioners are informed and knowledgeable of contemporary prac-
tice. It is to support these staff, by supplying a resource of evidence to enable
them to achieve these objectives, that this book was written.

A key report into contemporary mental health in-patient care was that
of the Standing Nursing and Midwifery Advisory Committee (1999),
Mental Health Nursing “Addressing Acute Concerns”. Although this
was followed by two major publications – The Capable Practitioner: A
Framework and List of the Practitioner Capabilities Required to
Implement the National Service Framework for Mental Health (SCMH,
2001) and The Mental Health Policy Implementation Guide (DoH,
2002) – the majority of their recommendations for changes to practice
within in-patient care in adult mental health can be traced to the six core
areas originally identified by the SNMAC (1999) report. Consequently,
the chapters within this book have been clustered around these areas.

• Assessment
• Involving users and carers

2 Acute Mental Health Nursing
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• Care management
• Management of risk
• Cognitive, behavioural and family interventions
• Medication management

Assessment

To begin, Joe Curran and Paul Rogers provide an overview of the purpose
and practice of assessment in their chapter ‘Acute psychiatric in-patient
assessment’. By using a funnelling approach (from Hawkins, 1986) they
introduce three levels of assessment beginning at the broad level, where
open questions are used to gather information about the patient’s back-
ground. Using this information as its base, the assessment gradually focuses
down to specific questions designed to gain insight into specific issues
linked to the patient’s presentation.

It is at this point that specific, validated, instruments to record symp-
toms or indicators are introduced. A selection of empirically tested tools
is outlined and the difficulties of obtaining accurate measurements are
discussed. Finally, the chapter concludes by examining how the factors
identified during the assessment can be incorporated within a plan of care. 

Mick James and Damian Mitchell continue the section on assessment
in their chapter ‘Measuring health and social functioning using HoNOS’.
A number of recommended outcome indicators make use of Health of the
Nation Outcome Scales (HoNOS) and it is the application of these within
an acute in-patient unit that is the focus of this chapter. There are numer-
ous measures of outcome in mental health care and the debate surround-
ing the effective use of outcome data to inform clinical practice and
service evaluation extends well beyond the use of HoNOS. However, the
brevity and comprehensive overview of functioning provided by the instru-
ment provides a relatively easy way of embedding outcome evaluation
as part-and-parcel of routine clinical practice. The importance of linking
outcome measurement with service practices and systems (e.g., care pro-
gramme approach, clinical governance and audit, risk assessment and risk
management) are debated. In addition, it is suggested that HoNOS data
can complement more specific health outcome enquiries relating to
groups of service users or specific service delivery models.

Involving users and carers

In their chapter ‘Social inclusion and acute care’ Julie Repper and Rachel
Perkins identify concepts of social inclusion and social exclusion and how
they apply to acute psychiatric care. In particular, the ramifications of being
treated for a mental illness on the patient’s employment and relationships
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are discussed, and tentative strategies to counter these are identified.
However, implementing these strategies within an acute ward environ-
ment, particularly when trying to maintain the involvement of family and
friends, can be very difficult. So, to put this into perspective, the chapter
concludes by encouraging staff to develop self-awareness by thinking
what the ward environment is like for patients, relatives and friends.

Self-awareness is continued in the following chapter, ‘Strategies for
surviving acute care’, in which Alison Faulkner gives a very candid account
of experiences of receiving acute in-patient care. Some very moving
examples of less than ideal practices are documented; however, the aim of
this chapter is not to dwell on these, but to highlight aspects of good prac-
tice and explore how they can be developed. This is essential reading for
care providers and will help to develop awareness of local practices. This
chapter, while critical of some aspects of in-patient care, is not written in
a negative fashion and there is much to be learned from the author’s pos-
itive attitude and enthusiasm.

Care management

Drawing from experiences in the United Kingdom and the United States
of America, Martin Ward and Gail Stuart examine how case management
has been used to monitor quality and promote cost-effective care. ‘Case
management: perspectives of the UK and US systems’ describes the com-
ponents of case management and argues for its inclusion within UK men-
tal health services, particularly to support people with enduring mental
illnesses, where it would help to integrate health and social care services.
This is followed by discussion of case management in the United States
and examples are given of nurses acting as case managers. The low uptake
of case management within the United Kingdom is discussed and ways
that may lead to greater uptake are also highlighted.

This issue is developed in the next chapter, ‘Integrated care pathways:
the “acute” context’. Here, the progress of care pathways within the mental
health system in the United Kingdom is examined. Julie Hall argues that the
introduction of care pathways in mental health is an attempt to counter
the fragmented care systems between different care providers to improve
the overall quality of mental health services. Care pathways are described,
and the link between this approach and their integration into the care
management approach in the US is made. This is closely followed by a
comparison of the motives of each system; the US system aiming to control
costs while the care pathways attempt to ensure research-based evidence
reaches clinical practice. And it is this latter point that demonstrates the
benefits to users of the service, the professionals working within it and the

4 Acute Mental Health Nursing
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organisations providing it. Following this discussion, the application of
care pathways within an acute in-patient setting is demonstrated using
documentation that has kindly been supplied by Dr Karen Moody of the
State Hospital, Carstairs, to allow readers to make an in-depth evaluation
of the process.

Management of risk

In ‘Risk assessment and management in acute mental health care’, David
Duffy, Mike Doyle and Tony Ryan examine risk from the perspectives of
risk of self-harm and risk of violence. During the first part of this chapter,
different methods of assessing the risk of self-harm are considered. Predi-
cting who is likely to self-harm is notoriously difficult and the implica-
tions of false negative predictions when the patient succeeds in self-harming,
and the staffing costs of false positive predictions, are discussed. They continue
by examining how patients at risk of self-harm are managed and debate
the issues of accurate screening, care versus control and the attitudes of
care staff. Developing on the inconsistencies highlighted by SNMAC
(1999), this section concludes with a discussion on the use of observation
policies.

The second part of this chapter considers assessing the risk of violence.
Factors associated with violent episodes are identified and, with this in
mind, the importance of a multidisciplinary approach to assessment is jus-
tified. Within a therapeutic programme to effectively manage risk of vio-
lence, the authors consider the rights of the individual within the context
of the rights, health and safety of others. Strategies and resources to help
in the management of a potentially violent patient follow.

Julia Jones and Ann Jackson develop on these issues in ‘Observation’.
In this chapter, observation is defined as a therapeutic activity, as opposed
to a means of collecting data. The patients who are most likely to require
observing are those likely to self-harm and the chapter quickly focuses on
this group. The trouble with observation, though, is that it is very intrusive
and this forms the crux of the first part of this chapter where the difficul-
ties of maintaining the dignity of a patient who is being observed are con-
trasted with those incurred when maintaining their safety.

It is safety issues that underpin the next part of the chapter where impli-
cations of the disparity throughout the UK, regarding observation policy,
are considered. Great progress to resolve these issues was made with the
introduction of the four-category system of observation in the SNMAC
(1999) report. However, major inconsistencies remain, as the CRAG/
SCOTMEG system that is used throughout Scotland only has three cate-
gories of observation. Despite their differences, though, both make similar
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recommendations regarding good practice guidelines and the preparation
and support of staff.

Finally, the chapter contrasts policy with the experiences of nurses
giving, and patients receiving, observation and discusses how insight into
their experiences might be incorporated into current practice.

Cognitive, behavioural and family interventions

This section begins with ‘Cognitive behaviour therapy in in-patient care’.
Here Kevin Gournay sets in context the use of cognitive behaviour therapy
(CBT) with an historical overview of its use within in-patient areas.
Its evolution is contrasted with contemporary practice by demonstrating
how many CBT activities are already incorporated within the work of
mental health staff. To respond to the SNMAC report, it is shown how,
through measurement and experimentation, CBT can be developed as an
evidence-based framework for practice. Finally, specific CBT techniques,
and their applications within practice, are discussed.

Ian Baguley and Julie Dulson continue this section in their chapter
‘Psychosocial interventions’. Underpinning the psychosocial intervention
(PSI) framework is the stress vulnerability model (Zubin and Spring,
1977), and this is applied to the stress invoked by admission to an acute
in-patient area, particularly one where aggressive behaviour is common.
The PSI framework is structured around an ongoing process of assess-
ment, formulation, intervention and evaluation and aims to understand
problems from the patient’s point of view. Ian and Julie show how PSI can
aid early identification of relapse, which, in turn, can trigger the early
involvement of supporting services, limiting the extent of the problems.
Finally, the chapter ends by describing some methods of assessment and
education that can be used in areas of in-patient care.

Medication management

Richard Gray begins the chapter ‘Medication management’ by observing
that staff spend a significant amount of time helping individuals suffering
from psychotic illnesses to manage their medication. Unfortunately, once
discharged from hospital, many patients do not continue to take their
medication reliably, and this often leads to a recurrence of symptoms and
re-admission – the ‘revolving door syndrome’, which can be frustrating for
all concerned. To help to address this, practitioners need to be able to
provide information to patients regarding the way in which medication

6 Acute Mental Health Nursing
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works, and to be understanding of the effects of the medication from the
patient’s perspective.

Initially, the modes of action of different anti-psychotic medications are
explained and their use in the treatment of psychosis is justified. However,
the beneficial effects of the medication can sometimes be counterbalanced
by undesirable side-effects and, in turn, this helps to clarify why many
patients choose not to comply with taking medication. Richard continues
by considering the implications of these issues, both for the individual and
for the mental health services. From this base, the chapter progresses to
identify factors that may enhance compliance. These are each examined
critically, using empirically based evaluations, and the chapter concludes
by identifying how the issues raised within this chapter can be incorpo-
rated within clinical practice.

Finally

This book provides a core framework from which to develop practice within
acute in-patient areas. The chapters were specifically written to address the
issues that were identified by SNMAC (1999) and NIMHE (2002) to enable
practitioners to base the care they give on a sound, empirical framework. It
is our hope for this book to primarily be used as a resource by practitioners
by providing the evidence to support day-to-day practice issues, and to
empower practitioners to implement the changes needed to improve care
and practice within acute mental health in-patient areas. It can be seen from
the information within these chapters that the role of in-patient staff can
develop to provide specialist as well as generic services, and practitioners
need to look beyond traditional ways of working, and fully utilise the CPA
framework to enable continuity of care. This may simply occur by promot-
ing more effective communication with community-based staff. However,
staff may also choose to use the information within this book creatively, to
justify extending in-patient services by including areas of care such as out-
reach work and extended day hospital services.

In the wider context, however, this book is an invaluable resource for
managers to employ within staff development. We based this book on the
structure of the SNMAC (1999) report knowing that this would enable
practitioners to develop and meet many of the recommendations for improv-
ing practice identified within The Capable Practitioner (SCMH, 2001) and, in
turn, many of the requirements of the National Occupational Standards for
Mental Health (NIMHE, 2003). Thus this book is a contemporary resource
to raise the profile of mental health in-patient care, providing an evidence
base to support the expert knowledge and professional skills of staff work-
ing within this specialist setting.
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ONE
Acute psychiatric in-patient

assessment

Joe Curran and Paul Rogers

Introduction

This chapter provides an overview of the assessment process in acute
in-patient settings. Often an overlooked area, assessment is a crucial aspect
of care as unidentified need, or an inaccurate assessment, may lead to
ineffective interventions which can result in longer admission and a greater
economic burden for overstretched services. This chapter then offers gen-
eral details on the main methods of collecting salient information required
within acute settings.

There are a number of models available that propose to help clinicians
to identify relevant areas of assessment, such as the Hierarchy of Needs
(Maslow, 1954; Mathes, 1981) and the Tidal Model (Barker, 2002).
However, their true value remains a focus of ongoing debate due to their
reliance on conceptual ideologies. As such, they will not be examined
in this chapter. Instead, broader principles of assessment will be explored
without relying on models offering assumptive views of the patient. Once
this value-free assessment is complete, clinicians may then wish to utilise
nursing, psychological, medical or social models of intervention.

Background

Effective skills of assessment are fundamental to the practitioner working
within an acute in-patient environment. The Mental Health Policy Imple-
mentation Guide (DoH, 2002: 11), specifies the importance of

… service user centred assessment of needs and risks … carried out using established
methods and procedures for measuring symptoms, risk and social functioning.
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In addition, the importance of mental health workers possessing the
skills to conduct a comprehensive assessment of mental health problems
is among the key competencies identified in The Capable Practitioner
(SCMH, 2001). In a broader context, the Workforce Action Team (2001)
describe work done on a functional map that identifies key purposes of men-
tal health services. Key Area C, in particular, states that practitioners should

… work with individuals to assess mental health needs, diagnose mental illness, and
plan, implement and review programmes of care in the broader context of their lives.
(p. 72)

In summary, a comprehensive assessment is patient focused and is con-
ducted by competent practitioners as a fundamental part of the delivery of
mental health services.

Assessment goals

A comprehensive assessment results in:

• a detailed and precise description of the problems the patient is
experiencing;

• a clear description of the patient’s current symptoms;
• a comprehensive risk assessment;
• a description of the patient’s social, occupational and domestic

circumstances;
• the support available to the patient;
• family/carer perspectives;
• an overall management care plan;
• a treatment care plan;
• methods of evaluation.

The role of the assessor

The assessment of in-patients involves a number of mental health pro-
fessionals. In some instances each profession generates its own reports
independently, storing these in their own sections within the patient’s
case-notes. In other circumstances a single assessment process may
be conducted, where all involved in the patient’s care share the same
assessment and recording procedures. Whichever method is adopted,
clear communication of the findings, and of the subsequent plan, of care
is essential.

10 Acute Mental Health Nursing
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Assessment framework

I keep six honest serving men
(They taught me all I know):

Their names are What and Why and When,
And How and Where and Who.

(Rudyard Kipling, 1865–1936)

Hawkins (1986) developed an approach to assessment that is described as
‘funnelling’ (Figure 1.1). Here, the clinician begins the assessment, taking
a broad view of the person and their experiences by assessing a wide vari-
ety of areas (e.g., ‘What problems does the patient have? Where do these
problems occur? When do they occur? With whom do they occur?’). Open-
ended questions are used to gather a wide range of information, which on
the surface may seem irrelevant; however, it ensures that the assessor is
as little influenced as possible by their own, or others’, preconceptions
about the patient. Funnelling thereafter occurs to identify the fine detail of
the problems (e.g., ‘When is the problem worse or better?’). Once this has
been achieved a complete understanding of the patient’s problem can be
written as problem statements which become the focus of subsequent
treatment or interventions.

The fundamental principle underlying any assessment has the patient
and their current experiences at its core. However, a purely symptomatic
approach to assessment will not include important contextual factors that
may influence the patient’s functioning. For this reason it is necessary to

Acute psychiatric in-patient assessment 11

Figure 1.1 The funnelling approach to assessment (based on Hawkins, 1986)

BROAD ASSESSMENT
All areas of functioning
Use of open questions

SELECTIVE ASSESSMENT
Identify relevant symptoms and problems

Use of leading or selecting questions

SPECIFIC ASSESSMENT
Focus on fine detail

Use of closed questions
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assess and understand the nature of the patient’s environment prior to (and
after) hospitalisation, and to consider the resources available to the patient
whilst they are in hospital. The acute in-patient environment is not repre-
sentative of the patient’s world. It is a place that the patient goes for the
convenience of mental health services. These services are not perfect, there-
fore it is crucial to understand what they can and cannot achieve within it,
otherwise the assessment will become idealistic. Consequently, to fully assess
a patient’s needs and develop a plan of care, the assessor needs to consider
the environment within which the assessment occurs and within which
treatment will be delivered. As such, the following areas are of relevance:

• the strengths and limitations of the physical environment; 
• the strengths and limitations of the ward team;
• the strengths and limitations of others involved in the patient’s care;
• the strengths and limitations of home treatment teams;
• joint working arrangements;
• ward atmosphere;
• resources;
• discharge arrangements.

What to assess

The English National Service Framework for Mental Health (DoH, 1999:
22) notes:

Assessment should cover psychiatric, psychological and social functioning, risk to the
individual and others, including previous violence and criminal record, any needs aris-
ing from co-morbidity, and personal circumstances including family or other carers,
housing, financial and occupational status.

Assessing symptoms

A broad-based approach to assessment comes from the bio-psycho-social
perspective that incorporates biological, psychological and social aspects
of a person’s experience. For example: biological (e.g., physical function-
ing, diet, physical investigations and sleep); psychological (e.g., mood,
thoughts, feeling states, behaviour, affect, early warning signs for symptoms
and relapse indicators/signatures); and social (e.g., social support, family
situation, housing, occupation and spirituality).

Assessing risk

Again, the National Service Framework for Mental Health (DoH, 1999:
22) notes:

12 Acute Mental Health Nursing
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Evidence suggests that the quality of the initial assessments is enhanced when it is
multi-disciplinary and undertaken in partnership between health and social care staff.
All staff involved in performing assessments should receive training in risk assess-
ment and risk management, updated regularly. A locally agreed pro-forma should
be used, with all decisions recorded and communicated to colleagues on a need to
know basis.

Assessing risk should therefore involve all professions and involve a
range of assessment criteria. It can be divided as risk to self and risk
to others.

Risk to self through injurious behaviour invariably involves: past self-
harm attempts (nature, motivations, dangerousness); presence and sever-
ity of current depression; presence of current suicidal ideation (method,
ability to complete method, motivation); past and current drug or alcohol
use; and past and current psychotic symptoms and their nature. In addi-
tion, an awareness of the strengths and limitations of the in-patient envi-
ronment is crucial.

Risk to others includes assessment of the following: a known history of
violence; the severity of previous violence; who the victims of violence
were; thoughts of violence; previous and current psychotic symptoms and
their nature (e.g., paranoia, command hallucinations); and past and cur-
rent drug or alcohol use. Risk, however, should not be limited to physical
violence as other risks may occur (e.g., threats, stalking, dangerous
driving, etc.).

Assessing previous interventions

The responses to previous interventions are important but often over-
looked. Knowledge of previous responses can determine whether the
services have been appropriate for the patient and where weaknesses
may lie. Consequently, the assessor should try to learn why the patient
has returned to hospital from a global perspective and not merely from
a diagnostic or symptom perspective. As such, the following is helpful:

• chronological history of previous interventions; 
• the nature of these interventions; 
• the means by which these interventions were delivered (length of admis-

sion, dose of medication, practitioner delivering); 
• the known effectiveness of interventions (short-term and long-term

effects and how these were measured); 
• the patient’s views of these interventions (acceptability, intrusiveness,

satisfaction); 
• previous and current medication (side-effects, adherence, cost).

Acute psychiatric in-patient assessment 13
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How to assess

There are three methods of assessment – interviewing, observation and
measurement. To increase the validity of assessments, assessors should
incorporate all three, as reliance on only a single method introduces
potential for bias. For example, observation provides an account of behav-
iours. It does not, however, account for motivations as these can only be
determined through interviews. So, a comprehensive assessment collects
complementary information, from which a broad insight into the patient’s
problems can be obtained.

Interviewing

The interview occupies a central place in the assessment process as it
provides an opportunity for both the patient and the assessor to begin a
therapeutic relationship. The initial face-to-face contact also enables the
assessor to provide an orientation to the ward environment, guidance,
information, engagement and reassurance that may be necessary accord-
ing to the patient’s needs (DoH, 2002). The interview enables the patient
to state their problems in their own terms, thereby ensuring that their own
views and experience are given central importance.

The assessment interview consists of a range of questions designed to help
identify features of the patient’s current experiences that are problematic or
distressing. Of early importance is the patient’s ability and willingness to be
interviewed. Where patients are experiencing severe psychological distress,
or are in need of physical interventions or observation, it is usually inappro-
priate to attempt to conduct a full interview. In these cases the nurse can utilise
information from a number of other sources including carers, relatives and
referrers, so that a detailed description of the patient’s current functioning can
be validated with the patient once their symptoms are controlled.

Assuming an interview can be carried out, it is essential that the asses-
sor has the skills necessary to develop a therapeutic alliance and to be able
to help the patient to manage any distress associated with both their symp-
toms and of being in an unfamiliar environment. Admission to a psychi-
atric unit alone may be a source of anxiety for patients and their families
or carers. Thus, the assessor needs to show awareness of these emotions
and to respond empathetically. Statements such as ‘It seems as though you
are finding this quite difficult at this time’ may be sufficient to indicate
that the patient’s distress has been acknowledged. Subsequent responses
will vary according to the nature of distress the patient is experiencing, but
is likely to include providing information and reassurance on the nature of
the ward environment.

Applying Hawkins’s (1986) ‘funnelling’ to the interview process the
initial assessment involves the use of broad, open-ended questions such as
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‘Can you tell me something about your recent experiences?’ or ‘What was
happening that resulted in your admission to hospital?’

Once broad areas of functioning and experience have been identified,
the assessor then selects those that are relevant to the patient’s present
admission. To facilitate this process it is useful to summarise the infor-
mation that has been obtained, highlighting those that need to be explored
in greater detail. This is helped by using the skills of paraphrasing, sum-
marising and reflection. A typical question might include ‘We’ve now got
a lot of information on what has been happening for you, which is very
helpful. You’ve said that you’ve been experiencing some difficult emotions
lately – can you tell me some more about these?’

As the interview progresses into the selective assessment stage, the
style of questioning changes to more leading questions as these give the
patient an indication of the nature of the information that is needed
(Hawkins, 1986). For example, if open-ended questions result in responses
that are too lengthy or discursive, a question such as ‘You mentioned ear-
lier that you’ve been feeling under pressure – can you tell me some more
about this?’ may help to focus the response. Note that this question selects
one of the patient’s earlier responses and provides a prompt as to the areas
of their experience about which information is sought. It is at this stage
that more specific nursing models or diagnostic schemes may be utilised
to provide some structure to information gathering, although it is still
important to ensure that all psychological, social and biological areas of
functioning are given consideration. Where indicated, semi-structured
interviews are used to help identify relevant problems. If areas of func-
tioning that are not directly related to the nurse’s expertise are identified
as warranting further attention, an initial management plan suggesting
referral to other members of the ward team or other agencies should
be developed.

The third stage of the interview process then focuses on the specific
details of the problems identified (Hawkins, 1986). This is characterised
by greater structure and may involve the use of closed questions to refine
the interview process. Barker (1997) developed Kipling’s Six Honest Ser-
ving Men, quoted at the beginning of this chapter, and suggests basing
questions around the words, what, where, when, who, why, how, to obtain
specific information regarding the patient’s problems.

Observation

Observation is defined as

regarding the patient attentively while minimising the extent to which they feel under
surveillance. (SNMAC, 1999: 2)

Acute psychiatric in-patient assessment 15
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It is a key part of assessment and allows the assessor to test out hypotheses
(e.g., does the patient appear to respond to hallucinations).

The Standing Nursing and Midwifery Advisory Committee (1999)
classified observation into four levels.

• Level I: General observation.
• Level II: Intermittent observation.
• Level III: Within eyesight.
• Level IV: Within arm’s length.

These are related to a procedure which is designed to manage risk, how-
ever, not to understand the patient. Observation, then, may be seen as both
an assessment strategy and a management strategy, and it is important not
to confuse the two. For the purpose of this chapter, observation is described
as it relates to assessment.

Observing what patients say and do might appear to be one of the most
straightforward approaches to assessment. In order to be done effectively
and to produce meaningful accounts of patient’s functioning, however,
care needs to be taken in both the process of observing and reporting what
was observed.

Observing behavioural symptoms

In observing behavioural symptoms, the purpose is to obtain precise
descriptions of the behaviour with the minimum of inference or interpreta-
tion. Thus, when recording observations of behaviours, the actual behavi-
our should be described without attempting to ascribe a meaning. For
example, just because a patient appears to be responding to auditory hal-
lucinations does not mean that he or she is. As auditory hallucinations are
only known to the patient, the only way to determine whether the behav-
iour is or is not a response to this is to ask the patient. In other words, here
is a situation when methods of assessment must be mixed in order to
understand why a patient behaves in a certain way. 

Observing thoughts

It is not possible to observe patients’ thoughts directly. (The same is true
for other phenomena experienced by patients such as hallucinations,
delusions, memories, flashbacks and other private events.) For this reason
successful observation relies on the patient’s verbal reports, or responses on
specific questionnaires, to establish the existence of these symptoms. Of
course, some emotional responses may be taken to indicate the presence
of certain types of thoughts (e.g., crying may suggest the presence of
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negative thoughts, anxiety may suggest thoughts related to threat or danger),
but the external observer cannot know what these thoughts are directly
without asking the patient.

Asking the patient to identify and record various aspects of their thoughts/
experience is often a useful strategy. The process of self-monitoring
engages the patient in their own care and has the additional advantage of
being able to be done anywhere at any time, by the person who is experi-
encing the problem. Some care must, of course, be taken to ensure that the
patient is able to engage in the process and that the effect is likely to be
beneficial as, in some circumstances, asking a patient to focus on a symp-
tom or thought might be associated with an increased amount of distress
(e.g., command hallucinations, for which other assessment procedures
might be better indicated). Effective self-monitoring requires an agree-
ment with the patient of the precise behaviour or symptom to be recorded,
along with methods for noting their occurrence. Common examples
include thought diaries, ratings of mood throughout the day and activity
diaries. One advantage of using self-monitoring as an assessment strategy
is that the target symptom may sometimes decrease in frequency as a
result. The main disadvantage of self-monitoring, however, is that it may
lead to the patients producing the information that they feel the practitioner
expects rather than being a reliable report of what actually occurred.

Observing physical symptoms

Observation of physical symptoms is generally reserved for those features
of a patient’s presentation that are related to some actual, objective physi-
cal reality such as blood pressure, motor activity or sleep. Other con-
structs that have a physiological component, but that are inferred through
other behaviours (i.e., pain in the form of reaction to stimuli, hunger in
the form of eating large amounts or stomach rumbling) may be better
thought of as behaviours and assessed in that way (i.e., pain behaviour,
hungry behaviour).

Observing social functioning

Direct observation of social functioning may be difficult within the acute
in-patient environment, as the setting is obviously different from the
patient’s home. However, it may be appropriate to observe the patient’s
ability to engage in and perform activities of living. In practice, early
assessment of these areas may be part of initial interviews, or be aided by
rating scales, with more comprehensive assessment being conducted during
later stages of the patient’s stay in hospital.

Acute psychiatric in-patient assessment 17
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Reporting the results of observation

Observations must be recorded accurately in order that the patient and
multidisciplinary team can formulate and clarify the information obtained
(Nursing and Midwifery Council, 2002). Consequently, observations should
report what actually occurred in the situation. A useful rule-of-thumb is to
ask whether another person would be able to accurately reproduce the
behaviour described, given the description. This ensures that what is
recorded retains some degree of objectivity and allows all members of the
ward team reading the report to know what occurred even though they
were not physically present. Although the use of diagnostic labels (e.g.,
schizophrenia, depression) and broad symptom labels (e.g., ‘hallucinat-
ing’) have use in professional communication, in reporting on observa-
tions they are of limited value. Therefore, for a patient who appeared to
be responding to auditory hallucinations, a statement such as ‘The patient
was observed to be hallucinating’ would be better described as. ‘The patient
was observed looking at light switches and swearing at them on seven
occasions this morning, following which he tried to disassemble one say-
ing “They are in here”’. Although this might seem laborious, the advan-
tages of such detail are that it is individualised for the patient, and all who
read the report will know precisely what occurred.

Limitations

Several factors should be considered when conducting, reporting and
understanding the results of observation. The first relates to whether all
those involved in the observation interpret and record the behaviour in the
same way. This is known as inter-observer agreement and it is important
in acute in-patient environments where more than one member of the ward
team conducts observational procedures. One way to ensure that inter-
observer agreement is high is to ensure that the behaviours or symptoms
of interest are clearly specified in the patient’s care plan and that the meth-
ods for recording are understood and accessible to all observers.

The second factor relates to whether the same observer will reliably
produce similar accounts of the same behaviour conducted at different times
or in different settings intra-observer agreement. Ensuring that the asses-
sor is able to carry out the procedure without distractions and with a clear
understanding of what is being assessed can enhance this.

The frequencies that the behaviour is recorded must also be considered.
Observing and recording events that occur at a high rate, such as check-
ing rituals in Obsessive Compulsive Disorder (OCD), may result in copi-
ous amounts of repeated information. To overcome this it is often useful
to record the behaviours that occur within a given time frame. Similarly,
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attempting to observe behaviours that are relatively low in frequency
may use up a large amount of observer time for only one or two occur-
rences. In such circumstances it is useful to use role-play methods where
the patient is asked to perform the behaviour, even though it is not a
natural occurrence.

Finally, the effect of the observer on the patient and their behaviour
must be recognised. In some cases the behaviour or symptoms that are
being assessed will alter simply because of the presence of the observer.
This is known as reactivity. Again, some patients with OCD report little
or no urge to conduct rituals when they are being observed. This is
because they rationalise that the observer will take responsibility should a
catastrophe result from the ritual not being performed. On the other hand,
other patients may appear more agitated, anxious and aggressive if they
are aware that their behaviour is being regularly monitored.

Measurement

Conducted on admission, measurement procedures provide a baseline from
which future changes may be compared. It may also assist other assess-
ment procedures to identify relevant problem areas. Some measurements
are based on a patient’s score on a specific questionnaire or rating scale
and are used to help arrive at a diagnosis.

As with interviewing and observation, measurement may be made
at a number of levels. The most general comprises broad assessment
questionnaires which are used to assess psychological, physical or
social functioning.

• Global Assessment of Functioning (GAF) (American Psychiatric
Association, 1994). A clinician-rated 0–100 scale that assesses symptom
severity or level of psychological, social and occupational functioning
where non-organic psychological symptoms are present.

• Health of the Nation Outcome Scales (HoNOS) (Wing et al., 1998).
This 12-item scale, intended for use by nurses and psychiatrists, exam-
ines both clinical problems and social functioning. It is discussed fully
in Chapter 2 of this book.

Domain-specific measures identify the presence of symptoms, or level of
functioning, within the parameters of the selected domain. Domains are
defined by concepts such as level of social functioning, or the parameters
of the patient’s medical diagnosis (e.g., depression, schizophrenia). These
are sometimes referred to as nomothetic assessment procedures, as they
are intended to apply to all patients within the selected group.

Acute psychiatric in-patient assessment 19

3162-01.qxd  4/5/04 11:55 AM  Page 19



Measures for the domain of medical diagnoses

•• Schizophrenia

� Positive and Negative Syndrome Scale for Schizophrenia (PANNS)
(Kay et al., 1992). Assesses psychotic and related symptoms and
gives three sub-scale scores for positive, negative and general
symptoms.

� Signs and Symptoms of Psychotic Illness (SSPI) (Liddle et al.,
2002). A 20-item clinician-rated scale. Nineteen of the items assess
the presence of symptoms in five areas commonly seen in psychotic
illness. These are depression, excitation, diminished psychomotor
activity and reality distortion; one item assesses insight.

•• Obsessive Compulsive Disorder (OCD)

� Yale–Brown Obsessive Compulsive Scale (YBOCS) (Goodman
et al., 1989a, 1989b). A 10-item clinician-administered semi-
structured interview and 64-item clinician-administered checklist
designed to measure the severity and types of symptoms in Obsessive
Compulsive Disorder. Ratings result in an overall score and rat-
ings of severity for obsessions and compulsions. A self-report
version has also been developed (Baer, 2000).

� Maudsley Obsessional Compulsive Inventory (MOCI) (Hodgson
and Rachman, 1977). A 30-item self-report scale, with items
being rated as ‘True’ or ‘False’. Scores on four sub-scales can be
obtained (cleaning, slowness, doubting, checking) in addition to an
overall score.

•• Bipolar Disorder

� Young Mania Rating Scale (YMRS) (Young et al., 1978). An 11-item,
clinician-administered rating scale that assesses the various symp-
toms of mania on a 0 to 4 scale, where 0 = absent and 4 = the most
severe.

•• Depression

� Beck Depression Inventory (BDI) (Beck et al., 1961; Beck and
Steer, 1987). The original questionnaire is a 21-item rating scale
completed by patients. Items cover the main symptoms of depres-
sion in the form of statements and respondents are asked to mark
the presence of each symptom over the last week. Items are scored
on a 0 to 4 scale.

� Zung Self-Rating Depression Scale (ZSDS) (Zung and Durham,
1965). The Beck Depression Inventory and the ZSDS are the main
self-administered instruments for the assessment of depression.
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These scales are often used as ‘screening tools’ and not as substi-
tutes for an in-depth interview.

•• Post-traumatic Stress Disorder

� Impact of Events Scale (IES) (Horowitz et al., 1979; Sundin and
Horowitz, 2002). A 15-item self-report scale that assesses symp-
toms of intrusion and avoidance following a traumatic event.

� Clinician-Administered PTSD Scale (CAPS) (Blake et al., 1995).
The items relate to the DSM-IV (APA, 1994) criteria for PTSD;
i.e., re-experiencing, avoidance and increased arousal, duration of
over a month and interference with functioning.

Measures for the domain of social functioning

• The Camberwell Assessment of Need (CAN) (Slade et al., 1999).
Assesses the health and social needs of people with mental health prob-
lems. The clinical version of the scale for adults assesses needs and help
across 22 areas. Level of need is identified along with the level of help
required and already received, and satisfaction with the help received.

• The Work and Social Adjustment Scale (WASS) (Marks, 1986; Mundt
et al., 2002). A five-item self-report scale that assesses ‘functional
impairment attributable to an identified problem’ (p. 461) in the areas
of work, home management, social leisure activities, private leisure
activities, and ability to form and maintain close relationships with
others. Responses for each item are rated on a 0 to 8 scale, where 0 = not
at all impaired and 8 = very severely impaired.

Measures for the domain of quality of life

• The World Health Organisation Quality of Life Assessment 100-item
version (WHO-QOL-100) (WHOQOL Group, 1998). A generic mea-
sure that assesses quality of life across six domains; specifically: phys-
ical, psychological, independence, social relationships, environment
and spirituality. Each domain has a number of ‘facets’ resulting in a
100-item scale.

• Schizophrenia Quality of Life Scale (SQLS) (Wilkinson et al., 2000).
A 30-item self-report instrument that comprises three scales: psycho-
social, motivation, and energy, symptoms and side-effects.

Measures for the domain of risk assessment

• The HCR-20 (Webster et al., 1995) was developed as a ‘broadband’
violence risk assessment tool. The conceptual scheme of the HCR-20
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identifies ‘markers’ for previous, current and future risk. ‘HCR’ is an
acronym for Historical, Clinical and Risk management variables. The
Historical variables represent the more or less static ground factors
included in earlier actuarial tools. The Clinical variables are meant to
reflect risk in light of current presentation, state of symptoms, insight and
attitudes. The Risk management variables represent a systematised appraisal
of future risk, including plan feasibility, social network support and con-
textual factors. For a comprehensive review see Webster et al. (1997),
Douglas et al. (1999) and Dolan and Doyle (2000).

Finally, individualised measures are used that are based on the individual
patient and their problems. These are known as idiographic assessments as
they use the patient’s own data to provide information on what to assess.

• Measuring behaviour. Accurate measurement of behaviour is closely
related to observation. Observation procedures produce a clear speci-
fication of the behaviour to be measured so that instances of its occur-
rence can be identified. Once this has been done, the most common
aspects of a patient’s behaviour to measure are the frequency, the
duration, the intensity and the latency (Martin and Bateson, 1993).

� Frequency refers to the number of times something happens in a given
time; for example, the number of checks per day or the number of
times someone has attempted to leave the ward in one shift. 

� Duration indicates how long each episode of behaviour lasts; for
example, the amount of time spent outside of the room.

� Intensity of behaviour is sometimes difficult to define and measure
(Martin and Bateson, 1993) but may be used to describe variations
in similar behaviours; for example, angry behaviour showing differ-
ing intensities through variation in the number of expletives used.

� Latency refers to the amount of time from a specific event to the
onset of behaviour. This may be of particular interest in problems
where people report an inability to resist urges, such as OCD or
impulse control disorders, where increasing the time between urge
and act may be an initial focus of treatment. A common use of
latency is in the area of sleep disorders where the amount of time
between going to bed and falling asleep (sleep-onset latency) is
often used to assess the effectiveness of treatments.

•• Measuring thoughts. Measuring the occurrence of thoughts is diffi-
cult as they are not physically observable and therefore need to
be reported by the patient. Some methods are available to assess the
frequency of thoughts. The most straightforward is the thought diary.
Thought diaries require the patient to note down the content of specific
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thoughts as and when they occur. The assessment focuses on the
person’s automatic thoughts that reflect their ongoing appraisals of
events in their lives. Alternatively, if the frequency of specific thoughts
is of interest, the patient may be given a ‘clicker-counter’ in order to
provide a numerical estimate.

Limitations

Conducting measurements using questionnaires, checklists and rating scales
is a useful part of the assessment process. However, it is important that the
questionnaires that are used measure what they are supposed to. The scales
referenced in this chapter are supported by research-based evidence detail-
ing their development and use. These are their psychometric properties and
particularly focus on two areas: validity and reliability.

The validity of a questionnaire or rating scale refers to whether or not
it assesses what it is intended to. Two main aspects should be considered:
face validity and content validity (Streiner and Norman, 1995). Face
validity is the clinician’s initial judgement as to whether the scale assesses
the problem or disorder adequately. Content validity adds to face validity
by assessing whether the scale consists of enough items to cover the
problem or disorder. For example, a five-item scale for depression might
have some face validity if it asks questions on mood, energy, motivation,
concentration and appetite, because these features do occur in depression.
Its content validity would be increased if it also assessed suicidal ideation,
sleep patterns and activity levels as these also occur in depressed patients.
Therefore, when using a scale it is often helpful to ask, ‘Does this scale
look like it covers the problem area or disorder?’ and ‘Does this scale
cover enough of the symptoms to make it useful to the assessment of
this patient?’

Reliability refers to whether a questionnaire produces similar results, when
used on the same people on different occasions, or by different observers.
This is important as practitioners need to be sure that the measurement
procedure itself does not influence the scores produced by the scales.

Unfortunately there are many questionnaires available that have not
been developed scientifically. The danger is that they may not return the
results they are supposed to or, more dangerously, they may return inac-
curate results.

Sources of information

Assessment information can be obtained from a variety of sources (patient,
carer/family, referrer) and in a number of ways (letters, verbal reports,
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case-notes). Each source is useful, according to the type of information
being sought, and they are categorised into primary or secondary sources.
Primary sources of information are patients, as they are the ones who
experience the problem and are best placed to report on what is happen-
ing to them first-hand. Secondary sources of information are the assessor,
families, and carers and referrers. These provide information on behaviour
or symptoms that have already occurred.

It is also necessary to make a distinction between direct and indirect
methods of assessment (see Table 1.1). Direct methods report what actu-
ally occurred as and when it happened. Well-conducted observations are
the best form of direct assessment as they limit the amount of time
between the occurrence of the symptom and its recording. Indirect methods,
on the other hand, are those that give accounts of behaviour, symptoms or
problems that occurred at some other time or place. Interviews are indi-
rect because they usually give accounts of what has happened and there-
fore rely on the information being historically accurate. Questionnaires
and rating scales are also indirect methods as they convert information
from the patient into numerical scores and/or agreement with pre-written
statements. Similarly, all secondary sources of information are indirect as
they also report on what happened previously. Consequently, when report-
ing the results of assessment, it is always useful to state the source of the
information, as well the method used to obtain it, so that the information
can be placed in its appropriate context.

Planning

To emphasise the involvement of service users within contemporary
mental health care, as well as being recorded in the patients’ records,
written copies of care plans should also be provided to patients and their
families or carers (DoH, 2000, 2002).
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Table 1.1 Methods of assessment and sources of information

Primary Secondary

Method Direct Observation of current Observation of 
behaviour/symptoms behaviour/symptoms by others
by patient or trained
observer

Indirect Interview with patient. Case-notes, reports referral
Patient questionnaires letters
and other measurement
procedures
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Using the information derived from the assessment, care planning
focuses on two areas. The first is to develop strategies that are designed
to manage the patient’s care, and the second develops plans designed to
provide therapeutic interventions.

Management plans are predominantly devised to take into account the
overall procedures and systems of care that provide the framework for the
patient’s stay in hospital. A comprehensive management care plan specifies:

• who the patient’s named nurse is;
• level of observation required;
• the Care Programme Approach level including review dates and the

names of all those involved in the patient’s care;
• whether any restrictions apply to the patient according to their status

under the Mental Health Act 1983;
• other agencies that are to be involved or to whom the patient has been

referred;
• the family’s or carer’s perspective, involvement and information needs;
• known risk factors and how they should be predicted, managed and

communicated.

The second type of plan is a treatment or intervention care plan. This is
designed to address the specific bio-psycho-social problems identified at
assessment with the interventions that are to be implemented. A compre-
hensive treatment care plan is provided for each identified problem
and includes:

• a clear statement of the problem including relevant results from
measurement procedures;

• the treatment goals;
• the treatment interventions that are to be used;
• who is responsible for conducting the treatment;
• methods for monitoring the patient’s progress;
• the family’s or carer’s involvement in the treatment.

It is crucial that the differences between management and intervention
plans are understood. Management plans do not necessarily intervene or
assist to change a person’s problems. They are solely a management
strategy whereas intervention plans only consider therapeutic interven-
tions. An abundance of one type of care plan in the absence of another
may indicate the need to re-examine the patient’s assessment to ensure
that all areas of need have been identified and that all facets of care
are considered.
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Conclusion

This chapter has provided an overview of the assessment process in acute
in-patient settings. The chapter has examined the broad principles and
practice of assessment using the three methods of interviewing, observing
and measurement.

In discussing assessment, applications within the acute psychiatric
in-patient environment have been provided. However, it is impossible to
examine all the factors that are at play when assessing. For example, local
environmental factors such as the behaviour of other patients on the ward
or staff shortages, will influence the assessment findings. In addition,
despite attempts to standardise assessment tools, because of the interpre-
tive element of assessment, the experience and knowledge of the assessor
will also influence the outcome. Nonetheless, the issues remain the same;
that is, that the assessment is the aspect which determines future care,
management and intervention. For this reason it is crucial that the assess-
ment is as accurate as possible. The better the assessment the more likely
the chance of a successful outcome for the patient.
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TWO
Measuring health and social

functioning using HoNOS

Mick James and Damian Mitchell

Introduction

Measuring the outcomes of mental health care can potentially be achieved
using a wide variety of measures. Thornicroft and Tansella (1996) pro-
vide a broad overview of potential measures that includes measures of
quality of life, carer burden, patient satisfaction and assessment of need.
It can be argued that not all of these represent a measurement of outcome
in the purest sense, but it is important to remember that a large range of
measures exist which may be potentially useful in measuring the out-
come of acute in-patient care. It can also be argued that it would be
impractical to use a number of these measures in a routine clinical setting
such as an acute in-patient unit, since the task would be very time-
consuming. This aside, some of these measures may be worthy of con-
sideration for use in periodic surveys or more specific enquiries within
an in-patient unit.

A report by a working group to the Department of Health (Charlwood
et al., 1999) provides a series of recommendations on outcome indicators
for severe mental illness. These have since been incorporated as part of
the National Service Framework for Mental Health Services (Department
of Health, 1999). A number of the recommended outcome indicators make
use of Health of the Nation Outcome Scales (HoNOS) (Wing et al., 1996)
and it is the use of these scales within an acute in-patient unit that is the
focus of this chapter. They are simple and easy to use in routine clinical prac-
tice and represent a feasible starting point for the measurement of out-
come in mental health services to be tackled.
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Background to the development of the scales

As its name suggests the HoNOS project sprang from the government
White Paper The Health of the Nation (Department of Health, 1992), which
included mental ill-health as one of the five key areas in its strategy for pro-
moting the health of the population. The Health of the Nation document
identified three targets that specifically related to mental health, namely:

To improve significantly the health and social functioning of mentally ill people

To reduce the overall suicide rate by at least 15% by the year 2000 (from 11.0 per
100,000 population in 1990 to no more than 9.4)

To reduce the suicide rate of severely mentally ill people by at least 33% by the year
2000 (from the life-time estimate of 15% in 1990 to no more than 10%)

(Department of Health, 1993: 11)

The latter two targets can be seen to be more measurable than the first in
that they deal with quantitative data that are collected and collated nation-
ally and therefore in principle easier to make calculations of progress or
lack of it (however, in practice, difficulties did arise due to the nature of
how data on unnatural deaths were recorded). The first mental health
target, by comparison, offers little in the way of clear-cut variables as the
terminology used is ill-defined. For example, what is meant by the term
‘health’ or ‘mental illness’ and which ‘mentally ill people’ are we con-
cerned with? The rather nebulous nature of this target led, in 1993, to the
Department of Health commissioning the Royal College of Psychiatrists’
Research Unit (CRU) to come up with a set of scales that would allow
measurement of progress against this first mental health target.

The CRU began by establishing a multidisciplinary working group to
advise on the project. This was an important consideration as it was always
intended from the outset to be a measure that could and should be used by
all qualified mental health professionals. The initial phase of the project
determined that no existing measure could adequately do the job. Whilst
there were numerous measures of health and measures of social function-
ing, no one single measure offered a sufficiently broad coverage of both
which was suitable for use in routine clinical practice. A number of existing
scales were designed predominantly as research instruments and were there-
fore too lengthy and time-consuming for use in routine clinical practice. It
became clear that a new measure would have to be developed that incorpo-
rated a number of key elements. Namely that it would have to be viewed by
mental health professionals as relevant and practical in terms of their own
needs to record and monitor client data and that it could not be a time-
consuming or complex instrument. This latter point was seen as particularly
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significant, as it was recognised that busy clinicians would not accept and
would be unlikely to implement a long and cumbersome instrument in their
day-to-day practice. Despite the need for brevity, it was also acknowledged
that any such instrument would have to be shown to be sensitive to change
over time, stand up in terms of reliability and validity and therefore be suf-
ficiently robust to provide sound aggregated data that could inform public
health planning (Wing et al., 1996). HoNOS was subsequently constructed
and underwent extensive testing and refining in field trials over a period of
three years. The upshot was a final version (HoNOS 4) that was considered
and accepted by the Committee for Regulating Information Requirements
and entered into the NHS Data Dictionary in 1996 (see Figure 2.1).
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Health of the Nation Strategy

Formation of a multidisciplinary work group

Two pilot tests (September to December 1993)

Main field trials (January 1994 to March 1995)

Trials of reliability and validity (April to September 1995)

Final report

Accepted by the NHS Committee for Regulating Information Requirements

Inclusion in the NHS Data Directory

Department of Health commission CRU to develop a measure for the first target

Figure 2.1 Development of HoNOS
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In Australia, a large government-funded study to look at the measurement
of outcomes in mental health services (Steadman et al., 1997) has also
recommended the use of HoNOS as a service provider-rated measure
across all service settings, as one of six possible measures.

HoNOS in today’s NHS

Across the UK there has been a significant uptake of HoNOS. A telephone
survey of 140 English trusts providing mental health services was con-
ducted between October 1997 and May 1998 (Bishop, 1998). It showed
that 17% had implemented HoNOS in more than one locality or service
setting and were committed to a full implementation. A further 16% had
gone beyond the piloting stage and had implemented in a single locality or
service setting. Training of staff in the use of the scales who were involved
in some sort of pilot scheme on the use of HoNOS had occurred in a fur-
ther 26%, and 7% had plans to do so, giving rise to a cumulative total of
66%. At that time, the remaining 34% had no plans to use the scales.

A more recent postal survey of English mental health service providers
(James, 2002) showed that 34% of services still had no use of HoNOS.
However, many organisations had increased the number of service areas
using HoNOS and overall use had risen. Forty-nine per cent of services
had implemented HoNOS in more than one locality or service setting
compared to 17% in the previous survey. By 2002, 11.5% of the sample
was using HoNOS in all service areas and a further 11.5% within
75–99% of service areas. Thirty-four per cent of the organisations were
using HoNOS routinely in over half of all service settings. In the organ-
isations where routine use was identified, 79% of nurses were using
HoNOS. Within other staff groups 59% of occupational therapists,
53% of social workers, 26.5% of psychologists and 23.5% of medical
staff were using HoNOS routinely. Within services with routine use of
HoNOS, 68% were undertaking ratings at CPA reviews, and ratings were
undertaken at ward admission and ward discharge in 59% of these
services (James, 2002).

In addition, the CRU has sent out in excess of 10,000 scales and glos-
saries to around 90 services over the last few years and continues to coor-
dinate training, providing training services to a further 25 trusts. In
addition, HoNOS has now achieved an international profile, having been
translated into a number of different languages (Wing et al., 2000).

It might perhaps have been anticipated that take-up of HoNOS would
have been more widespread by 2002 but a number of factors may have
militated against this. The most obvious being the change of government
in the UK during the intervening period from commissioning to completion
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of the HoNOS project. However, commitment to outcome measurement
did not wane at the Department of Health following the change in admini-
stration. On the contrary, attempts to ensure that outcome measurement
became an integral part of Mental Health services in the UK continued
apace and interest in HoNOS was re-kindled. For instance, the working
group, commissioned by the Department of Health in 1996 to advise on
indicators of health outcomes for individuals with severe mental illness
(Charlwood et al., 1999), describe a number of the measures of outcome,
several of which use HoNOS data. A summary of these is also contained
in an annex to the National Service Framework for Mental Health which
states that HoNOS will be incorporated into the Mental Health Minimum
Data Set (MHMDS) (NHS Information Authority, 2000) as part of the
mental health information strategy.

The working group defined severe mental illness as follows:

– there must be a mental disorder as designated by a mental health professional
(psychiatrist, mental health nurse, clinical psychologist, occupational therapist or
mental health social worker) and either

– there must have been a score of 4 (very severe problem) on at least one, or a score of
3 (moderately severe problem) on at least two, of the HoNOS items 1–10 (excluding
item 5 ‘physical illness or disability problems’) during the previous six months or

– there must have been a significant level of service usage over the past five years as
shown by:

1. a total of six months in a psychiatric ward or day hospital, or
2. three admissions to hospital or day hospital, or
3. six months of psychiatric community care involving more than one worker or

the perceived need for such care if unavailable or refused.

(Department of Health, 1999: 126)

This means that, in effect, HoNOS scores will be a consideration in how
‘severe mental illness’ is defined. One of the outcome indicators is an
annual assessment of the number of people meeting this definition divided
by the size of the local population. The rationale for this measure is that it
may be possible to prevent some mental health problems from worsening
to the point where the individual becomes severely mentally ill, and this
would provide a measure of success in trying to do this.

As a result of this association with the definition of SMI, HoNOS
scores are implicit in a number of the outcome indicators recommended
by Charlwood et al. (1999). One of these looks at admission to an in-
patient unit on detection of SMI. The indicator states that for a local popu-
lation in any given year, the number of people meeting the criteria of SMI
referred to earlier, ‘whose first contact with mental health services coin-
cides with an in-patient psychiatric admission occurring within the given
year, divided by the total number of people meeting the diagnostic and
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HoNOS criteria for SMI presenting for the first time to mental health
services, in the given year’ (Charlwood et al., 1999: 23). The rationale for
this is that, ideally, people developing SMI should be detected and treated
promptly by community services, thus avoiding the need for an acute
in-patient admission.

There are two outcome indicators in which the use of HoNOS data are
more explicit and these may provide a useful starting point in using
HoNOS data locally. The first of these looks at the HoNOS scores for the
whole of a service providers’ population of individuals with SMI. It pro-
vides guidance on the use of HoNOS data to assess the ability of a whole
service to improve or maintain the functioning of individuals with SMI,
with the aim of reducing the need for these individuals to receive acute
in-patient care. The methodology described is likely to be valuable in
making comparisons between service providers and in the analysis of
trends over time within a local service population. It is recognised that it
may be of limited use within an acute in-patient setting (Charlwood et al.,
1999: 25–7). The second of these outcome indicators looks specifically at
acute in-patient populations and is described in full in the section on the
uses of HoNOS.

Collecting information on the use of mental health services is not new.
Much of the information that is assembled in the MHMDS is currently
already being collected from a variety of sources, including the Hospital
Episode Statistics (HES), the Common Information Core (CIC) and the
Korner aggregated returns. However, these are all in aggregated form
rather than being related to individual service use episodes. The MHMDS
will provide a standard record of a client’s experience of services focus-
ing on the clinical process. It will comprise a variety of data about the
individual, including demographic information, details of the care pro-
vided and the way this care is managed, as well as diagnoses and the
HoNOS ratings for that individual. Assessment of outcome is a corner-
stone of this new dataset with HoNOS providing this key outcome data.
As part of the MHMDS HoNOS ratings will be required for the following
times:

– first in spell
– most recent in spell
– worst in spell
– best in reporting period

(Department of Health, 1997)

The Mental Health Information Strategy (MHIS) sets out a progressive
agenda, with the intention that ‘[By] 2005 professionals in primary, secondary
and social care, together with the public, service users and their carers will
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have timely, accurate and appropriate access to the mental health information
they need’ (Department of Health, 2001: 3). This document has, at its
heart, the intention of improving how information is collated and used
within Mental Health services and maps out the actions necessary to
achieve the information requirements of the National Service Framework
for Mental Health (Department of Health, 1999) and Information for Health
(Secretary of State, 1998). HoNOS is identified as the key outcome
indicator, which as part of an MHMDS can help to meet the goal of pro-
viding ‘quality and management information to aid continuous service
improvement’ (Department of Health, 2001: 30). It is clear, therefore, that
HoNOS will become a necessary part of data collection and performance
management for mental health services in the UK for the foreseeable
future. The challenge for mental health professionals is to ensure that it
is used appropriately to provide useful, timely, quality data for manag-
ing client caseloads and targeting activities and resources to meet
client needs.

What is HoNOS?

HoNOS is a short, simple set of scales that provides a profile and measure
of the severity of an individual’s behavioural, impairment and mental
health problems as well as their current social functioning. The scales are
designed for use in any setting in secondary mental health care services and
are based on a rating of the worst symptoms/problems that have occurred
during the previous two-week period. As HoNOS was principally designed
as a health outcome measure, ratings have to be made on at least two occa-
sions in order to determine whether an individual has improved, deterio-
rated or stayed the same over the intervening period. When more than two
ratings are made it then provides a means of examining trends over time,
both for individuals and groups of individuals.

The scales cover a broad range of elements that constitute health and
social functioning and are intended to be completed in a few minutes by
clinicians after routine clinical assessments (most usually at CPA reviews
or ward rounds). The rating thus obtained provides a brief numerical record
of the clinical assessment in terms of the current health and social func-
tioning of the individual. Once two ratings have been made for an indi-
vidual, the differences between the levels of severity provide a measure of
outcome, but it is important to note that this is a measure of mental health
outcome for that individual, not the health care outcomes as a result of the
care and treatment provided.

HoNOS provides a standard record of progress across 12 common
types of problem. Once the scores have been recorded they provide a
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quick checklist for clinicians to refer to in their routine clinical practice.
Experience has shown that it is easy to incorporate into existing services
and structures, as an integral part of CPA reviews, and as part of the
admission and discharge process in acute in-patient areas (James and
Kehoe, 1999). It can be used as a means of comparing health outcomes
against those expected as a result of clinical intervention. It can also
provide a standardised tool for audit or for clinical research. Finally,
it can be used as a method of matching patient needs to the skills of
practitioners, and as a means of examining casemix and caseload (Wing
et al., 1996).

What HoNOS is not

Equally important is to consider what HoNOS is not, as inappropriate use
of the tool has often led to confusion and rejection of the instrument by
clinical staff. HoNOS is not a structured clinical assessment tool or inter-
view guide, which means that staff should not take the client through each
item in turn by asking questions relating to each. That said, a thorough
assessment is a prerequisite to undertaking a HoNOS rating, as a sound
knowledge of the client’s level of functioning over the previous two-week
period is essential. A HoNOS rating should be made immediately follow-
ing the clinician’s routine assessment, whether that is the initial interview,
follow-up or pre-discharge. However, some staff may find that their usual
method of assessment does not provide them with all the data required to
make a rating and therefore some slight adjustments to the way in which
assessments are conducted may be necessary.

Also, in recognition that HoNOS provides only one aspect of outcome
data, it should be strongly asserted that HoNOS ratings should not be seen
as a substitute or replacement for clinical notes. What staff discuss with
and write about their clients will always be the most important source of
evidence on which clinicians will base their judgements. Background
material, in the shape of qualitative descriptions, is also necessary to put
HoNOS ratings in perspective when considering an individual’s progression
(or lack of it).

HoNOS ratings do not provide an assessment of future risk as it was not
designed as a risk assessment tool but clearly HoNOS has implications for
risk management as a number of the items relate to known risk indicators.
For example, if a client scores as having a severe or very severe problem in
relation to item 1 on the scale, Overactive, aggressive, disruptive or agitated
behaviour, then clearly staff have a professional responsibility to act on
that data to protect the client and/or others. So information obtained from
HoNOS ratings needs to be considered in risk assessment and risk management
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protocols. It is important to note that all acute in-patient clients should
have an assessment of risk as part of the admission process.

HoNOS ratings do not measure health care outcomes or clinical effec-
tiveness (e.g., interventions), due to the broad-spectrum nature of the instru-
ment (i.e., changes in the client’s circumstances may alter the ratings which
have little to do with clinical interventions). There are a great number of
ways to measure more specific health outcomes, such as psychotic symp-
toms or depressed mood, and HoNOS does not represent a substitute for any
of these more specific, standardised assessment tools or rating scales. What
HoNOS does provide is a measure of health and social functioning (health
and social outcome) for an individual client or groups of clients, and of
course HoNOS data can and should be used alongside other outcome data
to make decisions about clinical effectiveness. Most particularly the scores
from the sub-sets of the HoNOS rating may prove more clinically relevant
than the overall score, as ‘behavioural problems’, ‘impairment problems’
and ‘symptomatic problems’ are obvious targets for clinical intervention.
Aggregated data from the sub-sets, used alongside other more specific scales
may prove a valuable addition to clinical outcome measurement.

Finally, HoNOS is not a decision-making tool or a substitute for an
MDS (minimum dataset), though if used as part of an MDS it may prove
useful for informing the decision-making process. Although HoNOS was
not designed for this purpose and therefore offers only partial information,
as with the measurement of clinical outcome, used alongside other data
and placed in context HoNOS data can play a part in the planning of
service provision or resource allocation though it should always be used
with caution and with expert advice.

HoNOS structure and use

The scale consists of 12 items, which are rated consecutively, the order in
which they are listed being intended to reflect the likely severity with
which the problems impact on an individual’s health and social function-
ing. Each item is rated using the same severity scale that has five points:

0 No problem
1 Minor problem requiring no action
2 Mild problem but definitely present
3 Moderately severe problem
4 Severe to very severe problem

NB: ‘9’ is used to denote that not enough data are available to make a rating
but has no numerical value (i.e. is not counted in the overall score).
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A glossary provides information on each of the items and examples of
current ‘health’ status for each of the points on the severity scale.

The 12 HoNOS items

1. Overactive, aggressive, disruptive or agitated behaviour.
2. Non-accidental self-injury.
3. Problem drinking or drug-taking.
4. Cognitive problems.
5. Physical illness or disability problems.
6. Problems associated with hallucinations and delusions.
7. Problems with depressed mood.
8. Other mental and behavioural problems.
9. Problems with relationships.

10. Problems with activities of daily living.
11. Problems with living conditions.
12. Problems with occupation and activities.

Since HoNOS contains 12 items which are each scored from 0 to 4 on the
severity scale, the range of total scores is 0 to 48. As well as the individual
item and total scores, the scale provides four sub-scales.

Section A – Behavioural problems (3 items).
Section B – Impairment problems (2 items).
Section C – Symptomatic problems (4 items).
Section D – Social problems (4 items).

Because the sub-scales are made up of different numbers of item scores,
the sub-scale ranges are not all the same.

Uses of HoNOS in an in-patient setting

HoNOS provides a simple and easy-to-use tool for the measurement of
outcome within an acute in-patient setting. It is usual for HoNOS ratings
to be carried out shortly after admission and again just prior to discharge.
On each of these occasions, the rating is based on the problems experi-
enced by that individual during the previous two weeks, the difference
between the two ratings at admission and discharge thus forming the mea-
sure of outcome.

This model of using the tool does work on the presumption that the
individuals’ period of in-patient treatment is reasonably short. Where
individuals remain in-patients for significant periods of time it would be
beneficial to undertake intermediate ratings during the stay to assess the
ongoing outcome and provide a measurement of trends for that individual
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during their stay. Charlwood et al. (1999) recommend that ratings be
undertaken at or around the 90-day point (± 30 days) of an extensive stay,
but many staff working on in-patient units have found it useful to make
a more frequent review of progress, usually monthly. It is important to
remember that carrying out a HoNOS rating in itself does not take long.
Individuals who are familiar with the tool usually report that it takes about
five minutes to complete (Orrell et al., 1999). What is required is a full
holistic assessment of the individual, but these should be conducted as
part of regular reviews of an individual’s progress.

One of the aspects of using HoNOS which in-patient staff sometimes
report to be difficult, is gathering sufficient information about an individ-
ual’s social circumstances to be able to rate the social items of the scale,
particularly items 11 and 12, soon after admission (McClelland et al.,
2000). In using HoNOS as a measure of outcome, it is certainly useful if
the period rated at admission reflects the period of time in the community
which led up to the admission becoming a necessity, since this is presum-
ably the period of time during which the health and/or social functioning
of the individual failed to such a degree that an in-patient stay was unavoid-
able. Practical ways of trying to overcome this are discussed later. However,
it should be remembered that undertaking and recording a multidiscipli-
nary assessment of an individual’s health and social functioning is an
essential part of the admission process which enables the planning of care
and maps the pathway to discharge.

HoNOS provides a useful tool for working directly with clients on the
ward. Indeed, its principal use should be regarded as a measure of out-
come for individual patients during their stay on the ward.

The principal rationale for any assessment of an individual’s clinical
problems, is to try and find ways of improving the situation for that indi-
vidual. By repeating HoNOS ratings, we are providing routine measures
of outcome based on the client’s current clinical and social presentation.
This provides the opportunity to assess whether the health and social func-
tioning of the individual has improved. When considering this issue, it is
perhaps worth remembering that two caveats were used to describe the
health and social gain against which to measure outcome.

1. Improvement in mental and physical health and social functioning,
over and above what could be expected without intervention.

2. Maintenance of an optimal state of health and social functioning by pre-
venting, slowing and/or mitigating deterioration. (Wing et al., 1996: 10).

Thus, its use provides a standardised measure of progress for each client
on the ward, for each of the 12 individual items as well as the four sub-
scale scores and the total score.
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It can of course be recorded as a quick checklist in an individual’s clinical
records, but the use of an IT system which allows the presentation of
scores as a graphical output does improve the ease with which outcome
for an individual can be assessed, as Figure 2.2 illustrates.

Many nurses who are routinely collecting HoNOS data report that not
only is it useful in informing their own clinical work and care planning,
but also that it provides a useful means of sharing information with their
patients (as well as their carers) when reviewing their progress since it
provides a clear focus for discussion across the 12 clinical and social
items. This is of even greater value when this can be produced in a graph-
ical format as a result of using an IT system.

Another way in which HoNOS scores can be used in routine clinical
practice is to use each score as a measure of the severity of an individual’s
problems at that moment in time and use this as a benchmark to assess the
adequacy of the current plan of care which has been devised for that indivi-
dual. Each of the 12 items represents an aspect of that individual’s health
and social functioning, and they are all rated on the same 0 to 4 scale. Any
aspect of functioning scoring a ‘2’ or above is of clinical significance and
thus should be reflected in the current plan of care. Indeed, if the planning
of care for discharge from the point of admission is to be more than
rhetoric, it is of particular importance that the item scores relating to the
individual’s social functioning are rated, since the resolution of social
problems (where these exist) is often the key element in reducing the
length of stay. This can prove to be a useful tool in the assessment of the
quality of planned care for an in-patient population, both at an individual
level and in examining a wider in-patient population. It also stresses the
importance of gathering sufficient information about a client as quickly as
possible after admission from as many sources as possible, particularly
those in the community. It should be remembered that ratings that include
‘9’ (no rating) cannot be used to measure outcomes either for individual
items or overall scores or indeed for any of the sub-scales for which there
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are missing data items. Therefore, it is essential that every effort is made
to collect sufficient information to make a complete rating. This may
require staff to expend more time and energy on the assessment process
than before, particularly in relation to contacting other professionals and
agencies involved with the patient in order to build up a more compre-
hensive profile of the client. Time and availability of information are
undoubtedly significant issues for staff in acute services. However, there
is no reason why missing information cannot be entered into the rating at
a later date, as long as the rater is considering the same time period (i.e.,
the two-week period prior to the rating). Where an incomplete rating is
made, it does not mean that the HoNOS rating is totally invalid because
of course the individual items that were scored can be compared, as can
completed sub-sets.

The other main advantage of gathering HoNOS data is that, once aggre-
gated and anonymised, it can, as Wing et al. (2000: 393) point out:

provide the opportunity to measure outcome in a service-wide context where it can ful-
fil a vital role as a measure (not a predictor) of progress towards agreed targets and for
making local comparisons.

However, HoNOS cannot be used to compare wards, districts, treatment
regimes etc. unless context/background information is also collected (i.e.,
MDS) and like is compared with like. As the use of HoNOS becomes
more widespread and its use more sophisticated then it will become pos-
sible for clinicians, managers and researchers to make more meaningful
comparisons. If the HoNOS data are to be used in an aggregated form as
part of a broader unit or service-wide assessment of the outcome of
service populations, then its inclusion in an MDS in some form of IT
system is essential. This will require, in many instances, significant
investment in IT systems to ensure that the routine recording and man-
agement of data becomes possible. Experience of training mental health
staff, in a variety of settings, has highlighted that access to adequate
IT support systems remains far from a reality in many trusts and social
service departments.

HoNOS is not directly concerned with costs or the statistics of care
settings or the use of professional time (Wing et al., 1996) but it is not
unreasonable for HoNOS data to be used (as part of an MDS) in the decision-
making process.

Within the context of an in-patient setting, a very clear and systematic
method for the use of aggregated data is set out in Severe Mental Illness
Outcome Indicators (Charlwood et al., 1999). This outcome indicator is
based on the principle that the aim of an acute in-patient admission is to
restore the health and social functioning of those admitted and to plan dis-
charge from this period of treatment in such a way as to minimise, as far
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as possible, the risk of relapse and thus the need for re-admission. It
considers two elements:

1. ‘Mean change in HoNOS scores, as measured on admission and dis-
charge, within an in-patient population of people with severe mental
illness’;

2. ‘Mean change in HoNOS scores, as measured on admission and at 90
days post admission, within an in-patient population of people with
severe mental illness’ (Charlwood et al., 1999: 33).

It uses all of the 12 individual item scores, as well as the four sub-scale
scores and the total scores. These should be collated as

(1) the mean differences (with associated standard deviations) in individuals’ item, sub-
scale and total HoNOS score, from an admission baseline to a follow-up assessment;
and (2) the mean and standard deviation of the baseline scores. Item scores should be
reported within their underlying range of 0–4. Subscale and total scores should be
normalised to a 0–100 range. (Charlwood et al., 1999: 33)

In defining the time scales for completing these assessments, it has
been assumed that the admission baseline assessment has been completed
within 24 hours of admission and the discharge rating in the 24 hours
immediately prior to discharge from the ward. It is also important to
remember that these HoNOS data should also have additional information
as part of a minimum dataset associated with it. This information will
allow comparisons to be made, for example between wards or perhaps
in a wider context between different provider units. Once sufficient data
have been collected, they also allow comparisons to be made of the same
ward over time, thus facilitating ward staff to undertake a year-on-year
analysis of the global outcomes for their unit. Charlwood et al. (1999)
note that if the mean changes of the data are not normally distributed, it
may be more appropriate to use percentile-based statistics to undertake
this outcome measurement.

Whilst this example provides clear guidance for using aggregated HoNOS
data to measure outcome, this example is far from exhaustive. Indeed, it
may be that the use of such a broad indicator holds limited interest to
many nurses working on the wards. Only with time, fuller implementation
and sharing of experiences between practitioners and services will some
of the more imaginative possibilities arise. However, some further simple
examples of the use of aggregated HoNOS data are provided here to
help guide the thinking of individuals who aspire to using the data in their
work setting.

For example, a nurse on an acute admission ward might be concerned
about a rise in violent incidents on the ward and the fact that staff are finding
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these situations increasingly difficult to manage. Evidence from the
staffing establishment provides clear evidence that there has been no
change in the staff : client ratio over the preceding 12 months. Records of
violent incidents will provide evidence of the increase. However, the
HoNOS data could be used to provide additional information about the
nature of the problem. For example, aggregated HoNOS data could iden-
tify that disability levels for the current group of clients are almost twice
as high as they were six months ago with particularly high behavioural
sub-scores. These three information sources would provide a clear evi-
dence base that would usefully underpin a business case for more staff, or
the creation of an Intensive Care Area, or perhaps increased funding for
training in the management of violence and aggression.

Similarly, a ward manager could use aggregated HoNOS data to make
a case for a member of staff to be funded for a course on substance mis-
use. It may be known from personal experience that a significant propor-
tion of clients who have been admitted over the last 12 months have had
a substance misuse problem but this may not have been their primary
diagnosis. Using HoNOS data as part of an MDS could provide clear evi-
dence of the scale of the problem, hence adding weight to an application
for staff development money.

Wilcock (2001) provides a good example of using HoNOS data to sup-
port the planning of service development. The findings of this small-scale
study indicated that female patients in a low secure in-patient setting
tended to display an increase in HoNOS scores during their stay in the
unit whilst male patients showed a decrease. This information was used
with other information to argue a case for the development of female-
only facilities.

Examining any aggregated groups of scores of a clinical area may also
provide keys to areas that would benefit from further enquiry. Any set of
individual scores that fail to improve over an in-patient stay would point
to areas where the overall system of care may be failing to respond ade-
quately to the needs of the clients. For example, if problems associated
with non-accidental self-injury persistently lack improvement for ward
populations there would be good reason to investigate these issues further,
with a view to trying to improve the therapeutic interventions with clients
on the ward who display these types of behaviour.

Setting-up and administration issues

From a number of years’ combined experience discussing how HoNOS
has been implemented in practice, one of the most important elements that
appears to determine the success or otherwise of the use of HoNOS is
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project management. Whilst HoNOS is a simple tool in itself, developing
a system of data recording and data management that meets the needs of
the various groups of staff requires consideration and energy. It is not
uncommon for clinical staff to receive a HoNOS pack with directions to
start using it immediately. Whilst this might allow a service provider to
rightly claim that they are using outcome measurement, such a strategy is
fraught with dangers, the most obvious of which is that, without adequate
training and ongoing supervision, the HoNOS data collected would not
stand up to questions of validity and reliability (McLelland et al., 2000).
In addition, staff would be unclear as to why they were using it, in what
circumstances they should use it, what will happen to the data, how they
can access the data to manage and monitor the caseload and so on. In
many areas where inadequate thought has gone into implementation there
is often a feeling of resentment and cynicism about HoNOS (and outcome
measurement in general) as staff are not convinced of the clinical benefits –
if staff can access the data there are few if any! It is unrealistic to expect
hard-pressed staff to be overly concerned about whether the Department
of Health can indicate how far services in England and Wales are meeting
the goal of ‘improving the health and social functioning of mentally ill
people’. Staff need to see evidence of how such data can help them improve
and monitor their own clinical practice and how local services are per-
forming in the first instance.

Clear objectives have to be identified from the outset identifying the
what, why, when and who of the process. All staff should sign-up to the
objectives and a project team, comprising representatives of all interested
parties (including the IT department), should contribute to the process. A
manager who has both formal and informal authority should lead the pro-
ject to ensure that agreed objectives are met, on time, to budget and of suf-
ficient quality.

Decisions will have to be made on how HoNOS data will be recorded.
Standard HoNOS score sheets are the most obvious way of gathering rat-
ings but other methods are in use, including labels which are ‘stuck’ into
notes and electronically, using networked or standalone computers. Whatever
methods are used, clarity is needed on how this information will be
entered onto the database. This sounds a rather obvious statement but fre-
quently clinicians (and often managers) have little knowledge of what
happens to HoNOS score sheets once they leave the ward or unit. In some
cases they do not even do this as they are filed immediately in individual
notes. Whilst this may offer some useful information for managing a par-
ticular client’s programme of care it does not allow for data aggregation.
There is a tendency for HoNOS data to languish in some bureaucratic
‘black hole’ and never see the light of day. Under such circumstances it is
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easy to see why many staff have become disillusioned with HoNOS; this
is unfortunate since the implementation of HoNOS is clearly a useful first
step in moving towards a shift in service culture towards one which is
orientated around outcome measurement. Outcome measurement will not
become a day-to-day reality until clinicians view it as an essential part of
good practice and it is supported with adequate IT systems (Gallagher and
Teesson, 2000).

It would be optimistic to believe that every Trust or Social Services
Department will acquire state-of-the-art IT equipment in the short or medium
term but this should not prove to be an insurmountable hurdle in imple-
menting a data management strategy. One administrative assistant with a
personal computer would be all that is needed for an organisation to store
data electronically and allow staff to question the database. Obviously,
giving staff direct access is preferable and this is already happening in some
instances but the majority of organisations may have to work towards this
ideal. Whatever the mechanism used locally, care should be taken to
ensure that there are controls in place to ensure the quality and reliability
of the data entered onto the system.

Training of raters and their ongoing supervision is also a major issue
for organisations planning to introduce HoNOS. There are known links
between the quality of training and the quality of data from the wider
literature on rating scales (Ventura et al., 1993) and although HoNOS is
much simpler to use than many tools, the same principles apply (Amin
et al., 1999; Bebbington et al., 1999; Trauer et al., 1999). It is suggested
that all potential raters undergo a structured training programme before
being expected to use HoNOS routinely in clinical practice. HoNOS is
undoubtedly a straightforward tool to use but there are guidelines for its
use which raters have to understand and follow if HoNOS ratings are to
be valid and reliable. Experience has shown that despite its simplicity
misunderstandings do frequently occur when raters do not have a suffi-
cient grasp of the basic principles of rating. In addition, it is thought
that a brief one-off training course is not sufficient to guarantee compa-
rability between individual raters or between groups of raters and that
practice and ongoing supervision are required to maintain reliability and
data quality.

Conclusion

As stated at the beginning of the chapter, there are numerous measures of
outcome in mental health care; the debate surrounding the effective use of
outcome data to inform clinical practice and service evaluation obviously
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extends well beyond the use of HoNOS. The brevity and comprehensive
overview of functioning provided by the instrument provides a relatively
easy way of embedding outcome evaluation as part-and-parcel of routine
clinical practice. This is particularly important since it has the potential to
link neatly with service practices and systems such as CPA, clinical gov-
ernance and audit as well as inform others such as risk assessment and risk
management. In addition, it can, as previously suggested, complement more
specific health outcome enquiries relating to groups of service users or
specific service delivery models.

It is only when mental health staff routinely record, manage and
analyse outcome data against clinical intervention or service structures
and delivery methods, that we will be able to say we are making rational
decisions based on evidence. This will only ever represent a part of how
we, as practitioners, evaluate the efficacy of the services we provide to our
clients but in our opinion it is an important element. As we become more
confident in our ability to use outcome data and more willing to share
those experiences with our colleagues and our clients, so our decision
making within both clinical practice and service planning and evaluation
will become more transparent.

Resources 

Website: http://www.rcpsych.ac.uk/cru/honoscales/index.htm

For general information on HoNOS (training, resources, conferences, etc.)
contact: Emma George, The Royal College of Psychiatrists’ Research
Unit, 6th Floor, 83 Victoria Street, London SW1H 0HW.
Tel.: 020 7227 0825 Fax: 020 7227 0850 E-mail: egeorge@cru.rcpsych.ac.uk

The HoNOS Users’ Forum (HUF) is for all mental health professionals
using HoNOS. HUF provides an opportunity to share information and
ideas about HoNOS and its use in everyday practice. Membership is free
and consists of a network and a newsletter. Contact Emma George at The
Royal College of Psychiatrists’ Research Unit for information about
membership.

Information about the work of the National Centre for Health Outcomes
Development, including the work on Severe Mental Illness, can be found
at http://www.ihs.ox.ac.uk

Further information about the Mental Health Information Strategy,
Mental Health Minimum Data Set and other related topics can be viewed
at the Department of Health website (http://www.doh.gov.uk) and the
NHS Information Authority site (http://www.nhsia.nhs.uk).
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THREE
Social inclusion and acute care

Julie Repper and Rachel Perkins

Introduction

The idea of ‘social inclusion’ is often not considered in relation to ‘acute
care’. Whereas social inclusion is about social roles, networks, relation-
ships and community, acute care is about treatment in a crisis, sometimes
requiring time away from social roles and relationships. However, if
a person’s social roles, networks and relationships are to be maintained
over periods of acute crisis, social inclusion must be high on the agenda
during periods of acute psychiatric in-patient care.

Acute episodes of mental distress can jeopardise social inclusion by
disrupting family relationships, friendships, social networks, employment
and social/leisure activities. A person may behave in uncharacteristic ways
that are disturbing to others. They may become unable to meet the expec-
tations of their social, work and leisure roles. If a person attempts to con-
tinue with their ordinary social roles when they are unable to fulfil them,
then it is likely that these roles will be disrupted. In such a situation, a
period of admission to an acute psychiatric ward may be positively bene-
ficial in maintaining a person’s social roles by relieving them of responsi-
bilities and expectations that they are temporarily unable to fulfil.

However, it is often the case that far from assisting in the preservation
of social roles and relationships, psychiatric admission can further erode
them to the point where the person has access only to the devalued role of
the patient. If social roles and relationships are to be preserved through a
period of admission, it is essential that acute in-patient services actively
attend to the maintenance of a person’s social roles and relationships
during a period of admission and help the person to resume their ordinary
roles as the admission nears its end (Rose, 2001). This involves both assist-
ing the person to keep in touch with those people who are important to
them – family, friends, employers, others in their social network – and sup-
porting these other people and agencies as appropriate so that the person
is able to return when they are well enough to do so.
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This chapter begins by considering social inclusion, and the exclusion
that so often accompanies the experience of mental health problems and
the use of mental health services. It then goes on to examine the experi-
ence of admission to an acute psychiatric ward and its impact upon the
individual, their family and their friends, and others who are important in
the person’s social world like employers, colleagues, teachers. Finally,
ways in which positive, socially inclusive strategies can be fostered on
acute wards are considered in order to minimise the social disruption and
damage that admission so often causes, and to use the opportunity to
strengthen existing relationships and/or initiate new roles. The chapter
draws on examples of good practice to explore the development and out-
come of socially inclusive ways of working in acute in-patient settings.

What is social inclusion?

There is considerable evidence to suggest that people with mental health
problems experience significant discrimination in their daily lives. Indivi-
duals who experience mental health problems are being systematically
excluded from many areas of society, including employment and training,
access to services and many other areas of daily living. The accounts of
those who have experienced mental health problems provide testimony to
the exclusion from the roles and relationships that the rest of us take for
granted and their rejection when applying for training, jobs and insurance
(Dunn, 1999). Read and Baker (1996) revealed the extent of this discrim-
ination and exclusion in the findings of a survey of 778 people who had
experienced mental distress:

• 34% had been dismissed or forced to resign from jobs;
• 69% had been put off applying for jobs for fear of unfair treatment;
• 47% had been abused or harassed in public (11% had been physi-

cally attacked) and 26% had been forced to move home because of
harassment;

• 50% felt they had been unfairly treated by physical health services;
• 33% complained that their GP had treated them unfairly;
• 25% had been turned down by insurance or finance companies.

Too often, the views, accounts and experiences of someone who experi-
ences mental health difficulties are taken to be simply a manifestation of
these difficulties:

I can speak but I may not be heard. I can make suggestions, but they may not be taken
seriously. I can voice my thoughts, but they may be seen as delusions. I can recite
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experiences, but they may be interpreted as fantasies. To be a patient or even an
ex-patient is to be discounted. (Leete, 1988: 2)

The process of social exclusion has been defined by the government’s
Social Exclusion Unit as:

A shorthand for what can happen when individuals or areas suffer from a combination
of linked problems such as unemployment, poor skills, low incomes, poor housing, high
crime environments, bad health and family breakdown. (Social Exclusion Unit, 1999)

This process is not surprising in a society where there is a general per-
ception that mental health problems are inevitably associated with dan-
gerousness and/or incompetence. Dunn (1999) and Sayce (2000) have
described how those who experience mental health problems are among
the most excluded in society. Discrimination against them is one of the
last ‘acceptable’ prejudices effectively denying citizenship. Sayce gives
an account of how social exclusion develops and affects people with mental
health problems, through a combination of overlapping problems including
mental impairment, discrimination, reduced social and economic participa-
tion, diminishing hope and expectations (Sayce, 2000).

This account epitomises the complexity of the relationship between
mental health and social exclusion: exclusion can both lead to mental health
problems and be a consequence of them. For example, unemployment
leads to an increase in the risk of mental health problems (Smith, 1985;
Warr, 1987). Yet pervasive employment discrimination ensures that the
experience of mental health problems is also a cause of unemployment:
unemployment can both lead to mental health problems and be a conse-
quence of them. The 1997/98 Labour Force Survey revealed that unem-
ployment among those with mental health problems is alarmingly high
at 87%, far higher than among disabled people more generally (Burchardt,
2000).

What is clear, however, is that for all the high hopes of ‘community
care’, exclusion of the mentally ill is not decreasing. Department of
Health surveys show that the proportion of people expressing fear of
people with mental health problems has risen: in 1993, 14% of a repre-
sentative sample of adults thought it was frightening to think of people
with mental health problems living in residential areas; this figure rose
to 19% in 1996 and 25% in 1997 (DoH, 1997). As Campbell (2000: 88)
has observed:

The great irony about service user action in the past 15 years is that, while the position
of service users within services has undoubtedly improved, the position of service users
in society has deteriorated.
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Although ‘community care’ appeared to carry the potential for people
with mental health problems to be integrated in mainstream society, they
remain as firmly excluded today as they ever were behind the walls of
the asylum.

The importance of action to maintain and improve social inclusion is
evident in all recent mental health policy and is enshrined in Standard 1
of the National Service Framework (DoH, 1999a), which states that
services must

combat discrimination against individuals and groups with mental health problems and
promote their social inclusion.

Similarly, both the Mental Health Promotion Strategy (DoH, 2000b) and
the National Service Framework (DoH, 1999a), specify the need to include
employment and housing plans in Care Programme Approach care plans,
and job retention schemes for people with mental health problems have
been the subject of a large DfEE-funded research scheme.

Promoting social inclusion must be a primary concern to mental health
workers. The development of strategies to enable people to maintain and
develop those social roles, relationships, networks and activities that are
central to social inclusion is the responsibility of all mental health practi-
tioners. Such endeavours cannot be limited to those working in commu-
nity services. Admission to acute in-patient settings can easily increase
discrimination and exclusion. If such admissions are to be beneficial in
maintaining a person’s social roles then attention to the maintenance
and extension of these must also be a central component of work in
in-patient settings.

Social exclusion in acute care settings

The impact of admission of the individual

The experience of acute mental distress is often traumatic enough in itself.
People who have been through it have written numerous accounts of the
extremes of emotion, unfamiliarity of beliefs and feelings, difficulty con-
trolling behaviours and unpredictability of others’ responses (see Read,
1996). Admission to an acute ward can compound these problems, but it
also heralds many more difficulties through the reactions of others – because
of the irrefutable stigma that time ‘inside the madhouse’ brings. 

Whilst admission is designed to provide ‘asylum’, respite, safety, careful
assessment and treatment, this is often not the experience of the recipient.
Already frightened by the experience of acute crisis, the experience of admis-
sion can compound these problems. As long ago as 1989, Camden Mental
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Health Consortium (GPMH, 1989) described the deleterious consequences
of admission, and the Sainsbury Centre for Mental Health (2000) has
documented the ways in which care provided on acute units continues to
be inadequate. Such wards are often experienced as unsafe, unclean,
unpredictable, untherapeutic places where staff have little time to spend
with residents and there is a dearth of explanation, choice, treatment (other
than medication) and little to do (as described in earlier chapters: SNMAC,
1999; SCMH, 2000; Mind, 2001) – hardly a place to ‘get better’.

Although service users frequently comment on the helpfulness of indi-
vidual members of staff (see Chadwick, 1996), their accounts portray a
system dominated by medication and containment in which they are con-
sidered unfit to make responsible decisions, unlikely to recover and dis-
connected from social networks, social routines and social responsibilities
(see ‘Real lives: the acute ward experience’, Sainsbury Centre for Mental
Health, 2000: 29).

Admission and friends

The experience of acute mental distress and admission impacts not only on
the individual who experiences them, but also on those around them. In a
survey of 421 friends of people experiencing mental distress, the Mental
Health Foundation (2001) found that a number of people felt powerless
and helpless, ‘not knowing how to cope with the effects’. This is particu-
larly marked when a friend is admitted to hospital, with accounts describ-
ing feelings of shock and worry at conditions within mental health units but
also fear associated with mental illness. These types of responses are not
surprising in a society where media representations of people with mental
health problems are almost universally negative. This situation is com-
pounded by a chronic absence of a user voice in the media (Sayce, 2000).

Despite ample evidence to the contrary, the media continue to present an
alarming picture of ‘a rising tide of killings’ by people with mental health
problems. Philo et al. (1993) found that two-thirds of media coverage of men-
tal health issues focused on violent behaviour – a trend that is on the increase
(Muijen, 1997). On top of its direct effect upon the individual, admission
marks a difference in the nature of relationships with family and friends. It
confirms their madness: what might have been perceived as difference, eccen-
tricity, normal distress, now becomes recognised as mental illness – medi-
cally, and therefore socially, validated. Friends and family feel unsure how to
relate to this person they may have known for many years – and this adds to
the difficulties of those experiencing mental health problems.

Unsurprisingly, friends are as important to people with mental health
problems as they are for all of us. In the Mental Health Foundation survey,
367 people with mental health problems described their relationships:
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80% described emotional support from friends – understanding, accepting,
listening, talking – and 46% reported friends providing practical support
such as help with household chores, transport to appointments and finan-
cial support. Yet, such social support is disrupted by admission to hospi-
tal. In a study of 310 people with mental health problems, Holmes-Eber
and Riger (1990) found that lengthy and repeated admissions were asso-
ciated with smaller social networks comprising fewer friends and relatives
and more professionals and fellow service users, whilst people who had
been admitted less often and for shorter time periods had more friends and
fewer mental health professionals in their networks.

Holmes-Eber and Riger (1990) argue that these findings provide a good
case for reducing psychiatric hospital admissions to a minimum. Yet, although
developments in community care and home treatment can reduce the need
for admission, there is no evidence that such admissions can be eliminated
completely. Therefore it is equally important that social relationships be
supported during hospital admissions: friends should be recognised as an
important source of support. In the Mental Health Foundation survey of
friends, 58% of friends wanted support in giving their friends support. They
cited the kinds of support that would be useful as:

• talking to a professional (39%);
• more information (27%);
• information about their friend’s care (23%);
• time out from their friend (21%).

Admission and the family

Families play an important role in the lives of many people with mental
health problems: they are an important resource and often central in the
promotion and maintenance of social inclusion. They:

• enable people to retain links with their local community;
• provide important social contacts for people whose social networks are

often depleted as a result of their mental health problems;
• provide a great deal of ongoing support that people need and an envi-

ronment in which they can recover (Kuipers, 2001).

However, the difficulties which relatives experience have also been widely
documented (e.g., Creer et al., 1982; Fadden et al., 1987). Living with
someone with serious ongoing mental health problems can cause increased
strain, worry and distress, together with loss of friends and social contacts,
social isolation and difficulties in coping with particular symptoms.
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The National Service Framework (DoH, 1999a) and the Carers’ Strategy
(DoH, 1999c) explicitly recognise the role that relatives play and priori-
tise their needs. Appleby (2000), the National Director of Mental Health,
accords families a central place in defining a high-quality mental health
service, recognising their skills as carers and arguing for their place in
routine care planning. However, while the experiences and needs of
relatives have received more attention than those of friends, families con-
tinue to fight to be heard (see Rethink (www.rethink.org) for examples).
It is widely recognised that family members need respite, emotional sup-
port, practical help and information, but it remains the case that services
have great difficulty in providing these things. Relatives often feel rela-
tively ill-informed and unsupported by staff who do not recognise the con-
tribution they make, and the difficulties they experience, and feel that staff
blame them for their relative’s problems (Shepherd et al., 1995).

It is often during admission that they feel most distressed, excluded and
powerless. Admission of a family member is stigmatising and families
have to overcome the prejudices and misconceptions of those around
them. As this account shows, the stigma of mental illness – and of using
mental health services – can lead family members to be socially excluded,
or to exclude themselves: 

I became involved in the world of mental illness [25 years ago] … Then, I thought that
mental illness couldn’t happen to my family. It was something that happened to ‘weak’
people. I still have people asking me at the dinner table, ‘is it catching?’ They ask these
questions because they fear mental illness. There is a great deal of shame attached to
severe mental illness. Carers fear loss of face, lowering of standards, the shame of
attending or visiting psychiatric hospital and perhaps admitting to not being able to
cope. (Fisher, 2003 [Chairman, ‘Rethink’, 2003] in introduction to ‘Rethink’ website;
emphasis added).

Families provide the bulk of support for people who have mental health
problems (Rethink estimate that 70% of all care is provided by informal
carers, with a value of £30 million per year). They are often strong advo-
cates for individuals who have mental health problems, fighting for the
best support available. They need and deserve support and recognition
from services, particularly when they are likely to be most distressed –
when their relative is admitted to an acute ward. Yet, not infrequently acute
distress is associated with a rift in family relationships, and the individual
admitted may object to their family being involved in their care in any way.

This places staff in a difficult position: how to accede to the wishes of
the individual and gain their trust as well as meeting the needs of, and
involving, relatives (Winefield and Burnett, 1996). The practitioner is
obliged to respect a service user’s wish not to involve their relatives, or
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provide them with information about the care that they are receiving
(unless the family has been appointed by a court to manage the indivi-
dual’s affairs, or if there is a ‘public interest’ reason for giving them infor-
mation). This can cause further difficulties in family relationships, leading
relatives to feel excluded and ill-informed. However, concerns about
confidentiality must not be used as an excuse for ignoring carers. The
National Service Framework for Mental Health (DoH, 1999a) requires
that relatives have access to services in their own right. It is possible to
take seriously and address the concerns of both the service user and their
relatives without breaching confidentiality. Nevertheless, situations where
the wishes of an individual and their family differ can make the practi-
tioner feel obliged to ‘side’ with one or other party. Such situations may
arise around issues relating to mental health problems and medication, but
also around concerns outside the psychiatric sphere. For example, such
differences not uncommonly arise around the ordinary developmental issues
that challenge most families in late adolescence like sex, drink, drugs and
what constitutes ‘acceptable’ behaviour. Staff may feel torn between the
wishes of the relative and those of the service user. However, this does not
rule out the possibility of empathising with the positions of both parties
and helping them to work out a mutually tolerable way forward – but this
requires time and expertise that may not be available to the practitioner.
Therefore staff training in working with families, and the allocation of
time and ongoing supervision to ensure that this training can be used in
practice, are essential.

It is often the case that crises in family relationships are temporary:
understandable resentment about family involvement in an involuntary
admission, paranoid ideas about family members and mutual mistrust
generally abate, and the individual who lived with their family up to
admission is likely to return to live with their family. Therefore, preserv-
ing and enhancing relationships with families during an in-patient stay
is important.

Admission and colleagues, employers and neighbours

Reciprocal affection and support developed over long periods of time are
characteristic of relationships with family and close friends, and this can
mean that all parties are highly motivated to try to maintain relationships
during a crisis. However, less intimate relationships with neighbours, col-
leagues, employers, more distant relatives and other social contacts are
equally important in the lives of most people and much more readily lost
as a result of mental health crisis and admission.

People in the individual’s community are often afraid of what mental
illness means. They may be shocked that someone on their street could
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have mental illness, unwilling to be seen in the company of someone with
this affliction, may simply ignore that individual (and their family) –
effectively withdrawing support and, through ostracisation, making their
life more difficult. Barham and Hayward (1995) have described how
people make efforts to ‘prove’ their ‘sanity’ and trustworthiness to friends
and neighbours following acute relapse.

Employment has long been acknowledged as central to social inclusion
(Bennett, 1975). Work links an individual to the society in which they
live: without work, these links are all too easily lost – a fact recognised in
various government ‘New Deal’ policies, including the New Deal for
Disabled People which explicitly includes those with mental health prob-
lems. As well as an income, work provides social identity and status;
social contacts and support; a means of structuring and occupying time;
activity and involvement; and a sense of personal achievement (Jahoda
et al., 1933; Bennett, 1975; Shepherd, 1984; Warr, 1987; Rowland and
Perkins, 1988; Pozner et al., 1996; Grove, 1999). Work tells us who we
are and enables us to tell others who we are: it is typically the second
question we ask when we meet someone: ‘What is your name?’, ‘What do
you do?’

The existence of work in a person’s life is a necessary counterpoint to
leisure: without work – the things we have to do – the concept of leisure –
free time – is meaningless (Rowland and Perkins, 1988). Jahoda et al. (1933)
showed that unemployed people do not exploit the extra time they have avail-
able for leisure and social pursuits. Their social networks and social function-
ing decrease, as do motivation and interest, leading to apathy.

A person’s employment is severely jeopardised by acute mental health
crisis and admission. At first admission many people are in employment.
Yet many employers are reluctant to retain, or take on, employees with
mental health problems, the prevailing stereotypes of mental illness caus-
ing them to believe that workers with such difficulties are likely to be dan-
gerous, unreliable, unpredictable, unproductive. Many people who are
admitted to hospital may have behaved inappropriately at work prior to
admission and even a sympathetic employer may not know what to do to
help. Therefore contact with, and support for, employers is essential if
people are to be able to return to their employment on discharge. For those
in education, the role of the student is equally important, but teachers and
lecturers may share much of the ignorance and prejudice of employers and
fail to make the adjustments necessary to enable the person to resume
their course once they are discharged. Again contact with and support
for education providers is equally important in maintaining a person’s
social inclusion.

Once on an acute ward, social roles, activities and routines are suspended,
family relationships are disrupted, time is taken off work or college, and
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friends are rarely encouraged to visit. On discharge, the individual has the
stressful task of picking up old activities; re-establishing family relation-
ships; explaining their absence to work colleagues, teachers and class-
mates; and re-establishing old friendships. This is doubly difficult as they
have to battle against the misconceptions, mistrust and fear associated
with ‘madness’ in general, while trying to demonstrate their own ability
at the same time as trying to accommodate into their lives the mental
health problems they have experienced. Without the maintenance of links
with the outside world during an in-patient stay, appropriate preparation
to resume social roles on discharge, and ongoing support in the commu-
nity, many people find this challenge too daunting. They therefore fail to
resume their former social roles and social exclusion results. If this is
to be avoided, social inclusion must be central to the work of acute in-
patient settings.

Social inclusion in acute settings

An inclusive philosophy

Developing a ‘philosophy of care’ can seem an irrelevant diversion on a
busy acute ward: a gesture, resulting in nothing more than a sign on the
wall that is regarded with cynicism by staff and patients alike. However,
it is essential for the whole team to be clear about what they are working
towards, how they are working and what values underpin their work. This
philosophy needs to be worked out as a team, differences between members
of staff need to be acknowledged (they are unlikely to be overcome) and
implications for practice need to be explored.

The philosophy and priorities of an acute in-patient setting are central
in maintaining and promoting the social roles, relationships and activities
of those who are admitted. However, it is typically the case that the
primary concerns on acute in-patient units are safety, containment and
pharmacological treatment. While these may be important, they are not
sufficient to maintain and promote social inclusion. If, on discharge, a
person is unable to resume their former roles, relationships and activities,
or develop new ones, then their mental health problems are likely to be
exacerbated and the likelihood of further admissions increased. Promoting
social inclusion is not only important in relation to social functioning, it is
also important in maintaining and enhancing both physical and mental
health. For example, unemployment has been linked with increased gen-
eral health problems, including premature death (Beale and Nethercott,
1985; Smith, 1985; Bartley, 1994) and there is a particularly strong rela-
tionship between unemployment and mental health difficulties (Warr, 1987;
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Warner, 1994). Unemployment is associated with increased use of mental
health services (Brenner and Bartell, 1983; Wilson and Walker, 1993;
Warner, 1994; Stewart, 1996) and is known to increase the risk of suicide
(Platt and Kreitman, 1984; Moser et al., 1987; Philippe, 1988; Lewis and
Sloggett, 1998). The absence of social supports and social networks is
equally detrimental to mental health (see Simmons, 1994).

This means that, in developing a philosophy of care, acute wards must
consider their role not only in alleviating symptoms, but also in preserv-
ing and developing social roles and relationships. This involves attention
to both the individual and their social world. Wing and Morris (1981)
have described how social disability results not only from the symptoms
which someone experiences, but also from the way in which they respond
to these symptoms and the discrimination that it creates.

In the face of the terrifying consequences of mental health problems
and psychiatric admission on a person’s life, two responses are common:
the person may either ‘give up’ or deny that they have any difficulties
(Deegan, 1993). Both of these responses jeopardise a person’s social roles
and relationships by making them less able to use the skills and abilities
they have: either they lose hope and fail to recognise their strengths or
they fail to accept the support and help they need to minimise the disrup-
tive effect of their mental health problems (Perkins and Repper, 1996).
The person’s experience of acute admission is central in helping them to
adapt to their mental health problems and rebuild a satisfying and valued
life, and in this process hope is of the essence.

People who have survived the experience of admission to an acute
ward, write of the need for hope. Too often staff who work on acute wards
see people only at the point when their mental health problems are
most severe. They do not see what these people can achieve between acute
crises and therefore it is not surprising that expectations become tar-
nished. Having only a view of the individual at their most incapacitated,
there is a tendency to fail to recognise their skills and abilities and be
pessimistic about what they can achieve: they will never be able to
work, raise children, have an ‘ordinary’ life. Such a perspective further
destroys confidence and de-skills people and promotes a dependency and
passivity that prevents people exploring what is meaningful and valuable
to them, thereby hampering growth and the development of the positive
sense of self necessary to enable the person to resume their social roles
and relationships.

The ‘hope-inspiring’ competencies of staff are therefore central. It is
essential that staff value every person, recognise their potential, nurture
their hopes. Nothing is more likely to lead to a person giving up than a
loss of hope. Routine under-estimation of a person’s potential can itself be
a significant contributor to ‘negative symptoms’ such as ‘lack of motivation’.
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Rather, staff can help to identify a way towards realising dreams. Thus,
for example, the desire for a job will help provide the motivation for get-
ting up, washing and dressing on a regular basis, preparing an application,
practising for an interview, all of which may fuel the recovery process
even if job interviews do not prove immediately successful.

But what is most important is that every member of staff examines their
own attitudes towards people who have mental health problems. Do they
really believe in the potential of these people? Do they respect them? Do
they value them? Or do their doubts leak out into their day-to-day work?
These are questions for clinical supervision, but they are also important in
establishing a ward team that provides consistency, time, support, warmth
and acceptance of (if not always agreement with) the people they are
working with.

Gaining control over one’s problems is central in promoting hope
and recovery; therefore, attention needs to be given to promoting self-
management of difficulties. This should involve enabling a person to monitor
their own difficulties and crisis/relapse planning to reduce the destructive
impact of exacerbations of their problems on their lives. If a person is
able to identify problems early and take the necessary remedial action,
this can decrease the disruptive effect of their problems on their lives and
relationships and thus promote their social inclusion.

But as well as gaining control over mental health problems, recovery
and inclusion involve enabling the person to take control over their own
life. If a person is to resume their roles and relationships and rebuild their
life, then it is important that acute ward staff attend to the things that are
important to service users, even when these differ from what practitioners
think is best for them. It is only by ascertaining what people want to
achieve and helping them to achieve it that social inclusion can be pro-
moted. Read (1996) describes the eight things that users most want as:
choice; accessibility; advocacy; equal opportunities; income and employ-
ment; self-help and self-organisation. In a study of users’ perceptions of
their unmet needs, Estroff (1993) found the most common to be: an ade-
quate income, intimacy and privacy, a satisfying sex life, meaningful
work, a satisfying social life, happiness, adequate resources and warmth.
The same themes were echoed in a study of what users wanted from men-
tal health staff: better information and choice, more accessible help, and
practical help with: income and benefits; finding employment; housing;
daily living skills; child care; and help in accessing appropriate specialist
services (Duggan et al., 1997). A series of focus groups conducted to elicit
users’ and carers’ views of the core competencies of mental health workers
emphasised values and attitudes over skills (Institute for Health Care
Development, 1998). The priorities of this mixed group included: respect,
optimism, ability to manage the power imbalance between users and
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professionals, belief in the value of a trusting relationship, ability to ‘let
go’ of the service user, flexibility, openness and the ability to work across
traditional boundaries. Similarly, Newnes (1994: 46), reporting on a series
of workshops involving service users and service providers, compiled a
list of factors that sustain mental health:

Privacy, peace, quiet, physical comfort, friendship, love, freedom to participate, sup-
port, money, work, information, exercise, a sense of belonging and realistic expectation.

The philosophy of practice on an acute ward must therefore be inclusive
in a number of ways.

• Inclusive of social perspective – the person’s roles and relationships –
as well as their symptoms.

• Inclusive of a person’s strengths – and developing these – as well as
alleviating their symptoms.

• Inclusive of those who are important in the person’s life – family,
friends, employers – and the importance of supporting the person’s
relationships.

• Inclusive of the way in which a person copes with the experience of
mental health problems and their symptoms – and promotes the person’s
independence and autonomy in managing their problems. 

• Inclusive of the person’s own aspirations and goals – and enabling the
person to take control over rebuilding their life after illness.

An inclusive environment

Whilst the extent to which the experience of acute admission promotes
social inclusion depends largely on the philosophy and practices of the
ward team, the physical environment is also important – for staff as
well as for those who use the service (DoH, 2000a; Sainsbury Centre for
Mental Health, 2000). People can only retain any self-esteem if they are
respected, but all too often in-patient wards are demeaning places, which
convey to their residents the message that they are not valued. Can there
be anything more devaluing than to be seen as unfit to use the ‘staff
toilets’ or use the same crockery as staff? One of the problems with psychi-
atric units, especially those in District General Hospitals, is that they often
share the features of the medical and surgical wards in the same building.
Thus they often have long corridors, linoleum floors, glass-fronted staff
offices from which they can be observed, numerous internal treatment/
interview rooms and stifling temperatures. The poor catering so frequently
found in all NHS facilities has been the focus of much concern (DoH,
2000a). Yet, unlike medical or surgical wards, residents are not lying in
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beds, but often pacing up and down, sitting around the edge of institutionally
furnished rooms with a television blaring forth – a far cry from the personal,
warm and safe feeling conveyed by some of the crisis houses that have
developed for people in mental distress (Reeves, 1999). 

It is vital that the ward environment feels welcoming, not only for the
individual patient but also for their relatives and friends. Many people have
never been inside a psychiatric facility and retain images of ‘madhouses’,
‘strait-jackets’ and the like. If a person’s social roles and relationships are
to be maintained and promoted it is critical that visiting the ward is a pleas-
ant experience, and inviting facilities for visitors, that afford some privacy,
are essential. One room might be designated specifically for this purpose
with comfortable chairs, pictures, access to refreshments and information
packs about the unit (what it is for, who is who, the routine, answers to
common questions, etc.) with additional details about the nature of mental
distress, different types of support/treatment provided and alternative forms
of support or therapy that might be helpful. But written information is not
enough. Seeing someone you love in acute distress can be a difficult expe-
rience, and family and friends need information and support from staff
when they visit. Suitable arrangements, and support, for children to visit
their relatives in hospital must also be considered.

Whilst this might seem unrealistic to staff immersed in the hurly-burly
of acute admission wards housed in what are essentially unsuitable envi-
ronments, many changes are possible at little cost. It may not be possible
to change the bricks and mortar, but it is possible to think about the
way in which the space is used. Keeping bathrooms and kitchens locked,
removing access to cutlery, separate staff toilets and sitting rooms, avoid-
ing use of carpets because of the risk of cigarette burns and spillages, all
derive from a dehumanising philosophy in which in-patients are neither
valued nor trusted. It is not difficult to identify ways in which things can
be improved – even in the barren structure of a DGH ward. Fresh flowers,
rugs, bright curtains to provide privacy. Pictures, patients’ own artwork,
poetry, a library of books in good condition, recent magazines. Areas for
women only, areas for smokers, areas where drinks and snacks can be
made around the clock as patients wish. Private, comfortable visitors’
facilities. For example, most in-patient areas have a room – often an area
currently used by staff: a doctor’s room, interview room or staff sitting
room – that could be transformed into space for visitors. A lot can be
achieved with a little creativity and ingenuity.

Inclusive practices

An inclusive philosophy and environment are of little value unless they are
matched by socially inclusive practices. In this context inclusion is important
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in relation to the people who are admitted to the ward, and their relatives and
friends, as well as employers, lecturers and other social contacts.

Including service users

Socially inclusive practices must start with the inclusion of service users.

• Inclusion at all levels of service provision, from the planning and
delivery of individual care, through the operation of the individual
ward, and the monitoring and evaluation of services to service plan-
ning and development (Health Advisory Service, 1999). 

• A recognition of the value of service users as citizens and their role
within our communities and their rights to those things that most people
take for granted: information, choice, respect, dignity, a decent place to
live, a decent income, a job. Access to the roles, relationships and activ-
ities that non-disabled citizens enjoy: social contacts and supports.

Information and involvement in the planning and delivery of individual
care are paramount in enhancing outcomes and satisfaction and promot-
ing engagement with services (Wallcraft, 1994). Attention should be paid
to the mechanisms employed to facilitate such involvement. The ‘ward
round’ can be a terrifying place and few people would be comfortable
talking about personal matters in a room full of professionals, many of
whom they knew only vaguely, if at all. People on acute wards may find
it difficult to express their views, both because of their mental health
problems and the nature of the situation they are in. Read (1996) suggests
that whilst professionals may not see themselves as intimidating, the
nature of the relationship is often such that people feel constrained about
what they can say, particularly when they believe it is not what profes-
sionals want to hear.

The presence of someone whom the person knows and trusts may help
them to express their wishes and concerns. This may be a friend or rela-
tive (many of us find the support of a friend or relative important in
attending a doctor’s appointment), but access to independent advocacy
may also be important. Sometimes staff feel threatened by the presence of
a friend or advocate, but this is a mistake. As Leader and Crosby (1998)
argue, advocacy has a central role to play in improving genuine partner-
ship working between service users and mental health workers. However,
advocacy should not be limited to care planning within services.

As well as individual treatment and support, involvement must also
extend to the operation of the ward and the practices that are adopted.
Inclusion should involve, for example, staff and residents eating meals
together, using the same toilets and crockery and an opportunity to have
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an input into the operation of the ward, as well as into staff training and
selection and the development of services. The ‘expertise of experience’
should also be included in the staff team by the recruitment of people who
have themselves experienced mental health problems (see Perkins, 1998).
If social inclusion is to be promoted in a wider social context, it must also
be promoted within psychiatric services themselves.

Such involvement is enshrined in all recent government policy and is
straightforward when practitioner and client agree. However, the views of
staff and clients can differ (Dimsdale et al., 1979; Shepherd et al., 1995)
and this poses challenges for staff. Although there are some constraints on
choice, like those relating to compulsory detention, this does not preclude
involvement completely; however, it does challenge the prevailing assump-
tion that the ‘professional knows best’.

The challenge for the acute ward team is to develop ways of working
that ensure that people have as much choice in the care they receive as is
possible. To promote a culture and ways of working that ensure all people
on the ward are listened to, trusted, believed in, acknowledged as experts
in their own experiences, allowed to set their own goals and make their
own choices wherever possible (for some this might be limited to enabling
them to determine when to get up, what to wear, what to eat and where to
sit) – and respecting those choices even if not agreeing. The focus of care
needs to rest on assets and abilities rather than deficits and difficulties.
Service users typically see their problems arising within the context of
their lives as a whole, and they only want to address these symptoms if,
and to the extent that, they prevent them from accessing other aspects of
their lives (see Repper, 2000).

A social inclusion agenda requires acute wards to address the individual
in the context of their life: those roles, relationships and activities that are
important to the person. This involves extending the remit of assessment
and intervention beyond symptomatology:

… just as diagnosis is only one part of a person’s life, so medical treatment is only one
part of the support they need – to cope, to recover and to avoid relapse. The other sup-
port – by far the largest part – will come from family, friends, schools, employers, faith
communities, neighbourhoods – and from opportunities to enjoy the same range of
services and facilities within the community as everyone else. (DoH, 2000b: 45)

The first step must be to ascertain the roles, relationships and activities
that are important to the person. We need to ask people about family
members and friends to whom they may be particularly close; whether
they have a job; whether there are other people – neighbours, religious
leaders, people from the football team in which the person plays or the
self-help group of which they are a part – that the person is in contact
with. It is only by knowing about the person’s social contacts, roles and
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networks that we can hope to help the person to maintain these over the
period of admission.

Including family and friends

Although staff in acute settings generally aim to involve family members,
this is often done on an impromptu basis, rarely afforded priority in the
urgency of admission, and more frequently done in response to requests
from the family. Staff often have little training or ongoing support in
working with families (Fadden, 1997). Certainly families and friends do
not feel adequately involved: they do not feel that their accounts are heeded,
and their own needs are often unmet. Whilst plans to keep the family
informed of progress and treatment are often intended, these will only be
implemented effectively if a clear system of support and involvement of
family and friends is planned and agreed by the whole team and imple-
mented throughout the entire admission period.

The National Carers Strategy (DoH, 1999c: see www.doh.gov.uk/carers/
pdfs) is a useful resource for ward teams seeking to develop a strategy to
involve carers. It reviews the important role that carers play, their views
on services and their needs, and it outlines government initiatives to sup-
port carers. Although not specific to mental health, it clarifies legislation
and gives examples of good practice. Given the potential breadth of work
in this area, it may be useful to set up a sub-group of staff as ‘experts’.
This group should include a social worker to ensure that carers’ assess-
ments are implemented as necessary, and facilitate help with housing,
benefits, transport and their own employment as appropriate. Other
members of this ‘expert’ group could gather relevant information for
carers; for example, the Rethink guide to practical help for carers; useful
websites, local carers’ groups (including specific support for minority
groups). This information might usefully be kept up to date in a desig-
nated area (as described above) where family and friends can feel safe and
have some privacy.

The ward team needs to agree the purpose and value of family involve-
ment, and develop an ongoing assessment and support strategy that is
implemented by all staff – including receptionist, domestic staff, nursing
team and psychiatrist. All need to be positive, supportive and welcoming
so that visitors do not feel as though they are ‘in the way’. All staff can
provide influential role models: through demonstrating trusting, sensitive,
clear communication skills, they can help family and friends to realise that
although the person might have changed in some way, they are able to
make some decisions and take responsibility for their own behaviour.
Conversely, staff may learn from family and friends: what the person likes,
how he or she relates to people they know well and so on. However,

Social inclusion and acute care 67

3162-03.qxd  4/5/04 4:32 PM  Page 67



whilst such a general approach is helpful, it is not sufficient: assessment
of the wishes and needs of family and friends who normally provide sup-
port should become a routine part of every admission.

The involvement of family and friends needs to begin at the point of
admission. At initial assessment, the person who is admitted should be
asked about living arrangements, the quality of relationships within the
family, social contacts and social support. If the family is not present
at admission, they must be informed of the admission; wherever family
members are involved in supporting the individual, their account and
views should be sought, and their needs arising from the relationship must
be assessed. Too often it is simply assumed that they are willing and able
to continue supporting the person, when further assessment might reveal
anxieties about their ability to do so, and doubts about whether they wish
to continue in this role. Often individually tailored practical and emotional
support will enable them to provide support in a more positive manner,
allowing both them and the person admitted to return to a mutually bene-
ficial relationship, and helping both parties to negotiate changed roles
as necessary.

The nature of family involvement will vary over time. Initially, the
purpose may be to limit disruption and damage to ongoing relationships,
supporting the individual and their family as appropriate, providing infor-
mation to both but giving some respite from relationships that have often
been under tremendous pressure. The family may need help to understand
the behaviour of the person admitted, how this is managed on the ward
and how they can help. They may need ‘permission’ to visit less frequently,
but this is often only possible if they are confident that ward staff are pro-
viding secure support, and will contact them if the situation changes. Too
often, families report that they have not been given this information; for
example, when their relative has absconded and arrives at home when the
family thought they were on the ward. Alternatively, families are unhappy
with the care provided on the ward; as one mother recounted, ‘I didn’t like
to leave him as he spent all his time lying in bed; they didn’t know what
to do with him; he only got up when I visited’.

As time goes on, hostility that may be present at admission often
decreases, and the purpose of involving the family will be to maintain
relationships or provide support and information to improve relationships.
Where the person admitted wants their family to be involved, and family
members are in agreement, this is often simpler: the family can be involved
in planning appropriate support during the admission, and in providing
care if they wish. Visiting will be encouraged, with access to a private
area for them to meet. Keyworkers will ensure that they speak to family
members on a regular basis: answering questions, ensuring that they
are aware of progress, treatment, plans, meetings, limitations on leaving the
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ward, and activities that they can helpfully engage in: taking the person
out/home for short periods, on a regular basis. It may be useful to have a
message book in the visitors’ room for family and friends to record their
comments on support provided or, more specifically, they may be encour-
aged to record their views on progress and treatment.

There are other more specific ways of helping families and friends to
support the person admitted to an in-patient unit. ‘Psychosocial interven-
tions’ have proved helpful for patients in in-patient settings (see Drury
et al., 1996): meetings with the individual and those involved in supporting
them to discuss the nature of their difficulties and arrive at an under-
standing about ways of communicating that may be less stressful for all
parties. Both families and people with mental health problems want more
information on preventing relapse: identifying early signs and devising a
clear plan of action for subsequent relapse. These are most effective when
family members or close friends work with the individual to arrive at a
plan that they all have confidence in. However, it is essential that all par-
ties (services, the patient and nominated supporters) are fully engaged in
the process or the responsibility on ‘carers’ may feel onerous and plans
may not be implemented (see Birchwood, 1998).

While a great deal of attention has been paid to the involvement of
families in recent years, the maintenance of links with, and support for,
friends has been relatively ignored, often leading to the loss of important
friendships. On admission, people should be asked about their friendships
and offered help to tell their friends that they have been admitted: a person’s
chances of resuming friendships after admission are jeopardised if they
simply ‘disappear’ from their social networks without explanation. If the
person wishes it, friends should be encouraged to visit, staff should be
prepared to help the person to explain their problems. It can be difficult
for friends to see a person behaving in uncharacteristic and sometimes dis-
turbing ways, and friends need to understand the nature of the person’s
difficulties if they are to help and support them.

Throughout the admission, efforts must be made to prevent the loss of
relationships with family and friends and help the person to resume these
relationships when they are able to do so. However, social inclusion involves
more than friendships. The things that people do – access to other roles
and activities – are equally important.

Roles and activities

The focus of acute care has traditionally been the treatment of symptoms,
and relief (asylum) from ordinary activities and responsibilities. However,
because of the stigma associated with mental health problems and
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psychiatric admission, on discharge people face the awkward and sometimes
embarrassing task of explaining their absence and trying to resume their
ordinary activities and responsibilities. Given the discrimination and stereo-
types that surround mental health problems, such efforts are not infrequently
unsuccessful. However, if efforts are made to support and increase the under-
standing of employers, colleges, faith communities, those involved in leisure
pursuits and so forth, and support the individual in returning to them, oppor-
tunities for re-engagement can be considerably enhanced.

One way of working out how to maintain activities and contacts is to use
a weekly diary to record a person’s usual routine – before their problems
became disabling. This involves spending time with the person discussing
the way they spent their week: who they saw when and where, what they
did in the evenings, how often they went out, where to. Taking the week
on a day-by-day basis provides a structure for this discussion, whilst ques-
tions about less frequent but nonetheless important events can also be
recorded. This is an important conversation because it confirms that the
person is more than just their illness: it goes beyond their problems, and
confirms their valued roles and relationships in the community. Many of
us do not have buzzing social lives, but we may go to the pub once a week,
visit the gym, see siblings once a fortnight or attend church, the library,
slimming club. All of these activities count, they give an insight into a
person’s life outside the ward and are invaluable in planning their support
and recovery.

Once significant relationships have been identified, ways of maintain-
ing contact can be planned with the person. There may be a natural wish
to hide away from friends and colleagues whilst in hospital – but service
users repeatedly emphasise the important role of activities and social con-
tacts in their recovery. Continuing contact with the world outside the men-
tal health system is important in reassuring the person that their life has
not stopped with admission: that they can still have a life apart from their
mental health difficulties, a role other than that of mental patient. Such
continuing contact can be achieved in two ways.

First, given support (some people may want a nurse to be present at
first), information as appropriate, and a safe and private place to meet on
the ward, friends, colleagues and other social contacts are often pleased to
be invited. Second, particularly as the admission progresses, it may be
possible for the person to continue some activities while they are in hos-
pital. For example, they may be able to go to church or other religious cer-
emonies, visit friends, go out for an evening or engage in some sporting
activities while they are in hospital. It is not unknown for people to retain
some work activity while in hospital, especially when the acute crisis
begins to subside. It is often easier for a person to resume some of their
activities from the supportive base of an in-patient setting, rather than try
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to do this with the relatively lower levels of assistance available after
discharge. Discharge can be a very difficult time: the Confidential Enquiry
into Homicides and Suicides by Mentally Ill People (DoH, 1999b) shows
that most suicides occur in the week following discharge. If a person is
helped to resume their usual activities, and thus gain access to the support
and involvement that these entail, then the transition is likely to be easier
than returning home alone with nothing to do. Identifying the person’s
usual activities can also assist in discharge planning and arranging the
support that a person may need.

Continued contact during a hospital admission can strengthen relation-
ships and friendships, reduce the stigma of the individual’s problems, and
ultimately reduce discrimination against mental illness in general. Friends,
colleagues and other social contacts are often willing to visit those who
have physical problems: they know more or less what to expect and how
to behave. If more people were encouraged to visit, psychiatric wards
could become less alien places, less removed from the local population.

Many admissions are repeat admissions, and people may have very few
friends and an impoverished routine, with all social contacts associated
with mental health services. The task then becomes helping people to re-
establish new activities and social contacts to regain those that have been
lost. An admission can be a good time to help people to begin this process,
which might usefully also involve their community care coordinator.
First, it is important to establish their interests, wishes and abilities, to
generate ideas and discuss opportunities. This requires a knowledge on
the part of ward staff about what is available in the local area: education,
work and training opportunities; social and leisure facilities; support and
self-help groups; religious communities and so forth. The acute admission
also offers an opportunity to provide people with support to try out acti-
vities before their discharge. Such support may be provided by ward staff,
but community staff, friends and relatives, as well as volunteers/befrien-
ders, can also play a role. ‘Circles Network’, an organisation based in
Bristol, provides a model of effective support for developing social
support for people without natural contacts. They work with the individ-
ual to identify one or two people who are willing to provide specified sup-
port, and use these people to generate names of others who could provide
additional, quite specific and limited support according to everyone’s
wishes and needs. These circles of support are very successful because
people are usually willing to get involved and help out if responsibility is
shared, and demands are delimited.

Given the importance of work and employment in promoting social
inclusion, increasing social networks, enhancing quality of life and promoting
mental and physical health, particular attention should be paid to issues of
employment (or education) on acute admission. First it is important to
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ascertain whether the person is already in employment, or has some form
of work as soon as possible after admission.

If the person is in employment, then, if they wish, plans should be
made to maintain this employment. To start off with, it may be neces-
sary to establish whether the person has sent a sickness certificate to
their employer. It is more likely that the person will lose their job
(whether this be paid or voluntary) or their place on a training/education
course if they simply fail to turn up: it is preferable that the employer/
college know that their absence results from ill-health. It is often neces-
sary, with the employer’s permission, to liaise with the employer in
order to maintain the job: it is often possible to support the employer,
dispel some of the myths associated with admission to a psychiatric
hospital and help the person to negotiate a return to work. If the person
works for a larger firm, then contact with their personnel department or
occupational health service can be helpful. Once they understand the
position, many employers are keen to retain their employee and willing
to make adjustments (like part-time working to start off with or being
able to contact a support worker if they have difficulties) to enable the
person to return to work. The 1995 Disability Discrimination Act provides
some protection against discrimination on the grounds of mental health
problems and requires employers to make such ‘reasonable adjustments’
to enable them to work. Ward staff can play an important role in inform-
ing people of their rights and helping to negotiate such adjustments with
employers. The Disability Rights Commission can be contacted for advice
on these matters.

Sometimes the person may not wish to return to the job or course that they
have been doing. In such a situation it may be important to help the person
to hand in their notice or inform the college that they are leaving, rather than
get sacked. If the person leaves in an orderly fashion then they may be in a
better position to apply for other jobs/courses (for example, they are more
likely to be able to get a reference from their former tutor/employer).

If the person is not in employment or on a course or does not wish to
return to their former position, then employment or training opportunities
should be considered during their admission: Standard 5 of the National
Service Framework for Mental Health (DoH, 1999a) requires that care
plans for people with more serious mental health difficulties include ‘action
needed for employment, education or training or another occupation’.
A vocational assessment should address five main areas (Becker and
Drake, 1993).

• Current work goals: client’s goals, feasibility of the goals.
• Work background: education, work history – previous jobs, reasons

for leaving, satisfactory work experiences, problems at work.
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• Current adjustment: physical health, endurance, grooming, interpersonal
skills, support network, medication management, symptomatology.

• Work skills: job-seeking skills, job skills, aptitude, interests, motiva-
tion, work habits relating to attendance, dependability, stress tolerance.

• Other work-related factors: transportation, family support, substance use,
expectations regarding personal, financial and social benefits of working.

It is important to note that such an assessment is not designed to ascertain
whether the person is able to work, but to assist in planning the action
necessary to enable them to gain and sustain employment and achieve
a good match between the job and the person’s wishes, skills and prob-
lems. Research indicates that the support available and the approaches
to work/employment which are adopted are more important in determin-
ing vocational success than characteristics of the client (Secker and
Membury, 2000).

There are a variety of agencies available in the community to assist people
in accessing work or training. These include the disability employment
advisers in all employment service JobCentres as well as a variety of other
statutory and independent sector services. It is important that staff are
aware of such local facilities so that they can assist the person in access-
ing these. Occupational therapists and vocational services within the
Trust are likely to be able to assist in this regard, and local colleges often
have special needs advisers who can be of assistance in accessing educa-
tion courses.

Often service users will be unsure about whether or not to tell employers
or colleges about their mental health problems. There are no ‘right’ answers
on this issue, so staff should not attempt to tell people what to do in this
regard. However, they can assist people to think about the pros and cons
of disclosure in making their own decision. If a person discloses their
mental health problems then, given the discrimination that exists, they
may be less likely to gain a job in the first place (Manning and White,
1995). However, if they fail to disclose problems that later come to light
they may be sacked for failing to do so, they may have difficulty in ask-
ing for time off for therapy or doctor’s appointments and they cannot avail
themselves of the protection from discrimination or ‘reasonable adjust-
ments’ that they may need to make a success of their work that are avail-
able under the Disability Discrimination Act.

Conclusion

Although current priorities and staffing levels in acute settings often
mitigate against socially inclusive strategies, it is often possible to make
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some improvements, and to adjust priorities, within existing resources. It
is quite apparent that the strategic development of inclusive strategies in
acute settings could improve services for all involved. It is essential that
services extend their aims beyond the alleviation of symptoms and go
beyond ‘psychiatric’ measurement (of symptoms, length of stay, profes-
sionally devised measures of ‘satisfaction with services’) in evaluating
success, to embrace indicators of social functioning and inclusion. Given
the evidence that does exist, careful implementation of inclusive practices –
in tandem with whole team training, new means of assessment, different
use of space on the ward – appears to have the potential to enhance the
outcomes of acute care: to improve the experience and outcomes of acute
admissions by maintaining and promoting social relationships, enabling
people to maintain or access activities and roles, including work and edu-
cation, and decrease the mystery and suspicion that surrounds acute admis-
sion wards. The available evidence would suggest that if social networks
and roles, especially work/employment roles, can be promoted, then the
need for acute admissions could be reduced, and it is also likely that a
broader socially inclusive perspective would make work on acute wards
more rewarding for the staff involved.

In summary, a culture needs to be established in which practitioners
think about the ward environment and practices from the perspective of
patients, relatives and friends. Would we be happy for one of our relatives
or ourselves to be admitted to the facility in which we work? Would we
feel comfortable visiting a relative or friend there? We cannot stop our
efforts to improve the environment we provide until we can answer ‘yes’
to both of these questions. Sayce believes that social inclusion should be
about providing better access to social and economic opportunities for
people with mental health problems, which in turn lead to improvements
in status and disability. A range of opportunities for users to access should
be available and those who choose to undertake them should be fully sup-
ported, including making adjustments where necessary (Sayce, 2000). It
is clear that acute care teams have an important part to play in this process,
the challenge is to begin the process of change – in attitudes, values, prior-
ities and practice.
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FOUR
Strategies for surviving acute care

Alison Faulkner

Introduction

Anyone who has been admitted to an acute in-patient ward in recent years
would be forgiven for coming to the conclusion that mental health care is
in a serious crisis. Many of our inner city in-patient wards have become
merely places of containment and medication. Acute wards have lost their
role and focus within the mental health system; they are fought over by the
various stakeholders, all of whom have rather different agendas: the public
and the media, who are primarily concerned about public safety, patients/
service users who want or need care and treatment in a crisis, and nursing
staff and psychiatrists who may believe themselves to have a role in all of
these but may be confused as to what their primary focus should be.

The focus of this chapter is the service user or patient within the acute
mental health care environment. Whilst much of what I have to say may
be critical of existing services, I hope to be able to pinpoint elements of
good practice and principles of good and respectful care. I believe that
acute mental health care represents a major challenge for the 21st century,
and one that we must not fail to address. The mental health nurse has a
major role in this; as the staff member with the most (potential) contact
with the patient in care, the nurse has the opportunity to effect change at
the most fundamental point within the system.

Experiences of acute care

The proof of the pudding is in the eating, and not from statistics in a textbook or dis-
charge notes. I regret the day I ever discovered the system. (Lloyd-Jones, 2001: 7)

It is worthwhile first re-visiting the nature of the experience. I make no
apology for doing this, despite the critical nature of this review, because
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it is absolutely vital that we remember what it feels like to be at the receiving
end of acute mental health care. Many accounts have been written about the
experience of being admitted to an acute psychiatric ward (e.g., Faulkner,
1998; Rose, 2000; Lloyd-Jones, 2001). They make difficult reading, not
least because the loss of status and identity, the distress and discrimina-
tion associated with mental ill-health, is often compounded by the atti-
tudes and experiences encountered in hospital – a time when what is
needed is care and treatment, and assistance in returning home. Without
exception, these writers report not being listened to, treatment that some-
times amounts to punishment, coercion and fear, boredom and a lack of
information about what is going on in relation to their care and treatment.

In my own experience, long days of watching television and waiting for
medication, visiting times or meal times, were underpinned by a total lack
of engagement by nursing staff. When I was congratulated by one nurse on
dealing with things by myself, I could only wonder at how I had managed
to get the whole system so wrong! I was far too terrified to approach any-
one for help or to talk to on the ward: nurses were busy, they stayed in the
office or watched television and never offered the space or opportunity to
talk. All that my fellow patients and I could do in extremity was to express
this need for human contact in terms of distress, anger or self-harm.

On the same subject, Hutchison (2000a) states that the reason nurses do
not engage users in conversation is often explained by a belief that people
should take personal responsibility and ask for help. This, however, fails
to recognise how difficult and demeaning it can be for users to approach
a group of nurses and ask to speak to someone; a situation exacerbated
when often the response is that they will have to wait until the nurse can
find the time.

Harsh and/or threatening treatment of patients by nurses can be
observed on any short admission. In one month on the ward, I saw two or
three patients threatened with the Mental Health Act 1983 for what
appeared to be relatively minor ‘offences’ (such as leaving the ward five
minutes early for lunch), and two male patients taunted by a nurse calling
them ‘poofs’:

some patients, for no other reason than a raised voice, were roughly handled – pinned
down by four male staff, given an injection and sent to the infamous seclusion room.
(Lloyd-Jones, 2001: 7)

I was myself once threatened with the seclusion room for smashing a cup
and saucer; no account was taken of the fact that at the time I had been
very distressed by a male patient’s unwelcome approaches. Similarly,
people who self-harm whilst in hospital are often punished for doing so,
rather than treated with some care and an attempt at understanding.
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Some of the more frightening aspects of being an in-patient may not be
universally experienced. However, the more pervasive and difficult-to-
change aspects are also often the simplest or most basic aspects of people
caring for people, and do not require enormous resources to change. For
example, Hutchison (2000b) advocates treating people with ‘dignity and
respect’. This principle is so fundamental that it is almost worth a chapter
on its own. Many aspects of the care environment and care delivery already
mentioned – such as poor hygiene and basic amenities, lack of safety
and poor staff attitudes – diminish self-respect on a day-to-day basis. The
message is strong: you are not important whilst you are in hospital. You
are simply one of many and will get no individual attention or treatment
to enable you to feel cared for.

Research

There is considerable evidence now to support the many anecdotal accounts
of poor and unsafe care on in-patient acute wards. The Sainsbury Centre
for Mental Health (1998) reported on the quality of care in acute psychi-
atric wards. In their in-depth study of nine wards, they interviewed 112
patients about their care and the environment on the wards. They found,
amongst other things, that:

•• in-patient care was unpopular amongst patients;
•• wards lacked basic amenities; e.g., no separate bedrooms, no lockers,

no quiet areas;
•• many patients felt unsafe;
•• women were particularly dissatisfied: concern about privacy, cleanli-

ness and personal safety were expressed.

Our own research at the Mental Health Foundation (Faulkner, 1997;
Faulkner and Layzell, 2000) supports the demand for more person-centred
care. Over and over again, people expressed the wish for ‘someone to talk
to’ or human contact and support during times of crisis and distress. In the
survey reported in Knowing Our Own Minds (Faulkner, 1997), the major-
ity of people when asked the question ‘What do you feel you need when
in distress?’, responded that they wanted someone to talk to and/or sup-
port from other people. For some, this was a general expression of need,
whilst for others it concerned a specific person or people.

More recently, Mind carried out a survey on conditions in psychiatric
units (Hunter, 2000). Compiled from the accounts of 340 people with
recent experience of hospital admission, it describes the experience as
untherapeutic, depressing and frequently unsafe. Fifty-seven per cent of
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patients said they did not get enough time with staff, with many reporting
that contact with staff amounted to between only 5 and 15 minutes a day.
Mind recommends ‘more genuine and meaningful consultation with users
of mental health services’ as a means of achieving a service truly respon-
sive to the needs of its users.

Possible explanations

There are, I think, a number of reasons for the distressing circumstances
described above, which I have outlined elsewhere (Faulkner, 1998).

Resources. Insufficient or inappropriately allocated resources – whether
financial or human – are often given as the basis for a service maintaining
the status quo (Audit Commission, 1994).

Adherence to the medical model. Whilst mental health problems remain
the domain of the medical profession, solutions or treatments will be
limited accordingly – often to the use of medication. However, evidence
suggests that what people want in a mental health crisis is someone to talk
to, human contact and support (Rogers et al., 1992; Faulkner, 1997). This
is not what acute services are geared up to provide. In general, changes to
a service which do not fit with the medical model – as is often the case
with the alternatives proposed by service users – are not acceptable or are
more difficult to achieve than those that do. It is for this reason that
service users are increasingly looking to develop their own alternatives
outside of the statutory services (Lindow, 1994).

One of the more serious implications of the medical model is the inval-
idation of the individual and his/her views. This can often lead to treat-
ment and care delivery that does not fully include or involve the patient or
service user, on apparently valid grounds. Yet, people continue to be
whole human beings throughout periods of distress, and can be consulted
about their views and involved in their treatment.

The political context. It is an unfortunate reality that mental health services
have multiple clients: service users, carers, professionals and ‘society’ at
large. At present the political context appears to be supporting society’s
agenda, as evidenced by the response to media images of dangerousness
and the risks of community care, and the Mental Health Act White Paper.
The danger of this focus is that acute services may become simply the tool
of social control with the result that the interface between mental health pro-
fessional and service user becomes more conflicting than it is at present.

The culture or institutionalisation of a service can also serve to block
change whether in a local specific service, such as a ward or day centre,
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or in relation to the broader environment. Either way, it is hard for
individuals to change or to fight against a dominant culture if it is based on
the power of maintaining the status quo. A new nurse on the ward fresh out
of radical nurse training, might simply fit in with the general approach taken,
rather than risk standing out or being ostracised by his or her colleagues.

A fear of engaging with people as individuals is an issue that seems
paramount but also represents a question to which I do not know the
answer. Does discrimination influence the staff working in mental health
services as much as the service users and the public in general – and
create a greater barrier between staff and clients – a greater ‘them and us’
culture in which the meaning of people’s lives becomes denied? Certainly
it is my experience that the meaning of mental distress is more the pre-
serve of fellow service users and survivors, than it is of the mental health
service professionals. It is amongst ourselves that we talk honestly and
openly about what we do and feel, and why we think that might be. When
faced with a doctor or a nurse, it is often the case that we are afraid of their
possible response and so censor ourselves.

Staff morale is an issue that pervades much of this discussion. Coming
back to the beginning of the chapter, and the focus on people’s experi-
ences, my concern is that staff morale is being affected by an increasingly
custodial approach to care which has developed out of the negative images
of risk and dangerousness. This may well contrast with a more therapeu-
tic approach for which they might have expected to go into the profession
in the first place. Stigma, or discrimination as it is more realistically expe-
rienced by people, may be affecting staff within mental health services
almost as much as it is affecting the person on the street (Dodd, 1998),
who is forming an impression of mental illness as a cause only of aggres-
sion and dangerous behaviour, not a cause for understanding, care or for
treatment. The result may well be deterioration of relationships between
nurses and patients, both of whom are on the immediate frontline of this
battle for a service.

User involvement

The term ‘user involvement’ tends to be used with some carelessness these
days, and it can mean very different things to different people. With all of
the policy exhortations to involve consumers, you would be forgiven
for thinking it was all pretty much solved, or at least widely accepted.
The Patient’s Charter (DoH, 1992) and the National Service Framework
for Mental Health (DoH, 1999) placed mental health service users in a
more central position within community care policy. However, user
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involvement can certainly be approached in a superficial or tokenistic
manner by some service providers, rather than becoming a meaningful or
genuine process.

It is useful in this context to think about user involvement at two dif-
ferent levels: the individual and the service levels. The distinction is an
important one, as they can serve quite different purposes even if they
share significant agendas.

User involvement at the individual level

At the individual level, it is important that users feel heard and listened
to, that services and staff are responding to the needs we express, and that
our treatment whilst in hospital has some meaning to us as individuals.
Users want to be consulted and involved in decisions about our treatment
and care.

Over the last two decades there have been initiatives and policy direc-
tives that attempt to re-state the role of consumer rather than as passive
recipient, patient or service user. Mental health service consumers are sup-
posed to be involved in the drawing up of care plans and actively partici-
pate in the Care Programme Approach (CPA) (DoH, 1991) review process.
However, a recent report by the User Focused Monitoring team at the
Sainsbury Centre for Mental Health (Rose, 2001) shows that people are
rarely involved in care planning – in fact, the majority of users in one area
did not know that they had a care plan. Similarly, the research found a total
lack of involvement in the CPA review process. Rose concludes that the
demands of the user movement and of policy makers are not being heard
when it comes to the day-to-day organisation and delivery of services.

Information is one of the keys to involvement. The need for informa-
tion – on a range of mental health, community care and life-related issues –
is of paramount importance when planning care provision. A study carried
out jointly by the Mental Health Foundation and the National Association
of Citizens’ Advice Bureaux (Bird and Majumdar, 1998) found that, for
service users, there was often an unmet need for information and advice.
Without such information, users cannot know what they are letting them-
selves in for when admitted to hospital, nor what choices may be avail-
able. Information, after all, is power.

Second, it seems to me that there is a need to make the benefits of user
involvement more explicit to staff. An interesting finding from the report
is that users who were involved in the care planning process were more
likely to be satisfied with the services they received. Whilst Rose points
out that this cannot necessarily be seen as ‘cause and effect’, it is never-
theless an interesting indicator of the value of involvement. 
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Advocacy, crisis cards, advance directives

The experiences reported above, especially if repeated over years of contact
with services, erode self-esteem and reduce the sense of individual power.
How, then, can some degree of power be reinstated? 

One approach towards maximising user involvement at the individual level
is the use of advocacy. Advocacy – stated simply – is the opportunity to have
someone alongside you who will voice your concerns for you if you wish
them to. Many people (and I count myself among them) may be articulate for
most of the time, but in the face of a ward round consisting of a number of
professionals, can be reduced to the silence of stone. Peter Campbell (2001)
supports the value of independent advocacy: the ability to make a personal
choice of advocate, regardless of their training or qualifications, because it is
the personal alliance that matters. He questions whether advocacy ‘works’, in
the sense of securing better results, but believes that having someone on your
side throughout your experiences is worth fighting for.

Crisis cards, on the other hand, may have a practical use that will enable
their value to be appreciated by service providers and service users alike.
They were originally conceived of as advocacy tools, to enable people to con-
tact someone on behalf of the card carrier, who would offer support in a cri-
sis. In some places where crisis cards have been implemented, their use has
become somewhat more elaborate and often service-focused – with named
keyworker, sometimes services, and even information about medication.

These additions may not detract from their original intention (to ensure that
the person experiencing a mental health crisis receives the help they want) so
long as they are drawn up with the full consent and involvement of the card
carrier. Difficulties may emerge in situations where the card becomes more
complex and more negotiation with mental health workers is required.

Which brings us to advance directives. An advance directive (also
known as a ‘living will’) allows someone to make decisions before
they become ill, about their future treatment. These decisions cannot be
ignored unless:

• the advance directive does not apply to the particular situation which
arises; 

• the advance directive is not clear;
• or if the Mental Health Act is used to override a person’s intentions

regarding treatment.

Advance directives are designed to establish – and, essentially, communi-
cate to others – a person’s preferences for treatment should they become
incompetent to express these in the future to treatment providers. The
principle behind an advance directive is to enhance an individual’s ability
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to exert a measure of control or choice over times in their life when they
are in extreme distress, or lose the ability to express themselves or their
treatment preferences. The advance directive has a particular value in
mental health, where an individual’s competence is likely to fluctuate.

Only advance refusals of treatment have any existing legal status (although
even these may be overruled under the Mental Health Act 1983 if they
concern treatment for ‘mental disorder’). So, although advance prefer-
ences may not be followed by medical practitioners if they contradict clin-
ical advice, advance statements may take the approach of specifying
preferences (e.g., one drug against another), or simple refusals of a par-
ticular type of treatment, as well as naming a personal contact or advocate.
In this way, advance statements may well ameliorate a crisis situation,
avoid a section or enable the individual to exercise some control over a
potentially uncontrollable situation.

User involvement at the service level

It is not easy to become ‘involved’ in an acute in-patient service: by its
very nature, it is unlikely to be a service that is encouraging long-term
admission or involvement from its users. However, there are some signif-
icant ways in which service users can be consulted about or involved in
the way in which the service is delivered.

Hutchison (2000b) suggests that service users should be involved in:

• the planning of their own support;
• the design and running of statutory and independent services;
• the recruitment of staff;
• the training of mental health professionals;
• monitoring the effectiveness of services;
• researching and evaluating services;
• the establishment of user-run or user-led services.

This gives us rather a lot to do, and presents a number of challenges!
However, Hutchison’s basic premise is that there is a need for a funda-
mental shift in the balance of power if users are to regain some control
over their lives. Nowhere is this more true, I would argue, than in the
acute setting, where control is most likely to be in the hands of the pro-
fessionals, whether one is detained under the Mental Health Act or not.

Meaningful user involvement at the local service level can mean attend-
ing appropriately to weekly ward meetings: taking notes of comments and
complaints, and responding to them. My experience of one ward meeting
was that the nurse in charge simply responded ‘there’s nothing I can do
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about that’ to nearly all of the comments made by patients, most of which
concerned basic amenities and hygiene. There is no point in holding ward
meetings for the apparent benefit of patients if there can be no positive
outcomes for patients. They can be used positively to monitor change and
service response over time.

Whilst it has become fairly commonplace for services to invite service
users onto planning committees or forums, it is rare for this to be thought
through and enacted in a meaningful way such that the service users can
feel like equal members or partners in the process. Often this is because
the services in question are fulfilling a directive from above that states a
need for there to be ‘user involvement’ without any real understanding of,
or commitment to, that concept. There are a few simple guidelines for user
involvement to be more than just tokenism:

• ensure that there is more than one service user on a committee;
• pay people for their time and expenses, unless they are being paid

from another source like the professionals on that committee;
• be clear and honest about the limits of involvement and influence;
• if necessary, give people training in the workings of committees;
• ensure all information and papers are written in clear, accessible lan-

guage and any jargon is fully explained;
• provide people with access to support to attend, if required.

Finally, for user involvement at this level to be meaningful, it has to engage
more service users than the two or three who are attending a meeting.
Ideally, those service users will be part of a wider group – perhaps a local
user group – and will be able to feed in the views of other local service users
as well as feed back to them about the workings and decisions of the com-
mittee. This therefore has implications for the support of local user groups.
A genuine commitment to greater service user involvement in all aspects of
service design and delivery has to be demonstrated through the encourage-
ment and material support of user self-organisations. Care should also be
taken to ensure that such groups maintain their autonomy of thought and are
not incorporated into ‘management’ (Barnes et al., 1999). Of course, it should
not be assumed that all service users or user groups wish to be ‘involved’ in
their local services; many wish to focus their energies on developing alter-
native supports and services within and for the group. 

Back to basics …

User involvement is important and indeed vital for significant change to
take place in the understanding and delivery of acute in-patient care.
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However, there are some fundamental issues that can happen now, and
need no significant resources to implement. People – who become patients
or service users – are people and need to be treated as such. The experi-
ence of hospital admission can be improved by examining current prac-
tice through a few simple exercises. The video and training package This
Could be You, produced by the Royal Edinburgh Hospital Patients’
Council (2000) represents an excellent starting point. The video takes the
viewer(s) through three sections.

1. How would you feel if this was you?
2. How can you exercise control in a sensitive and empowering way?
3. Are you institutionalised?

This encourages trainees to see hospital admission from the patient’s
perspective. What is it like to be admitted to hospital, not knowing the
rules or routines, and not knowing what to expect? Working in the same
hospital environment for many years is likely to make it hard for nurses
to imagine what it is like to be admitted for the first time. It is easy to take
the environment and regular practices for granted and to assume that
people will know what to expect; the truth is that many people are quite
shocked and bewildered by the experience and need help and support to
adjust to it.

Returning to the results of the Mental Health Foundation’s Strategies
for Living research, the things that people valued through their strategies
and supports reflected finding themselves valued as human beings. People
talk about such concepts as feeling accepted by others and finding
self-acceptance, the importance of emotional support, finding ways of
sharing experiences and sharing an essential aspect of their identity, find-
ing meaning and purpose and a reason for living. Some also talked about
taking control over their lives, and the importance of finding security, safety
and peace. Not all of these are sought or expected within an acute setting,
but it is easy to see how the latter might fail people in some of these areas. 

Barker (2000) talks about the ‘tidal model’ of nursing care, which aims
to put the needs of the individual service user at the centre. Whilst the sail-
ing analogy is something of an anathema to me, the three dimensions of
caring described seem to hold a great deal of potential for improving
patient care.

• In the ‘world’ dimension, the nurse focuses on the person’s need to be
understood. This includes a need to have the personal experience of
distress, illness or trauma, validated by others.

• In the ‘self’ dimension, the nurse focuses on the person’s need for
emotional and physical security.
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• In the ‘others’ dimension, the care plan considers the kind of support
that might be provided by other disciplines or agencies, in order to
resolve immediate problems or lead an ordinary life.

These ‘dimensions’ have implications for direct care. For example, the
‘world’ dimension leads to an holistic nursing assessment which enables
documentation of what is significant and meaningful to the person at the
present time, and identifies what needs to happen next. The assessment and
care plan are written in the person’s own words, a simple means of reduc-
ing the disempowerment inherent in a clinical and medical-based system.

I do not believe that there is a single right approach to nursing in the
acute setting – only the need to improve or change the current situation. It
is simply not acceptable in the 21st century for people to have this kind
of experience:

It is quite possible, even common, for a close-observations nurse to have no interaction
whatever with the patient during an eight-hour shift. … This lack of communication is
harmful in itself. It makes you feel controlled without being helped, and scrutinised like
a specimen rather than a human being. (Rose, 2000: 8)
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FIVE
Case management: perspectives

of the UK and US systems

Martin Ward and Gail W. Stuart

Introduction

Health care organisations around the world are seeing increased demand
for services, escalating costs, limited resources and difficulty with access
to care for health care consumers. Case management has been seen as one
strategy that could positively impact health care by serving as a gate-
keeper and ensuring quality, as well as cost-effective, care. Case manage-
ment was not developed solely for mental illness and indeed some of its
major successes have arisen as a consequence of combining it with the
nursing process and primary nursing in the provision of care for a variety
of general medical specialties in hospital settings. As will be seen in this
chapter, this is not the way it has developed within mental health. Case
management is defined by the Case Management Society of America
(1995: 8) as a

collaborative process that assesses, plans, implements, coordinates, monitors, and eval-
uates the options and services required to meet an individual’s health needs, using com-
munication and available resources to promote quality, cost-effective outcomes.

Within the mental health setting, case management is an umbrella term
used to describe a variety of approaches for providing community support
for those people suffering from severe and persistent mental illness. It was
first developed within the United States in the late 1970s (Stein et al.,
1975; Stein and Test, 1980), not as a therapeutic process, but more as a
way of coordinating agencies to meet the needs of this target group. In the
United Kingdom, it has been conceived as a method of linking discharge
packages with long-term and intensive community support. As such, it
constitutes the underlying structure for assertive outreach (Andrews and
Teesson, 1994).
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Although case management in mental health delivery systems has been
adopted in many countries worldwide and despite claims for its effective-
ness (Rubin, 1992), there remain concerns about its efficacy (Marshall
et al., 1997), its philosophical and organisational structures (Rothman,
1992), its role as either a therapeutic tool or a brokerage system for coor-
dinating packages of care (Ryan et al., 1991; Bergen, 1994), and even its
typology (Thornicroft, 1991). Thus many clinical and research questions
remain to be addressed in the implementation and evaluation of case man-
agement programmes in psychiatric care.

A synthesis of the available literature and research suggests that the fol-
lowing are commonly accepted components of effective case management.

• A comprehensive assessment of the individual’s needs.
• Development of a care plan or package of care to meet those needs.
• Ensuring that the individual has access to or receives the care that is

needed; this may involve assertive outreach work on the part of the case
manager.

• Monitoring the quality of care provided.
• Monitoring ongoing, long-term support and contact with the individual.

The need for case management in mental health

Many problems exist related to the provision of services to the severely
mentally ill, including:

• ignorance of how to obtain and maintain support services;
• inability to perform self-care activities;
• problems in obtaining and remaining in housing;
• difficulty coping with daily stressors and financing daily needs;
• lack of concordance with treatment plans and medication regimen;
• problems obtaining and receiving medical care.

Vigorous clinical management approaches are needed to coordinate care
in ways that are responsive to the needs of the severely mentally ill across
numerous and complex areas, while decreasing the problem of service
fragmentation and containing costs. Case management in mental health
was developed to coordinate the housing, financial support, psychiatric
treatment and primary health care needs for those clients lacking the skills
and resources to accomplish these goals for themselves.

Clearly, the provision of case management services for people with
severe and persistent mental health problems is both costly and time-
consuming if it is to be successful. However, such a statement cannot be
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considered lightly because one needs to establish what outcomes clients
and care providers expect, what resources are already available within
existing provisions and just what is meant by ‘successful’? People do not
always ‘recover’ from mental illness in the same way that they do from
physical illnesses.

From a case management perspective there are distinct similarities
between those with mental health problems and those suffering the physi-
cal consequences of serious accidents or chronic illnesses. In both cases
there may be no ability for independent living without outside help, no
expectation of total recovery or returning to one’s pre-illness life, and no
relief from a growing dependency on specially trained skilled help to
ensure the safety of the vulnerable individual. The main differences may
only be in the perception of others as to the necessity for such help, and
the financial determination of the health care system to support such peo-
ple over time. A person suffering the effects of physical illness is easily
identifiable as requiring such help. A person suffering a loss of social
skills and debilitated by intrusive thoughts and bizarre beliefs is most
often not as easily recognised or supported.

Financial resources are finite and some degree of prioritisation has to be
undertaken to ensure that the needs of the majority are met within limited
health care budgets. This focus on generalised health care holds the key to
understanding some of the problems associated with mental health case man-
agement. In the case of chronic physical illness the situation is both obvious
and the alternatives, in terms of cost of in-patient care or to the person’s
quality of life, make the provision of individualised, complex and person-
alised community care viable. The need is clear, but so too is the demand from
society that it should be met appropriately. This combination of available and
cost-effective social and health care options and pressure influenced by social
conscience is a powerful bargaining tool for the individual requiring such
help. Unfortunately, for a variety of reasons the same tool is not ordinarily
available to those suffering from the effects of severe mental illness.

Although mental illness may affect as many as one in six people within
Western societies, health budget allocations seldom reflect this statistic.
Despite official rhetoric to the opposite, mental health care across coun-
tries is often a poor relation to that for physical health. Deprived of the
funds that would enable it to offer a diversity of care options, it has con-
sistently had to target blanket care options to deal with the needs of the
majority of its service users. The availability of financial resources for
sophisticated long-term care is therefore dependent upon very careful
budgetary management and recognition on the part of planners that money
would be well spent on such activities.

There is a significant body of longitudinal research showing that patients
suffering from enduring mental health problems, when eventually
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discharged from in-patient care, not only improve, but, if given the right
kind of support, become well established within society. For example,
Leff and Trieman (2000), reporting on aspects of the five-year TAPS pro-
ject, showed that of the 670 discharged patients included in the survey,
most gained domestic and community living skills, acquired friends and
confidants, and were living in freer conditions with the majority wanting
to remain in the current homes.

The role of nursing in case management

The concept of case management appears to be universal to the delivery
of health care. The term appears in social work, nursing, health econom-
ics and political reform literature. The role of the case manager has
emerged from these disciplines as a proposed panacea for clients, providers
and payers in an attempt to optimise health and conserve resources. Many
goals have been suggested for case management. These include maximis-
ing the client’s self-care capacities, promoting the more efficient use of
resources, and stimulating the creation of new services. Other goals include
providing quality care across a continuum, decreasing the fragmentation
of care across settings, enhancing the client’s quality of life and cost con-
tainment. Case management has also been suggested as a way of fostering
consumer participation in decision-making related to health and advocacy
in systems for consumer outcomes (ANA, 1991).

Some believe that case management is something that nurses have
always done making the point that public health nurses have been case
managing for years. Others suggest that nurses as case managers are the
direct result of the managed care movement in America (Wrinn, 1998).
Regardless, it is clear that nurses are uniquely prepared to serve as case
managers within health care settings (Glettler and Leen, 1996). Coordina-
ting care and clinical health skills are integral to the professional practice
of nursing. So too, the caring philosophy of nursing is congruent with the
goals of case management. Nurses focus on interactive, caring relation-
ships which optimise client-directed goals for health and well-being. It
has also been noted that the need for case managers to possess expertise
in clinical practice has in part been responsible for the shift in case manage-
ment providers from predominantly social workers to nursing profession-
als (Mullahy, 1998).

In fact there is a rich literature describing: the roles of nurses as case
managers in general medical health care settings; core components of suc-
cessful nurse case management programmes; and barriers to the develop-
ment and success of such programmes (Glettler and Leen, 1996; Doyle,
2001). There is a somewhat smaller literature focusing on: the role of
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psychiatric nurses as case managers for the seriously mentally ill (Atkinson,
1996; Firn, 1997); nurses case managing those persons with diagnoses
other than schizophrenia (Nehls, 2001); and case management in consulta-
tion/liaison services (Chase et al., 2000). Nonetheless, nurses’ involvement
in case management programmes in mental health delivery systems around
the world continues to be examined and valued (Burns et al., 2001).

Within mental health, case managers generally work within a commu-
nity setting. To distinguish them from traditional community psychiatric
staff it is necessary to explore some of the practical considerations that
they face.

1. They act as the primary contact between care services and the patient.
This often begins by visiting the patient whilst still an in-patient,
developing a working relationship with them and establishing a partner-
ship. This partnership, or contract, is different from an ordinary clini-
cal role in that the case manager is not responsible for administering
medication, though of course will observe its impact and work with the
patient to ensure that they maintain their treatment regimes. Also, a
case manager will not normally take responsibility for invoking formal
re-hospitalisation thus taking the role of a professional friend rather
than a health care agent. Nothing is technically speaking outside of this
relationship if it supports and protects the patient.

2. The patient may be accompanied by the case manager on discharge
and if not will certainly meet with them on the day of discharge. As
the case manager has a much smaller caseload than a traditional com-
munity nurse, on average about 15 patients, more time will be spent
with each of those patients. Following discharge this may be as much
as two or three times a day or an equivalent in time. 

3. The patient, not the treatment regimes, will determine the contract
between the two. Time will initially be spent getting to know each
other, building up mutual trust and exploring what needs to be done
as a priority. The case manager will also work with the patient’s rela-
tives and primary carers if this is appropriate, though it has to be
agreed with the patient if this is to be the case. 

4. Irrespective of the case manager’s background, be it social or health
care and in some cases an ex-patient themselves, much of their work
will be in a supportive role. Helping with the decorating may be just
as much a priority for a patient as claiming their social security bene-
fits and both of these will be the active realms of the case manager.

5. Meetings between the two, though pre-arranged, are informal and
generally occur in the patient’s home. However, they are just as likely
to be in a café, a park or a place of the patient’s choosing. The whole
purpose of case management is to centre on the needs of the patient,
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and this cannot be done if they are expected to always meet with the
case manager on his/her home soil; i.e., a clinic or health facility.

6. The case manager will leave his/her contact details with the patient
and is effectively on call for them 24 hours a day, 7 days a week.

7. As time progresses the amount of contact between case manager and
patient will decrease, by mutual agreement. However, case managers
seldom discharge patients from their caseload, even if they have to be
re-admitted to in-patient care. The main reasons for absolute case man-
agement discharge are that the two have irreconcilable differences and
a new case manager has to be appointed, that the patient becomes self-
supporting and can be transferred to lower levels of supervision from
other community workers, or the patient dies. Of course, financial
pressures and resource disposition can mean that not enough case
managers are available, and under these extreme circumstances patients
may have to be transferred to other agencies even though in theory
they ought to remain with the case manager.

8. If a patient has to be re-admitted to an in-patient facility, often the
case manager will accompany them, visit them whilst admitted and
work with the patient to plan for their discharge.

9. The case manager reports back to the multidisciplinary team about
patient progress and to receive case supervision. Case management is
very time- and resource-consuming. For the case manager, often work-
ing so autonomously, it can also cause great stress and ‘burn-out’.
Supervision, the need to feel part of a working team and sensitive
line-management are essential ingredients for the successful ongoing
support of active case managers (Ward et al., 1999).

Inevitably the nurse’s professional background will influence the way they
establish the relationship with the patient. And, whilst their interactions
with them will hopefully be of therapeutic value, the nurse, as a case man-
ager, is not there to provide therapy as such. For example, a patient may
require a complex package of care that includes medication, counselling,
some form of occupational therapy and social training. The case manager
will monitor the effects of medication, encourage the patient to maintain
contact with those nurses who give that medication and, if necessary,
report back to those nurses adverse effects and non-concordance with the
treatment regime. He/she will not give the medication themselves.

Similarly, they will ensure that the patient gets to the counselling
session, to the occupational therapy session or to see any other specialist
therapist identified within the care package and, again, monitor the effects
of this work. Discussing these things with the patient, reinforcing the work
of the therapists and gauging the patient’s response to them represent the
case manager’s role within the therapy process.
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Social training may be the only exception to this rule. Again, where
specialist help is required (i.e., in gaining benefits, housing and perhaps
employment) the case manager will put the patient in contact with the
expert in this area, often accompanying them to meetings and appoint-
ments. They will help them complete forms and discuss the options open
to them but they will not actually do the work of these agencies. They
may, however, work within the social training programme to develop the
patient’s social skills, help them with domestic activities such as shop-
ping, home decorating or gardening, and work to create a social environ-
ment by enabling the patient to meet with friends and relatives. The role
here is a supportive one but hopefully it is also one where the patient grad-
ually learns to do these things for him/herself. The case manager is just as
likely to be enjoying an afternoon with the patient discussing the colour
of the wallpaper as he/she is being called out at 3 a.m. responding to that
same patient’s call for help in a personal or clinical crisis.

Case management in the United States

In the United States, case management has been a commonly used model
of service delivery in public-sector mental health settings for almost three
decades (Sabin, 1998). Most recently, private-sector behavioural health
companies have also adopted it. It was originally conceived as a means of
providing comprehensive and continuous care to newly deinstitution-
alised persons with severe mental illness (Bachrach, 1981). Over time,
however, the meaning of case management has become more ambiguous
and complex. Definitions, goals and models of case management now
vary widely depending on the organisational philosophy and structure of
the mental health delivery system.

‘Case management’ in the US is often an ambiguous term that can refer
to radically different activities ranging from expansive efforts to increase
access to care to restrictive efforts to reduce costs through applications of
‘medical necessity’. Such efforts to increase access to care are primarily
associated with the public sector, while restrictive efforts are associated
with the private sector. The most successful programme would be one that
combines public-sector receptivity and asylum with driven private-sector
efficiency (Sledge et al., 1995).

Case management has been defined in various ways. Solomon (1992),
for example, distinguished four types of case management: assertive com-
munity treatment, strengths case management, rehabilitation, and general-
ist case management. Mueser and colleagues (1998) described six models:
broker case management, clinical case management, strengths case man-
agement, rehabilitation case management, assertive community treatment,

96 Acute Mental Health Nursing

3162-05.qxd  4/5/04 11:58 AM  Page 96



and intensive case management. Perhaps the most commonly used con-
ceptualisation of case management distinguishes between case management
and assertive community treatment.

Case management services are aimed at linking the service system to
the consumer and coordinating the service components so that he or she
can achieve successful community living. It includes problem solving to
provide continuity of services and overcome problems of rigid systems,
fragmented services, poor use of resources and problems of inaccessibil-
ity. The six activities that form the core of US case management are:

1. identification and outreach;
2. assessment;
3. service planning;
4. linkage with needed services – including mental health treatment, cri-

sis response services, health and dental care, and housing;
5. monitoring service delivery;
6. advocacy.

In addition, core components and specific interventions related to clinical
case management are listed in Table 5.1.

Functions of case management in the US will be an increasingly prominent
part of mental health care in the future as attempts are made to balance
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Table 5.1 Components and interventions of clinical case
management

Component Intervention

Initial phase Engagement
Assessment
Planning

Environmental interventions Linkages with community resources
Consultation with families and caregivers
Maintenance and expansion of social networks
Collaboration with physicians and hospitals
Advocacy

Patient interventions Individual psychotherapy
Training in independent living skills
Psychoeducation

Patient–environment interventions Crisis intervention
Monitoring

Source: B. Greco and N. Worley (2001) ‘Community psychiatric nursing care’, in G. Stuart
and M. Laraia (eds), Principles and Practice of Psychiatric Nursing. St Louis, MO: Mosby.
pp. 728–43.
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cost, access and effectiveness. Resources of patients, families, providers
and society must be managed in order to carry out these complex goals.
However, important questions remain, including what the tasks of case
managers are, who should be doing case management (what personal
qualities and training are needed), to whom the case manager is account-
able, and how the work of case management should be organised (Sledge
et al., 1995; Vallon et al., 1997; Hall, 1998).

Nurses in the US have an opportunity to perform a variety of roles in case
management. In particular, it allows nurses to assume direct care, super-
visory and consulting roles while working with patients and families by:

• serving as their gatekeepers and facilitators in accessing the health
care system;

• helping them make informed decisions about their health care needs:
• monitoring their health and human service plan of care;
• educating them to enhance their self-care ability.

In practical terms this means that the case manager has to have knowledge
of social care systems and not just health ones, be able to access those
systems on behalf of, and usually in the company of, the patient, have
extensive personal contacts within different health and social care
organisations and agencies, whilst at the same time using personal skills
that enable them to establish both a trusting and an advisory relationship
with the patient maintaining contact with them irrespective of the prob-
lems that arise.

Consequently, the American Nurses’ Association (1993) suggests that
psychiatric and mental health nurses are highly qualified to function as
both case managers and providers within managed care systems. They are
positioned to have a maximum impact on the managed care of psychiatric
clients because:

1. they are committed to improving access, quality and cost containment;
2. they understand prevention and wellness and know how to educate

patients to improve health;
3. they know how to triage and assess the needs of patients;
4. they know how to accurately evaluate the necessity for in-patient

admissions and continued hospital stays.

Thus there is great opportunity for nurses to expand their roles and develop
new career directions by functioning as case managers who can address
the physical and psychiatric needs of patients. This can include people
with chronic mental illness as well as general psychiatric patients in
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out-patient settings (Rhode, 1997; Young et al., 1998). The desired skills
and functions for the psychiatric nurse case manager in the US are listed
in Table 5.2.

Assertive community treatment (ACT) was developed in Wisconsin in
the early 1970s as a programme originally called Training in Community
Living (TCL). It was created as a way of organising out-patient mental
health services for patients who were leaving large State mental hospitals
and were at risk for rehospitalisation. The original TCL model has been
replicated in thousands of communities under names such as Continuous
Treatment Teams (CTTs), Programmes for Assertive Community Treatment
(PACT) and Intensive Case Management (ICM). This model programme
provides a full range of medical, psychosocial and rehabilitative ser-
vices. The essential elements of assertive community treatment are listed
in Table 5.3.

ACT uses an interdisciplinary team-orientated approach that typically
includes up to 10 staff members (nurses, psychiatrists, social workers,
activity therapists) who meet regularly to plan individualised care for a
shared caseload of patients who receive care for as long as they receive
treatment. More than 75% of staff time is spent in the field providing
direct treatment and rehabilitation. In a US survey of assertive outreach
programmes, it was found that 88% had a psychiatric nurse as an integral
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Table 5.2 Qualifications and functions of the psychiatric nurse
case manager (US)

Desired skills/qualifications Functions

Certification in Case Management Needs assessment
Baccalaureate/Graduate/Postgraduate Education Diagnosis
Physical and psychosocial assessment skills Patient advocate
Empathy and enthusiasm Family collaboration 
Excellent communication skills Liaison between physician, patient

and reimburser
Negotiation skills Access community resources
Consultation skills Treatment planning
Critical thinking skills Crisis intervention
Knowledge of evidence-based treatments Health promotion
Creativity and flexibility Relapse prevention
Attention to detail Implementation of treatment plan
Computer literacy Documentation
Data management Monitoring of care

Outcome measurement

Source: B. Greco and N. Worley (2001) ‘Community psychiatric nursing care’, in G. Stuart
and M. Laraia (eds), Principles and Practice of Psychiatric Nursing. St Louis, MO: Mosby
pp. 728–43.
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member of the treatment team (Deci et al., 1995). ACT teams function
as continuous care teams who work with patients with serious mental
illness and their families over time to improve their quality of life.
In effect, these programmes function as a community-based ‘hospital
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Table 5.3 Essential elements of assertive community
treatment (ACT)

Organisation and delivery of services

1. Core services team

(a) Fixed point of responsibility
(b) Primary provider of services
(c) Continuity of care and caregivers across time and functional areas
(d) Low client-to-staff ratios

2. Assertive outreach and in vivo treatment
3. Individualised treatment
4. Ongoing treatment and support

Treatments and services provided

1. Direct assistance with systems management

(a) Medications
(b) 24-hour crisis availability
(c) Brief hospitalisation
(d) Long-term one-to-one clinical relationship

2. Facilitation of an optimally supportive environment

(a) Assistance with meeting basic needs
(b) Assistance with a supportive social environment
(c) Assistance with a supportive family environment (psychoeducation)

3. Direct assistance with instrumental functioning (work, social relations, activities of daily
living)

(a) In vivo skills teaching
(b) In vivo support
(c) Environmental modification

Desired patient outcomes

1. Reduced symptomatology and relapse
2. Increased community tenure
3. Enhanced satisfaction with life
4. Less subjective distress
5. Improved instrumental functioning

(a) Employment
(b) Social relations
(c) Activities of daily living

Adapted from M.A. Test (1992) ‘Training in community living’, in R.P. Lieberman (ed.),
Handbook of Psychiatric Rehabilitation. New York: Macmillan.
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without walls’, providing a high-intensity programme of clinical support
and treatment.

The role of the nurse in ACT differs from that of a general mental
health case manager in that they are directly responsible for the provision
of a therapy or forms of therapy. In addition to undertaking the social
development and liaison work described earlier they are the primary thera-
pist within the care package and, instead of referring clinical problems
or responses to treatment on to other specialists, actually do this work
themselves. This will also extend to giving medication. Herein lies the
main difference between the two main types of case management: that
which sees the case manager as essentially a broker (social model), and
that which sees the case manager as a therapist (clinical model). The first
of these is derived from the original social role, the second resulting from
the general increase of nurses and health care workers within case man-
agement. The assertive component may apply to either because it simply
denotes the intensity with which the contact between patient and case
manager is exerted. The case manager will undertake to maintain contact
with the patient no matter how resistive they are to such an approach, will
keep working at a problem no matter how difficult it is and continue to
support the patient irrespective of the opposition they may generate. The
whole purpose of this approach is to firstly maintain contact to ensure
that the patient is safe and secondly to uphold the integrity of the care
programme. Both of these serve to tell the patient that they are important,
have value as an individual and that the case manager is there for them
no matter what happens. Keeping a patient out of hospital is the aim of
such an approach, but only by giving that patient quality of life and dig-
nity within the community. Numerous controlled clinical trials of ACT
have been conducted with a wide range of people with severe mental ill-
ness, including patients with schizophrenia, war veterans, dually diag-
nosed patients and homeless people (Burns and Santos, 1995). These
studies report that patients spent less time in hospitals and more in inde-
pendent community housing. Their symptoms were reduced, their treat-
ment compliance was increased and ACT costs were usually lower (Dixon
et al., 1997; Mueser et al., 1998; Lehman et al., 1999). Furthermore, the
Programme of Assertive Community Treatment (PACT) is recognised by
the National Alliance of the Mentally Ill (NAMI) as the most effective
service delivery model for community treatment of severe mental illness.
As such, NAMI has launched a national grassroots effort called PACT
Across America to educate people about PACT and to offer training,
monitoring, certification and management services to those mental health
agencies wishing to implement the PACT model.
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The results of numerous studies have thus led researchers to believe
that, for most patients with schizophrenia, case management is a neces-
sary component of care (Lehman, 1998). The most frequently studied
forms of case management, assertive community treatment and intensive
case management have been associated with decreased psychiatric hospi-
talisation and housing instability, as well as moderate improvement
in symptomatology and quality of life for persons with schizophrenia
(Mueser et al., 1998). Furthermore, in a meta-analysis of the effectiveness
of case management in the US over 20 years it was found that clinical case
management and assertive community treatment were associated with
reduced family burden, increased family satisfaction and decreased cost
of care. In addition, both were equally effective in reducing symptoms,
increasing clients’ contacts with services, reducing drop-out rates, improv-
ing social functioning and increasing clients’ satisfaction (Ziguras and
Stuart, 2000).

Concerns in the US

Nonetheless, many believe that attention to how ACT has been dissemi-
nated and replicated in the US, and systematic studies of its adaptation
within existing systems of care, are not adequate and more work needs to
be done in this area. Furthermore, a concern of programme planners is that
features of the ACT model may be either unnecessary or overly expensive
ways of achieving adequate client outcomes. It has been noted that faithful
adherence to these and other programme goals is not always easy in tra-
ditional systems. The specialised nature of ACT programmes makes them
particularly susceptible to misunderstanding by administrators and clini-
cians trained in traditional treatment models and to policies that impede
effective implementation. Even when administrators and clinicians are
well-trained and eager to follow guidelines, problems with financing and
organisational structures designed for traditional office-based treatment
can lead them to deviate from ACT principles, possibly limiting its effec-
tiveness (Clark, 1997). Thus, although well accepted in the US, clinical
and service-based questions about case management programmes con-
tinue to raise debate in the field.

Case management in the United Kingdom

The US system of case management was piloted in the UK in the early
1990s but there have been the usual problems associated with transferring
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a care system or approach from one health care culture to another. These
centre on the fact that care systems are usually organised differently and
people have separate outcome expectations. In the UK the seriously
mentally ill are a small group of individuals, defined by their regular use
of care services and their consistent inability to cope, over time, with
genuine independent living. So, too, case management services can be
organised in several ways, but the usual configuration in the UK is for
separate case management facilities to be added to existing, traditional
community mental health teams, either as a discrete team in its own right or
as additional team members. Ideally, health and social services should
jointly fund them, although this has been slow to develop and currently
most UK case management comes under the auspices of health care, though
with health care reforms this is changing.

Clients are referred for case management for different reasons but
usually because they are resistive to the approaches of traditionally organised
community mental health nurses (CPNs), suspicious of what they see as
punitive care from State-controlled mental health services (Ward et al.,
2000), deemed to be at risk of falling through the net of existing service
provision, or are in need of complex care for diverse long-term mental
health problems (Renshaw, 1988). A case manager who may adopt vari-
ous methods of meeting client needs handles recommended caseloads of
up to 15 clients. Two reviews undertaken by one of the authors (Armstrong
and Ward, 1966; Ward et al., 1999) show that very often UK case man-
agers tend to adopt an approach to care dictated by their previous profes-
sional occupation. As over 90% of managers are from a mental health
nursing background, their work tends to be primary contact and therapeu-
tic in nature (clinical model), but others, such as those with a social work
background, are more likely to use a brokerage approach (social model).
However, research has also shown that many UK case managers use a
combination of both models, adopting the practical work described above
in the ‘nursing role within case management’ section as well as the treat-
ment and therapy activities described in the ‘assertive community treat-
ment’ (ACT) section.

Services provided by case managers in the UK are difficult to define
because they are very much dependent upon the needs of the client. However,
a broad spectrum of possibilities exist, including therapeutic befriending,
support with activities of daily living, personal and social skills develop-
ment, housing, State benefits, financial support, and recreational and
social care. Within the UK system there is a recognition that clients admit-
ted onto a case manager’s caseload will remain there for a considerable
period of time, if not indefinitely (Ward et al., 1999). The purpose of
case management is to support individuals within the community, to enable
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them to attain the highest quality of life and to give them the support
necessary to remain independent of in-patient mental health services.
Although this could be said to be the intended outcome of all commu-
nity mental health programmes, it should be remembered that clients
receiving case management support will usually be those most damaged
by their illness, generally requiring high levels of assertive contact with
their case manager, possibly several times a day in some cases. They
are also those most at risk of suicide, usually unemployable, and often
without personal family networks to watch out for them. For many,
case management is their only hope of sustaining any form of indepen-
dent living.

Perhaps the greatest success of case management within the UK is that
it has become a recognised part of the psychiatric vocabulary with practi-
tioners perceiving it as something that actually meets patient needs, and
researchers and senior members of the professions formulating viable
research agendas to understand how it functions best.

One significant piece of work is that of the large project funded by the
Kings Fund, the Sainsbury Centre for Mental Health and the Department
of Health ‘Working for London’ (Kings Fund, 1999); this was primarily
a combination of case management and ACT, which brought together
distinct groups of workers, from health, social care, voluntary agencies
and in one case probation services, into four separate projects. Using
assertive outreach and replicating development work undertaken in the
US, its purpose was to establish the effectiveness of multi-agency case
management for the seriously mentally ill, with particular importance
placed upon the support of those from ethnic minority groups. This sophis-
ticated project was well funded, its participants properly prepared, and
most importantly heavily involved users or ex-users of services. Although
still not complete, it has already shown that case management cannot
simply be added on to existing services. Rather it requires considerable
planning, multi-agency collaboration and a discrete budget to give it a
chance of success.

Finally, the UK system does have some strengths over its US counter-
parts which should, in theory, give case management an advantage.
Services are largely in the public domain and therefore not dependent
upon economic interests or insurance companies. Coordination and conti-
nuity of care through the Care Programme Approach (CPA) (Department
of Health, 1990) and Supervised Discharge (Department of Health, 1996),
particularly for the seriously mentally ill, is well organised. Additionally,
comprehensive sectorisation of care, where the same team is responsible
for both an individual’s in-patient and community care, allows for a high
degree of flexibility and response to changing client needs.
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Concerns in the UK

Whilst accepting that research in this area is difficult to undertake and
needs to be carried out over long periods of time, questions have been
raised about whether clinicians are researching the right things in their
attempts to establish the efficacy of case management. For example, Tyrer
(2000) argues that much of the UK research into different forms of case
management and specifically ACT has shown inconclusive results because
investigators have been trying to identify which organisational method is
best. Citing the work of Thornicroft et al. (1998), Wykes et al. (1998) and
Burns et al. (2000), he concludes that research needs to concentrate on
establishing the impact of evidence-based interventions used within client
contacts, not the number of contacts themselves. Indeed the much-quoted
UK700 Group (1999) itself established a rigorous project to explore the
difference between standard and intensive case management without even
considering what the two groups of case managers were actually doing
with their clients.

Furthermore, doubts in the UK exist about its overall efficacy (McGrew
et al., 1995), the effects it has on case managers (Kirk et al., 1993), the
preparation of those case managers (Andrews and Teesson, 1994) and the
absence of clients’ involvement in both care programmes and services gen-
erally (Armstrong and Ward, 1996). Ward et al. (1999) also showed that
little research had been done to explore the work of the case manager and
that many so-called ‘case managers’ within the system were really tradi-
tional CPNs who simply had role changes without the necessary specialist
preparation or a reduction in their caseloads. Thus, in the UK, it appears
that there is still no conclusive evidence to augment calls for greater use
of case management as it is currently being implemented.

Challenges facing case management

There are some differences as well as remarkable similarities in the issues
and challenges facing the implementation of case management in the US
and the UK. One must be cautious in evaluating the case management out-
come research between the US and the UK because there are many dif-
ferences in the systems of care. An overarching difference between the
US and UK context is that of services versus programmes. Much of US
research derives from self-contained, targeted programmes for specific
patient groups with clinical and budgetary independence. UK research
operates largely within the tax-funded monopoly National Health Service,
though there are some exceptions to this. Furthermore, there is much
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wider acceptance of consumers, survivors of services or ex-users, being
employed within the US system as case managers in their own right
(Dixon et al., 1997). This is certainly not the case in the UK where
ex-users of services are both less inclined to be involved in supporting
State care services, and services themselves are reluctant to involve ex-users
in any real way as part of the therapeutic process. In fact, as Burns and
Priebe (1999) point out, there is excessive preoccupation with risk in UK
mental health care and this extends itself to any genuine involvement of
its patients or ex-patients.

Not every mental health care professional is convinced of the necessity
to switch total care contact to community settings. Nor are they convinced
that different therapeutic processes have to be introduced for different
sub-groups of clients. Moreover, high proportions of staff are not adequately
versed or familiar with intensive therapy techniques but provide standard-
ised support within blanket services. Given these realities, there exists a
philosophical resistance to the introduction of yet more complex and
seemingly elitist care models.

So, too, a major challenge exists in the need to conduct research, which
informs both case management models and the therapeutic processes used
within these models. Evaluation studies are needed in which many out-
come measures are employed that are culturally sensitive and locally rel-
evant. The social consequences of community-based care, such as
violence, disruptive behaviour and stigma, should increasingly be mea-
sured when mental health services are compared. Another major research
agenda for case management is the need to disaggregate and evaluate indi-
vidual components of complex interventions. One can therefore anticipate
a new generation of research into case management that uses it as a vehi-
cle to ask questions that are more precise and more difficult to answer, but
that are likely to have more far-reaching importance for community men-
tal health initiatives.

Tyrer (2000) acknowledges that there are cultural differences between
countries that will interfere with the way services are designed, set up and
managed. And Burns and colleagues (2000) have shown that studies in the
UK have increasingly failed to replicate the significant advantages of case
management over standard community care achieved in the early American
(Stein and Test, 1980) and Australian (Hoult and Reynolds, 1983) work.
But, Tyrer also states that, to establish clear evidence to support the invest-
ment in case management, researchers have to make every effort to inves-
tigate services that are configured in the same way as the successful ones
in North America.

To further disseminate the benefits of case management programmes,
distinct client groups need to be identified, funds need to be made available
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to support these services, providers need to be trained, supervised and
supported as case managers, and planners must be given the evidence
to support the use of case management. However, one crucial element
of case management remains unaddressed: that of the role of nursing
within whatever model is adopted. Case managers undertake essentially
practical work. Much that is described within this chapter forms nothing
more than the basis of that work with individual patient needs deter-
mining what should take place, when and by whom. It is a complicated
and tiring role because the contact between patient and case manager is
so intense. Yet despite this, very few studies have actually considered
the day-to-day work of case managers and even fewer have explored their
work within the clinical model as both providers of social support and
therapist. This situation is further compounded because politicians and
those who fund mental health services are unaware of the complexities
of the challenges faced by case managers. Despite this it appears that
both the UK and US governments are committed to case management,
and with so much attention being paid to community care for the
mentally ill, it is likely that the potential for a more robust approach
to their care will continue to evolve over time. Hopefully this will
include a better understanding of the training and support needed for
case managers.
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SIX
Integrated care pathways:

the ‘acute’ context

Julie Hall

Introduction

Demands to increase efficiency and effectiveness in the delivery of health
care without compromising quality are commonplace. Following decades
of mental health policy reform and directives to redress longstanding criti-
cisms of institutional care, acute mental health services still face these
same challenges. Professionals in this specialty are fully aware that in-
patient psychiatric services have been at the centre of considerable debate:
with perceived decline in therapeutic interventions, bed management prob-
lems, an absence of evidence-based practice and subsequent concerns
over care experiences (Sainsbury Centre for Mental Health, 1998). Whilst
sustained development has been illusive, acute in-patient services are now
facing a time for social transformation fully supported by mental health
policy (National Inpatient Task Group, 2002).

The modernisation agenda for acute in-patient mental health provision
is described in the Mental Health Policy Implementation Guide – Adult
Acute Inpatient Care Provision (NITG, 2002). Significantly this is the
first United Kingdom mental health policy dedicated to acute in-patient
mental health care. The guide considers the integration of acute provision
with other mental health care systems, remodelling services and specific
measures to overcome past problems. Integral to the modernisation process,
care pathway arrangements are seen as a formula for ensuring that care
experiences are built around the needs of service users, their families and
carers. It is suggested that arrangements are needed to ensure that a service
user’s journey across services is negotiated, managed and agreed. Addi-
tionally therapeutic and organisational arrangements need to be deter-
mined, planned and coordinated.
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Concerns over poor system coordination and lack of collaborative working
are some of the issues which have prompted the increased use of inte-
grated care pathways by mental health NHS trusts in the UK. The inte-
grated care pathways developed, piloted and implemented by many
mental health NHS trusts have shared philosophies with those suggested
in the Mental Health Policy Implementation Guide. However, in many cases
the use of integrated care pathways has become much more sophisticated,
following trends in general medicine originating from the US. Over the
last five years, organisations have been successful in developing inte-
grated care pathways which determine

locally agreed, multi-professional practice based upon guidelines and evidence where
available, for a specific patient/client group. It forms all or part of the clinical record,
documents the care given and facilitates the evaluation of outcomes for continuous quality
improvement. (Riley, 1998: 30)

It is the use of such a tool for driving forward modernisation in acute care
which is the focus of this chapter.

What are integrated care pathways?

Integrated care pathways are multi-professional care plans that provide
detailed guidance for each stage in the care of patients with specific
conditions, over a given period of time (Riley, 1998; Ellis and Johnson,
1999) and are used for day-to-day monitoring and quality assurance.
Consequently, care pathways document the multi-professional care (includ-
ing investigations, interventions, activities, assessments, etc.) required to
achieve agreed outcomes; they comprise the elements shown in Table 6.1.
The use of integrated care pathways began in the United States as a central
component of their managed care philosophy. They evolved as a tool
for improving fiscal accountability; integrated care pathways are also
known as critical care maps, care paths, anticipated recovery paths and
critical pathways.

By way of contrast, the adoption of the care pathway model within the
UK is to ensure that the latest research is incorporated into clinical prac-
tice. By detailing multi-professional interventions, based upon the latest
evidence guidelines and evidence patients receive the most appropriate
care, delivered by appropriate professionals (Johnson, 1994).

Of course, not all patients progress as planned. As integrated care
pathways define expected interventions within the delivery of care, vari-
ance from the pathway is therefore monitored and the causes analysed
(Kitchener and Wilson, 1995). In turn, this enables a review of care
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outcomes to help identify alternative strategies to improving subsequent
care. Thus, evaluative action leads to:

• continual re-monitoring of care provision;
• a focus upon quality improvement;
• changes in the pathway;
• problem solving;
• improved risk management;
• individualised care provision.

Arguably, arranging care using a predetermined philosophy may seem
illusive, impractical or inappropriate to some professionals. However,
in services sporadically characterised by depressing portrayals of frag-
mented care experiences (Mind, 2000) the alleged benefits of integrated
care pathways warrant further consideration by all stakeholders, and
especially those charged with modernising acute in-patient services. The
key benefits of care pathways are clinical effectiveness, evidence-based
practice, risk management, interprofessional working and appropriate
bed management. Notably, these issues have significant relationships to
the current ‘acute concerns’ associated with acute in-patient services
(DoH, 1999a).

Professional benefits

Integrated care pathways are described as an exceptional tool for moni-
toring patient progress and provision of a written criterion of care (Mosher
et al., 1992). Critics of traditional care plans view care pathways as
a timely replacement for outdated systems of planning and delivering
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Table 6.1 Elements of an integrated care pathway

• Developed by multi-professional teams
• Plan of anticipated clinical care 
• Includes measurable outcomes
• Defines standards of care to promote consistency and equity
• Follows a timeline (days, hours, outcomes, stages)
• System of multi-professional documentation
• Forms all or part of the clinical record
• Designed to meet local needs and constraints 
• Incorporates evidence-based guidelines
• Uses variance tracking for day-to-day monitoring and review of performance
• Crosses organisational and professional boundaries
• Is never finalised and is a continually evolving tool
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nursing care. In replacing traditional care plans, pathways are said to
simplify documentation, reduce duplication and enable the development
of a multi-professional patient record (Johnson, 1994). Mosher et al. (1992)
found that nurses using pathways reduced time that they spent on docu-
mentation by as much as 80%, affording them more time to spend in direct
interventions. This is a desirable improvement in any care context, and
important to acute in-patient care where nurses are often perceived as too
busy to spend time with patients, often citing paperwork as the underlying
cause (Whittington and McLaughlin, 2000).

Developing pathways also provides opportunities for professionals
to clarify roles, responsibilities, interventions and resource utilisation,
improving communication and collaborative working (Mullins and
Wilson, 1994). This activity is timely and relevant to nurses in acute
in-patient settings where evidence of effective interventions is beginning
to emerge (DoH, 1999a; Institute of Psychiatry, 2001). The process of
pre-formulating care provides a framework to review the evidence which
supports this specialism. Hence, this is an ideal opportunity for teams to
consider the interface between their traditional caring role, biological
interventions, psychosocial developments and the expressed needs of
service users.

Additionally, care pathway development provides the framework to
review existing practice and care outcomes (Jones and Mullikin, 1994;
Johnson, 1996). Critical examination of current practice should exist as a
fundamental element of health care delivery. Implementation of clinical
guidelines and continuous appraisal of care outcomes is integral to a qual-
ity improvement approach to care. Recorded variances as part of the path-
way process provide information facilitating clinical audit and allow care
to be individualised. Where variances are used as part of the audit cycle,
variations from standards can be minimised and improvements to care can
be rapidly adopted into practice and evaluated (Kitchener et al., 1996).

An agreed pathway of care provides direction, consistency and cer-
tainty. Pre-formulation enables health care professionals to proceed through
agreed interventions without having to wait for ward rounds and consul-
tations (Rasmussen and Gengler, 1994), aiding decision-making, reducing
delays and duplication. This was demonstrated by New (1995) who out-
lined benefits where patients (with a shared diagnosis) are admitted to
numerous clinical areas under the care of several physicians, receiving
treatment from many professionals within one hospital. In this case the
implementation of a pathway encouraged a system of controlled multi-
professional care delivery which facilitated communication, the use of
shared clinical guidelines and continuous monitoring. These same bene-
fits can be realised in mental health services which span large geographi-
cal locations and where professionals move through different parts of
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services. Pre-formulation helps secure the continuity of services delivered;
although this consistency does raise critical questions about whether path-
ways stifle individuality and autonomy (Laxade and Hale, 1995; Wilson,
1995; Hotchkiss, 1997).

Debates of task orientation versus individualisation are well documented.
Sceptics suggest that variances do not allow enough individualisation,
whilst Walsh (1998) contests whether traditional care delivery ever
became individualised. Indeed, this view is corroborated in a recent study
of acute in-patient mental health care where traditional care planning
systems are described as generally failing to involve service users in
decision-making processes (Anthony and Crawford, 2000). Advocates of
care pathways, Hotchkiss (1997) and Kwan-Gett et al. (1997) reiterate that
they are guidelines to care delivery, not rigid protocols, and therefore indi-
vidualism rests in the control of the professionals themselves. Agreeing
with this, Hall’s (2001) study of a mental health care pathway pilot found
that professionals did not experience constraints to their professional
judgement. Professionals felt fully able to exercise professional decision-
making processes. It was believed that an individualised approach to care
is a personal philosophy which was not compromised by the implementa-
tion of a care pathway (Hall, 2001). Pathways, therefore, are no substitute
for professional judgement and each situation warrants assessment as
suggested in a professional’s duty of care.

Organisational benefits

Evaluative studies by Coffey et al. (1992), Petryshen and Petryshen
(1992) and Johnson (1994) agree that increased efficiency resulting from
the implementation of pathways can reduce the length of stay for some
conditions and lead to organisational savings. However, in the case of a
mental health care pathway, Groves (1990) and Jones (1996) acknowl-
edge that length of stay cannot always be an adequate measure of quality.
Evidently in-patient stays have been criticised as too short to stabilise
enduring mental health problems. Or conversely, discharge is delayed due
to poor integration with aftercare provision. Additionally, length of stay
cannot be a significant measure of cost improvement if overburdened
community resources fail to cope with existing demand and clinical dete-
rioration. Whilst pathways may be a vehicle for improving bed manage-
ment arrangements they should not compromise clinical decision-making
in determining length of stay. Neither will they alone redress the problems
associated with the zealous reduction in psychiatric beds over the last decade.
Demand for acute psychiatric beds currently exceeds supply (DoH, 1998,
1999a, 2000). Despite reducing length of in-patient stay through the
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1990s, wards frequently exceed 100% occupancy. Although acute services
consume two-thirds of mental health expenditure, access to vacant beds
and intensive care provision remain poor (Shepherd et al., 1997). Integrated
care pathways will without doubt increase the scrutiny into how beds
are used.

Research by Fulop et al. (1996) and Shepherd et al. (1997) suggests that
one-third of in-patients on acute wards can be more appropriately placed
and that many crisis admissions are avoidable. Alternatives to admission
are often not available or considered; however, these certainly need to
be considered as part of the journey through services. In response, care
pathways can encompass gatekeeping arrangements and care programme
approach principles to stimulate swift and appropriate access and efficient
discharge planning. Bed management problems imply poor integration
with other services and a lack of clarity in the purpose of acute in-patient
care (DoH, 1999a). Whilst recent mental health policies have claimed a
whole systems approach, the interfaces between different elements of services
are often poorly coordinated (DoH, 1998, 1999a; NITG, 2002). Care path-
way development offers the opportunity not only to consider the role, aim
and philosophy of individual teams, but also how they contribute to the
whole care experience. Pathways which span professional boundaries
(Anders et al., 1997) can enable in-patient services to be less isolated
and devalued.

Legally it is suggested that pathways have the potential to reduce
liability and enhance legal advantages (Forkner, 1996). Systems which
improve communication, relationships, standards of documentation and
collaboration are a welcome tool in reducing litigation. Maclean (1993)
and Weingarten (1993) verify that the use of clinical guidelines has been
shown to improve clinical outcomes, reduce error and increase effective
practice. The study of a myocardial infarction pathway illustrates that
where an integrated care pathway is adopted, patients are more likely to
achieve the standards of care described than they were prior to pathway
implementation (Johnson, 1996). A comparative study by Roebuck (1998)
substantiates this, identifying improvements in 35 out of 36 audit out-
comes where the outcomes were facilitated through the pathway. In
addition, it was reported that the clinical area had experienced a 90%
reduction in complaints. Cumulatively, these are indications of significant
legal benefits which also help organisational drives to improve perfor-
mance indicators.

Improved efficiency without the loss of quality is at the centre of the
care pathway concept. Arguably the cost-saving aspects of managed care
are also highly valuable to mental health care organisations. From an eco-
nomic perspective care pathways clearly define the resources required
during a specified episode of care. The specific and multi-professional
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nature of pathway documentation can result in the reduction of the
duplication of services, consultations, investigations and interventions
(Coffey et al., 1992; Petryshen and Petryshen, 1992; Laxade and Hale, 1995;
Kitchener et al., 1996). Wigfield and Boon (1996) described the following
benefits for organisations: enhanced multi-professional cooperation and
collaboration, the constant review of clinical practice, evaluation of effec-
tiveness, improved patient information, easier induction of new staff, less
duplication of documentation and the ability to give high-quality infor-
mation about services. Many of these benefits have been replicated into
mental health pathway implementation (Hall, 2001). As poor communica-
tion accounts for many complaints it is worth noting that so many authors
suggest pathways positively influence communication and reduce the
incidence of complaints (Forkner, 1996; Petryshen and Petryshen, 1992;
Wilson, 1997). Communication is improved as professionals report that
they know what is expected of them and each other. They have documen-
tation that is shared and facilitated through the pathway. The route of care
can be easily followed to see what has been achieved and what is yet to be
implemented. A named professional manages the pathway and information
is easily accessible. This replaces systems where clinical notes are kept
separately and never interact.

Influence upon care experience

It is implied that pathways reduce the likelihood of patient complications,
enabling the effective utilisation of resources and increase patient knowl-
edge and satisfaction. Impact upon the incidence of complications and
infections has been widely disputed (Kwan-Gett et al., 1997; Holtzman
et al., 1998). The impact of mental health care pathways upon recovery or
service user satisfaction is also difficult to quantify, however. A signifi-
cant benefit identified by Kitchener et al. (1996) is the early identification
through variance of patients who are not progressing as expected. Indivi-
dualised approaches to management of the pathway allow for early inter-
vention where care must be revised and alternative interventions offered.
Beneficial to acute in-patient care, this indicates relapse, poor adherence
to treatment and clinical deterioration. Where such issues are identified
this readily indicates that risk management or specific clinical measures
are required.

Pathways are available to service users as an educative tool to help
reduce anxiety and promote involvement. Complex pathway documents
can be translated to service user and carer formats as seen in Figure 6.1.
Their use informs service users of anticipated care and can demystify
treatment (Mullins and Wilson, 1994; Rasmussen and Gengler, 1994). It
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is hoped that service users who receive more information are increasingly
involved in their care. Opening the dialogue about anticipated care aims
to be enabling, offering a format for a partnership, relationship building
and communication. Remembering that pre-formulation should not com-
promise choice this is a juncture for working in partnership. Exercising
roles, relationships and responsibilities is significant to recovery. This col-
laboration can aid the careful integration of evidence-based practice and
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This information aims to clarify what will happen now that you are in hospital.
Your care is explained as a pathway which flows from admission to discharge.
The Smith Ward pathway shows examples of the care that you can expect to expe-

rience  during your stay. It is not always ‘written in tablets of stone’ – care delivery does
depend upon your needs, response to treatment and discharge plan.

The team here wants you to ask questions, to participate in your care and let us know how
we can help you reach your goals. We hope this information helps to start off this process.

On your day of admission

Today, you and your carers (where appropriate) will become familiar with the ward and
facilities. The nurse arranging your admission will show you around, where you will
sleep, etc. He or she will explain to you arrangements regarding visiting, meal times,
telephones, postal services…. All of this information will be given to you in the ward
information booklet which you can return to later.

During your admission you will be seen by a doctor and a nurse who will begin your
assessment by evaluating your health. Together you will begin to work in developing your
plan of care. You will be encouraged to participate in this process as much as possible.
With your permission your family or other significant people can be involved.

During your admission the doctor will ask if you will consent to a brief medical exam-
ination. This will only be done with your consent and is a routine part of hospital admis-
sion to assess your physical well-being.

On the day of admission you will be allocated a Named Nurse – this is the person
who will then be responsible for coordinating your care arrangements during your stay
in hospital. This arrangement involves a partnership with you, your carers (where
appropriate) and other members of the multi-professional team. If there is anyone you
wish to know that you are in hospital or if there is anything urgent at home which needs
attention you should let the nurse admitting you know.

After you have been seen by the doctor and nurse they will discuss with you your
immediate care. Your further assessment, care and treatment can begin here; this will
be explained, planned and negotiated to meet your individual needs. This pathway has
some further information about what will happen during the rest of your stay. Please
read on when you are ready. Ask your Named Nurse or any other team member when
you need help or have any questions.

The next few days focus upon assessment and beginning your treatment.

You will continue to work with the team throughout your assessment. During this time
you can expect to …

Figure 6.1 Extract of an integrated care pathway document modified for
service users and carers
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individualised recovery. There are warnings that the pre-formulated ideology
of pathways can detract from patient independence and responsibility
(Jones, 1996). The fact that treatment options can be forwarded by the
service providers without user involvement suggests that emphasis can be
given to financial considerations rather than needs. That the UK NHS
trusts generally have a monopoly for the provision of acute mental health
services has long been an issue of debate. It would be an immense con-
cern if care pathways are developed primarily with an organisational or
fiscal agenda and do not help to increase levels of inclusion.

The discourse about social control in acute care and the nurse–patient
relationships cannot be divorced from the care pathway debate. Debating
interventions during pathway development in forums brings to light issues
of containment and coercion. Service users in the care pathway develop-
ment process raise awareness about impressions of enforced care and
powerlessness. Ensuring that all stakeholders are represented in pathway
development positively influences pathway content and care processes. Care
characterised by respect, empathy, time, normalisation and skilled inter-
ventions are underpinning philosophies for development. This ideology
ensures that care pathways do not impede individualised care or contribute
to the social distance between nurses and service users. As pathways pro-
pose some degree of standardisation; service users can expect at least equi-
table treatment and rising minimum standards. Ensuring a minimum
standard may indeed improve upon past experiences characterised by lack
of contact and active intervention.

Several authors propose that an increase in multi-professional collabo-
ration leads to an increase in patient satisfaction (Mosher et al., 1992;
Petryshen and Petryshen, 1992; Tucci and Bartels, 1998). However, often
studies do not adopt any formal methodology to measure correlation between
pathway use and a subsequent increase in patient satisfaction. Many eval-
uative studies are retrospective in nature and therefore the administration
of patient satisfaction surveys as a means of measuring improvement is
impractical. A notable exception is Stead et al.’s (1995) study of a surgi-
cal pathway which showed a 12% increase in patient satisfaction over two
clinical areas following implementation. Unfortunately the low response
rate (33%) limits the impact of the study’s findings. As yet there are no
studies in the UK regarding the impact of mental health integrated care
pathways upon service user satisfaction. However, service user involve-
ment in pathway development is an appropriate vehicle to secure repre-
sentation in service development. Bryant (1999) acknowledges

The creation of integrated care pathways may only count in our tomorrows, I suggest,
provided they have real and meaningful reason for being in existence. They are not just
being organized for the ease of professional workloads, fulfilling some managerial ego
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trip and for reducing costs, but they are designed to really support and care for the
patients travelling along its route.

In summary the claimed benefits of care pathways are the following.

• Improved multi-professional communication and cooperation.
• Reduction in duplication of services.
• Reducing length of stay.
• Increased patient satisfaction and reduction in complaints.
• Reduction in errors and enhancement of legal advantages.
• Improvement in quality outcomes.
• Development of practice based upon research, guidelines and national

standards.
• Improved staff morale and job satisfaction.
• Less time spent on documentation.
• Development of multi-professional documentation.
• Standardised care delivery through preferred specific goals, interven-

tions, investigations and treatments.
• Early identification of variance: i.e., complications/relapse.
• Variance analysis as a means of risk assessment and continual quality

improvement.

Limitations and difficulties

Roebuck’s (1998) account of the development of pathways in oncol-
ogy suggests that the main disadvantage of the pathway process is the
time-consuming nature of development, and the commitment of resources
required through the change process. This scenario is already familiar to
those charged with facilitating change in health services. A great deal of
leadership, commitment and drive is required to ensure that changes in
practice are embraced into day-to-day reality. Implementing change in
acute in-patient care has to contend with the context of the environment
and its problems. The difficulties experienced in maintaining minimum
staffing levels, with nurses working well in excess of their contracted
hours, impacts upon commitment. The quality of work life for nurses in
acute psychiatry is poor (DoH, 1999a; NITG, 2002) and change should
not appear as a burden. It is probable that staffing problems, high levels
of stress and low staff morale contribute to a climate which mitigates
against improvements in services. Development processes must be flexi-
ble and creative in an environment where meaningful change is difficult
to sustain.

It is acknowledged that pathways are significantly easier to develop in
cases where there is less variance in the clinical course of the condition
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between patients (Kitchener et al., 1996). Jones (1996) discussed the
unpredictable nature of serious mental illness and how mental health path-
ways are likely to be complex to develop and implement. Immediate dif-
ficulties in care pathway development are posed by an indeterminate
timeline which offers structure to the content. Clinical manifestation of
mental health problems are unique and difficult to generalise in terms of
duration. Indeed, many individuals experience complications or develop
outcomes which do not correspond with the pre-planned nature of path-
ways. These groups may therefore be disadvantaged as their care episode
will not be researched, planned or evaluated with the same scrutiny as
those subject to care pathways. The absence of mental health focus in the
care pathway literature substantiates this outlook. Jones (1996) argues that
individuals with severe mental illness often require sporadic and some-
times lengthy hospitalisation, in which the planning and implementation
of managed care is ‘futile and wasteful of resources’. However, it can be
argued that in the current state of high demand and reduced resources,
warrants even more the strive for efficiency and effectiveness during any
hospitalisation (Petryshen and Petryshen, 1992). Integrated care pathways
are a fundamental tool for developing such a response.

Adelman (1998) recognises that professionals are duplicating the time-
consuming exercise of developing pathways and suggests that a clearing
house for pathways would reduce reproduction in numerous health care
settings. The need for local adaptation to core pathways is seen as a poten-
tial way forward to avoid expensive duplication. This is supported by
Anders et al. (1997) who have developed a care pathway for the acute
management of hospitalised patients with schizophrenia.

In the UK the National Electronic Library for Health offers a database
of care pathways in use and under development. This enables organisa-
tions to share their work, reducing duplication of effort across different
organisations. Additionally, this provides a framework for benchmarking
across organisations to compare current practices.

It has been suggested that there is a fear among health care profession-
als that pathways too easily indicate deficiencies in care. Variance report-
ing identifies when interventions and outcomes have not been delivered or
achieved. The concern is that this information may then be used as evi-
dence of a breach of duty of care (Hotchkiss, 1997). However, Hotchkiss
(1997) believes that this fear has not been a reality in the US where path-
ways have been in use for a considerable time. Tingle (1995) suggests that
where health care professionals can demonstrate that they have thought
proactively about care delivery and clinical protocols then they should not
be penalised for this. Where organisations have been able to demonstrate
this consideration and proactive stance this develops a legal advantage.
Some parties debate that exposure to malpractice will increase, however,
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if practitioners do not deliver pre-planned interventions without substantial
justification (Hirshfeld and Ile, 1990). In reality this barely differs from
the current position in the UK in relation to clinical guidelines and proto-
cols. Not surprisingly the legal aspects of integrated care pathways are
widely and critically debated in the US; similar implications under British
law are indicated (Garnick et al., 1991; Moniz, 1992).

The mental health modernisation agenda

Within the National Health Service – a service with ambitions (DoH, 1996) –
and the new NHS – modern and dependable (DoH, 1998) – the govern-
ment emphasised the importance of a high-quality integrated health
service organised around the health needs of individual patients, spanning
traditional professional boundaries, and determining how patients’ needs
might be met over a period of time. As the mental health modernisation
agenda pursues collaborative interprofessional systems, many current
directives, initiatives and innovations have significant relationships with
integrated care pathways.

1. Integrated working. Care pathways adopt a strong integrative phi-
losophy and deliberately use teamworking and shared belief systems
from the outset. The aim is to ensure that care is a collaborative
endeavour, as teamwork is a vital accompaniment of care delivery.
Care pathway development requires in-depth discussion and negotia-
tion in order to develop a shared understanding of a patient journey.
The multi-professional record improves access to information and
develops understanding of different roles and contributions. Developing
and using the multi-professional integrated care pathway strengthens
interdisciplinary accountability for patient outcomes. Improved com-
munication between team members is a consequence of professionals
working from an agreed plan. Describing a seamless pathway of care
and articulating expected interventions brings increased pressure to
ensure effective care delivery. These interventions and expectations are
clearly expressed in care pathway documentation – see the extract
in Figure 6.2.

2. User and carer focus. Service users are the only stakeholders who
experience the whole system of care. Refocusing care to follow this
journey, rather than how services are organised, reflects the interests
of those receiving care. It is acknowledged that the views of profes-
sionals alone rarely reveal the limitations of services with the clarity
and recognition offered by those who use services (Heyman, 1995).
Gathering the range of views illustrates not only the existence of
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problems, but illuminates the process of care to show how and why
limitations arise. Evolving over years or decades, services have often
had conflicting or vague aims and failed to represent the views of all
stakeholders (Rossi and Wright, 1977; Berk and Rossi, 1999). Stake-
holder groups prioritise efficiency, democracy, choice and respect dif-
ferently and care pathway development places service users central to
re-designing services. Using a pathway approach aims for service users
and professionals working collaboratively together. Specifying inter-
ventions and processes ensures that all involved are aware of antici-
pated treatment, and the contributions they have to offer.

3. Risk assessment and management. Risk assessment strategies can
be appropriately built into pathway content, although most signifi-
cantly it is the reduction in variation in practice which contributes to
significantly reducing variations in care delivery and clinical out-
comes. Clarification of specific goals, interventions, investigations
and treatments have been effective in reducing clinical-based errors
and ineffective practice (Coffey et al., 1992; Mullins and Wilson,
1994). Risk management is credibly associated with variance analy-
sis (Kitchener and Wilson, 1995). As care pathways specify out-
comes, any failure can be clearly identified. Deviations from expected
recovery identify clinical relapse and deterioration. This specific
information is used to facilitate decision-making and shape individual
interventions. In the longer term, systematically collecting variance
data is credible and reliable for developing changes in practice which
are clinically led (Kitchener and Wilson, 1995). This enables organi-
sations to identify interventions which are ineffective, or have not
been delivered and why. This information is analysed to consider how
omissions and errors can be minimised.

4. Evidence-based practice. Care pathways incorporate clinical guide-
lines, standards and outcome measures. Defining the interventions
incorporated into the pathway inevitably involves asking clinical
questions, then searching for and appraising the evidence. Interven-
tions can be compared with the research and opinions offered by
respected experts. This process enables all stakeholders to critically
review what is offered in the context of local services and agree-
ments. Integration of professional expertise, scientific enquiry and
service user perspectives form the basis of pathway content. The UK
National Institute for Clinical Excellence protocols and treatment
guidelines play an obvious role in the indication of cost-effective
treatments and care processes. The care pathway development model
is therefore used as a system for enabling change and ensuring that
evidence-based practice reaches fruition. This will only be felt where
the pathway is formulated by benchmarking best practice, incorporating
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national and local standards and the application of research evidence.
Ineffective and dangerous practice as a consequence can be eradicated.

5. Managing service availability. Considering anticipated elements of
care for a particular journey through services inevitably begins by
defining who will use services. Implicated are the core aims of the
journey and the outcomes to be achieved. Answering these questions
implicates the nature and volume of how mental health services are
targeted and used. Care pathways serve as an ideal opportunity to
focus upon ‘gatekeeping’ arrangements – defining how services are
accessed and upon what criteria. Additionally, mapping care journeys
incorporates a critique of care processes – identifying delays, duplica-
tions, hold-ups and deficiencies. Pre-defining care to an extent affords
opportunities to ensure that by consensus view measures are taken to
avoid delays and meet targets. Unnecessary are waits for consultants’
ward rounds before treatment decisions or discharge arrangements
are planned or implemented. Professionals and organisations can
exercise their obligation to justify the use of resources and demon-
strate improved quality of care. This ethos is in tune with the Mental
Health National Service Framework for Mental Health (DoH, 1999b)
aiming to ensure equity of access to services and implementation of
standardised protocols for major diagnostic groups.

6. Clinical governance. Care pathways enable organisations to target
effective interventions to effect the greatest clinical benefit. Clear
care processes enable efficient checks to establish whether profession-
als are working towards quality standards. As care pathways identify
clinical interventions, timescale and anticipated outcomes they offer
a succinct framework to measure effectiveness. Data for audit are col-
lected as an integral part of documenting care delivery. Analysis of
variation from the pathway is used to refine practice, update the path-
way and inform organisations about service needs. Regular review of
pathway content and supporting evidence base informs training needs
and ensures that high-quality patient care is maintained. Organisations
can collect data to establish whether outcomes are achieved over
defined periods. This enables a journey of care to be measured in terms
of length of stay and effect upon health outcomes. Not surprisingly,
some stakeholders are suspicious of this viewpoint and perceive that
their position and autonomy are threatened. However, as the struc-
tures and strategies to increase corporate responsibility rapidly grow,
care pathways are a likely vehicle for refining clinical governance
mechanisms.

7. Organisational strategy and corporate philosophy. Care pathways
embody organisational strategy and translate corporate philosophies
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into practice. A pathway which accurately reflects the activities of
the multi-professional team incorporating clinical guidelines and
research-based information is locally based reflecting the approach
of the organisation (Kitchener et al., 1996). Defining local practice
offers an ethos for change and development which can be owned by
those receiving and delivering care. Securing professional practice
and enhancing patient care is often the focus of nursing strategy, and
care pathway implementation enables change which is context spe-
cific and has regard for the characteristics of the organisation.
Studies of pathway implementation often indicate improved levels of
professional satisfaction (DeLuc, 2000; Hall, 2001). This is fruitful
for organisations which need to adopt an ethos of organisational
learning. The opportunity to tailor the pathway to local resources and
expertise affords flexibility and use of an audit tool to test outcomes
and plan services. Using care pathways ensures that all service users
accessing a specific service can expect to receive the same quality of
care and fair access to appropriate professionals and services.

8. Information for health. The National Health Service Executive
(NHSE) (1998) have described their momentous programme for
embracing advances in information technology to benefit patient care.
The programme acknowledges the importance of patient-centred seam-
less care systems supported by information technology. The underpin-
ning philosophy is to share information and improve access to
information for all stakeholders. Care pathways are embraced into the
programme in collaboration with electronic health and patient records,
seamless services and systems which cross organisational boundaries
and the primary–secondary care interface. Pathways are viewed as
integral components to clinical governance, audit and evidence-based
practice. The UK National Electronic Library for Health care pathway
database suggests that there have been few examples of electronic inte-
grated care pathways in practice to date. However, software companies
in the UK are following their US counterparts and developing elec-
tronic integrated care pathway systems espousing their impact upon
quality improvement and cost-effectiveness.

Acknowledging the mental health modernisation agenda indicates the
relationships between care pathways and specific policy perspectives.
However, there are few approaches to organisational development or
managing care which are able to embrace the plethora of current direc-
tives. Carefully entwined and influencing care pathway development are
processes of accountability, advocacy, the politics of organisations and
policy, and the quality of professionals involved.
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MEDICAL INTERVENTIONS – ADMISSION ICP

Same day

1. Admission mental
state examination
completed 

2. Ward copied with
pre-admission report

3. Physical examination
(including neurological
examination and
general medical
history completed)

By Day 7

4. Folstein MMSE
completed

5. Admission bloods
(LFTs, U&E, FBC +
ESR, glucose, syphilis
serology, TFT) taken

6. Preliminary
assessment by
allocated Consultant

At CTM

7. Initial strategic review
completed

8. CC scheduled for W8

By Day 14

9. Previous psychiatric
admission/prison files
requested

10. Request medication
history from pharmacy
(if indicated)

Date and sign 

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

VARIANCE – Please tick box as
appropriate, write reason for
variance, action taken and final
outcome

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

Figure 6.2 Extract showing clear multi-professional expectations.
Reproduced by the kind permission of Dr Karen Moody from
the State Hospital, Carstairs, Scotland, UK

Continued
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11. Referred for
neurology opinion (if
indicated)

By Day 49

12. Admission history
compiled and sent to
ward

At CC

13. Patient referred
to high dose
antipsychotic patients
to ECG clinic (if
appropriate)

14. CC attended by
Consultant 

15. Carers attend to CC

After CC

16. Information about
schizophrenia given to
carer after CC

17. Diagnosis dis-
cussed with patient

Prior to admission

18. Pre-admission
assessment completed

On admission

19. Transfer docs
available on admission

20. Notes available on
admission

Same day

21. Pre-admission
assessment report in
MDT notes

../../..

../../..

../../..

../../..

../../..

../../..

../../..

Date and sign

../../..

../../..

../../..

../../..

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE
� N/A

VARIANCE – Please tick box as
appropriate, write reason for variance,
action taken and final outcome

� NOT DONE
� N/A

� NOT DONE

� NOT DONE

� LATE
� NOT DONE
� N/A

NURSING INTERVENTIONS

Continued
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../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

../../..

22. Patient introduced
to ward 

23. Patient assigned to
keyworker 

24. Patient introduced
to keyworker

25. Admission profile
completed 

26. At-risk register
completed

27. Care plan
commenced

28. NOK contacted
successfully

29. Patient with physical
disability and minority
groups referred to
clinical nurse spec.

30. Risk assessment
tool completed

By Day 5

31. Information 
booklets i.e., patient
info., hospital info.,
section info. and MWC
info given to patient

By Day 7

32. Assessment tools,
identified and completed
by keyworker

33. NOK letter with
clinical team, visiting
info. and info about
CC sent 

At CTM

34. Risk assessment
discussed

By Day 14

35. Referral to
occupational therapy for
assessment
completed 

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE
� N/A

� LATE
� NOT DONE

� LATE 
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

� LATE
� NOT DONE

Continued
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Mental health care pathways in the UK

Health care providers in the UK are showing increasing interest in the
claimed benefits of care pathways. In 1998 the National Pathways Asso-
ciation in the UK had 452 recorded pathways under research, pilot, imple-
mentation or evaluation. Eighteen of these pathways had a mental health
focus. The current status of care pathway development is indicated by the
National Electronic Library for Health care pathway database. The data-
base shows a significant growth in the use of pathways in all specialisms,
with in excess of 25 mental health care organisations registering their inte-
grated care pathway developments.

Reviewing the literature corroborates the slow but growing use of men-
tal health care pathways in the UK (Jones, 1997, 1999). Care pathways
have been used for a range of mental health-related diagnoses in the US.
There are predominant accounts of the use of care pathways for patients
with schizophrenia (Anders et al., 1997; Jones and Kamath, 1998). Published
accounts of mental health pathway development in the UK have focused
upon schizophrenia (Jones, 1999, 2000) and dementia (Hall, 2000, 2001).
One multi-professional team described their perceptions of a dementia
assessment care pathway pilot.

• Team members corroborated many benefits of pathways expressed in
the literature; i.e., increased efficiency, role clarification, evidence-based
practice, professionalism, improved teamworking, enhanced commu-
nication, easier access to information.

• The effectiveness of the pathway was viewed as dependent upon a
number of variables – the team, the patient group and available resources.
For example, when equipment or particular specialists were not avail-
able, care was no further enhanced. The pathway merely indicated the
deficiency and during the period of the pilot the pathway did not effect
any improvement when such problems occurred.

• Recording and examining variances had proved to be stressful and frus-
trating for individuals. Not accustomed to making known limitations
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36. 11 point assessment
completed

By Day 49

37. Substance use
screening assessment
and initial summary
report completed

../../..

../../..

� LATE
� NOT DONE

� LATE
� NOT DONE
� N/A
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and deficiencies – this meant a cultural change which was uncomfortable
to some team members.

• The team clearly described anxiety regarding the theoretical construc-
tion of the pathway, and how professional congruence and account-
ability can be accommodated. Should the pathway content follow an
idealised process or one the team knew they could realistically imple-
ment? This posed the team some ethical, organisational and profes-
sional dilemmas.

• The team did not comprehend the pathway as unworkable or unsuit-
able for use in mental health. Individualised philosophies and profes-
sional autonomy prevailed where feasible (Hall, 2001).

Jones (2000) discussed implementation of a care pathway for in-patients
with schizophrenia. His study followed an action research methodology
and clearly documented the complexities of implementing care pathways
in mental health settings. Much of Jones’s (2000) account discussed the
change process experienced during implementation and the subsequent
difficulties which arose. Notably the difficulties experienced reflect the
circumstances which have frustrated rational change in acute in-patient
care. The ward used to implement the pathway exceeded 100% occupancy,
had a high proportion of patients experiencing severe mental illness and
had a significant staff turnover. Collecting the data over the period of a year
spanning pathway development and implementation the findings are strik-
ing. Amongst the findings Jones (2000) described difficulty engaging
and sustaining professionals’ commitment to the use of the pathway. The
pathway was felt to be too simple to reflect the care process involved and
commitment to use clinical guidelines was poor. Contextual issues of
poor morale and staff turnover mitigated against a culture which could
sustain the conditions required to embrace the pathway as a working
norm. Jones (2000) goes on to further discuss the environment and
culture required to sustain healthy development. What Jones’s (2000)
study clearly indicated are the barriers to using care pathways in mental
health settings (Table 6.2). Conducted in an acute in-patient setting this
offers clear guidance to those seeking to develop care pathways and other
sustainable change.

Developing integrated care pathways

Over the last decade models for care pathway development have evolved,
and a general pattern can be established. This general pattern is repre-
sented as a pathway development model in Figure 6.3. Contributing to this
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model significantly are the works of Ignatavicius and Hausman (1995),
Johnson (1997), Stephens (1997) and Campbell et al. (1998).

Care pathway development begins by selecting a case type or client
group. This is often determined by patient population, or high-cost, high-
volume, high-risk and complex case groups. There are also indications
that pathways have been developed for certain patient groups because of
a high level of interest among professionals, or alternatively by organisa-
tions when it is realised that there are considerable variations in practice
which affect clinical outcomes. Additionally where organisations have
reconfigured their boundaries the fundamental rethinking about the
way services are delivered adds to the impetus driving care pathway
development. Development involves collaboration and representatives
of all stakeholder groups working together. The time span for the path-
way should be agreed. This may involve bridging the primary and sec-
ondary care interface and certainly spanning organisational boundaries.
The time span determines where the pathway begins and ends. This
enables the care to be mapped in hours, days, weeks or in phases or stages
of treatment/intervention.

The pathway development team review the aims and outcomes of the
service. These can be identified in terms of patient and process outcomes.
It is often at this point that fundamental rethinking about the way services are
delivered begins. For instance, considering the history of services, con-
temporary patient needs, the felt experience, flow rate, inputs, outputs and
volume. Assumptions from the past are challenged; leadership and support
for change is critical. Multi-professional collaboration and communication
begins to develop integrated thinking and an agreed understanding of
service provision. All stakeholders are involved in process mapping, iden-
tifying major steps and activities through the time frame. Also contributing
to this mapping are patient diaries, focus groups and review of medical
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Table 6.2 Barriers to implementation of integrated care pathways

• Difficulty in representing complex, flexible and fluctuating care processes in an
integrated care pathway format

• Incompatibility with the unpredictable course of mental illness
• Legal implications of poor compliance with documentation standards
• Lack of evidence-based guidelines
• Fear and reluctance to change
• Low staff morale and high staff turnover
• Indifference towards clinical guidelines and evidence-based practice
• Bureaucratic inertia
• Insufficient leadership, commitment, creativity and time
• Perceived conflict with the principles of individualised care
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Select a case type or client group. This involves data collection to determine
patient population, high-cost, high-volume, high-risk and difficult-to-
manage case groups. The case type or client group can be determined
through diagnosis, procedure, patient need or stage/phase of treatment.
Indications for use may also be a high level of interest among local staff,
or where variations in practice occur and affect patient outcome.

Establish, develop and educate the authoring team. Determine staff
interest and secure support from the clinical setting, multi-professional
team and service user/carer representatives.

Select the time frame and parameters. This determines where the pathway
begins and ends. The time frame enables the care to be mapped in hours,
days or weeks, or in phases or stages of treatment/intervention.

Determine the goals and outcomes of care. The pathway team must
determine the goals and outcomes of care within the chosen parameters.
These can be identified in terms of patient and process outcomes.

Process mapping. All stakeholders mind-map the major steps and activities
through the time frame. Review of medical records to establish practice
patterns. Consider problems and issues at each step. Include approximate
time periods and parallel processes. Establish loops, complexities, roles
and relationships.

Search for evidence-based interventions. Review the literature,
established guidelines and national recommendations which influence the
expected integrated care pathway.

Analysis. Critically review the care process mapped and steps for
appropriateness and timeliness – determine roles, duplications, delays
and added value. Compare current practice with established clinical
guidelines and benchmark across other organisations. Identify key areas
for pathway/service development.

Redesign. Redesign the process around the experience of receiving care.
Revise processes in terms of coordination, preplanning and removing
steps with no added value. Incorporate evidence-based interventions,
extend roles and match capacity to demand. Develop, consult and review
a sustainable, feasible vision based upon best practice.

Map the anticipated care and write the pathway. Mould together the
corporate care pathway template, variance analysis system and prevailing
clinical documentation.

Review, consult and revise. Pathway development team, clinical staff and
organisation approval.

Develop implementation plan. Dissemination/consultation, staff education,
establish champions in the clinical areas, pilot (3 to 6 months), monitoring
to assess the level of completion and variance analysis (after 30 cases).

Review the pilot, revise and fully implement. Monitor and evaluate
usability, content and influence upon outcomes. Revise where necessary
and fully implement.

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5

Stage 6

Stage 7

Stage 8

Stage 9

Stage 10

Stage 11

Stage 12

Figure 6.3 Pathway development model
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Stage 13

Stage 14

Quarterly variance analysis. Present data to identified members of the
multi-professional team and organisation. Consider in light of the analysis
review of clinical activity and care processes. Develop action plans and
the pathway to address adverse variances.

Annual review. Revise and upgrade pathway content according to
emerging evidence, variance analysis and organisational developments.

records to establish practice patterns. The approximate time, problems,
issues and parallel processes at each step are identified. The NHS Moderni-
sation Agency (2002) describes parallel processes as non-direct interven-
tions that contribute to the patient journey; i.e., referral processes. Loops,
complexities, roles and relationships are acknowledged. 

After the focus, time frame, outcomes and mapping have been com-
pleted, there is enough data to identify keywords and search for evidence-
based interventions. A thorough and critical review of the literature is
completed. Established guidelines, systematic reviews, meta-analyses and
national recommendations which influence the expected integrated care
pathway content are identified. The pathway development team then crit-
ically review the process map. Each step is critiqued for appropriateness
and timeliness – determining roles, duplications, delays and added value.
Interventions are compared with established clinical guidelines and
benchmarked across other organisations. This enables the process map to
be re-conceptualised, identifying key areas for development. The process
is then redesigned around the experience of receiving care. Processes are
revised in terms of coordination and preplanning, and steps with no added
value are removed. Evidence-based interventions are incorporated, roles
defined and capacity matched to demand. A sustainable, feasible vision of
the pathway based upon best available evidence is developed and dissem-
inated for consultation.

The redesigned care process is moulded with the corporate pathway
template, variance analysis system and prevailing clinical documentation.
Each integrated care pathway has its own implementation plan which con-
siders dissemination/consultation, staff education, establishing champions in
the clinical areas, pilot duration, monitoring and variance analysis. The pathway
is piloted then reviewed in respect of usability, content and influence upon
outcomes. The pathway is then revised and fully implemented. Quarterly
variance analysis is performed with data presented to specified members of
the multi-professional team and organisation. In light of the analysis, clinical
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Note: Considering the evolutionary nature of pathway development it is acknowledged that
this model is not an entirely linear process.
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activity and care processes are reviewed. Action plans and the care pathway
are developed to address adverse variances. An annual review to revise and
upgrade pathway content according to emerging evidence, variance analysis
and organisational development is recommended. Considering the evolu-
tionary nature of change it is acknowledged that the care pathway develop-
ment model is not an entirely linear process.

Implementation and evaluation

Successful developments in health care are underpinned by high-quality
education and consultation. Similarly, care pathway implementation
requires collaboration characterised by high quality innovative support
and leadership. Significant to success is the Care Pathway Facilitator who
fulfils a project management role. Local implementation requires proac-
tive champions at practice level to provide local support and monitoring.
Details of these roles are often indicated on the lead page of integrated
care pathway documentation – see Figure 6.4.

Clinicians provide the crucial care management role, implementing the
pathway. This is a named individual responsible for coordinating the jour-
ney through the care pathway, facilitating the pathway continuum (con-
trolling, coordinating, delegating and guiding care). This is suggested to
enhance nurses’ feelings of autonomy and professionalisation. Mosher
et al. (1992), Johnson (1994), Roebuck (1998) and Zacharias et al. (1998)
suggest that nurses implementing pathways can experience increased role
satisfaction and a sense of empowerment.

Campbell et al. (1998: 135) describe that professionals

using care pathways should be encouraged to:

(1) Follow the integrated care pathway for every patient with the chosen condition. 
(2) Complete integrated care pathway documentation, signing for key elements of care

provided as they are carried out. 
(3) Be free to deviate from the care specified in the integrated care pathway provided

they justify the deviation and enter this in the variance sheet. 
(4) Take appropriate action when the integrated care pathway identifies patients whose

progress is less good than expected or faster than expected. 
(5) Ensure that patients understand the care pathway as it relates to them, and allow

them access to the integrated care pathway. 
(6) Variance sheets should be inspected regularly to identify common reasons

why the integrated care pathway was not followed. This should lead to discus-
sion within the team and regular updating of the integrated care pathway
when appropriate.
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Figure 6.4 Integrated care pathway for acute adult admission & assessment

INTEGRATED CARE PATHWAY
FOR ACUTE ADULT

ADMISSION & ASSESSMENT

Name & Date of Birth: (affix patient ID label) Ward:

Unit/Location:

Admission Date:

Discharge Date:

Lincolnshire Partnership

NHS Trust
NHS

1. PERSONAL DETAILS

Overall Objectives of this care pathway are to
• To initiate a therapeutic relationship and provide prompt expert assessment of individual

needs
• Ensure effective care planning, co-ordinated care and risk management; user and carer

involvement and communication 
• Provide effective, evidence based interventions to help recovery
• Establish effective liaison and ensure that appropriate and necessary treatments and

services are offered

Sources and evidence which inform the content of this pathway are;
DALE. M., DEMPSEY. K., ELLIS. J., O’HARE. J., STANBURY. C. & STODDART.Y. (2002).
Getting Better Together – Reflections on the Mental Health Collaborative. Northern
Centre for Mental Health; Durham
DEPARTMENT OF HEALTH. (2002). Mental Health Policy Implementation Guide – Adult
Acute Inpatient Care Provision. Department of Health; London
STANDING NURSING & MIDWIFERY ADVISORY COMMITTEE. (1999). Mental Health
Nursing – Addressing Acute Concerns. Department of Health; London

Instructions for use:

Before writing in this Integrated Care Pathway, please ensure you have signed the signature
sheet (overleaf). When using this document please ensure that you date, time and sign against
each activity when it has been completed. It is important to remember that the aim of the
Integrated Care Pathway (ICP) is to ensure the most appropriate care is given at the correct time.

If an activity outlined in the ICP has not, for whatever reason, been completed then this must
be shown as a variance. The variance record sheet should then be completed (page 29 & 30)

This Integrated Care Pathway is for individuals admitted to acute inpatient services. It is
intended to guide admission and assessment ensuring that a service user's journey is nego-
tiated, managed and agreed. As inpatient care is implicitly a request for urgent/intensive
intervention there needs to be clarity regarding inputs and interventions required and how
they will be delivered. Wherever possible interventions are based upon evidence and best
practice. It is essential that the expectations of the individual service user are addressed as
part of the overall care plan.

Continued
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Variance tracking

Data and time Variance: reason and action taken Signature

Variance analysis is critical to successful implementation. A variance is
any digression from the planned pathway. Variances are recorded contem-
poraneously throughout the pathway either in a space alongside the inter-
ventions (see Figure 6.2) or in tables at the foot of each page; for example:

136 Acute Mental Health Nursing

These may indicate positive factors – i.e., rapid clinical improvement and
early discharge – or where interventions are not delivered or outcomes have
not been achieved. The latter helps to indicate clinical deterioration. It has
been found that recording and examining variances can be stressful and
frustrating for individuals (Hall, 2001). Professionals are not accustomed to
making known what they are unable to deliver or identifying the interven-
tions that they cannot facilitate due to lack of time or skills. Professionals
are uneasy with making known these factors, and organisations need to be
supportive rather than critical towards this information. There are often
training and resource implications associated with significant variance
trends. Variance analysis makes known recruitment and retention difficul-
ties and longstanding performance problems – these data can be organisa-
tionally enlightening although politically difficult. Variance data have an
objectivity which are difficult to dispute and credibility for teams who wish
to cite evidence in claims for increased resources. 

Recording variances involves identifying what the variance is, the cause
of the variance and any action plan needed to address the variance. The
reasons why practice digresses from the integrated care pathway can be

If further action needs to be taken, e.g. the intervention needs to be repeated, then use the
blank spaces in the appropriate time frame of the ICP to record this. To view an example of a
completed ICP please read the ICP file which is in your ward/area. These blank spaces can
also be used to add interventions which are deemed appropriate for that person but are not
already in the ICP. These additions should also be recorded as a variance.

It remains each professional’s responsibility to ensure that practice is safe. This ICP is not a
replacement for experienced clinical judgement and inter-disciplinary discussions. If you
require further information please contact your Care Pathway Lead, Clinical Team Leader or
Care Pathway Manager.
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examined to identify variation in professional standards. This information is
used for both day-to-day clinical management and continuous quality
improvement. Over a period of time these data can be examined to estab-
lish trends, develop action plans and improve practice. For example, Hall
(2000) found that group assessments by occupational therapists for those
newly admitted for dementia assessment were often not completed and
recorded as a variance. The variance in most cases was caused by high
levels of confusion associated with a recent change in environment. A
simple action plan was developed to ensure that this assessment was
offered on an individual rather than group basis in the future. This enabled
the occupational therapists to respond to the communication needs of the
individual and complete the assessment without the added stress of a
group-work situation. This is a simple but practical example of how vari-
ance analysis reports and effects upon outcomes are discussed by a multi-
professional team. From this process an action plan is developed and
practice reviewed.

Despite mainly favourable opinions of care pathways, many evaluative
case-studies appear weak in research design and statistical rigour. Research
into mental health care pathways in the UK in the future may be able to
exploit links to the mental health minimum dataset and the Health of the
Nation Outcomes Scales to aid evaluation. Whilst the literature does not
invalidate the concept of care pathways, quantitative studies would be
more widely accepted with the exposure of a control group which is absent
from many studies. Evidence to date is largely anecdotal and does not
enable conclusive evaluation of the effects of care pathways. There are no
systematic reviews of the use of mental health care pathways. Many stud-
ies are deficient in statistical evaluation of cost reduction or effect upon
length of stay. Those which demonstrate a more rigorous statistical design
demonstrate only a small effect upon the use of resources and little effect
upon clinical outcome (Kwan-Gett et al., 1997; DeLuc, 2000). There are
few examples of trials without randomisation, single group pre-post, cohort,
time-series or matched-case control studies. Many favourable reports rely
upon narrative evidence, and an absence of rigorous analysis of data fails
to substantiate anecdotal claims. Irrespectively, interest in care pathways
remains high and gathers momentum, and therefore the potential benefits
of implementation continue to warrant rigorous evaluation.

Integrated care pathways: nurses and
practice development

Few would argue against the need for professional development and social
transformation in acute mental health in-patient services. Characteristics of
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this situation can be seen as socially rooted, manifesting themselves in low
morale and decline in therapeutic interactions (professionally known as
acute concerns). These social issues are not unlike those which under-
pinned Lewin’s (1946) early action research theories. Similar to action
research, care pathway development requires a process of collaborative
investigation, which develops knowledge to solve problems and bring
about change (Hart and Bond, 1995). Care pathway development is situ-
ational and firmly rooted in human values and behaviours. The social
nature of change required to respond to acute concerns is consistent with
how care pathways are developed. It is known that economic strains,
re-organisation and cost cutting have increased demands upon nurses
(Hummelvoll and Severinsson, 2001). Resulting from drives for increased
efficiency and lack of organisational support, burnout, professional
inadequacy and exhaustion amongst nurses is high. Nurses in acute
services require support to develop practice, and frameworks to support
this have been lacking. Studies of acute in-patient care indicate that nurses
do want to develop their practice (Bray, 1999; Hummelvoll and
Severinsson, 2001). Perhaps illusive has been the focus, direction and
structure to engage with the optimism and enthusiasm that are evident.
There are a number of factors that influence the successful implementa-
tion of integrated care pathways (Table 6.3). Studying these factors will
indicate levels of readiness in the particular clinical setting and where
impetus will be needed for success.

Care pathways offer nurses in acute care the opportunity to increase their
understanding of the nature of their situation and validate their practice.
This approach is rooted in culture, group process, democracy and collabo-
rative change (Adelman, 1993). Development can therefore be grounded in
the context of acute mental health services. Process mapping identifies prob-
lems, innovations and solutions rooted in everyday practice. The underlying
causes, assumptions and beliefs which influence current problems are
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Table 6.3 Factors which influence successful implementation

• Successful selling of the benefits to all stakeholders
• User involvement in pathway development
• Working practices amenable to shared systems of record keeping
• Clear information-sharing agreements across organisational boundaries
• Organisational and local commitment to integrated care pathways
• Availability of clinical guidelines and evidence
• Integration with electronic recording systems
• Involvement and ownership of staff on the ground
• Time, good working relationships and energy
• High levels of support during implementation (provided by the care pathway facilitator

and local champions)
• Training in the use of documentation and new interventions
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revealed and analysed, and change often means challenging basic assumptions
(Hendry, 1996). Care pathways, whilst having managerial-driven ethos,
enable nurses to have a voice in changing acute mental health services
through a more contextual approach. For the necessary changes to occur,
organisations and professionals are required to reconstruct their reality and
take responsibility for their role in the situation.

Summary

This chapter set out to consider the use of integrated care pathways to
respond to ‘acute concerns’. Examining the current acute context and
mental health modernisation agenda indicates how closely care pathways
are in tune with developments. Reviewing the literature indicates how a
growing although largely anecdotal evidence base supports the use of
integrated care pathways in mental health. The potential benefits and
limitations of their use in the context of mental health care have been dis-
cussed. As an approach to developing change in acute in-patient service
care pathways can integrate the dimensions of culture, challenge basic
assumptions and potentially effect some acute concerns. More impor-
tantly they offer the opportunity to embrace acute care forums and truly
map the care processes to enhance the felt experience of service users. This
responds to the social nature of change that is needed in acute mental
health services. For nurses this does not ignore morale or philosophy, but
works to increase professionalisation and develop practice. With organi-
sational support there is a significant likelihood of bringing together
the agendas of practitioners, managers, service users and policy makers
through change developed and owned in the clinical setting. The key
advantage of integrated care pathways in this context is assisting the
facilitation of change which has eluded many acute in-patient services
for too long.
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SEVEN
Risk assessment and management in

acute mental health care

David Duffy, Mike Doyle and Tony Ryan

Introduction

Types of risk

As an area of practice the management of risk in the mental health field
has received considerable attention for a decade or so (see, for example,
Monahan and Steadman, 1994; Alberg et al., 1996; Moore, 1996; Morgan,
1998; Prins, 1999; Ryan, 1999). The risk management literature is domi-
nated by work on the risks of violence and homicide on the one hand and
the management of self-harm and suicide on the other. While this chapter
will address these areas it is also worth recognising that these are not the
only risks people with mental health needs face and pose. Working with
people in an in-patient setting may provide opportunities that relate to the
management of other forms of risk and also support service users to
develop the ways in which they and their informal carers can manage risk
for themselves in the future.

We know that people with mental health needs are over-represented
among those who find themselves homeless (Bines, 1994; Crisis, 1999;
Housing Service Agency, 1999), imprisoned (Singleton et al., 1998) and
unemployed (Labour Force Survey, 1997/8). While housing and employ-
ment issues, for example, might not be a high priority for professionals
working in hospital they will be a necessary part of any discharge Care
Programme Approach (CPA) planning. It is also recognised that such
people suffer iatrogenic side-effects of their treatments (Illich, 1977)
and are stigmatised and socially excluded as a direct result of their ill-
ness (Rogers et al., 1993). We also know that they are perceived as
being vulnerable, and that they risk being disempowered in their care
by professionals and become dependent upon the mental health system
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(Ryan, 1998). Consequently, less tangible risks such as these may be of
greater significance to the patient than those of the professional. For
example, the risk of being stigmatised after being admitted to a mental
health unit for the first time in their life may be the greatest concern of
the patient. This is likely to be a difficult challenge for the nursing team
to successfully address, particularly when they are concerned with
other forms of more tangible risk. However, working with patient-
identified risks is a necessary part of building a therapeutic alliance with-
out which patients merely become objectified. This in turn can reinforce
reactive or containment strategies for managing risk rather than encour-
aging proactive engagement and will affect the culture and milieu of
the nursing environment.

Risk prediction, risk perceptions and gender

Ongoing risk assessment is a central part of the risk management
process. Mental health professionals are building up a vast knowledge
of risk factors and protective factors in relation to suicide, self-harm,
violence and other risks that can assist in the risk assessment and man-
agement processes. However, given the high degree of false negative
predictions (predicting that a risk will not materialise when it subse-
quently occurs) with respect to suicide and false positives (predicting
that a risk will materialise which then does not happen) in relation to
violence there is a need to know more about factors that affect those
undertaking risk predictions. The holy grail of having tools that accu-
rately predict future risk is probably an unrealistic goal and therefore we
are left with significant degrees of subjectivity when undertaking this
work. Some factors that impact on the subjectivity associated with risk
assessments (for example, our attitudes and prejudices) can be improved
through education and awareness of them and through reflection.
Factors such as these have been highlighted for some time in the pro-
fessional literature with respect to our risk perceptions (Special Hospital
Services Authority, 1993).

One factor that we are less able to control for and will contribute to
the outcome of risk assessments is gender. Of the limited work that has
been undertaken in this area we do know that gender is a significant
variable with respect to risk perceptions (Ryan, 1998). Irrespective of
any other variable, women and men view risks related to mental illness
consistently differently, with women perceiving them to be greater than
men. This can have a significant effect on risk management, as the out-
come of the risk assessment will partly be dictated by the gender of
the person undertaking the assessment. If the risk is regarded differently
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by men and women, this might explain in part why, in the dynamic of a
busy acute ward with a range of professionals undertaking both formal
and informal risk assessments, predictions of risk can be inaccurate with
fatal results.

Users, informal carers and risk management 

Within busy acute wards there can be times when it is very difficult to
engage in patient-initiated care that avoids the patient becoming the object
of care rather than a collaborator or partner. There is emerging evidence
that mental health service users and their close family and friends often
have well-developed risk management strategies, even if they do not have
the risk language of mental health professionals with which to describe
what they do (Ryan, 2000). Admission to an in-patient ward can provide
an opportunity to educate patients and families about risk management
strategies they can adopt and also build on existing skills they might have
already developed.

Managing the risk of self-harm and suicide

People with mental health problems are at much greater risk of
harming themselves than of harming others (DoH, 2001) and in com-
parison with the general population this risk is very significant. In a
meta-analysis of existing evidence, Harris and Rice (1997) demon-
strated that virtually all mental disorders have an increased risk of sui-
cide with the exception of mental retardation and dementia, while
severe mental illness increases risk by as much as 10 times (Allebeck
and Allgulander, 1990). Misuse of both drugs and alcohol is strongly
associated with suicidal behaviour, with Miles (1977) estimating
that 15% of alcohol misusers ultimately kill themselves. Indeed, most
of the recent rise in young male suicide is related to higher levels
of substance misuse (Needleman and Farrell, 1997). Non-fatal self-
harm, the strongest single indicator of future suicide (Williams, 1997),
is also known to occur more frequently among those with mental
health problems.

Suicide prevention is a major government priority in the United
Kingdom (DoH, 1998, 1999a). Among suicides in England and Wales, no
fewer than 16% are psychiatric in-patients (DoH, 2001). Clearly, the man-
agement of the risk of both self-harm and completed suicide must be a
high priority for all mental health staff.
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Care versus control

Despite the increased risk of self-harm to in-patients, a merely custodial
approach, aiming at prevention at any cost, is not appropriate. Morgan
(1979) has documented cases of what he calls ‘malignant alienation’,
whereby a number of his own in-patients, and 55% of a further series,
appeared to have killed themselves following a progressive deterioration
in their relationships with others, including ward staff. It is likely that one
reason for these relationship problems is ‘counter-transference’, whereby
negative attitudes of unconscious malice or aversion are communicated to
the patient by staff who are responding to feelings of anxiety or helpless-
ness which the patient has awakened in them (Watts and Morgan, 1994).
Moreover, the state of mind of a suicidal person is often best understood
as one of hopelessness (Beck et al., 1985). It is essential for staff to be able
to respond to the emotional vulnerability of those at risk with an empathic,
realisitic but positive approach.

The challenge for in-patient suicide prevention and risk management,
then, is to seek a dynamic balance of control with care. If the balance is
tipped too much towards control, low self-esteem and low morale may be
exacerbated due to communication of distrust, infantilisation and denial of
personal rights. If care is emphasised at the expense of appropriate vigi-
lance, however, the results may be tragic.

Steps in managing risk of harm to self

Attitudes

Given the importance of positive attitudes in the care of those at risk, all
care staff, whether qualified or unqualified, should receive appropriate
training and supervision to promote an understanding of the issues which
may lead patients to harm themselves. The national recommendation
is that such training should be undertaken at least every three years
(DoH, 2001).

It also follows that a consistent, ongoing therapeutic relationship or
alliance should be the foundation of any risk management plan. Given
the centrality of interpersonal vulnerability in self-harming behaviour,
the development of a relationship with a named nurse or other keyworker
may itself be therapeutic, while the keyworker who has developed an
alliance will be in the ideal position to plan and monitor care across
different shifts and groups of staff. Given the nature of mental health
problems, developing such a relationship may be a challenge, but it is
important to at least achieve some initial degree of rapport if the patient
is to be encouraged to communicate, and an accurate assessment of risk
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is to be made. By using active listening skills, the keyworker is able
to obtain important information from the patient about self-harming
ideation, which the patient would otherwise find difficult to express to a
stranger due to guilt and fear. Such rapport thus encourages the gradual
development of a therapeutic relationship, helping to prevent destructive
malignant alienation.

Assessment

Given the fact that all people with mental health problems are at increased
risk of self-harming, all patients must be screened for such risk as part of
the overall assessment on admission to in-patient care, preferably using an
evidence-based screening instrument (SNMAC, 1999). Unfortunately,
standardised risk assessment for suicidal intent is not in widespread use
within the United Kingdom, an issue the SNMAC advised should be
addressed. However, specific risk factors to include in an assessment are
listed in Table 7.1.

Information should be obtained from the client and also, where possi-
ble, families, carers and the referrer. Inclusion of additional sources is
important as the patient may well be reluctant to divulge suicidal intent.
The findings of the assessments should be discussed with the ward team
and a level of observation should be set and communicated to the whole
of the multidisciplinary team.

The level of risk must be re-assessed formally, at set intervals, and
informally, by staff observing and sharing their views of the patient’s
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Table 7.1 Factors associated with an increased risk of suicide
(adapted from Zametkin et al., 2001)

The following factors are strongly associated with suicide attempts.

• A previous history of a suicide attempt
• A major depressive disorder
• A substance abuse disorder
• Being male (males tend to use more violent methods)
• Living alone
• A history of physical or sexual abuse

In addition, the following may precipitate a suicide attempt.

• Recent dramatic personality change
• Psychosocial stressor
• Talking about death or dying
• Availability of method of suicide
• Altered mental state (agitated, suffering from auditory hallucinations, delusions,

intoxication or, following a very troubled episode, suddenly becoming calm)
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progress. It has recently been found that in no fewer than 85% of suicides
by mental health patients, risk was assessed as being low or absent (DoH,
2001). This is testimony to the challenge presented by risk assessment,
which is certainly not an exact science, but it also underlines that in some
cases the classic phenomenon of ‘false improvement’ may have occurred,
with patients appearing to have improved in mood, leading to relaxation
of vigilance by staff. In other cases, the risk level fluctuates from day
to day, even hour to hour, while in still others impulsivity, perhaps due
to mental illness or substance misuse, may lead to a sudden, spontane-
ous suicide.

Care planning

The Care Programme Approach (CPA) (DoH, 1990; revised 2000a) was
developed in response to major incidents of harm which illustrated the
need for systematic care planning by multidisciplinary teams and agen-
cies, coordinated by a consistent keyworker and seeking to actively
involve the patient and relatives and carers. Effective use of the CPA
with patients assessed as at-risk is a key aspect of risk management,
ensuring that an individual member of staff, such as a named nurse in a
ward setting, maintains an overview of the care process, that the expertise
of different clinicians is employed, that communication about risk is
optimised, and that the care plan is implemented and reviewed appropri-
ately. In addition, the crucial post-discharge period, when the patient
is at most risk of self-harm (DoH, 2001), can be prepared for; for exam-
ple, by ensuring the ‘in reach’ of community staff before the patient
returns home.

Clinical interventions

An individualised care plan should be formulated to take account of the
patient’s specific needs. Self-harming behaviour should be seen
as a symptom of other mental health problems rather than a problem in
itself, and the reasons for the behaviour should be sought and addressed.
Therefore, any underlying depression should be treated with appropriate
and effectively monitored medication and, in some cases, electro-convulsive
therapy. This should be followed with specific interventions as part of a
treatment package directed at addressing risk triggers. These would
include the use of problem-solving therapy, cognitive behavioural ther-
apy, supportive counselling, and assistance with practical issues such as
finance, housing or relationships.
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Observation

Despite the inconsistencies between mental health trusts reported by
the SNMAC (1999) regarding definitions of observation, constant obser-
vation has always been a key part of in-patient suicide prevention.
Constant observation is a problematic activity, however (Duffy, 1995;
Bowers et al., 2000), and is unpopular with both staff and patients. Despite
its widespread use in the management of suicidal patients, around one-
fifth of in-patient suicides were under either constant or intermittent levels
of non-routine observation (DoH, 2001). When employed by skilled staff
who try to engage the patient rather than to merely passively observe,
however, constant observation can offer therapeutic benefits as well
as promote physical safety. To this end, staff should receive appropriate
skills-based training, be supported and supervised, and should not be
asked to observe patients for longer than an hour at a time (Duffy, 1995).
Given the potential for harm through premature reduction of observation
levels, this must not take place without careful, documented risk assess-
ment and multidisciplinary agreement. For further information on the use
of observation with suicidal patients, see Chapter 8 by Julia Jones and
Ann Jackson, titled Observation.

Environmental safety

The high suicide rate in prisons is testimony to the fact that there is no
such thing as a ‘suicide-proof’ environment. However, the development
of units which offer a therapeutic ambience through the use of single bed-
rooms and complex layouts, while very justifiable, has meant that the
observation of patients at risk has become more difficult than formerly.
The main method of suicide by in-patients is by hanging, most commonly
from a curtain rail and using a belt as a ligature (DoH, 2001), and services
are now required to ensure that shower curtain rails are non-weight-bearing.
It is essential that likely ligature points are removed from anywhere
accessible to at-risk patients and that regular audits of the clinical envi-
ronment are carried out to identify potential suicide hazards such as easily
breakable windows.

Self-injury

Self-injuring behaviour which is not intended to have fatal conse-
quences is also seen in in-patient settings. The most common is self-
cutting, although people also engage in such behaviours as burning,
banging parts of the body or scraping the skin. Self-injury is often
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associated with personality problems, and often develops as a way of
coping with intense negative feelings such as guilt, shame, emptiness or
anger (Babiker and Arnold, 1997). Self-injury can arouse negative feel-
ings in staff, and it is essential that they be provided with the opportu-
nity to discuss their feelings in clinical supervision, that they be helped
to understand the behaviour through training (preferably with input from
users who self-injure), and that appropriate local policies be developed
to ensure a consistent and supportive therapeutic approach. Available
evidence from people who self-injure suggests that they rarely find
simply being made to stop the behaviour without alternatives helpful
(Babiker and Arnold, 1997). The most effective methods of managing
the risks involved in self-injury involve addressing the underlying causes,
promoting the person’s health and safety and maintaining a positive and
empathetic attitude.

Managing the risk of harm to others

Violence risk assessment

Throughout history most societies have assumed a link between
mental disorder and violence to others (Monahan and Steadman, 1994).
Although the majority of users of mental health services are not violent,
it is clear that a small yet significant minority are violent in in-patient
settings and the community (Hiday, 1997). In recent times, particularly
following the murder of Jonathon Zito by Christopher Clunis in 1992,
there has been increasing concern in the United Kingdom over law and
order, specifically the risk of violence, and these issues are now high on
the political agenda. Several incidents have received considerable media
attention and left a strong impression of the potential dangerousness to
the public of individuals with various forms of mental disorder (Ryan,
2000). There is increasing suspicion that the professionals and various
institutions which are expected to manage risk in day-to-day life have not
performed adequately, reinforced by subsequent official inquiries, some
of which reveal serious shortcomings both in the clinical management
and supervision of these individuals, and failures in liaison and coopera-
tion between agencies (Reed, 1997). These perceived failures can be
linked in the minds of the public with the perception of inadequate service
provision – for example, secure in-patient beds in the case of psychiatric
services – and with the growing concern that the public are not ade-
quately protected from dangerous individuals by current legislation
(DoH, 1999b). Regardless of whether people with mental disorder are
more likely to be violent than the non-mentally disordered, it is evident
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that there are a significant minority of mental health service users who
pose a risk to others. This is reinforced by the finding that nurses are the
occupational group most at risk of violence (Gallagher, 1999) and staff
working in NHS Mental Health Service Trusts are up to eight times more
likely to be assaulted than staff working in non-Mental Health Trusts
(HSA, 1999: 8).

As clinical decisions on risk are made at all stages of the clinical care
process and prioritising treatment need and predicting subsequent out-
come of any therapeutic approach will rely heavily upon assessing the
level of risk (DoH, 2000b), it is important that mental health service
providers have a clear structured approach to violence risk assessment.

Role of mental health nurses in violence risk assessment
and management

Risk assessment is an inexact science. Ultimately the decision on the level
of risk is based on clinical judgement. Ideally, in practice, decisions on
risk should be made by a multidisciplinary team involving all the clini-
cians involved in the care, treatment and management of the individual
being assessed. Mental health nurses play a pivotal role in the assessment
and management of risk.

Within in-patient settings mental health nurses are a major source of
clinical information which needs to be considered by the clinical team
when assessing risks. Mental health nurses are able to observe patients for
24 hours each day and have greater opportunities than other professionals
to develop relationships with patients and their family/carers (Allen,
1997). Mental health nurses are constantly making decisions based on the
level risk to and/or from service users in these environments; for example,
managing crises as they arise, controlling freedom of movement within
and outside the mental health facility and maintaining safe levels of
supervision and observation. This unique position makes the role of the
mental health nurse crucial in the process of assessing and managing
violence risk.

In the community, mental health nurses may have a more autonomous
role in assessing and managing violence risk. This is especially true if the
mental health nurse is identified as the Care Coordinator in accordance
with the requirements of the Care Programme Approach (DoH, 1990,
2000a). In fact, mental health nurses are the discipline most likely to take
this role (Boyd et al., 1996). Mental health nurses are also involved in the
screening of patients in GP referrals, Accident and Emergency and
Mentally Disordered Offender court diversion schemes (RCN, 1997).
These relatively new roles have significant implications for mental health
nurses as they identify, assess and manage risk, not least because their
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individual legal accountability is increased (Gupta, 1995) and their
professional judgement will inevitably be subjected to closer scrutiny, parti-
cularly should things go wrong.

Clearly then, the knowledge, skills and experience that mental health
nurses possess are crucial to clinical interventions involved in the process
of assessing and managing risk.

Risk factors for violence

The factors that provide information about who in a given population is
going to be violent have been termed risk factors, which are measur-
able factors that correlate with and precede the outcome of interest
(Kraemer et al., 1997), in this case violence. Increasing knowledge of what
factors best predict challenging/aggressive behaviour could help mental
health nurses to (1) recognise factors predictive/protective of violent and
aggressive behaviour; (2) identify targets for intervention and (3) equip
them with knowledge and skills to reduce risk to the service user, staff and
the public. This should also highlight training needs and areas where
improved approaches to care, treatment and management are required as,
until clinicians are better informed of the factors associated with violent
behaviour, there is little chance of improving the accuracy of risk assess-
ments (Monahan and Steadman, 1994).

There are many studies that have attempted to identify which factors
are most closely associated with an increased risk of violence from people
with mental disorder. However, the field has been blighted by a number
of problems and it is recognised that research in this area is flawed
with methodological shortcomings with little consistency in the research
approaches (Monahan, 1984). Despite the importance of the subject area
there are few consistent studies which investigate fully the heterogeneous
nature of violent behaviour in mental health services. However, a number
of large multi-factorial studies have explored risk factors for in-patient
violence (e.g., Crichton, 1995; Royal College of Psychiatrists, 1998;
Almvik et al., 1999); community violence (e.g. Klassen and O’Connor, 1988;
Swanson et al., 1990; Monahan et al., 2000); and differences between the
mentally disordered and non-mentally disordered in terms of which risk
factors predict violence (Bonta et al., 1998). The literature is far from con-
sistent in concluding the most valid risk factors for violence. However,
there is evidence that a number of characteristics relating to past history,
current functioning, protective influences and the individual’s
context/environment need to be taken into account when assessing vio-
lence risk. These factors, derived from previous research, are summarised
in Table 7.2. Consideration of some or all these factors should make the
risk assessment process more systematic and transparent, while improving
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risk communication between clinicians as part of a multidisciplinary
approach.

The multidisciplinary approach to risk assessment
and management

The stages of clinical risk assessment and management may be conceptu-
alised as an ongoing process. This has been described as a Risk Management
Cycle (Doyle, 1998) and is usually implicit to the provision of good-
quality health care and integrated into the Care Programme Approach.
The basis of any assessment relies on the accumulation of reliable infor-
mation and consideration of risk factors. Doyle (1996) found that com-
munity mental health nurses used a variety of sources to assess the risk of
violence from patients. Those used included interviews, observation,
record reviews, liaison with others (clinicians, other agencies, family, sig-
nificant others), via the therapeutic relationship, physical examinations
and intuition. Psychometric tests and rating scales based on actuarial or
‘objective’ information are also increasingly used to assess risk (e.g.,
HCR-20: see Webster et al., 1995). These can prove very useful and efficient
although they should only be used by people trained in their use and/or
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A history of
violence
(recency,
frequency,
severity,
pattern)

Recent verbal
threats

Violent lifestyle 
and background

Victim of
childhood
physical and 
sexual abuse

Alcohol or
other
substance
misuse

Involuntary 
status

Poor
collaboration
with suggested
treatment and
management

Antisocial,
explosive or 
impulsive
personality 
traits

Fear, especially
perceived threat from
others and fear of
imminent attack

Delusions focused on
a particular identified
person

Command
hallucinations to
harm others;
particularly if
perceived as
omnipotent

Specific
preoccupation with
violence

Agitation, anger,
excitement, overt
hostility or
suspiciousness

Safety of
environment

Extent of
social
support

Immediate
availability
of a weapon

Relationship
and
proximity to
potential
victim

Responsive/
compliant with
treatment

Good insight

Amotivational

Physical
disability

Good rapport
with staff

Good social
networks

No interest in or
knowledge of
weapons or the
means of
violence

Fear of own
potential for
violence

Table 7.2 Risk and protective factors

Historical Current presentation Contextual Protective
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under supervision by somebody who is trained in their use (e.g., clinical
psychologist, clinical nurse specialist).

The debate as to whether the clinical, ‘subjective’, or actuarial, ‘objec-
tive’, approach is most relevant to clinical practice is complex. The real-
ity of clinical practice is that tests and scales can help to inform clinical
judgement, not replace it as ultimately people make decisions, not tests.
There is evidence to suggest that a combination of the clinical and actuar-
ial approach is warranted to structure clinicians’ risk judgements, as this
may be superior to unaided clinical judgement (McNiel and Binder, 1994;
Borum, 1996; Douglas et al., 1999). The Structured Clinical Judgement
Approach, as described by Hart (1998), attempts to bridge the gap
between the scientific (actuarial) approach and the clinical practice of risk
assessment. This approach emphasises the need to take account of past
history, objective measures, current presentation, context/environment and
protective factors, and recognises the reality that the process of clinical
risk assessment is a dynamic and continuous process which is mediated
by changing conditions (see Dolan and Doyle, 2000; Doyle, 2000).

Ultimately the method used by the mental health nurse to elicit infor-
mation and assess risk will depend upon the circumstances where the
assessment is being carried out, interdisciplinary arrangements, the time
constraints involved and the wishes of the person being assessed.

Managing violence risk

The management of risk to others encompasses clinical, health and
safety, and public protection (political) issues has to be balanced with the
rights of the individual. Indeed, this forms one of the most vociferous
debates concerning the radical changes introduced in the proposed reforms
to the Mental Health Act (DoH, 2000b) where individuals suffering from
a dangerous severe personality disorder who are considered to be a risk
to others can be admitted for compulsory treatment. Effective risk assess-
ment should therefore be part of risk management, and vice versa, and as
behaviour likely to cause harm to others may be symptomatic of many
disorders, it is unlikely to be susceptible to any single intervention.
Closely examining the factors which have contributed to past violent
behaviour should prove fruitful in identifying targets for treatment which
may reduce risk. For example, poor anger control – anger management;
substance abuse – drug/alcohol therapy; persecutory delusions – cogni-
tive and pharmacological interventions. In summarising the approaches
to managing violence risk, Harris and Rice (1997) distinguish between
several types of risk management intervention which take account of
both security and therapeutic interventions. These include interventions
that are as follows.
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• Static – involves preventing harm via such things as video monitoring,
seclusion and locked doors.

• Dynamic – aims to prevent harm using control and restraint tech-
niques and electronic tagging as required.

• Situational – attempts to restrict access to the means of violence or
potential victims; e.g., a paedophile having restricted contact with
children.

• Pharmacological – involves using medication to alleviate symptoms
or reduce arousal.

• Interpersonal – mainly by talking using calming and de-escalation
techniques and rapport building with a view to developing a therapeu-
tic relationship.

• Self-control – helping the service user by psychotherapeutic, psycho-
social or pharmacological means to control behaviour.

In clinical practice mental health nurses need to draw upon knowledge,
skills and experience from a number of different areas. Broadly speaking,
current mental health nursing practice involves applying a bio-psychosocial
model. Recently, in parallel with the advances in pharmacological
interventions for people with serious mental illness, there has been an
increasing emphasis on equipping mental health nurses with the knowl-
edge and skills to carry out psychosocial interventions, largely as a result
of the development and implementation of the Thorn Initiative training
programme (Lancashire et al., 1997). The core modules of the Thorn pro-
gramme are assertive community treatment, psychological interventions
(including cognitive behavioural approaches to delusions and hallucina-
tions), and family interventions. Key elements of the courses include the
use of objective assessments and adherence to the principles of evaluation,
using simple, reliable measures of change (Gournay, 2000). Up until recently
the main focus of training for PSI and the implementation of the interven-
tions has been confined to community settings, yet it is now recognised
that mental health nurses working in in-patient settings have been starved
of skills and require new training initiatives (SNMAC, 1999). Recent reports
have stated that all service users with serious mental illness should have
access to psychosocial interventions as a standard part of care (Duggen,
1997; SNMAC, 1999) and evidence suggests that psychosocial interven-
tions may provide lasting benefits by reducing distress associated with pos-
itive symptoms, reducing relapse rates and reducing the length of hospital
stays, thus improving the overall functioning of service users with severe
mental illness and by decreasing the distress of their families (Drury et al.,
1996; Lancashire et al., 1997; Wykes et al., 1998).

In relation to the management of violence risk, psychosocial interven-
tions should consequently be an essential part of the practice of clinicians
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working with service users with challenging and aggressive behaviours.
The vast majority of service users who are in secure settings have serious
mental illness and residual distressing positive symptoms (Ewers and
Doyle, 2001). As there is often a link between violent disturbed behav-
iour and symptoms, any interventions which could increase the service
users’ self-management should play an integral part of risk assessment
and management. New training programmes have been developed for
mental health nurses working with forensic populations applying the
principles of psychosocial interventions (Gournay, 2000). Psychosocial
interventions, and in particular formulation-based cognitive behav-
ioural interventions (Table 7.3), are seen by many as the psychological
treatment of choice when working with violent and forensic popula-
tions (McGuire, 1995; Novaco et al., 1997; Thomson, 2000; Wong and
Gordon, 2000) although further rigorous treatment trials are required in
this area.

Although people suffering from mental illnesses contribute little to
overall violence in society there is still a significant minority of mental
health service users who pose a risk to others, usually to those who work
or live with them. Therefore, there is a need for mental health nurses to
assess violence risk to try and distinguish between which service users
will be violent in in-patient and community settings, and to identify what
interventions are required to prevent violence and to minimise the risk to
the service user and others. A minimum basic framework for assessing
the risk of violence and aggression should include attempts to obtain a
history, the use of an objective measure integrated with the assessment
of their current presentation, a consideration of the context and identifica-
tion of protective factors. This approach should assist the mental health
nurse in reaching an informed judgement that will result in defensible
decision-making.
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Table 7.3 Psychosocial interventions for violent behaviour

• Coping strategy enhancement – coping with distress resulting from hallucinations and
delusions

• Belief modification – modifying delusions and beliefs about voices
• Case management – assertive outreach, contingency planning, early intervention,

relapse prevention, therapeutic alliance
• Family interventions – increasing patient activity and decreasing contact with family,

stress management, problem solving
• Anger management – self-monitoring, relaxation, cognitive restructuring
• Medication management – assessment and management of side-effects, self-

medication strategies
• Motivational interviewing – encouraging hope and motivation
• Problem-solving approaches – systematic approach to solving problems and dilemmas
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Conclusion

Competent risk assessment, communication and management within an
acute mental health ward can be one of the most difficult challenges any
nurse can be asked to fulfil, irrespective of their experience. The concept
of risk is currently quite limited within the mental health field and largely
has been associated with preventing unwanted high consequence/low
frequency events, in particular serious violence and suicide. It is not
possible to have acute wards that are ‘risk-free’. To attempt this would
be likely to decrease the personal freedom of patients further than is
currently the case in such environments. There is also no guarantee that
achieving a risk-free state would necessarily improve the quality of
care or the outcomes from that care as it would be likely to be particu-
larly custodial.

However, there are considerable contributions to the effective and
proactive management of risk and that can be achieved to minimise risks
such as suicide, self-harm and violence; for example, through knowledge
of specific factors likely to increase such risks or protect against them. In
addition, recognition that risk is not purely a one-dimensional and nega-
tive concept also opens up thinking to explore other outcomes from situ-
ations than those that are simply unwanted. Presumably, if an unwanted
event does not occur then a desired one does. Reflection on this issue can
be particularly significant in the context of rehabilitation and user empowerment.
From such a position it therefore becomes possible to manage towards
desired outcomes and not simply manage away unwanted outcomes. It
can also encourage support of service users, and their informal carers, to
manage risks that they face and pose in ways that establish a user-focused
culture in the ward environment whilst also helping to develop skills that
will be useful once the user has been discharged from hospital. It is also
possible from this position to see that user- and carer-defined risks might
be different to those identified by professionals and that working with
users as partners is likely to ensure skills development in both the user and
the nurse.

Finally, there are a number of issues raised in this chapter that relate
to current best practice in relation to risk management, such as knowl-
edge of what patient- or process-related issues might increase or decrease
a risk. In addition, there are several other pointers for where future prac-
tice development might focus. In particular there is considerable scope
for examining aspects of the risk manager (who might be a mental health
professional but just as easily be the patient or their informal carer)
that might contribute to risk assessment, communication and manage-
ment decisions.
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EIGHT
Observation

Julia Jones and Ann Jackson

Introduction

A report in The Guardian newspaper in September 1999 told the sad story
of a talented playwright called Sarah Kane who committed suicide at the
age of 28 (Guardian, 1999). She has been hailed as ‘the young playwright
of her generation’ yet her professional success was blighted by a long history
of severe depression. In the two years before her death she had been in and
out of psychiatric care, and her illness finally resulted in her taking her life.
The story is tragic. What is even more tragic is that Sarah Kane took
her life when she was in hospital, where she should have been ‘safe’.
According to The Guardian newspaper report, medical staff had recognised
her suicidal risk as she had been admitted three days earlier after a suicide
attempt from taking an overdose of anti-depressants and sleeping pills.
However, the two psychiatrists who assessed Sarah Kane did not commu-
nicate to nursing staff that she should be observed closely because of her
high risk. A psychiatrist told the coroner’s court that he ‘took it as read’
that she would be ‘constantly observed’ by nursing staff. The nursing staff
therefore had not been ‘directly’ informed that she required special moni-
toring. Shortly after 3.30 a.m. on 20 September 1999 a nurse found Sarah
Kane hanging from the hook inside the toilet door, hanging by a shoelace.
She had not been seen by nursing staff for 90 minutes.

We acknowledge that this is just one tragic case, and our intention is not
to sensationalise it or make judgements, as none of us knows the full details
of what happened. The purpose of discussing this case is that so many of
the things that went wrong in the care of Sarah Kane have been high-
lighted as being endemic in the care of suicidal patients in acute in-patient
care. Key findings from Safety First, Five-Year Report of the National
Confidential Inquiry into Suicide and Homicide by People with Mental
Illness (DoH, 2001) bear a strong resemblance to the circumstances that
contributed to the suicide of Sarah Kane. Of particular significance are the
following findings from the Inquiry: that approximately one-quarter (24%)
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of people who had committed suicide had been in contact with mental
health services in the year before their death; 16% of all suicide inquiry
cases in England and Wales (12% in Scotland and 10% in Northern Ireland)
were psychiatric in-patients; in-patient suicides account for 4% of all sui-
cides in the UK population; in-patient suicides, particularly those occurring
on the ward, were most likely to be by hanging; around one-quarter of in-
patient suicides died during the first week of admission. Regarding obser-
vation specifically, around one-fifth of in-patient suicides occurred when
patients were under non-routine observation (constant and intermittent),
and many in-patient suicides were associated with reported difficulties in
observing patients because of ward design (24%) and where wards had a
shortage of nurses (25%) (Appleby et al., 1999; DoH, 2001).

The main circumstance that is not relevant to the case of Sarah Kane is
that she was not being observed closely by nursing staff at the time of her
death. But even when psychiatric in-patients are placed on observation, the
Confidential Inquiry Report (DoH, 2001) demonstrates that this nursing
intervention is not always effective in keeping people safe from harm.
Concerns about the standards of care provided in in-patient settings, par-
ticularly regarding patients’ safety, stimulated the report on which this
book is based – Mental Health Nursing: Addressing Acute Concerns (DoH,
1999a) – which was produced by the Standing Nursing and Midwifery
Advisory Committee (SNMAC). The concern regarding the practice of
observation prompted a focus of the report to review policies and proce-
dures for observation at a national level (England and Wales) and to pro-
duce practice guidance on Safe and Supportive Observation of Patients at
Risk (Department of Health, 1999b). This guidance, known commonly as
the ‘SNMAC Practice Guidance on Observation’, is intended to be a tem-
plate for local services to use in developing protocols and practice.

This chapter will discuss the policy and practice of observation in acute
in-patient psychiatric settings for adults, drawing upon the Addressing
Acute Concerns report, highlighting the existing research and practice
‘evidence’1 for the safe and supportive observation of patients2 at risk. The
chapter will also discuss the research literature that has explored nurses’
and patients’ experiences and views of observation. The aim of the chapter
therefore is to provide current research and practice ‘evidence’ regarding
how observation should be carried out in an effective and supportive way,
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1Our use of the term ‘evidence’ denotes our current philosophical stance. Evidence com-
ing from practice is given equal importance within the hierarchy of valid evidence. We
have endeavoured to make such ‘evidence’ distinct from research findings (as only one
form of evidence).
2We use the term ‘patient’ consciously within this chapter. Whilst we would otherwise pursue
a less paternalistic term, and are aware of the ongoing and often irreconcilable debates around
language, we believe that in relation to this specific area of practice, the term ‘patient’ more
realistically and authentically describes the role of the patient receiving professional care.
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whilst maintaining patients’ safety, dignity, autonomy and identity as a
‘person’ rather than simply a ‘patient’.

Purpose of observation

The observation of patients at risk is a key component of psychiatric
in-patient nursing care. It is a commonly used nursing intervention for
patients ‘at-risk’, and involves the allocation of one nurse (or sometimes
two) to one patient for a prescribed length of time in order to provide
intensive nursing care. The main purpose of conducting observation is to
keep people safe when they are acutely mentally ill and disturbed, partic-
ularly patients who are assessed to be at-risk of harming themselves or
others, or at-risk of being harmed or exploited by others. Observation is
typically used for patients who are suicidal or actively interested in harm-
ing themselves, patients who are aggressive and who pose a danger to
staff or other patients, vulnerable patients, those who are prone to abscond,
and those patients who are sexually disinhibited (Bowers et al., 2000;
Bowers and Park, 2001). Three main types of patients are most likely to
be observed intensively by nurses: young male schizophrenia sufferers
who are deemed to be suicidal or who have behavioural problems; older
depressed and suicidal female patients; and patients suffering from a per-
sonality disorder (Phillips et al., 1977; Childs et al., 1994).

According to the SNMAC practice guidance on the Safe and Supportive
Observation of Patients at Risk (Department of Health, 1999b), observa-
tion (p. 2) is defined as

regarding the patient attentively while minimising the extent to which they feel that they
are under surveillance.

The challenge for nurses who conduct observation is to maintain the
safety of ‘high-risk’ patients, whilst maintaining their dignity, privacy and
autonomy. For nurses, observing a patient who is deeply distressed and
potentially suicidal or aggressive is one of the most difficult and demand-
ing roles to undertake. This is recognised by the SNMAC practice guid-
ance for observation (Department of Health, 1999b), with the guidance
highlighting the inherent tension of the nursing observation procedure. On
page 2, the guidance states that

whereas most nursing interventions are intended to help patients achieve their own
goals, observation is deliberately designed to frustrate patients’ aims.

Thus ‘keeping someone safe’ may in reality mean having to stop a patient
from doing something they are intent on doing; for example: leaving the
unit; attempting to harm themselves in some way; or behaving aggressively
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towards others. For nurses, having to act in such a way can appear custodial
and dehumanising to patients, and also go against the humanistic ideals of
many mental health nurses who strive to maintain a therapeutic relationship
with patients (Duffy, 1995). These practice dilemmas faced by nurses when
conducting observation are addressed in greater detail later in this chapter.

Regarding the terminology used to describe the procedure of observation,
there is no universal term used. Instead the procedure is known by various
terms; for example: special, close, maximum, continuous or constant obser-
vation, attention or supervision; suicide watch or precaution; 15-minute or
intermittent checks; specialling; one-to-one nursing; nursing observation;
formal observation (this list is derived from Bowers and Park, 2001, and our
own experience from visiting different acute settings). In this chapter, for
purposes of consistency, the term ‘observation’ will be used.

The procedure of observation is generally carried out according to dif-
ferent prescribed ‘levels’ of observation, which vary in intensity according
to the degree of perceived risk. Patients assessed to be at greatest risk of
harming themselves or others are nursed on the highest level of observation,
with patients never being left alone by nurses, and with the nurse often
within ‘arm’s reach’ of the patient. This most intensive form of nursing
observation is also known by several different terms; for example: constant
observation; maximum observation; level 1 observation; special observa-
tion; and specialling. However, the way that these levels are used, and how
observation is conducted in general in the UK, varies considerably at the
local level, with the use of different terminology, policies and practice.

Policies and procedures

Despite national initiatives to standardise observation policies and proce-
dures, the present situation is that policies are developed and implemented
at the local level (i.e., within an individual trust). Little published guidance
exists, apart from Ritter’s (1989) manual of practice guidance which was a
product of her work on observation policy and procedure at the Bethlem and
Maudsley Hospitals in London. There also now exists the SNMAC practice
guidance document (Department of Health, 1999b), although this only applies
to England and Wales. In Scotland there is the Good Practice Statement for
Nursing Observation of Acutely Ill Psychiatric Patients in Hospital
(CRAG/SCOTMEG, 1995), although the most up-to-date information can
be found on the CRAG website (www.show.scot.nhs.uk/crag/).

The national picture

Despite the frequent occurrence of this nursing intervention in acute
psychiatric settings, for the UK as a whole there are no national standards
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or guidelines for the practice of observation. As already mentioned, the
SNMAC practice guidance for the observation of patients at risk (Depart-
ment of Health, 1999b) has been produced and is recommended by the
Department of Health to act as a template for local services in England
and Wales developing their own policies and procedures. However, with-
out any follow-up evaluation of the adoption of this guidance, the impact
of this practice guidance is unclear. Anecdotal ‘evidence’, derived from
visiting different trusts and talking to nurses, would suggest that by the
beginning of 2002 many trusts in England and Wales had revised their
observation policies to incorporate the SNMAC guidance. However, the
authors were also aware of local trusts whose local observation policies
remain unchanged since the publication of the SNMAC practice guidance
in 1999. Thus it seems likely that there is great variation between trusts
that have adopted the SNMAC guidance in its entirety, those trusts that
have adopted some components of the guidance, and some trusts who
have not revised their observation policies at all. At the present time there
has been no national audit to explore the extent of implementation of the
SNMAC guidance at a national level. Furthermore, as stated by Bowers
et al. (2000), evaluation into the efficacy of the observation procedures
contained in the SNMAC guidance is also required.

The SNMAC practice guidance was in part the result of a survey com-
missioned by the Department of Health as part of the Addressing Acute
Concerns programme, to investigate how observation was being con-
ducted locally across England and Wales. A sample of 27 psychiatric in-
patient providers in England and Wales responded by sending details of
their local policies and procedures for observation. The findings of the
survey are detailed in Bowers et al. (2000). But to summarise, the survey
found that the policies and practice of observation in England and Wales
vary considerably. The most prominent findings of the study were the
huge variation in terminology and content of different observation poli-
cies, and also which staff (qualified or non-qualified, permanent or bank/
agency staff) were conducting the procedure. More than 1 in 10 services of
the sample had no written observation policy, and 4 in 10 had no clinical
recording system of the procedure in place. This survey demonstrated that
at the time of the survey, in many localities nursing observation operates
according to local tradition rather than upon any evidence of what is clin-
ically effective.

Elsewhere in the UK the picture is similar; i.e., that the policies and
practice for observation are variable and non-standardised. In Scotland a
written ‘good practice statement’ regarding nursing observation has been
in existence since 1995 (CRAG/SCOTMEG, 1995); it has been adopted
in a number of trusts and some local audits have been conducted (see, for
example, Porter et al., 1998). However, at a national level there has been
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no evaluative work conducted to assess the extent of implementation or
effectiveness of the guidance (Kettles, 2000). There is no national guid-
ance for the practice of nursing observation available in Northern Ireland.
As in the rest of the UK, in Northern Ireland observation policies and pro-
cedures remain the domain of individual trusts and hospitals.

The local picture

It is clear that from the work conducted by Bowers et al. (2000) in England
and Wales that there is enormous variation in the way that observation is
being conducted in different trusts and hospitals. There is also evidence that
within individual trusts, the practice of observation may vary. An audit of
observation procedures in a Scottish NHS trust showed that not only were
there variations in the use of observation between different wards but also
between consultant psychiatrists (Porter et al., 1998). Similar variations
have been uncovered by other studies; for example, an audit conducted in a
single trust in England by Neilson and Brennan (2001) found a variation in
the use of different levels of observation across four different wards and in
the documentation of the risk factors. Variations of this type have also been
found during a study of patients’ experience of observation (Jones et al.,
2000a, 2000b). During a three-month period, data were obtained from the
numbers of patients being observed across five acute in-patient wards in a
single NHS trust in England. The use of different levels of observation, and
the amount of time that particular patients remained on higher levels of
observation, varied considerably across the five wards.

Similar findings are also reported by Bowers and Park (2001). So why
is there so much variation in the way that observation is carried out and
documented within a single trust or hospital? There is no conclusive evi-
dence to answer this question, although the findings of different research
studies do offer possible suggestions. The work of Porter et al. (1998)
highlighted that different consultant psychiatrists in a single trust dis-
played different patterns of usage, with some consultants placing patients
on observation for longer time periods than others. This could be put
down to ‘defensive’ practice, although Porter et al. (1998) stated that a
consultant with the highest number of hours consulted nursing staff more
than many other consultants and was held in esteem by his colleagues.
Another possible reason highlighted by Porter et al. (1998) and Neilson
and Brennan (2001) is that even when most nurses display good knowl-
edge of the local observation policy and procedure, errors and inconsis-
tencies in documentation are widespread. However, it cannot always be
taken for granted that all staff have a good knowledge of the local Trust
observation policy, as demonstrated by Midence et al. (1996), who found
that nursing staff were often not familiar with their trust’s observation
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procedures. A similar ‘lack of knowledge’ from staff was uncovered
during the observation study conducted by one of the authors (Jones et al.,
2000a) when patient respondents commented that some nursing staff, in
particular students, bank and agency staff, appeared to have a limited
knowledge of the observation procedure.

A further possible reason to explain local variations in the observation
procedure could be that where decisions regarding the observation of
patients are not multidisciplinary, but made predominantly by medical
staff and then conducted by nursing staff, then frequently nurses modify
the operational procedure. A study conducted in Canada by Aidroos
(1986) found that only 24% of the observations of patients conducted by
nurses during a 4-month period (284 different ‘units’ of observation were
directly observed) conformed more or less to the local hospital’s policy,
with 41% of the observations conducted being totally non-compliant. The
main reason for the modification of ‘doctors’ orders’ by nurses offered by
Aidroos was that the nurses she studied used their own clinical judgement
according to patients’ current condition, rather than ‘doctors’ orders’ that
were often considered to be ‘erroneous, stale or forgotten’ (p. 833). In other
words, the nurses observed patients solely according to their own profes-
sional judgement. Aidroos (1986) in turn questioned the need for doctors
to be involved in decision-making about observation, apart from when
patients are at a high risk of harm, suggesting that nurses have the ade-
quate skills to make such decisions.

Similar findings to Aidroos (1986) have been suggested by studies
conducted elsewhere in the UK. From a study focusing upon the care of
suicidal patients by nurses, Duffy (1995) found that despite the official
policy for the conduct of observation, nurses would frequently ‘modify’
the prescribed methods and care plans from medical and other nursing
staff if they considered that it was in the patients’ interests to do so. Duffy
(1995) concluded that such a ‘flexible’ approach was in part acceptable in
that the patients observed in this way came to no harm. However, if a
patient does harm themselves in such circumstances, without a formal
nursing assessment to support a nurse’s action, then this situation can be
difficult to reconcile within an official policy.

Some key principles regarding local observation policies
and procedures

This section summarises some of the key areas of guidance provided for
local observation policies from the SNMAC practice guidance for England
and Wales (DoH, 1999b) and the CRAG/SCOTMEG (1995) good-practice
statement for Scotland.
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All local trusts and hospitals should have a written policy for the safe and
supportive observation of patients at-risk. One would think that it is
unnecessary to make this statement. However, the survey conducted by
Bowers et al. (2000) for the ‘Addressing Acute Concerns’ report found
that three of the 27 trusts surveyed in England and Wales did not have a
written policy on observation. Furthermore, policies should be formulated
with wide local consultation, involving professionals from all relevant
disciplines, patient and carer representatives.

Local policies and procedures for the safe and supportive observation of
patients at-risk should not be considered separately from the processes of
risk assessment and care planning. The observation of patients ‘at-risk’
should not be conducted in isolation from a robust risk assessment process,
which is multidisciplinary and whenever possible involves patients and
their carers/families. A detailed risk assessment should be carried out on
all newly admitted patients by the medical and nursing staff who are
responsible for admitting the patient. Following this initial assessment,
risk must be assessed at regular agreed intervals. Again, this is a funda-
mental principle that at the present time is not occurring in all localities,
as demonstrated by the Bowers et al. (2000) survey which found that 14
of the 27 trusts surveyed did not even have a written risk assessment
policy. Similarly, observation should be conducted within a formulated
nursing care plan which clearly sets out the therapeutic goals of the admis-
sion and the specific nursing interventions to support the patient/client
through the acute phase of their illness/distress.

Local policies and procedures for the safe and supportive observation of
patients at-risk should be audited and reviewed regularly. It is recom-
mended that local policies for observation should be audited regularly,
and the SNMAC practice guidance recommends auditing at six-monthly
intervals. The authors also recommend an annual review of the actual
policy to accommodate findings from local audits and any published research
on observation or national recommendations.

All clinical staff involved in the observation of patients at-risk should be
provided with adequate training, supervision and support to equip them
with the required knowledge of the local policy and the skills to conduct
the procedure. The written policy on observation should be available in
all clinical areas and this should form part of the induction and orientation
process for all new staff (qualified, unqualified, other clinical staff, bank
and agency staff, and students) in a ward or unit. The authors suggest that such
training should also be updated at regular intervals, perhaps every 12 months.
According to the SNMAC practice guidance, essential components of
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adequate training include the following: risk assessment; management
and engagement of patients at-risk of harming self or others; factors asso-
ciated with self-harm/harm to others; indications for observation (i.e.,
indicators of risk); levels of observation; attitudes to observation; thera-
peutic opportunities in observation; roles and responsibilities of the multi-
disciplinary team in relation to observation; making the environment safe;
recording observation; the use of reviews and audit.

All trusts and hospitals should provide adequate written information
about observation for patients and their carers/families. One of the most
negative things patients report about observation is not being provided
with adequate information regarding what it is, why it is used and what it
means in respect to their care while in hospital. It is considered good prac-
tice for all in-patient providers to have written information on observa-
tion, that is written in a simple and jargon-free language that is easy for
non-professionals to understand. There are some excellent information
packs that have been developed by some local trusts, in particular those
produced in partnership with patients and carers.

The practice of observation

Observation requires qualified, experienced nursing staff to be with the
patient at times of great distress and potential danger (to themselves or
others). Its purpose is life-saving and is both safe and therapeutic, with the
aim of maintaining positive engagement. However, the practice of obser-
vation in many places has become diluted and compromised by cultural
and structural problems operating within acute areas (Barker and Cutcliffe,
1999; Dodds and Bowles, 2001). Although it is difficult to generalise how
observations should be done, indeed there is little researched evidence to
make such recommendations, the following are the six key areas that
should be considered to maintain a patient-centred focus.

Level of observation

A key area of observation practice is making decisions regarding the inten-
sity of care required for individual patients. The decision to use observa-
tion, and which level of intensity is required, should be based upon a
multidisciplinary assessment of risk (as discussed previously). The
SNMAC practice guidance for England and Wales (DoH, 1999b) recom-
mends the use of four levels of observation; see Table 8.1.
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The four levels detailed by the SNMAC report are not based upon
‘evidence’ as such, as they have not been evaluated. They are instead
recommended as guidance to local services in England and Wales, intended
to provide a template for local policies. However, local trusts and hospi-
tals are not required in any legal sense to adopt these levels in their
entirety, and therefore it is likely that there remains great variation in the
terminology and detail of observation levels used in different places.
Partly this may still be due to poor awareness of the report itself, or trusts
only incorporating elements of the SNMAC guidance rather in its entirety.
Second, organisations often need more than recommended guidance to
change practice, which is embedded in the culture of individual wards and
clinical teams.

It is important to note the differences between the guidance issued for
Scotland and the SNMAC guidance for England and Wales. In Scotland,
the CRAG/SCOTMEG (1995) Good Practice Statement, which has been
adopted in a number of Scottish trusts (Porter et al., 1998), has just three
levels of observation: General Observation; Constant Observation; and
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Table 8.1 Four levels of observation detailed in SNMAC practice
guidance (reproduced with kind permission from the DoH)

Four levels of observation

In order to facilitate communication, care planning and training, the following classification
in the level of observation is recommended:

Level I. General observation is the minimum acceptable level of observation for all
in-patients. The location of all patients should be known to staff, but not all patients need to
be kept within sight. At least once a shift a nurse should sit down and talk with each
patient to assess their mental state. This interview should always include an evaluation
of the patient’s mood and behaviours associated with risk and should be recorded in
the notes.

Level II. Intermittent observation means that the patient’s location must be checked every 15
to 30 minutes (exact times to be specified in the notes). This level is appropriate when
patients are potentially, but not immediately, at risk. Patients with depression, but no immedi-
ate plans to harm themselves or others, or patients who have previously been at risk of harm
to self or others, but who are in a process of recovery, require intermittent observation.

Level III. Within eyesight is required when the patient could, at any time, make an attempt
to harm themselves or others. The patient should be kept within sight at all times, by day
and night and any tools or instruments that could be used to harm self or others should be
removed. It may be necessary to search the patients and their belongings whilst having
due regard for patients’ legal rights.

Level IV. Within arm’s length: patients at the highest levels of risk of harming themselves
or others, may need to be nursed in close proximity. On rare occasions more than one
nurse may be necessary. Issues of privacy, dignity and consideration of the gender in allo-
cating staff, and the environmental dangers, need to be discussed and incorporated into
the care plan.
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Special Observation. As well as the difference in the number of levels of
observation recommended, and the terminology used, a further variation
between the two practice statements is that the SNMAC guidance recommends
the use of intermittent observation, whereas the CRAG/SCOTMEG guid-
ance does not. This difference is a significant one, and represents differ-
ences in opinion amongst many mental health practitioners regarding the
usefulness of intermittent observation, which involves the regular check-
ing of patients’ whereabouts at timed intervals (e.g., every 15 or 30 minutes).
Intermittent observation can be seen as being less intense and less intru-
sive, particularly when the intensity of observation is being reduced.

However, there are a number of negative concerns regarding such
‘timed checks’. These focus on the view that the use of intermittent obser-
vation is unsafe, because an individual can carry out risk behaviours during
the gaps between observations, and that this therefore does not fulfil the
purpose of observation. It seems likely that the revised Scottish guidance
will continue to not recommend the use of intermittent observation in the
revised guidance document. Such concerns are also highlighted in the Safety
First report (DoH, 2001), which reported that 18% of all in-patient suicides
occurred when patients were being observed at intervals of 5–30 minutes.
The report states that ‘intermittent observations, in particular, are of unproven
benefit even when they are carried out properly’ (p. 146). The report
recommends that patients who are at present placed under intermittent
observation should be under continuous one-to-one placement, or that
alternative approaches should be adopted such as having areas of the ward
being constantly observed or the ward exit. However, it should be noted
that the effectiveness of such alternatives are also unproven.

The decision-making process

Both the SNMAC guidance and the CRAG/SCOTMEG good practice state-
ment recommend that, wherever possible, decisions about observation
should be made jointly by the multidisciplinary team. Such a decision
should be based upon an assessment of risk, using an evidence-based risk
assessment tool, a consideration of the patient’s history and an interview
with the patient and his/her carer or advocate (as requested by the patient).
Decisions regarding observation are made at various stages of the proce-
dure: whether or not observation is required; on which level of observa-
tion to place a patient; whether to either increase or decrease the intensity
of observation; and when to terminate observation. These decisions should
also be reviewed regularly. The SNMAC guidance recommends that a
patient’s observation status should be reviewed by a doctor and the primary
nurse or ward sister/charge nurse every day (including weekends). For the
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most intensive level of observation – within arms’ length – then there
should be three reviews: two during the day and one during the night shift
(DoH, 1999b).

It is highly desirable that all decisions regarding observation should be
made jointly by the multidisciplinary team. It is acknowledged, though, that
this is not always possible, particularly at weekends and evenings, when
often it will be a junior or duty doctor and the ward nursing team who make
these decisions. However, it has been demonstrated that the involvement
of nurses in such decision-making varies greatly from ward to ward, and
hospital to hospital. For example, Childs et al. (1994) found that the use of
observation is initiated more often by medical staff on their own than by
nurses or as a multidisciplinary team decision. Duffy (1995) reported from
his study that it was always medical staff who initiated or terminated obser-
vation, although this was often based upon information provided by nursing
staff. At the setting where one of the authors was researching observation
(Jones et al., 2000a, 2000b), nurses were able to initiate observation and
place patients on more intense levels, but were unable to terminate obser-
vation or reduce the intensity of observation level without permission from
medical staff. Such evidence suggests that despite the rhetoric or multi-
disciplinary team decision-making, there remains great variation across the
UK regarding the role of nurses in making decisions about the observation
of patients at risk. This remains the case, despite the fact that nurses carry
the major responsibility for conducting the intervention.

Regarding how to make decisions about observation, it is indisputable
that this should be based upon an assessment of risk. But, as noted by
Bowers and Park, ‘risk assessment is an inexact science at the best of
times’ (2001: 773). The issue of risk assessment is discussed elsewhere in
this book, and thus will not be repeated here, but it is worth noting that
there is little guidance regarding the decision-making process for obser-
vation. The only attention paid to this issue is by Dennis (1997), who
interviewed nursing staff about patients who had been observed closely
because of the risk of absconding. From this study, Dennis devised two
‘decision trees’ to help staff consider the options when working with
patients at risk of absconding. In particular the decision trees focus on
making decisions about whether or not to place a patient on observation,
and then when to decrease the intensity of observation.

Finally, it is essential that all decisions are recorded in a patient’s clinical
notes by a member of the multidisciplinary team. The SNMAC practice
guidance states that the records should include the following information:

• current mental state;
• current assessment of risk;
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• specific level of observation to be implemented;
• clear directions regarding therapeutic approach; i.e., occupational therapy

sessions;
• timing of next review.

It is also specified that the records should include the name of the person
conducting the observation, the time they commenced and concluded their
period of observation. It is also recommended that a detailed record of the
patient’s behaviour, mental state and attitude to observation be recorded
every 15 minutes.

Such guidance, if implemented, should ensure accurate and clinically
useful recording of an individual’s care. However, on the evidence of
audits, such rigorous record keeping is not always observed. Porter et al.
(1998) and Neilson and Brennan (2001) demonstrated substantial incon-
sistencies in record keeping, with missing or inaccurate information in
patients’ records regarding their care whilst being observed. Examples
included: missing staff names and signatures; lack of information for long
periods of time; the times when observations were changed or reduced not
clearly documented; alterations to written information, the use of correction
fluid; poor information regarding patients’ mental state that bore no relevance
to the stated risks (such as ‘watching TV’, ‘settled’, or ‘resting in bed’). Not
only does such poor record keeping limit the ability to maintain a contin-
ual assessment of patients at risk, it also has legal implications as mental
health professionals have a duty of care and are accountable for their
actions, decisions and omissions. Thus if a nurse omits to record certain
information in a patient’s records, or fails to communicate important infor-
mation, concerns and/or observations to the appropriate team members,
then a nurse could be seen to be acting negligently.

Who should observe?

There is considerable debate whether patients at-risk should always be
observed by a permanent qualified member of staff, or whether it is accept-
able for support workers, students or non-permanent (e.g., agency) staff to
conduct this role. In practice, a variety of people perform the ‘observer’
role, including qualified nurses, agency nurses, nursing and medical
students, support workers, family members, friends and volunteers (Bowers
and Park, 2001). Observation is often regarded as an unpleasant low-
status and low-skill task and frequently delegated to either junior staff, or
agency and bank staff who may be unknown to the patient (Barker and
Cutcliffe, 1999; Dodds and Bowles, 2001). The reasons for this are com-
plex and debatable, but include: problems of recruitment and retention
of qualified and experienced nursing staff in acute in-patient units
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(DoH, 1999a, 2001); a reliance on the use of bank and agency staff
in many acute in-patient units, particularly in urban areas (Ward et al.,
1998); the huge expense of intensive one-to-one observations, estimated
by Moore et al. (1995) to absorb up to 20% of the total nursing budget;
and that acute in-patient psychiatric wards are increasingly perceived
(by staff and patients) as a non-therapeutic environment (SCMH, 1998;
DoH, 1999a).

The SNMAC practice guidance adopts a pragmatic position on this
issue, stating

it is impossible to stipulate exactly who should carry out this task. (DoH, 1999b: 4)

The fact that observation is described as a ‘task’ is interesting, although
the guidance does also discuss observation in terms of being a ‘highly
skilled activity’.

Both the SNMAC practice guidance and the SCOT/CRAGMEG good
practice statement report that the qualified nurse remains accountable if
unqualified nurses or students are allocated the role of observer for patients
at risk. The SCOT/CRAGMEG good practice statement cautions on the
use of non-qualified nursing staff, stating the need for ensuring that the
person delegated this duty must be informed why the patient is being
observed and the purpose of the observation. The SNMAC guidance adopts
a similar standpoint, stating that it is

undesirable for someone who does not know the ward or the patient to be responsible
for observing a patient who is suicidal, vulnerable or violent. (DoH, 1999b: 4)

From the patient’s perspective such a situation is also highly undesirable.
Patients interviewed by Jones et al. (2000b) stated that being observed by
someone they did not know made them feel less safe.

Whether or not patients are observed by nurses they know appears to
be connected to organisational factors such as staff shortages, which
frequently result in the necessity of employing agency and bank staff to
conduct observations. It is acknowledged that nurses struggle with huge
bureaucratic demands (Allen, 1998; Higgins et al., 1999), and that the
qualified permanent staff have the responsibility to coordinate the shift.
However, it is suggested that more attention be given to who actually con-
ducts nursing observation, with a greater emphasis placed upon providing
positive therapeutic care by a skilled practitioner, with whom a patient
feels comfortable. Even when it is necessary to employ bank and agency
staff, who are unknown to patients, it can be argued that one of the key
skills of mental health nurses is to be able to establish rapport with people
relatively quickly to engage them in a therapeutic relationship.
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Involving patients and carers in observation

A guiding value of the National Service Framework for Mental Health
(DoH, 1999c) is that patients and their carers are involved in the planning
and delivery of their care. However, in reality this is not always the case.
Much of the research that focuses upon the patient perspective of obser-
vation suggests that a major complaint among patients is that they are
sometimes not even told that they are being observed. Even when they are
told, often it is not explained clearly to them and they rarely feel involved
in the decision-making about this component of their care.

Although giving information could be viewed as a procedural matter,
with little bearing on the nurse/patient interaction, it can equally be con-
sidered an important opportunity to involve patients in their care. This
issue yet again highlights the importance of nurse/patient relationships
which are open and supportive, and which convey a sense of respect for
the patient and their autonomy. It is therefore imperative that every effort
is made to involve patients and their carers/friends in the decision-making
process, making certain that the procedure and the reasons for its imple-
mentation are clearly explained, and ensuring that the observation is con-
ducted in a way that is both supportive and therapeutic.

Gender, ethnicity and culture

The issues of gender, ethnicity and culture remain relatively ‘invisible’ in
the literature on observation. Regarding gender, two quantitative studies
show that women are placed on more intensive levels of observation com-
pared to men (Shugar and Rehaluk, 1990; Kettles, 2001), although the
reasons for this are not clear. Further exploratory research is required,
within the context of the care and safety of women in acute inpatient psy-
chiatric settings, a topic highlighted in reports by the Sainsbury Centre for
Mental Health (1997; 1998) and in Addressing Acute Concerns (DoH,
1999a). Regarding the practice of observation, we believe that it is impor-
tant to ask women (and also men) if they prefer an observer of the same
or different gender, as far as staffing situations allow. This is particularly
important when a nurse needs to accompany a patient to the bathroom.
Gender issues regarding observation clearly require greater attention than
they currently receive.

In the National Visit 2 (SCMH, 2000) it was reported that patients from
black and minority ethnic communities were often not receiving care that
was sensitive to their cultural backgrounds. To our knowledge no research
has examined observation from the perspective of ethnicity and culture. It
has been demonstrated that within the mental health care system ethnic
minority patients are treated differently, and that in many cases this was
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strongly influenced by cultural issues. For example, black African and
black Caribbean patients are more likely to be detained under the 1983
Mental Health Act than white patients (Davies et al., 1996) and patients
from an ethnic minority community (African-Caribbean and Asian) are
more likely to be admitted to secure forensic psychiatric services (Coid
et al., 2000). Therefore, ethnic and cultural differences need to be incor-
porated within the risk assessments of people from different backgrounds.

There is also a particular concern regarding language, because for a
minority of in-patients English will not be their first language, and the pro-
vision and access to interpreters in many units and trusts is variable (SCMH,
2000). This problem is significant in terms of involving patients in decisions
about their care, and informing them of what their care may involve and the
reasons for any decisions made. It is also essential that people from ethnic
minority communities receive care that is sensitive to their cultural and reli-
gious backgrounds. Particularly with regard to observation, the gender or
cultural background of a nurse observing a patient from a different cultural
or religious background, may make the patient feel uneasy because of their
particular beliefs or values. Such issues can be addressed through training
and other activities aimed to raise staff’s awareness and understanding of the
religious and cultural needs of ethnic minority patients (SCMH, 2000).

Are there alternatives to observation?

Some commentators have called for a review of the practice of observa-
tion per se because they believe that observing patients has become pri-
marily a custodial task rather than a therapeutic intervention (Barker and
Cutcliffe, 1999; Dodds and Bowles, 2001). Indeed Barker and Cutcliffe
(1999: 11) commented

despite the rhetoric of ‘supportive observation’, the nurse is often construed as a custodian,
if not simply the doorman.

It is indisputable that a mechanistic approach to the observation of patients
at risk, which may be seen as ‘watching doors’ or ‘guarding the patient’
is totally inadequate (CRAG/SCOTMEG, 1995). However, in many
places this is the reality of the practice of observation.

At the present time there are no proven effective alternatives to obser-
vation, as no large-scale randomised control study has been conducted to
compare the effectiveness of observation with another suicide prevention
intervention. However, there are different kinds of evidence that can be
considered. Nick Bowles, Peter Dodds and their colleagues have been work-
ing in an inner-city male in-patient admission ward in Bradford, England,
since 1998, to try and change observation and nursing practice on the
ward. They felt that the practice of observation was
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… a hidden contributory factor to the rotten state of acute admission wards that can be
changed by clinicians. (Bowles and Dodds, 2001: 18)

In response they conducted a structured programme of change to observation
and nursing practice as a whole, in a ‘refocusing’ practice development
project in which they reported how the project significantly reduced the
use of observation. This occurred alongside a process of more structured
and individualised activity for patients, involving greater patient/staff contact
and engagement, leading them to be better informed and more involved in
their care. A key principle that underpinned this work was ‘the gift of
time’ which was valued highly by the patients (Jackson and Stevenson,
1998). In addition, following the implementation of this project there have
been significant reductions in: incidents of deliberate self-harm; incidents
of violence and aggression; absconding; and staff sickness. There have
also been financial savings by employing fewer agency and bank staff.

The work of Bowles, Dodds and their colleagues is considered by many
to be innovative and to demonstrate good practice. It is important to remem-
ber that one must be cautious of making generalisations from such a small
case-study; however, the achievements in Bradford demonstrate that the
practice of observation cannot be changed in isolation. In order to reduce
the use of observation, the nursing team, with support of the rest of the mul-
tidisciplinary team, totally reorganised the ‘culture’ of patient care and nurs-
ing practice on the ward. This highlights the fact that if practice is to be
challenged and improved, it has to involve a cultural shift within the clini-
cal team. This type of change is the greatest challenge of all, but it is clearly
needed to turn around the poor state of acute in-patient care in the UK.

Nurses’ and patients’ experiences of observation

The fact that there is a dearth of research on observation per se has already
been highlighted. There are even fewer studies that consider the nurses’ and
patients’ perspectives of observation. This section will provide an overview
of these studies, and highlight the main findings relevant to practice.

Nurses’ experiences

Most studies that consider nurses’ experiences about observation are small-
scale and qualitative, offering a depth of understanding of some of the dif-
ficulties faced by nurses when conducting observation. Duffy (1995)
conducted semi-structured interviews with 10 nurses in one in-patient unit
in England. All of the nurses had experience of observing suicidal patients
and the interviews disclosed a number of problematic issues for nurses
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who conducted the special observation procedure (the term used by Duffy).
These focused on the professional autonomy of nurses, patient autonomy
and paternalism. Regarding the professional autonomy of nurses, the
interviews revealed that where the decision-making regarding the obser-
vation of patients remained with medical staff, then nurses would often
covertly modify the doctor’s orders, in a similar way to that described by
Aidroos (1986). With regard to patient autonomy, the study showed an
inherent tension between the paternalistic activity of preventing self-harm
and the nurses’ humanistic aspirations to help patients and find ways to
restore their autonomy as individuals. This study also highlighted that
official observation policies frequently failed to reflect the complexity and
subtlety of observation, not recognising the procedure as ‘a vital function
of the skilled psychiatric nurse’ (Duffy, 1995: 950).

Using a questionnaire survey, Reid and Long (1993) asked 45 psychi-
atric nurses in a hospital in Northern Ireland about their views regarding
the role of the nurse in providing therapeutic care for suicidal patients.
The main finding from this survey was that the nurses felt the use of spe-
cial observation (authors’ terminology) was the most effective preventa-
tive method in nursing suicidal patients, but they also expressed the view
that the procedure was not therapeutic. Phillips et al. (1977) also found
that the majority of nurses (75%) who responded to a questionnaire sur-
vey conducted in a Canadian hospital considered the procedure of contin-
uous observation (authors’ terminology) to be unsatisfactory, in terms of
it being a custodial rather than therapeutic intervention.

Many nurses describe observation as a stressful and an unrewarding
activity (Younge and Stewin, 1992; Cleary et al., 1999). Nurses inter-
viewed by Cleary et al. (1999) found it difficult to act in a way that was
intrusive towards patients, and they felt that this could sometimes cause
some patients to become ‘angry’ and ‘lash out’. Nurses found it particu-
larly difficult when they were required to observe patients attending to
their personal hygiene (e.g., having showers or baths) and also when they
were using the lavatory. Indeed, this is a particular time when nurses will
try to withdraw if at all possible (Younge and Stewin, 1992; Duffy, 1995).
However, when the risks were thought to be too great, nurses set aside
patients’ rights to privacy and dignity, on the grounds of safety; a difficult
and stressful decision to make (Bowers and Park, 2001).

Patients’ experiences

Perhaps the most significant research focusing on the patient’s perspec-
tive are two studies conducted in the USA. Pitula and Cardell (1996)
reported a study that explored 14 suicidal in-patients’ experiences of being
constantly observed. This qualitative study found that the interpersonal
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aspect of constant observation was important, with supportive interactions
with staff enhancing respondents’ feelings of safety and hope. However,
respondents also reported that when there was a lack of support from
observers, this adversely affected their experience of observation, as did
the frequent changing of observers. This has been expanded upon in a
subsequent study by Cardell and Pitula (1999). Here a further 20 suicidal
in-patients were interviewed to explore the possible therapeutic benefits
of constant observation. It was found that therapeutic benefits from
observation, such as gaining emotional support, optimism and feeling pro-
tected, were enhanced when observers had a positive attitude and engaged
the participants in supportive interaction. Non-therapeutic aspects of obser-
vation were described as observers’ lack of empathy, lack of acknowledge-
ment and failure to provide information about constant observation, as
well as a lack of privacy and a feeling of confinement. The clear message
from these two studies is that the attitudes and behaviour of the observers
seems to determine either positive or negative experiences for the patients
being observed.

In the UK, Moorhead et al. (1996) surveyed 68 patients in two hospitals
in the Midlands by means of a brief questionnaire. They found that 56% of
respondents perceived changes in the intensity of their observation and
45% said that being observed caused discomfort. However, the scope of
this study was limited and patients were not asked specifically about how
being observed intensely by nurses actually made them feel. Finally, in a
pilot study conducted by Jones and her colleagues, the experiences of psy-
chiatric in-patients who were observed closely by nurses in one mental
health care trust in England were explored. This study used two methods
to interview patients: semi-structured interviews with 10 in-patients (Jones
et al., 2000a) and the repertory grid technique with a further 18 in-patients
(Jones et al., 2000b). The main finding of this research is the importance
of the therapeutic relationship between nurses and patients during the inter-
vention of nursing observation. In a positive sense, the patients interviewed
said they gained a sense of security and support from the presence of nurses
who were prepared to engage with them. However, more negative than
positive experiences were expressed by respondents, relating in particular
to the lack of information provided and the lack of supportive interaction
between nurses and the patients interviewed. These findings are thus con-
sistent with the results of other studies (Pitula and Cardell, 1996; Cardell
and Pitula, 1999; Conway, 1999).

Studies comparing nurses’ and patients’ views

There have been a few small-scale studies conducted in the UK which
have considered both the perceptions of nursing staff and patients.
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Fletcher (1999) employed an ethnographic approach to compare the
perceptions of 12 nursing staff who conducted constant observation with
those of 6 patients who were placed on constant observation for suicidal
risk. The study found a degree of commonality between the two groups;
for example, with regard to the purpose of constant observation to prevent
harm to patients. However, there were also interesting anomalies between
the nurses and patients; for example, sitting outside a patient’s room was
considered by nurses to be therapeutic whereas patients considered it to be
a controlling action. The majority of both positive and negative feelings
on the part of patients were attributed to staff actions. Similarly, Ashaye
et al. (1997) interviewed 13 patients and their respective primary nurses,
in two different hospitals in the south of England, about their experiences
of constant observation. The main findings were that most of the patients
considered they had benefited from being on constant observation, although
they disliked the intrusion on their privacy.

Observation can be stressful for both nurses and patients. By asking the
people who are actually being observed as well as those doing the observing,
these studies have provided a valuable insight into this activity. Generally,
nurses’ and patients’ views on the therapeutic use of observation are sim-
ilar. Patients want to be observed by nurses who treat them as people with
problems, rather than simply as a diagnosis, and nurses want to engage in
a therapeutic relationship, rather than act as a custodian.

Conclusion

The issues identified in this chapter highlight some of the very real prob-
lems, dilemmas and challenges faced by nurses who care for patients at
risk on acute in-patient wards. It is highly problematic that there is no real
‘evidence base’ for the effective practice of observation, and that the writ-
ten guidance that does exist has not been effectively evaluated. There are
two main reasons for this. First, there is a paucity of research on observation
to provide reliable research ‘evidence’ on how to effectively conduct obser-
vation. Second, the written guidance that has been produced, specifically
the SNMAC practice guidance (DoH, 1999b) and the CRAG/SCOTMEG
(1995) good-practice statement, has yet to be evaluated. Thus however
sensible (or not) this guidance may seem, there is no real evidence that
this guidance will improve the care of people who are observed by nurses
when they are acutely ill at risk of harm.

It has been identified that even when there are local policies for obser-
vation in place, the actual practice of observation by nurses may deviate from
any ‘official’ policy. This may be due to staff being trained inadequately
and unsupported when conducting observation. However, when nurses
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conduct observation, they are caring for an individual person who has
individual needs. Thus many nurses prefer to use their clinical judgement
and experience, particularly when the needs of a person being observed
may change from hour to hour, something that a prescribed doctor’s order
made a day before may not usefully accommodate. Indeed this is the real
crux of the problem that psychiatric nursing continues to wrestle with
regarding observation. There is a perceived need for guidance in the form
of an evidence-based policy for observation to apply to the care of all
patients at risk. However, having such fixed and objective criteria does not
sit easily with a central focus on the nurse–patient relationship (Peplau,
1952) and meeting the ever-changing needs of the individual patient.

Finally, to return to the death of Sarah Kane. It is clear from the find-
ings of the Report of the National Confidential Inquiry into Suicide and
Homicide by People with Mental Illness (DoH, 2001) that better suicide
prevention is needed for the population as a whole, and that suicides by
in-patients are seen as the most preventable. We also know from the find-
ings of the report that in-patients continue to commit suicide when they
are officially being observed. It seems imperative that the whole practice
of observation must be reviewed, in conjunction with acute in-patient care
as a whole. This is all too late for Sarah Kane, whose life was lost due to
her illness and the lack of care provided by the mental health system, but
we must retain hope that things will improve, and that more people will
be kept safe in a way that is both supportive and therapeutic.
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NINE
Cognitive behaviour therapy

in in-patient care

Kevin Gournay

Introduction

As the reader may know, the author of this chapter led the research team,
which provided the underpinning work for the report Addressing Acute
Concerns (SNMAC, 1999). Following a sounding board event, the research
team carried out a literature review and policy analysis and followed that
up with specific work on management of violence and observation.
During the course of the work, it became clear that there was a dearth of
evidence-based therapeutic interventions provided to patients in in-patient
environments. Overall, our work painted a picture of services which pro-
vided a reasonable degree of safety and asylum, but very little by way of
therapeutic interventions. The picture obtained by the research team in the
late 1990s really was no different to that which faced the Clinical Standards
Advisory Group (CSAG), who examined a representative sample of
services in an attempt to provide a picture of care provided to people with
schizophrenia in the UK several years before. Eventually, CSAG pub-
lished its report (DoH, 1995) and made clear recommendations about the
need to provide therapeutic rather than custodial interventions. Sadly,
there seems to have been little progress between the Clinical Standards
Advisory Group work and Addressing Acute Concerns.

This chapter focuses on the application of evidence-based therapeutic
interventions, particularly cognitive behaviour therapy within the in-patient
setting. The primary purpose of this chapter is to provide the clinical nurse
with an account of this approach and to provide an overview of cognitive
behavioural procedures, which would be useful to clinical nurses in
everyday NHS settings. This chapter, while it will refer to research and
cognitive behaviour theory, is not meant to be a theoretical discussion, or
indeed, a scientific critique. Hopefully, at the end of the chapter, the
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reader will be able to appreciate some of the underpinning theory and
overall should be equipped with some of the basic knowledge which is
necessary to develop cognitive behavioural skills. The chapter will include
the following sections.

• The basis of cognitive behaviour therapy (CBT) and its application
within the in-patient setting.

• CBT: a longstanding tradition in nursing.
• The CBT framework (including measurement and experimentation).
• Specific cognitive behavioural techniques.
• Summary.
• Conclusion.

The basis of cognitive behaviour therapy (CBT)
and its application within the in-patient setting

While the term cognitive behaviour therapy (CBT) is very well known
now to most mental health professionals, it might be worth (by way of
introduction) describing how this current concept has evolved. The roots
and origins of CBT go back to the turn of the 20th century when various
behavioural psychologists began to develop various theories of learn-
ing. As most readers will know, Ivan Pavlov, a Russian psychologist, was
foremost in this movement, and most nursing students will have read
about Pavlov’s work with dogs and conditioned reflexes. Similarly, the
behavioural theories of Skinner, which were developed in the 1930s and
1940s, focused on learning by reinforcement, and this work was originally
applied in educational settings. Once more, most nursing students will
have received a basic introduction to operant conditioning and other
‘Skinnerian’ concepts. I will not therefore reiterate the history of learning
theories, other than to say that it is important to recognise that the theories
relating to classical conditioning and operant conditioning originally
underpinned some of the later treatment approaches which became known
as behaviour therapy.

Behaviour therapy for neurotic problems developed from the learning
theory approaches in the 1950s. A South African psychiatrist (who had
settled in the USA), Joseph Wolpe, developed treatments based on classi-
cal conditioning theories. Wolpe’s work led to the first treatments of
phobias by a process known as systematic desensitisation. In this approach
Wolpe coupled with the anxiety stimulus, another stimulus which was
incompatible with anxiety, a process known as reciprocal inhibition. In
practice, Wolpe taught patients to relax in association with presenting
them with images of the things they feared. Thus, in graduated doses of
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difficulty, Wolpe successfully treated many patients with phobias. During
the late 1960s and early 1970s, systematic desensitisation was replaced by
a more practical form of treatment known as graduated exposure, some-
thing to which we will refer below, as it has become very important to
specialist mental health nursing. Other forms of behaviour therapy, based
on classical conditioning, were developed primarily for the treatment of
people with conditions known as neuroses, or today more commonly called
‘common mental disorders’. Thus behaviour therapy was widened to
include treatments for obsessive compulsive disorder, social phobias and
sexual problems. For a more detailed account of these developments in
nursing, see Newell and Gournay (2000).

With regard to treatments for serious and enduring mental illnesses
such as schizophrenia, the learning theories of Skinner provided the basis
for other developments. The first clinical applications of this approach
were made in the 1950s and 1960s,when American psychologists used
Skinner’s theories as a basis for treating patients with chronic schizo-
phrenia. These developments, largely based in the USA, led to the now
legendary token economy units (Ayllon and Azrin, 1968). Token economies
were essentially in-patient units where staff/patient ratios were very high,
often one to one. Following very detailed assessment, patients were subjected
to treatment, which focused on a number of ‘socially desirable behaviours’.
Thus, the common problems which one sees in chronic schizophrenia,
such as lack of motivation, poor daily living skills and social withdrawal,
were targeted. The programme worked 24 hours a day and all socially
desirable behaviours were reinforced by giving the patient tokens. These
tokens normally took the form of discs, which were carried in pouches by
the nursing staff. Each time the patient performed a behaviour, which was
on the target list, the patient was immediately reinforced by the nurse who
gave the token. At the end of the day, the patient could exchange the
tokens for a wide range of rewards, including tobacco, sweets and addi-
tional food, or the patient could save the tokens to buy extra privileges
such as leave outside the wards. In the UK, token economy systems were
developed in specialist units during the 1970s, the most well known of
which were in Wakefield, Yorkshire, and Hellingly, Sussex. In these hos-
pitals, the staffing ratios were very high and while the patient was on the
unit, progress was often very dramatic. However, when they were dis-
charged to the community or to other more ordinary wards in the hospi-
tal, the treatment gains were often quickly lost. Nevertheless, it became
clear that the approach could be used as an intensive ‘quick start’ for a
rehabilitation process. Unfortunately, because of the expense of running
such highly staffed units, and the additional expenses for staff training
and rehabilitation resources, the use of the token economy drifted into
oblivion. Nevertheless, this development (although this is not widely
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recognised now) was very influential in contemporary applications of
behaviour and cognitive behavioural techniques. Thus, from the systematic
desensitisation and token economy systems, behaviour therapy evolved
and various treatments were developed which included strands from both
classical and operant conditioning. By the late 1970s, the links between
pragmatically developed treatment approaches and the detailed psycho-
logical theories became weakened however. One of the central reasons for
this was the increasing recognition that nurses (who did not have any
detailed grounding in psychological theory) could apply behavioural treat-
ments equally well, as highly trained (and expensive) clinical psycho-
logists. In addition, it also became clear that the treatments themselves
were becoming divorced from the previously used rigid applications of
behavioural theory, and effective treatment approaches could not be explained
in terms of pure psychological theory. Given what we now know, about
the basis of mental illness – i.e., that most mental illnesses have biologi-
cal, psychological and social origins – this is not surprising.

In recent times, the most important development has been the integra-
tion of cognitive approaches with behavioural approaches to form what is
now known as cognitive behaviour therapy (CBT). This work is attributed
to the American psychiatrist Aaron Beck, who tested approaches which
were loosely based on trying to teach the patient to think more rationally
and to change faulty patterns of thinking. CBT techniques have been applied
to a range of mental health problems, but principally to address the nega-
tive patterns of thinking that are associated with depression. Indeed,
virtually all of the large-scale research conducted on cognitive therapy
during the 1980s and early 1990s was on patients with depression and pre-
dominantly on those treated as out-patients.

It is worth noting, however, that one of the early applications of CBT
was with a patient suffering from chronic schizophrenia (Beck, 1952).
This has been reflected over the last decade where CBT has become asso-
ciated with a wide range of other mental health problems, from fears and
phobias to the most severe forms of mental illness including schizophre-
nia and severe personality disorder.

CBT: a longstanding tradition in nursing

As previously noted, during the late 1960s and early 1970s behaviour
therapy was developed from the systematic desensitisation approaches
invented by Joseph Wolpe. These early developments led to techniques
such as exposure therapy for phobias and response prevention for obses-
sive compulsive disorder to evolve as effective treatments (Newell and
Gournay, 2000). However, it became clear that whilst these treatments
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provided a great deal of hope for ameliorating previously intractable distress
suffered by literally hundreds of thousands of individuals, the workforce
available to treat these conditions amounted to no more than a few dozen
psychologists and psychiatrists. In this setting, the psychiatrist Isaac
Marks, who worked at the Institute of Psychiatry and Maudsley Hospital,
identified nurses as being the most suitable workforce to deliver these
interventions. In 1972, Marks commenced a three-year pilot programme,
which trained five nurses to become behaviour therapists, principally in
the treatment of anxiety and related disorders. This was the first pro-
gramme to train nurses to become independent therapists, although since
that time there have been several hundred nurses trained. Nurse therapists
now deliver cognitive behaviour therapy for a range of common mental
disorders, including obsessive compulsive states, post-traumatic stress
disorder, simple phobias, social phobia and agoraphobia.

Since the setting up of the original nurse therapy programme, there
have been several attempts to develop these skills in nurses working in
in-patient settings. However, these efforts have largely been unsuccessful.
The report Addressing Acute Concerns (SNMAC, 1999) recognised that
patients receiving in-patient care are, by and large, not being availed of
evidence-based psychological treatment approaches. Given the great short-
age of clinical psychologists (only about 3,000 in the UK), it seems clear
that nurses represent a very suitable workforce for delivering evidence-
based psychological interventions. Given the example of the nurse therapy
programme for treating common mental disorders, there seems no reason
why similar training programmes should not be set up which focus on
psychological treatments for conditions such as schizophrenia and applied
in both in-patient and community settings.

The CBT framework

Possibly because of the associations of the early behavioural approaches
with the conditioning of animals, there was in the past (and still is to some
extent), the belief that behavioural and cognitive behavioural approaches
somehow lack a humane dimension. While it is true that the approaches
do rely on the application of a scientific approach and that some of the
treatment approaches are based on theories of learning derived from
animal experiments, cognitive behaviour therapy is based on building a
collaborative relationship with the patient. There is a great deal of empha-
sis on seeing the patient’s problems in a very individualistic way, and the
cognitive behavioural assessment process includes a great emphasis on
understanding how the problem has developed in that particular individual.
It is therefore important for the therapist to understand how the person
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sees themselves, their problem and the world about them. Another very
important part of the assessment process involves identifying the patient’s
strengths and coping mechanisms, so that these may be used to good
advantage during the treatment process. Overall, therefore, the approach
(if applied correctly) is undoubtedly collaborative, and the therapist’s role
is to help patients help themselves. Therefore, at each stage of the assess-
ment process, the therapist validates their understanding of the problem
within the patient and suggests a range of techniques and strategies which
the patient can use.

Measurement

In general health care, it is very important to measure the extent of the
patient’s physical problem. With a problem such as hypertension, one obvi-
ously needs to measure blood pressure. Similarly with diabetes, blood sugar
is a central measure. However, with these conditions, there are other com-
ponents of the person’s physical health and well-being which also require
measurement. Consequently, for someone with high blood pressure, one
might also want to measure kidney function, cardiac function or, in an advanced
case, cognitive function to check whether the brain has been affected by the
longstanding effects on the fragile blood vessels of the brain.

Traditionally, mental health workers have been very poor at measuring
patients’ mental health or illnesses. Even now, most patients with depres-
sion do not have their mood measured with valid and reliable tools such
as the Beck Depression Inventory (Beck, 1952). If the problem being tar-
geted is not measured, it is very difficult to establish whether treatment is
having an effect.

In many ways mental health problems are more complex than physical
problems such as high blood pressure or diabetes. For example, while
someone with schizophrenia may have problems which are characterised
by positive and negative symptoms, there are also a wide range of other
problems such as the effects on the family, the patient’s quality of life and
their ability to take part in normal daily living processes. Thus mental
health problems should be measured as broadly as possible, using not only
indices of the central problem (for example, the positive and negative
symptoms) but also including aspects such as family burden, met and
unmet needs and social functioning. It is inappropriate to provide a list of
tools or measures in this chapter; however, it is worth noting that there are
relatively brief, but effective, measures which can be used after relatively
short training programmes. For example, in the Thorn programme, which
is primarily aimed at staff working in community settings, students are
trained to use measures of met and unmet needs such as the Camberwell
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Assessment of Need (Phelan et al., 1995) or the standardised psychiatric
assessment for chronic psychotic patients (Krawiecka et al., 1977).

Measurements should be taken using established, valid and reliable tools
that examine various facets of the patient’s problem and identify improve-
ment in some or all aspects. One may generally expect a patient with
depression to recover to the extent that all measurable areas improve.
However, with a patient with chronic schizophrenia, one may observe
improvement only in some areas. Consequently, cognitive behavioural
measures should include general measures such as social functioning.
However, they must also include very specific measures of change. 

Experimentation

Experimentation is a core characteristic of the cognitive behavioural approach.
There is often a range of techniques which may be of benefit to patients
with specific problems. For example, in depression, one might use cogni-
tive techniques to help the patient change a particularly negative thought.
However, in addition, the therapist will know that for some patients, specific
exercises are important. Some patients may benefit from using a timetabling
approach to structuring their activities while others benefit from training in
improving assertive skills and others from the use of medication and so on.
The cognitive behavioural approach requires the therapist to develop a pro-
gramme of treatment, which incorporates the use of a number of techniques.
However, as each patient responds in their own individual way, one needs
to find the optimum technique or combination of techniques. This can only
be done by actually trying the techniques (singularly or in combination) in
real life. Thus, in a sense, each trial of treatment becomes an experiment in
its own right. The therapist should use a range of measures before applying
the techniques, and again after the application, in order to ascertain the
effectiveness of these techniques. Then, once the therapist has had the
opportunity to consider the results of the measures and to discuss the out-
come with the patient, the techniques and strategies can be varied. This
approach, combining measurement and experimentation with clinical prac-
tice, is often called the approach of the ‘scientist practitioner’.

Finally, the cognitive behavioural approach relies on the application of
evidence (obtained from research) to practice. The cognitive behavioural
framework assumes that the person who delivers the cognitive behaviour
approach has a broad knowledge of the scientific literature relating to
research on the efficacy of various procedures and techniques. Thus, for
example, the knowledgeable practitioner of cognitive behaviour therapy
should know which approaches work and which approaches do not work
for various problems. Although this seems rather obvious, it is worth
noting that patients with mental health problems still receive many treatments
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for which there is no evidence base. Thus, it is common to see patients
with phobic anxiety disorders who have been provided with psycho-
analytically based treatments, (which have long since been shown to be
ineffective) or patients with obsessive compulsive disorder who have
been treated with counselling, or patients with psychoses who have been
treated with an inappropriate combination of medications. Critically read-
ing the papers that provide evidence is therefore very important. It is
worth noting here that there are various established levels of evidence and
that, if available, the practitioner should use treatment approaches proven
by the highest possible level of evidence. These are as follows.

• Level 1. Evidence established from a number of well-designed
randomised controlled trials.

• Level 2. Evidence from at least one properly designed randomised
controlled trial.

• Level 3. Evidence from well-designed controlled trials without
randomisation.

• Level 4. Well-designed case-controlled or other quasi-experimental
studies.

• Level 5. Non-experimental descriptive studies.
• Level 6. Expert reports and opinions of respected authorities.

It needs to be said that in in-patient care the evidence is very poor because
of the lack of investment of research with in-patient populations. Thus,
there is very little evidence at levels 1, 2 and 3, which contrasts greatly
with areas such as anxiety disorders where there are literally thousands of
randomised controlled trials to testify to the effectiveness of various treat-
ment approaches.

Specific cognitive behavioural techniques

In order to provide an overview of these techniques, it is easiest to con-
sider the problem areas where these techniques are applied. While one
needs to assume that most in-patients have problems which come under
the umbrella of severe and enduring mental illnesses, it is also worth not-
ing that many people with severe mental illnesses, such as schizophrenia,
also have problems with anxiety and depression: the so-called ‘minor’
mental disorders. The following descriptions of approach therefore include
an emphasis on areas in treating such problems.

1. Increasing activity.
2. Learning new behaviour.
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3. Changing cognitive processes.
4. Dealing with anxiety.
5. Dealing with depression.

Increasing activity

Many in-patients, particularly those with schizophrenia or severe depres-
sion, often have very reduced levels of activity. It is therefore important
that staff in in-patient settings are aware of the importance of increasing
the activity of patients who are particularly withdrawn, as apathy and
withdrawal compound depression and helplessness. The care plan there-
fore needs to reflect this emphasis. Indeed, for some patients it may be
important to work out an hour-to-hour timetable rather than relying on
those activities that take place during the traditional 10–4 occupational
therapy programme. Obviously, if ward staff are to take an active part in
increasing activity, there is a need for sufficient numbers of staff to be pre-
sent. However, there is no reason why family members or volunteers
should not be used to ensure that patients are as fully occupied and active
as possible.

Learning new behaviour

Nurses in in-patient settings are ideally placed to assist patients with the
learning of new behaviour. Some examples of problems which may come
under this heading are as follows:

• poor eye contact;
• deficits in verbal communication;
• deficits in non-verbal communication;
• problems with assertion;
• poor daily living skills.

The central approach to deal with these problems of social behaviour is
social skills training. Although this method of treatment has not received
a great deal of attention in contemporary literature, there is no doubt that
it can be very effective; for example, Smith et al. (1996) reviewed nine
studies of social skills training, and argued that the approach was effec-
tive for a range of problems. Smith et al. also suggested that social skills
approaches, used in combination with medication, could be a very effec-
tive treatment for people with chronic schizophrenia. The approach may,
however, take a great deal of time, and obviously what can be achieved in
the acute ward setting is limited. Nevertheless, ward staff may be in an
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excellent position to make an assessment of social skills problems so that
they may be targeted in the longer term, and, where appropriate, contin-
ued by community staff on discharge. There are four central components
to social skills training:

• instruction;
• modelling;
• feedback;
• homework.

Instruction involves instructing the patient in a particular behaviour; to
take one simple example, a patient who has poor eye contact may be
instructed to attempt to try to make more eye contact, and the nurse will
be able to discuss the reasons why this may be particularly beneficial.

Modelling involves helping the patient learn by observing the behav-
iour in someone else. Thus, if the patient is facing an interview with
the Benefits Agency the nurse could demonstrate, through a process of
modelling, how they should approach the situation.

Feedback, providing the patient with information about their perfor-
mance. It is most important that feedback should be delivered by empha-
sising, first of all, what has been done well, and then providing very
specific information on what needs to be improved. Simply presenting
critical feedback will be very destructive. Therefore, providing the patient
with reinforcement for achievement is essential.

Homework involves setting the patient tasks to do which may involve
trying out a new behaviour. This is then followed by more instruction,
modelling and feedback, and so on.

Changing cognitive processes

In recent years there has been considerable emphasis on using cognitive
behavioural strategies to modify the delusional thinking associated with
schizophrenia and other psychotic illnesses. For an excellent review of
this area see Kingdon (1998). Essentially the approach should only be
used by those who have received specific training in CBT. However, new
training programmes for in-patient nurses are now including these strate-
gies. Cognitive behavioural approaches to modify delusions involves a
detailed assessment process, followed by a very systematic challenging of
the delusional beliefs. The approach is collaborative, not confrontational,
and the therapist works with the patient to look at the delusion in various
ways. It does seem that, with some patients, this approach weakens
delusional thinking considerably. A similar approach is used with auditory
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hallucinations, which are so common in schizophrenia, and often cause
the patient considerable distress. Working with the patient in a detailed
and systematic way can lead to better coping and the cognitive behav-
ioural approach involves helping the patient understand how the halluci-
nations have developed, and to put them within the context of the illness.
Sometimes helping patients to understand particular triggers for halluci-
nations enables them to approach triggering situations differently, thus
modifying the onset of the hallucinations. Simple techniques such as dis-
traction, or masking the hallucination by use of a personal hi-fi may also
be effective. As with delusions the approach is collaborative; however,
while these approaches are not very complex, they often take a great deal
of time to implement.

Dealing with anxiety

Although the majority of patients in acute wards have psychotic illnesses,
many also have symptoms of anxiety. Because the symptoms of the pri-
mary disorder often dominate the clinical picture, though, often the symp-
toms of anxiety are either not detected or, if they are detected, they are
seen as very much secondary to the central problem. It should therefore be
remembered that people with severe mental illnesses are just as entitled to
suffer anxiety as anyone else! In the ward setting the staff may be able to
play a very valuable part in reducing patients’ anxiety and this may be
achieved at three levels:

• physiological;
• cognitive;
• behavioural.

Physiologically anxiety may be reduced by simple relaxation training and,
in the busy ward environment, if nursing staff do not have sufficient time,
there are many good commercially available tapes which may be used by
the patient under minimal supervision. Physical exercise is another simple
strategy, which will reduce physiological arousal, and is perhaps of more
general benefit, particularly in the restrictive environments of in-patient
care where patients’ access to exercise is not readily available.

Cognitive approaches help the patient by talking through their central
fears and consider the rationality of their beliefs and consequences. For
a more detailed account of simple anxiety reduction strategies see
Gournay (1996).

Behaviourally patients may be helped to reduce avoidance behaviour
and face their feared situations. The simple principle here is that one
should make a careful assessment of the patient’s avoidance behaviours
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and, in collaboration with the patient, construct a list of situations, which
the patient should then confront. Tackling this list in ‘graduated doses of
difficulty’ is very important, and the patient should feel that they are
facing their fears in a way that is manageable for them. Once more there
are limitations to what can be achieved in an in-patient setting, but this
may represent the beginning of a programme of very positive therapeu-
tic change.

Dealing with depression

Depressive symptoms are very common in the in-patient population, and
their distress may be greatly relieved by the prescription of an appropri-
ate medication. However, there is clear evidence that depression may be
effectively treated by cognitive behavioural therapy provided either alone
or in conjunction with the appropriate drug (Stuart, 2001). The cognitive
behavioural approach involves a number of steps. First of all there is a
need to carry out a very detailed assessment of particular thoughts, trig-
gers for these thoughts and detailed content of those thoughts. The thera-
pist may then be able to help the patient challenge assumptions about
themselves and the world in general, and using a systematic process begin
to teach the patient new ways of thinking. CBT is usually provided by a
specialist nurse therapist or clinical psychologist. However, contemporary
training programmes are emphasising the role of ward staff in assisting
with this approach. Perhaps the most valuable contribution that ward staff
can make is in the assessment process. Through the therapeutic relation-
ship between ward staff and patient, information about the nature and con-
tent of the depressive thoughts may be collected as it is only by obtaining
such a detailed account that the patient may be helped to change.

Summary

CBT is a broad group of approaches which are effective in reducing
a number of psychiatric conditions. While it is not expected that all in-
patient staff should be specialist practitioners of CBT methods, it is impor-
tant that they should understand its principles and how it may be applied
in in-patient settings.

Conclusion

Nurses have used cognitive behavioural techniques for nearly 30 years,
and the nurse therapist was probably the first example of the autonomous
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nurse practitioner. Until very recently, though, nursing and cognitive
behavioural approaches have been confined to community settings. It is
now clear that cognitive behavioural approaches can be helpful with many
in-patients. Staff in such settings should therefore have a basic under-
standing of how these approaches are applied, and while not expecting all
nurses to have higher-level skills in this area, it seems clear that there is a
role for specialist nurse practitioners working with in-patients. If such
roles do not develop it is likely that the largely custodial environments,
which dominate in today’s acute in-patient units, will continue to exist.
Making in-patient care more therapeutic is an aspiration which will rely
almost entirely on the skills of nurses in providing therapeutic techniques.
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TEN
Psychosocial interventions

Ian Baguley and Julie Dulson

Summary

Psychosocial interventions describe the complex activities undertaken by
clinicians and services that focus upon improving the health and social
situation of clients who suffer from severe mental illness (Baguley and
Baguley, 1999). These interventions have been found to have positive
effects for patients in terms of relapse rates (measured by admissions to
hospital and outcome measurements), symptom reduction and improved
social functioning (Lancashire et al., 1996).

The interventions can be split into three broad areas: early intervention
and relapse planning, individual cognitive behavioural interventions for
psychosis, and family interventions. This chapter describes these inter-
ventions in more detail and suggests how they can be adapted for use by
nurses and other professionals working in acute in-patient areas.

Introduction

Serious and enduring mental illnesses such as schizophrenia are charac-
terised by poor social performance, severe underemployment, higher than
normal morbidity rates, high risk of suicide and self-harm and high levels
of substance misuse. This gives a clear indication of the range and com-
plexity of need that patients suffering from these illnesses are likely to
have. Medication alone, despite recent developments, is often not enough
to help people to meet such complex needs.

The diverse components of care required to help patients with serious
mental illness requires careful coordination, the introduction of case man-
agement and the care programme approach (and later effective care co-
ordination) in the UK was an attempt to manage complex care packages for
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clients with complex needs. Acute in-patient treatment is one component
of a complex care package. This means that acute in-patient units are as
much a community resource (and as important a part of a treatment pack-
age) as, say, an assertive community treatment team. Acute in-patient
wards are required, therefore, to offer the highly specialised interventions
to meet those complex needs.

Nursing in acute in-patient settings presents many challenges to the
psychiatric nurse. Admission usually happens when the patient is acutely
ill, often under a section of the Mental Health Act and frequently, along
with their families and carers, distressed and upset. At the same time,
services are under extreme pressure. It is not uncommon to have bed occu-
pancy above 100%, and the constant flow of new admissions, staff short-
ages and diversity of patient need may further complicate this picture,
often resulting in an environment that is extremely stressful to both patients
and staff (MHAC/SCMH, 1997).

The Sainsbury Centre for Mental Health (1998) interviewed 112
patients at the time of their discharge from acute in-patient settings and
found that these settings are eminently unpopular with patients. They
found that many wards lacked basic facilities with conditions being espe-
cially poor in deprived areas. Of greater concern is the authors’ findings
that many patients, particularly women, felt unsafe or had concerns about
their personal safety during their stay in hospital. The experience of
mental illness is often a very frightening and distressing one; it is unthinkable
that services add to this distress by placing people, often against their will
in environments where they do not feel safe.

A lack of involvement in the planning and evaluation of their care,
inadequate staff contact and a lack of something constructive to do are all con-
cerns expressed by service users (DoH, 2002). The authors of the Sainsbury
Centre’s report Acute Concerns (SCMH, 1998) agree with these concerns,
arguing that in many cases ‘hospital care is a non-therapeutic intervention’
(p. 41). They suggest that there are three areas or concerns that need to be
addressed. First, the environment, which is often lacking in basic facilities;
second, the needs of specific groups of people such as women or ethnic
minorities are not being addressed; and third, the care offered is not meeting
the social or therapeutic needs of clients. Whilst the lack of basic facilities
is clearly a problem to be addressed by senior managers, the implementa-
tion of psychosocial interventions into acute areas will go some way in
addressing the other two concerns. Psychosocial interventions are struc-
tured and collaborative; the aim is always to work from the patient’s pers-
pective and the person must be fully involved at all times. The emphasis is
on engagement and normalisation (to be discussed below) and the develop-
ment of a holistic approach to encompass all the person’s needs.
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Background

The notion that illnesses such as schizophrenia may react poorly to stress
is not a new one. Lidz et al. (1957) noted that upset within the family
seemed to generate stress and this was associated with a deterioration in
the patient’s illness.

The first link between patterns of communication and stress within the
home environment was made by Bateson and his colleagues in the mid-
1950s. Bateson observed that it was not always the content of what people
said to the patient that was important, rather the way they said it. This led
to the formulation of the double-blind hypothesis (Bateson et al., 1956) and
led to the conclusion that dysfunctional patterns of communication (e.g.,
when a mother said something approving about a child, but indicated dis-
approval non-verbally), could cause an illness such as schizophrenia. Although
there is no evidence to support this hypothesis, there is evidence to support
the notion that patterns of communications between clients and carers may
have a role to play in the amelioration of symptoms.

Research in the late 1950s and early 1960s began to examine the factors
that were thought to contribute to relapse in schizophrenia, particularly
the adjustment of patients following discharge from a large psychiatric
hospital in London (Brown et al., 1958). Brown (1959) studied a large
sub-group of these patients who had a diagnosis of schizophrenia and
found that those patients who returned from hospital to live with a family
or relative fared worse in terms of relapse than those patients who lived
alone or in supported accommodation (Brown, 1959).

Over the next 15 years, two broad themes began to emerge from the
research. First, patients who returned to live with a family where relatives
exhibited a high degree of expressed emotion (HEE), which is charac-
terised by displays of emotional over-involvement, hostility and criticism,
were likely to relapse quicker than those who returned to live with rela-
tives who displayed low expressed emotion (LEE). Second, the amount of
contact time between the patient and relatives within HEE households and
the patient’s compliance with medication were important ameliorating
factors. Those patients who spent less than 35 hours per week in direct
face-to-face contact with an HEE relative and who complied with their
medication relapsed less than those who had high face-to-face contact and
did not comply with their medication (Leff and Vaughn, 1980; Vaughn
and Leff, 1981).

Psychosocial interventions are based upon the stress vulnerability model
of psychosis (Zubin and Spring, 1977). This model is suggested as a
method of explaining not just the onset of psychosis but also any subse-
quent relapses. The model suggests that some people have a predisposi-
tion or vulnerability to develop psychosis. Once someone has experienced
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a first, acute, episode there is a relationship between stressors, both acute
and ambient, in the person’s environment that may contribute to an increase
in the symptoms of psychosis.

It is suggested that the amount of stress required to produce psychotic
symptoms is in inverse correlation to the amount of vulnerability that
person has; i.e., the more vulnerability the less stress required to trigger
an acute episode. Acute stress describes that stress that can be generated
as a result of major life events such as the death of a close relative or
friend, moving house, the breakdown of a relationship etc. Ambient stress
describes that stress generated through ordinary day-to-day activities; e.g.,
doing the shopping, managing finances, keeping on top of daily activities
such as cooking and cleaning, etc.

Discussing this model with patients can be a great aid to the develop-
ment of a therapeutic alliance. It can help the patient to develop an under-
standing of why this has happened to them and to feel less isolated and
more normal. Kingdon and Turkington (1996) argue that patients often
draw catastrophic conclusions about their diagnosis such as ‘I’m mad’ or
‘I will be locked up’, which often result in anxiety, depression and hope-
lessness. To counter this they recommend the use of a ‘normalising ratio-
nale’ which involves discussion in detail of the stress vulnerability model
with the patient to explain symptoms.

It may help to explain that a number of studies have demonstrated
that certain types of stress can induce psychotic symptoms in people not
thought to have a predisposition to psychosis. For example, sleep depri-
vation can lead to visual and auditory hallucinations and paranoid ideation
(Oswald, 1974). Sensory deprivation (Slade and Bentall, 1988), post-
traumatic stress disorder (PTSD) (Wilcox et al., 1991), hostage situations
(Siegel, 1984), solitary confinement (Grassian, 1993) and sexual abuse
(Ensink, 1992) have all been found to produce psychotic phenomena. In
the vast majority of cases these symptoms are transitory; that is, they dis-
appear as soon as a normal sleep pattern is restored or normal sensory
stimuli is resumed.

Sexual abuse and PTSD are slightly different and there are clearly other
issues to be addressed if all the symptoms are to be reduced. Informing the
patient of these studies can often be reassuring; many patients, for exam-
ple, will report that they experience difficulty in sleeping or periods of
prolonged isolation prior to the onset of psychotic symptoms. Kingdon
and Turkington (1996) state that the aim of this approach is to lead the
patient ‘to an understanding that there is probably a discernible reason or
reasons why the symptoms have occurred and the possibility that anyone
stressed in certain ways could become psychotic’ (p. 106).

This normalising rationale is not only of use to patients but may be of
great value to other professionals and members of the public. Emerson (1992)
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states that one of the main themes providing a base to normalisation is that
of role expectancy. He argues that the way society reacts towards a person
with a label such as mental illness often determines the behaviour and
characteristics of that person. For example, a person with a diagnosis of
schizophrenia may be less likely to succeed in gaining employment, and
repeated failures at job seeking may convince the person that they are not
capable of working. O’Brien and Tyne (1981) have described this as
‘vicious circles’. Mental health services and professionals have been shown
to interpret a person’s behaviour differently because of any label applied
to them. This was highlighted in a study by Rosenhan (1975) who found
that once a person becomes labelled as mentally ill everyday behaviours
such as diary writing can be interpreted as confirmation of that label. In
this case keeping a diary was described as ‘obsessive writing behaviour’ by
nursing staff.

A normalising rationale and the stress vulnerability model are impor-
tant in acute settings for two reasons. First, normalising a person’s
experience will help to develop the therapeutic nursing relationship.
Engagement and rapport building are the essential first steps when work-
ing with people with serious mental illness and are profoundly difficult
(Drury, 2000). Chadwick and Birchwood (1996) have suggested some
factors which may prevent engagement with clients who are experiencing
serious mental illness. They include, amongst others, the patient’s view of
the effects of discussing their symptoms (for example, does this prevent
discharge from hospital or result in an increase in medication) and an
inability on the part of the nurse to empathise with the patient’s experi-
ence of their symptoms because the symptoms are outside the realm of the
nurse’s experience. Work by Tien (1991) demonstrated that 2.3% of the
normal general population experience auditory hallucinations, and dis-
cussing this with patients is extremely useful.

Many people can recall a time when they have experienced some type
of psychotic phenomena (hearing their name called when they are very
tired, for example) and any personal disclosure of this nature may be help-
ful, especially focusing on any feelings or anxiety experienced. However,
it is not necessary to have experienced psychosis in order to understand
how frightening the consequences might be; i.e., it is not necessary to
have experienced a thought that someone is trying to kill you to under-
stand that this thought, if you believed it, would be very frightening.

Second, it is important to consider the stress vulnerability model when
one considers the environment of an acute in-patient ward. The model
assumes that in psychosis, stress in the environment interacts with a person’s
genetic vulnerability resulting in the production of, or an increase in,
symptoms of psychosis. It is generally accepted that acute wards are
stressful places in which to work, often resulting in low morale and high
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levels of staff sickness. If working on these wards is stressful for staff,
consider the impacts for patients who have an illness known to react
unfavourably to stress.

Many acute wards experience high levels of patient anger and aggres-
sion and it is often assumed that this violence is due to underlying pathol-
ogy. However, is this really the case? We know from the document Safer
Services (Appleby, 1999) that people with a serious mental illness are
more likely to harm themselves rather than others so why is there so much
aggression in in-patient areas? One theory of aggression, the frustration
theory, first described by Dollard et al. (1939) and later by Buss (1966)
and Rix (1985), suggests that aggression occurs due to a build-up of frus-
tration which the person can only release through aggression. This theory
is often in keeping with an individual’s own ideas of aggression; the
majority of people can recall a time when they became aggressive (ver-
bally or physically) as a response to increasing frustration or stress.

It is easy to see when admission to a psychiatric ward, often against
your will, can result in a build-up of frustration in some patients. Couple
this with the amount of anxiety provoking psychotic symptoms the person
is experiencing due to their relapse and then add the implications of the
stress vulnerability model suggesting that an increase in stress leads to an
increase in symptoms. Perhaps this model offers some explanation for the
levels of patient anger and aggression. There are, of course, other risk
factors to be considered such as past history and presence of threat control
override symptoms.

How does this hypothesis help the nurse to reduce the level of assaults
in acute settings? There is evidence to suggest that only a very small num-
ber of assaults occur without any changes in the person’s behavioural
pattern, which could have been used to predict the assault (Sheridan et al.,
1990). Nurses need to be aware of these changes, which include motor
restlessness, pacing, agitation, pressure of speech, difficulty in concentra-
tion and appearing distracted that indicate that stress levels are increasing
in patients and consider ways of helping the patient manage their stress
levels more effectively (Wright, 1989).

Early intervention and early identification
of relapse

Research suggests that young people may experience psychotic symptoms
for a surprisingly long time before they receive their first effective treat-
ment (Birchwood et al., 2000). Long delays in initiating treatments are
associated with treatment resistance (Loebel et al., 1992), increased rates
of relapse (Crow et al., 1986; Johnstone et al., 1990) and poorer social
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functioning (Birchwood et al., 2000). The aim of early intervention is to
ensure that young people experiencing the first symptoms of psychosis
receive effective help as quickly as possible and so improve their long-
term prognosis. Birchwood, Fowler and Jackson (2000) suggest that the
early stage of psychosis, lasting the first three or five years, is a critical
period, which presents ideal opportunities for ‘secondary prevention to
limit or prevent disability and distress.’ They argue that people in the
early stages of psychosis should receive intensive treatment to prevent
any deterioration.

The Initiative to Reduce the Impact of Schizophrenia (IRIS) have pro-
duced a set of guidelines which they state should ‘be embraced if this
radical approach to the treatment of severe mental illness is to be realised.’
(Macmillan and Shiers, 2000). The guidelines highlight the need for a youth
focus, an emphasis on social care and argue that care should be provided in
the least restrictive setting possible. They advocate the use of low-dose
neuroleptics to encourage compliance and minimise the risk of side-effects.
All of these guidelines can be applied in acute in-patient settings.

Harrow et al. (1995) suggest that treatment resistance has its origins in
the critical period covering the first three to five years. Birchwood et al.
(2000) agree and argue that efforts should be made to focus on treatment
resistance early on in the course of the illness. They suggest that cognitive
therapy is useful in the acute phase of the illness to address residual symp-
toms. (See the following section.)

The families of young people experiencing their first episode of psycho-
sis are of particular importance. Kuipers and Raune (2000) suggest that
the impact on families caring for young people who are developing
psychosis cannot be minimised. They state that there is evidence to sug-
gest these families react in the same way and experience the same levels
of stress and burden as long-term carers. (See the ‘Family work’ section.)

Relapse planning aims to help patients and their families detect relapses
early. Knowledge that relapses can, in many cases, be identified in the
very early stages, perhaps preventing the need for hospital admission, is
often encouraging for both families and patients. In a study of depression
in schizophrenia, Birchwood et al. (1992) found that a lack of perceived
control over illness was linked closely with the presence of depression.

McCandless-Glincher et al. (1986), in a study of 62 patients, found that
the majority of patients are able to identify a period of reduced well-being
prior to relapse. Relapse planning involves teaching the patient to identify
the symptoms that indicated that they are becoming unwell and develop-
ing coping strategies to prevent further relapse. Birchwood (1996) sug-
gests that it is useful to think of these symptoms as a relapse signature that
is individual to each patient. Just as the course of schizophrenia is different
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for each person with the illness, then so are the early warning signs of the
relapse. Establishing these signs involves asking the patient to try and
remember their last relapse and identify what changes they noticed and in
what order. Use of prompt cards may be an aid to this process. Nurses
working in acute in-patient settings are in the unique position to try and
identify with patients and relatives any early warning signs of relapse
whilst the information is still fresh in their minds. The signs (for example,
spending too much money or not attending to personal hygiene) are first
identified and then placed in an approximate order of what happens first.
It is often useful to group the signs into three categories: early, middle and
late warning signs. A collaborative action plan should then be developed
in conjunction with the client, their carer and the multidisciplinary team.
The plan should clearly state what action should be taken and by whom
when a warning sign is observed. For example, an early warning sign might
be increased irritability. This might be observed by the client or carer who
would agree to inform the care coordinator, who might in turn agree to
increase visits or other support. All members of the plan would agree to
monitor for other signs of relapse. If further signs are observed, further
action such as increased medication, reinstating coping strategies or home
treatment options would be required. It is vitally important that all
members of the team, especially the patient, are involved in the develop-
ment of an action plan. Early signs monitoring and relapse prevention are
wholly dependent on effective, collaborative working relationships
between clients, carers and all involved in their care.

Individual cognitive behavioural interventions
for psychosis

There is growing evidence for the efficacy for the use of cognitive
behavioural techniques for psychotic symptoms (Haddock et al., 1998).
Although much of this research has taken place with chronic, drug-
resistant symptoms there is an increasing amount of interest in applying
these techniques to acutely ill patients. Drury (2000) found that cognitive
behaviour therapy (CBT) significantly reduced levels of positive
symptoms and reduced days spent in hospital when offered to patients
experiencing an acute episode of illness compared with a standard
control group.

Cognitive behavioural techniques are based upon the link between
thoughts, feelings and behaviours. That is, it is the way that we interpret
an event that dictates the way that we feel about the event and what we do
as a response to the event. For example, if a person is lying in bed at night
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and hears the gate creak there are a number of explanations or interpretations
that could be made. One explanation is that it was just the wind making the
gate creak in which case that person would probably feel relaxed and go
back to sleep. Conversely, another person could think that the gate is creak-
ing because someone is outside the house and trying to break in; this
person is liable to feel very anxious and may call the police or get up to
look outside. It is proposed that the interpretations a person makes are
influenced by their mood, their past experiences or their beliefs.

In the example above, a person may be more likely to believe their
house was being burgled if they had heard about robberies in the area or
if they believe that robberies are a common event. Interpretations are then
reinforced by the way a person interprets any new information. For exam-
ple, suppose the person in the example above got up and looked out of the
window and saw the gate open and knocking against the post. The first
person would believe that they were right and it was the just the wind,
whereas the second person could believe that the gate was open because
the intruder had left it like that and run away. Both would have their
beliefs confirmed. It is vital to human survival that we are able to inter-
pret events quickly without much conscious thought. Imagine crossing a
busy road when a car comes quickly towards you; you do not have time
to weigh up the likely outcomes and must react instantly to get out of the
way. The mind interprets the event as dangerous and reacts accordingly to
the perceived threat. In psychosis it is hypothesised that the onset of the
psychosis produces physiological changes in the brain which are then
interpreted as threatening. The brain seeks out an explanation or interpre-
tation of the threat (Nelson, 1997). As discussed above, the interpretation
will usually be influenced by the person’s mood, past experiences or
beliefs. For example, it is only likely that an individual who had some
knowledge or belief about the existence of aliens would develop an expla-
nation revolving around aliens for what is happening to them. It is impor-
tant to remember that the development of explanations or interpretations
is not completed at a conscious level. This explanation is then reinforced
in the same way as all other non-psychotic explanations or beliefs
are reinforced; new information will be interpreted to fit it with the exist-
ing belief.

Cognitive behavioural interventions for psychosis tend to follow the
same overall structure of assessment, devising a problem list, discussion
of a shared model of the problem(s), the development of an individual case
formulation, symptom-focused intervention, schema-focused interventions
and ending with relapse prevention (Morrison, 1998). Whilst it may not
be possible to complete all aspects of these interventions whilst a person
is an in-patient, this structure does provide a useful direction to nurses and
other professionals working in in-patient areas.
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Problem list and assessment

Patients who are admitted to acute in-patient wards are liable to have
diverse and complex needs; therefore, a thorough assessment of a range
of potential problem areas is required. A useful start to this process is to
collaboratively establish a problem list with the patient. This list should
contain not only those problems identified by the patient but also those
identified by the professional such as risk issues and the need to maintain
social inclusion. The problems should be taken from the patient’s perspec-
tive of what is happening to them. For example, for a patient who is expe-
riencing a delusional belief that he is the son of God may not see this as a
problem, but it may be a problem to him that others do not believe him
and he becomes angry and aggressive as a result of the others’ doubt. The
problem would therefore be that X becomes angry and aggressive when
others doubt him. As it is not possible to change the reactions of others,
the aim would be to help the client cope more appropriately.

The remainder of this section will focus on the assessment of symp-
toms. The assessment process should aim to establish what symptoms are
present and then compile a detailed description of each symptom. The
professional should start by attempting to establish the basic components
of the problem/symptom by obtaining answers to the following: What
is the problem? When does the problem occur? Where does the problem
occur? Who is the problem better or worse with? Why does the problem
occur; that is, what is the feared consequence of the problem? This sequence
of questions is often referred to as the five Ws of assessment. It is impor-
tant to remember that the five Ws refer to the information required, not
the actual question. Therefore, when attempting to establish what part of
the sequence, the nurse might ask, ‘can you tell me something about the
events which led up to your admission to hospital?’ Following on from
this information it is important to next establish the frequency, intensity
and duration of the symptom. This information will provide a helpful
baseline with which to monitor the effectiveness of any intervention.
Finally a three-system analysis of each symptom should be completed.
The aim is to establish the person’s thoughts, feelings and behaviours
before the occurrence of the symptom, during occurrence and afterwards.
It will usually take several sessions with the person to establish all of these
aspects. It will be helpful to ask the person to complete a diary of the
occurrence of the particular symptom that includes columns for the person
to record what they were thinking, feeling and doing before, during and
after the symptom has occurred. For most patients in the acute stage of
their illness, this task is too complex and it will be more helpful to ask the
patient to record only the presence (frequency) of their symptom in the
first instance, moving on to more detailed recordings over time. 
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The use of structured assessment tools will help to provide further
information. Global tools such the PANSS (Positive and Negative Symptom
Scale) (Kay et al., 1989) will help to identify symptoms, and more spe-
cific scales such as the Psychotic Symptom Ratings Scales (PSYRATS)
(Haddock et al., 1998) and Belief About Voices Questionnaire (BAVQ)
(Chadwick and Birchwood, 1996) will be useful to clarify the differing
dimensions of each symptom.

Case formulation

The use of a normalising rationale, as discussed earlier, should be used
with patients not only as an aid to the development of a therapeutic rela-
tionship but also as a way of developing a shared understanding of what
is happening to them. This represents the beginnings of a case formula-
tion; for further discussion of case formulation in psychosis see Haddock
and Tarrier (2000) and Morrison (1998).

Symptom-focused interventions

The development of symptom-focused coping strategies is of particular
relevance to an acute in-patient setting. As previously stated, patients are
usually admitted to acute settings when they are extremely ill and experi-
encing high stress. Effective problem solving is hindered greatly at times
of high stress and so it is usual that people are not able to implement their
own effective coping strategies as well as at other times. If you consider
stressful periods in your own life it is not unusual to recall increased irri-
tability or anger or increased use of alcohol or smoking.

A beneficial approach to helping patients develop more effective
coping strategies is coping strategy enhancement (Tarrier et al., 1993;
Yusopoff and Tarrier, 1996). This approach begins with a detailed assess-
ment of the patient’s current coping strategies. The person is asked to
record what coping strategies they use and to rate their effectiveness. No
value judgements are made regarding the coping strategies but the positive
and negative effects of each strategy are discussed. New coping strategies
are then introduced and the patient will be asked to try them and rate their
effectiveness. The strategy should be explained during the session and the
person will need the opportunity to practice before attempting to use
the strategy when the symptoms occur. A helpful way to do this is to ask the
person to imagine the occurrence of the problematic symptom and then
practise the new coping strategy. New strategies should be introduced one
at a time. The following session should consider the effectiveness of the
new strategy and its positive and negative effects. Further new strategies
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should be introduced until the patient has a variety of methods to help them
cope with their symptoms. Finally, a process of activity scheduling is used
to help the patient incorporate their new coping strategies into their daily
life. For example, during the assessment process it was discovered that X
was more likely to experience auditory hallucinations when in crowded
places such as the supermarket. It is found that a useful coping strategy for
X is sub-vocalisation. Sub-vocalisation is based upon the premise that
auditory hallucinations are misattributed internal thoughts. The generation
of internal thoughts involves the use of the muscles of the vocal cords in a
similar way to speech.

The theory suggests that auditory hallucinations can be blocked if the
muscles involved in their occurrence (i.e., the muscles of the vocal cords)
are used in another way either by speaking or by concentrating on some-
thing else and generating other internal thoughts. It may not always be
possible for X to go and speak to someone when his voices occur and so
the activity scheduling would suggest the most appropriate and available
strategy for the setting. For example, when X is in the supermarket the
most appropriate strategy might be to take a shopping list and read the list
when he feels himself becoming anxious or begins to hear the voices.
Other useful coping strategies to suggest are those which help patients
effectively manage stress levels and anxiety associated with the symp-
toms or diagnosis. These would include relaxation techniques, positive
self-talk and other distraction techniques.

The use of coping strategy enhancement is dependent upon the motiva-
tion of the patient and so a clear rationale for the intervention should be
given. This rationale should focus on the value of increasing one’s ways
of dealing with a problem but not make any value judgements regarding
the patient’s current ways of coping.

Family work

The interest in the importance of families was generated by Brown and
his colleagues at the Social Psychiatry Unit, London, in the 1950s. They
investigated the circumstances of patients with schizophrenia who were
discharged home to live with parents as opposed to those who went to live
alone or in hostels. Surprisingly, they found that living alone was more
favourable for patients, in terms of levels of relapse, than living with
family members. To investigate this further, Brown and his colleagues
hypothesised that there was something happening in the family environ-
ment that was responsible for the relapses. From this hypothesis, the con-
cept of expressed emotion (EE) was born. To measure this, an interview
schedule entitled the Camberwell Family Interview (CFI) was developed
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to interview patients’ families (Leff et al., 1985). The CFI measures five
components of EE: amount of critical remarks, hostility, emotional over-
involvement, warmth and positive remarks. However, in practice only the
three negative measures (critical remarks, hostility and emotional over-
involvement) are predictive of relapse (Vaughn and Leff, 1976). Leff et al.
(1985) continued the work of Brown and further developed the scale.
They found that the amount of face-to-face contact that the patient has
with their family was important, over 35 hours per week being considered
high, as was the patient’s compliance (or not) with their medication. They
found that the biggest predictor of relapse involved the following combi-
nation of risk factors: spending more than 35 hours per week in direct con-
tact with a relative who has high expressed emotion and not adhering with
medication regimes; over 90% of this group relapsed within 9 months
(Leff et al., 1985).

Various studies have tried to establish why there is this apparent inter-
action between high expressed emotion, high face-to-face contact and
relapse. Barrowclough and Tarrier (1992) reviewed these studies and sug-
gest that the levels of arousal within the sympathetic nervous system of
patients with schizophrenia are increased when they are with a high EE
relative and this response is maintained with high levels of face-to-face
contact. They suggest that ‘this physiological reaction is in response to the
stress of living with a relative who is critical, hostile and emotionally
over-involved’. These levels of stress accumulate and interact with the
patient’s own vulnerability to produce the symptoms of schizophrenia, and
therefore the relapse.

Family interventions are based on the hypothesis that if there is a link
between high expressed emotions in relatives and relapse of patients
with schizophrenia then any intervention aimed at reducing the levels of
expressed emotion in the relative could help to prevent relapse in the
patient. Various studies have investigated this hypothesis and have, on the
whole, reduced relapse rates quite substantially. The Camberwell study by
Leff et al. (1985) compared family therapy, which consisted of an educa-
tion programme regarding schizophrenia for relatives, a relatives group
and individual family therapy, plus standard NHS care with standard care
alone. Following 9 months of intervention, relapse rates were 8% in the
family intervention group compared to 50% in the control group. At 2 years
follow-up the relapse rates were 20% in the family intervention group and
78% in the control group. This demonstrates that the effects do, at least in
part, last beyond the course of the therapy.

Falloon (1985) offered family therapy or supportive psychotherapy
to 36 patients with schizophrenia and their families. The family therapy
consisted of education, communication skills training and training in
problem-solving techniques. In the first 9 months of treatment each group
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received 25 sessions. After nine months, sessions were held once a month
for two years. At the end of the intervention, the relapse rates were 6% for
the family therapy group and 44% for the supportive psychotherapy
group. This study demonstrates the superiority of family intervention in
reducing relapse rates when compared to supportive psychotherapy.

These two studies demonstrate that family interventions are successful
at reducing relapse rates but it is important to consider which parts of
the family intervention package are the most useful. A study in Hamburg
(Dulz and Hand, 1986) offered group analytical psychotherapy to patients
and their high EE relatives, a ‘no treatment’ group was used as a control.
The patients and relatives received the therapy separately. The differences
in the relapse rates were not as substantial in this study as in other studies;
i.e., 36% for the treatment group and 54% for the control group. It has
been suggested that this is because analytical treatments are in themselves
stressful and may have caused some relapses (Strachan et al., 1986).

To try and establish which components of family therapy are useful,
Tarrier et al. (1989) compared family intervention which included educa-
tion, stress management and goal planning, with education alone for a
second group and routine treatment for the third. Groups 1 and 2 also
received routine treatment. The relapse rates were 12% for the family
intervention group, 43% for the education group and 53% for standard
treatment alone. This would suggest that education packages (when offered
without family therapy) are not useful in reducing relapse rates. However,
most authors would agree that education is an essential component of
family therapy and is useful to help the families understand the importance
of stress and the stress vulnerability model of psychosis (Barrowclough
and Tarrier, 1992).

This research is important in an acute setting for a number of reasons.
First, the ideal time to engage with families for family intervention has
been found to be whilst the person is experiencing an acute episode of the
illness (Hudson, 1975). During this time the family are likely to be expe-
riencing high levels of stress and concern for their relative and willing to
engage in any new treatment that may prevent this relapse from happen-
ing again. Families may be feeling partly or totally responsible for the
relapse at this point in time and so it is essential to consider how to phrase
the rationale for family interventions to the family. Discussions of expressed
emotion, however well intended or phrased, are not helpful. Many fami-
lies are aware of the family interaction theories which, despite little, if any
evidence, proposed that families (especially mothers) are responsible for
causing schizophrenia. Barrowclough and Tarrier (1992) suggest that it is
useful to view the families as ‘rehabilitative agents’ that is an important
factor in maintaining the mental well-being of patients. A rationale for
family work should acknowledge the importance of the work families do
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as carers and how services would not succeed in caring for the seriously
mentally ill without this input from families. Take time for a second to
imagine how services would cope (if at all) if no family members took on
any caring role. Another important aspect to consider, when discussing
the rationale for family intervention, is that these families are reacting in
normal ways to abnormal situations. It is normal to experience anxiety
and stress when faced with difficult situations. For example, common
symptoms of schizophrenia, negative symptoms which can be described
as the ‘absence of normal functioning’ (Hogg, 1996) (e.g., speech impair-
ment, under-activity and loss of interest and pleasure in things) can be
incredibly frustrating for relatives. Imagine how you would feel if your
son has no motivation to do anything, does not appear to enjoy anything
and you do not know why.

However, it should not be taken that lack of knowledge is the reason
that this situation is found to be stressful. Moore et al. (1992) found that
caring for patients with negative symptoms frequently provokes criticisms
from staff and is one area of work that staff find incredibly frustrating.

It should be remembered that serious mental illness is not unique in its
ability to invoke stress and anxiety in the relatives of sufferers. Most
people will be able to identify increasing levels of stress when a family
member has been ill. This stress may manifest itself in a variety of ways,
which will include becoming emotionally over-involved with the person
or feeling irritable and hostile.

Importance of assessment, psycho-education

Whilst it may not be possible to offer a full package of family interven-
tions, which require at least nine months of intervention, to patients and
their families in an acute in-patient setting, it is possible to adapt the
model of intervention. The families (with the patient’s consent) should be
involved at every stage of their relatives’ care. They will be able to pro-
vide a wealth of information regarding the patient and this current relapse.
This will be particularly helpful when trying to establish any changes in
the patient’s behaviour which preceded this relapse and so help to identify
a relapse signature.

Presenting a rationale to the families for family intervention as dis-
cussed above is also very useful. Nurses should attempt to emphasise to
the family the importance of their role as carers and normalise any feel-
ings of stress the family is experiencing. As highlighted above, whilst
educating the family about schizophrenia may in itself not prevent relapse,
it has been found useful to help with the relatives’ levels of burden, distress
and anxiety.
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Barrowclough and Tarrier (1992) also suggest that education is a
useful way of engaging the family members to more long-term interven-
tions. They suggest that it is useful to adopt an interactive model of educa-
tion when working with families. That is to firstly describe the common
features of schizophrenia and then help the families to adapt this knowl-
edge to their actual experience of their relative’s illness. They state that
relatives may have already formed opinions of why various symptoms
occur and, for example, may agree that delusions are a symptom of schiz-
ophrenia but will still believe that their son or daughter is living in fantasy
land or being stupid when he or she expresses their delusional ideation.

This education can be completed by first giving the relatives information
about general symptomatology (leaflets may be a useful way of doing this)
and then giving specific information relating to the patient’s own symp-
toms. This education package can then be reinforced every time the staff
member speaks to the relative. For example, in the case of delusional ideas
it would be first necessary to describe delusions as a symptom of schizo-
phrenia, then individualise the education to describe the family members’
belief that he or she is related to royalty, for example, as a delusion. This
can then be reinforced throughout treatment. For example, one would
describe delusional ideas as odd or bizarre beliefs, held by the person with
some level of conviction, that are not in keeping with the person’s culture
and then state, for example, when X tells you that he or she is related to
royalty this is a symptom of their illness. It would be useful at this point to
establish how the relative feels they cope with this symptom and advice
can be given on various appropriate responses, such as a response that would
neither collude with nor dismiss the delusion. Families often report that
they do not know what to say or do for the best when certain symptoms are
present and greatly value any constructive advice.

The education package should emphasise the importance of stress and
its negative consequences, both for the patient and the relative. This would
then lead on to advice regarding stress management techniques. Again it is
important to normalise the occurrence of stress within family members
when a relative is ill to ensure that no blame is construed. The rationale for
stress management is often best phrased in terms of caring for the carers.
The stress is usually experienced as a response to the patient’s behaviour;
therefore, it is possible to address this problem through two routes: the
behaviour of the patient or the response of the relative.

Stabilising symptoms and lessening troublesome behaviours is one of
the foremost aims of an acute ward and so indirectly this should help
the relative. Owing to time restrictions, it may not be possible to help the
patient’s relatives to reframe their negative cognitions associated with the
patient’s behaviours whilst the patient is an in-patient, but it will be
possible to offer advice regarding general stress reduction techniques and
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coping mechanisms. This might include relaxation and encouraging the
relative to spend more time enjoying their own interests. This latter inter-
vention may have the added benefit of helping to reduce the amount of
face-to-face contact the patient has with their relatives.

Conclusion

This chapter has described the importance of psychosocial interventions and
has discussed their relevance in in-patient settings. Psychosocial interven-
tions are evidence-based interventions, which have been shown to have
greatly beneficial effects for clients. This statement alone should emphasise
the need to implement these interventions in the acute in-patient settings
where the patients are usually demonstrating the highest level of complexity
and need. Much has been written regarding the difficulties of working within
these areas often due to staff shortages, high bed occupancy and complex-
ity of patient need, and these difficulties are sometimes suggested as a
reason that psychosocial interventions are not wholesale practice within
these areas. However, the writers argue that the implementation of the
philosophy of psychosocial interventions could easily be achieved. These
interventions are based upon the stress vulnerability model of psychosis;
that is, that increasing stress levels result in increasing symptoms and strate-
gies which help the patient to manage their stress more effectively and will
help to control symptoms. The interventions are structured following a process
of assessment, formulation, intervention and evaluation and are collabora-
tive aiming to work from the person’s subjective view of what is happening
to them. It is of little importance that a person may be experiencing a delu-
sional belief as the majority of people hold idiosyncratic beliefs based on lit-
tle evidence; what is important is the distress or problems caused to the
person or others as a result of that belief. Surely it is not unreasonable to
suggest that in-patient areas can easily implement interventions which are
based upon a structure that involves including the patient in all aspects of
their care and aims to help that person cope effectively with any stressors
in their environment. If this can be achieved then the implementation of
psychosocial interventions is well under way.
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ELEVEN
Medication management

Richard Gray

Summary

A considerable amount of time is spent helping patients, mainly suffering
from psychotic illnesses, to manage their medication. Anti-psychotic medica-
tion is without doubt effective in alleviating psychotic symptoms such as
hallucinations and delusions. If taken continuously anti-psychotic medication
is also effective at keeping psychotic symptoms under control (preventing
relapse) allowing people to leave hospital and hopefully continue with their
lives. However, anti-psychotic medication does not fulfil its clinical potential
with many more people relapsing once they leave hospital than necessary.
This is, at least in part, as a result of non-compliance with medication. The
reasons why people stop taking their medication are complex but some of the
more important factors that affect compliance include patients’ awareness of
their illness, their beliefs about treatment, the side-effects they experience
from medication and their use of non-prescribed substances.

Evidence from clinical trials shows that medication management should
consist of the following.

• A collaborative approach to working with patients.
• Use of valid and reliable assessment tools to measure psychopathology,

anti-psychotic side-effects, attitudes towards treatment, insight and
compliance.

• Logical prescribing of anti-psychotic medication.
• Effective management of anti-psychotic side-effects.
• The provision of information about illness and treatment.
• Tailoring medication regimes to suit the patient.
• Use of compliance therapy techniques.

Such practice has been shown to enhance compliance and prevent relapse,
issues highlighted in Addressing Acute Concerns (SNMAC, 1999), which
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emphasises the need for mental health nurses working in acute care settings
to be provided with the medication management skills they need to be
able to effectively help patients manage their medication.

Background

Mental health nurses working in acute psychiatry spend a substantial
amount of time helping patients to manage their medication. The majority
of patients admitted to acute wards suffer from psychotic disorders, pre-
dominantly schizophrenia. Consequently, this chapter focuses on the man-
agement of anti-psychotic drugs used to treat their symptoms, although
many of the principles apply equally to the management of medicines
used in the treatment of many other conditions.

Schizophrenia

Schizophrenia is a debilitating mental disorder characterised by a range of
symptoms including: delusions, formal thought disorder, hallucinations,
abnormal affect, passivity phenomena, motor abnormalities, cognitive
deficits, lack of volition and lack of insight (WHO, 1992). The presenta-
tion of the illness varies tremendously, not only between individuals, but
within the same individual at different stages of their illness.

Until recently the course of schizophrenia was considered to be one of
continuous deterioration (Shepherd et al., 1989). However, very few stud-
ies have followed people with schizophrenia beyond the middle decades
of life. Long-term studies that have been carried out suggest that schizo-
phrenia tends to have a prolonged course with the greatest variability in
the initial stages (Bleuler, 1974; Ciompi, 1980), making aggressive early
treatment of vital importance.

Pharmacological treatment of schizophrenia

Anti-psychotic medication has been the mainstay of treatment for schizo-
phrenia since the 1950s when it was discovered that the dopamine antag-
onists haloperidol and chlorpromazine exerted anti-psychotic effects. The
dopamine hypothesis of schizophrenia is supported by reports that the
clinical potency of anti-psychotics is proportional to the extent to which
they block dopamine receptors (Creese et al., 1976). These observations
led to the widespread belief that excessive dopamine activity or hyper-
dopaminergia was associated with the pathophysiology of schizophrenia. 
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According to the dopamine hypothesis, anti-psychotic agents ameliorate
the positive symptoms of schizophrenia through dopamine D2 blockade
in the mesolimbic system. In fact, in vitro studies have shown a linear
relationship between anti-psychotic potency and D2 blockade (Pilowsky
et al., 1992). Developments in imaging techniques such as positron emission
tomography (PET) and single photon emission tomography (SPET) have
made it possible to carry out in vivo studies visualising receptor binding
sites in the brain. One PET study showed that a relatively modest dose of
haloperidol (2 mg/day) resulted in 53–74% occupancy of available D2

receptors (Farde et al., 1992). This has important clinical implications as
it suggests that there is a maximum effective dose, above which there is
no improvement in efficacy and a possible decline in tolerability.

An inadequate response to treatment with neuroleptics may be encoun-
tered in more than 30% of patients with schizophrenia (Kane, 1989). It
has been hypothesised, but not confirmed, that a poor response to anti-
psychotic medication is due to inadequate occupancy of central D2 receptors.
One SPET study showed no significant difference in striatal D2 receptor
availability among anti-psychotic responders (n = 10), anti-psychotic non-
responders (n = 8) and normal controls (n = 20) (Pilowsky et al., 1993),
suggesting that a poor clinical response cannot be attributed to inadequate
striatal D2 occupancy.

Other reports suggest that a high affinity for D2 receptors may not be
the only basis for efficacy in antipsychotic agents. Although these drugs
typically occupy these receptors within a few hours of administration,
there is often a delay of one to three weeks before therapeutic benefits are
reported (Gray, 1998a). This suggests that these drugs act via a series of
secondary, and as yet unknown, processes that evolve over days to weeks.
There are suggestions that a number of other neuroreceptors, peptides and
amino acid systems may be involved, supported by the fact that changes
in systems other than the dopamine system have been implicated in
the aetiology of schizophrenia. These include: serotonin, glutamate, nor-
adrenaline, neurotensin and aminobutyric acid.

Chlorpromazine, the first effective pharmacological treatment for the
symptoms of schizophrenia, was introduced during the 1950s. Since then,
a variety of anti-psychotic agents have been developed. Controlled clini-
cal trials have repeatedly shown that these drugs are generally efficacious
for the positive symptoms of schizophrenia. However, tolerability prob-
lems, especially acute extra-pyramidal symptoms (EPS; dystonias, akathisia
and Parkinsonism), encountered with these so-called conventional agents
has prompted further research into the development of improved novel
and atypical agents.

Although EPS are typically perceived as the most troublesome side-
effects associated with anti-psychotic agents, other side-effects are also
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encountered with their use. Anti-psychotic agents have complex
receptor-binding profiles that may underlie these effects. Hyperprolactinemia,
caused by dopamine blockade in the tuberoinfundibular dopamine pathway,
may cause sexual dysfunction, amenorrhoea, galactorrhoea or gynacomas-
tia. The blockade of muscarinic receptor may cause anti-cholinergic symptoms
(dry mouth, blurred vision, constipation) whilst the blockade of histamine
receptors may induce sedation.

Atypical anti-psychotics

Perhaps the most effective way of minimising the risk of EPS is via the
use of atypical or novel anti-psychotics that, by definition, have a low
propensity to induce EPS. The early 1990s saw the introduction of cloza-
pine, the first of a new generation of anti-psychotic drugs. However,
clozapine is not a new drug. When it was first introduced into Europe
during the 1970s it was met with great hope. This drug overcame many of
the limitations of the conventional neuroleptics in that it appeared to
reduce negative symptoms, it was associated with little or no EPS, and it
was effective for patients with refractory illness. However, in 1975 agran-
ulocytosis developed in 18 of 3,200 clozapine-treated patients in Finland,
and 4 of 2,900 in Switzerland (Gray, 1999). The serious nature of this
side-effect led to the voluntary withdrawal of clozapine from the market.
Nonetheless, the advent of clozapine marked an important advance in the
treatment of schizophrenia.

In 1988, results of a multi-centre study revealed that clozapine was
more effective than conventional neuroleptics for patients with treatment-
resistant schizophrenia (Kane et al., 1988). A number of controlled (Claghorn
et al., 1987) and uncontrolled (Matted, 1989; Meltzer et al., 1989) studies
have demonstrated that clozapine is a clinically useful drug that reduces
both the positive and negative symptoms of schizophrenia with a low
incidence of EPS. In 1990, it was introduced in the UK with strict guide-
lines for haematological monitoring because of the associated risk for
agranulocytosis.

Clinical experience with clozapine has also led to the development
of other novel anti-psychotic agents, including risperidone, olanzapine,
sertindole, quetiapine and ziprasidone. Phase III and IV clinical trials of
these agents have repeatedly shown that they have placebo levels of EPS
(around 7–16%; Gray, 1999). However, there is a great deal of variability
in the mode of action of these drugs. For example, risperidone and
ziprasidone are potent dopamine D2 and serotonin 5-HT2a antagonists,
whilst clozapine, olanzapine and quetiapine are multi-receptor antagonists
(Moore, 1999).
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In practice, because of their classical affinity for dopamine D2 receptors,
risperidone and ziprasidone will, at high doses, induce EPS. The same is
not true of clozapine, olanzapine and quetiapine, however, which have a
much weaker affinity for D2 receptors and as a result do not have the
propensity to induce EPS at higher doses (Bigliani et al., 1998). It has
been proposed, but not confirmed, that risperidone and ziprasidone have
a low incidence of EPS because of serotonin–dopamine interactions in the
basal ganglia. Serotonin blockade appears to reverse the effects of dopamine
D2 blockade, but only in the nigrostriatal system and not in the mesolim-
bic system (Kapur and Remington, 1996). Clozapine, olanzapine and que-
tiapine in contrast appear to have a naturally high affinity for dopamine
receptors in the mesolimbic system (Bigliani et al., 1998) and consequently
a low propensity to induce EPS.

There is convincing evidence for the efficacy of conventional anti-
psychotics. However, they may tend to be used in higher than necessary
doses and are generally poorly tolerated. There are few data to assist in the
management of many of these symptoms and the treatment of acute EPS is
challenging. Novel and atypical anti-psychotics are generally very well tole-
rated and have a low propensity to induce many of the problematic side-
effects associated with conventional treatments (Gray, 1999). Guidelines
have been published to guide clinicians on how to effectively use anti-
psychotics and minimise side-effects (Taylor et al., 2001), although concern
has been repeatedly expressed that clinicians fail to follow such guidance.

To summarize so far:

• schizophrenia is a serious mental disorder;
• anti-psychotic medication is effective at treating predominantly the

positive symptoms of the illness;
• typical anti-psychotics suffer from serious side-effects including EPS

that need careful treatment and management;
• atypical anti-psychotics are much better tolerated and do not cause EPS.

The problem of non-compliance

There is good evidence that in schizophrenia, the prophylactic use of anti-
psychotic medication reduces the risk of relapse (Kane, 1989; Marder,
1999). However, a number of studies have demonstrated that compliance
with anti-psychotic medication is generally poor and not taking medica-
tion is associated with a substantial increase in relapse rates, more fre-
quent hospitalisations and a generally poorer outcome in people with
psychotic illnesses (Gabel and Piezcker, 1985; Helgason, 1990). Kemp
et al. (1997) have proposed that the so-called ‘revolving door phenomenon’
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can be almost exclusively attributed to repeated non-compliance. Kisling
(1994) has argued that if patients were completely compliant with their
medication, relapse rates would fall to about 15% (currently 50% of
patients relapse within a year of achieving remission). However, the
assumption that poor compliance can be attributed solely to the patient’s
failure to do what clinicians have told them to must be juxtaposed with
evidence that professionals often do not carry out their own responsibili-
ties regarding medication. For example, Taylor et al. (2001) showed
that prescriptions for anti-psychotics are often inappropriate, resulting in
unwanted and unnecessary side-effects.

It has been proposed that either ‘concordance’ or ‘adherence’ should
replace the use of the word ‘compliance’. Concordance emphasises patient
rights, the need for information and the importance of two-way commu-
nication and decision-making. However, it is clinicians’ practice rather
than the language that they use that is important, and it is practice that is
the focus of this chapter.

How common is non-compliance?

Estimating compliance rates in people with schizophrenia has proved
difficult for two reasons. First, there is no agreed definition of compliance –
definitions vary from complete cessation or verbal refusal, to any signifi-
cant deviation from prescription, including dosage errors or failure to
attend appointments. Second, there is no valid way of measuring compli-
ance. Rates of compliance have been measured using a number of differ-
ent methods but none has proved satisfactory. These include physicians’
assessment and patients’ self-report, pill counts, and urine and blood
assays. These methods of assessment are not always reliable. Patient self-
report and physician assessment are inaccurate, both consistently overes-
timating compliance (Churchill, 1985). Pill counts are more reliable, but
it is impossible to tell whether the patient has actually ingested the
medication. Urine testing for a drug with a long half-life will tend to over-
estimate compliance. Since most neuroleptics have a relatively long half-
life, blood assay is likely to prove more reliable. However, the degree of
compliance is impossible to determine and therefore blood assays can
only be used as a criterion for current compliance (Babiker, 1986).

The problem of accurately measuring adherence explains inconsisten-
cies in the incidence of non-compliance reported in people with schizo-
phrenia. For example, Quitkin et al. (1978) used clinician judgement to
determine compliance and observed that only 10% of patients were non-
compliant with their medication over a 12-month period. In contrast,
Wolff and Colacino (1961), using patient interviews over a 6-month
period, reported that 73% of patients were non-compliant. However, in a
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review of the world literature Cramer and Rosenheck (1998) proposed an
average non-compliance rate of approximately 42%, a finding that is similar
to rates in other mental and physical disorders.

Why are patients non-compliant?

Difficulties in reliably measuring compliance not only make it challeng-
ing to quantify the incidence but also to produce a model to explain how
patients make decisions about taking anti-psychotic medication. Within
the literature a range of factors that influence compliance in people with
schizophrenia have been identified.

Given these limitations, what factors influence compliance in people with
schizophrenia? Patients with a physical disorder who accept that they have
an illness and perceive it as serious (‘are insightful’) tend to be more com-
pliant (Haynes, 1976). This is consistent with the Health Belief Model,
which hypothesises that individuals reach decisions on health actions based
on their perception of the seriousness of the illness, their susceptibility to it
and the benefits of adherence (Babiker, 1986). In studies of non-psychiatric
patients this model generally shows a modest ability to predict/explain treat-
ment compliance (Meichenbaum and Tusk, 1987). In schizophrenia, insight –
defined as awareness of illness, an ability to recognise symptoms as part of
an illness and acceptance of treatment – has also been associated with com-
pliance. A number of studies examined the relationship between insight and
compliance with generally consistent results, despite substantive differ-
ences in operational definitions of insight (Lin et al., 1979; Marder et al.,
1983; Buchanan, 1992; Kemp and David, 1996).

A number of interpersonal factors (such as the therapist’s ability to
listen and empathise with the patient) and relationship factors (liking and
trusting the therapist; the patient’s level of involvement in treatment deci-
sions including discussion of the patient’s beliefs, concerns and expecta-
tions) have been shown to correlate with compliance in patients with
physical disorders (Haynes, 1976). Patients’ interactions with the thera-
pist, including the process of formulating perceptions, therapist influence
and the patient’s evaluation of the treatment, are incorporated into the
‘Theory of Reasoned Action’ (Cochran and Gitlin, 1988). However, the
ability of this model to explain or predict compliance has not been shown.

When asked, patients indicate that, subjectively, side-effects have a
significant impact on compliance (Renton et al., 1963; Wieden et al., 1986).
When this was examined more objectively, findings were equivocal and
van Putten (1974) demonstrated an increased incidence of EPS in non-
compliant patients. However, this finding has not been consistently replicated.
In a two-year prospective study, Buchanan (1992) found no correlation
between akathisia and compliance. Fleischhacker et al. (1994) also failed

224 Acute Mental Health Nursing

3162-11.qxd  4/5/04 12:01 PM  Page 224



to establish a link between EPS and compliance in patients receiving
long-term anti-psychotic treatment.

There is some evidence that a number of other factors may influence
compliance: McEvoy et al. (1989) suggested that compliance was sub-
stantially higher in patients whose medication was supervised by a family
member; Swofford et al. (1996) found that compliance rates were much
lower in patients with a co-morbid substance misuse diagnosis. Other
factors that are suggested within the literature as affecting compliance, but
that lack any empirical evidence, include the complexity of treatment
regimes (Parkin et al., 1976) and the patient’s socio-cultural background
(Piatkowska and Farnill, 1992).

Factors that enhance compliance

Adams and Howe (1993) examined factors that were likely to predict
good compliance in 44 psychotic in-patients. The greater the number of
indirect benefits of medication (i.e., ‘keeps me out of hospital’ or ‘it
allows me to make new friends’), the more compliant patients were.
Similar results were reported by Chan (1984) who observed that compli-
ant patients had generally derived positive benefits from medication.

Addressing insight, beliefs about treatment, side-effects and the other
factors that influence compliance may improve compliance, and conse-
quently the health, of people with schizophrenia.

Summary of reasons why patients do not comply

• Antipsychotic medication does not achieve its clinical potential.
• Fifty per cent of patients are non-compliant with medication.
• Factors that affect compliance include patients’ awareness of their ill-

ness, their beliefs about treatment, the side-effects they experience
from medication and their use of non-prescribed substances.

Assessment of factors that affect compliance

As the previous section demonstrated, there is a high level of non-
compliance with medication. Three specific issues were identified as being
relevant: insight into their illness, beliefs about treatment and side-effects
of anti-psychotic medication. Measures are available that allow these
issues to be quantified in a way that is both valid and reliable, however.
Consequently, careful assessment of these factors will provide an impor-
tant basis from which interventions may develop to increase compliance.
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Insight: expanded schedule for the assessment of insight
(SAI-E; Kemp and David, 1997)

The expanded schedule for the assessment of insight is a 10-item clinician-
rated scale. Items are rated on a three-point scale based on a mental state
examination (such as the KGV – see below) and specific additional ques-
tions described in the measure. Scores are expressed as a percentage of
total insight and satisfactory reliability and validity have been reported
(Kemp and David, 1997).

Beliefs about treatment: Hogan drug attitude inventory
(DAI-30; Hogan et al., 1983)

The Hogan drug attitude inventory (DAI-30) is a 30-item self-report mea-
sure predictive of compliance in people with schizophrenia and useful in
eliciting patients’ beliefs about treatment. Each statement is rated as being
true or false. The measure produces a total score ranging from +30 to −30;
a positive score predicting compliance and a negative score non-compliance.
The scale has been shown to have a degree of discriminative validity, with
89% agreement between the DAI and clinician rating of whether patients
were compliant or non-compliant.

Side-effects: Liverpool University neuroleptic side-effect rating
scale (LUNSERS; Day et al., 1995)

The LUNSERS is a 51-item self-report measure of the side-effects of anti-
psychotic medication. Forty-one items covering psychological, neurolog-
ical, autonomic, hormonal and miscellaneous side-effects were constructed
by rephrasing items from the UKU adverse events measure (Linjaerde
et al., 1987) so that they could be self-rated. The remaining 10 items were
‘red herrings’, referring to symptoms which were not known anti-psychotic
side-effects (e.g., hair loss). Each item is rated on a five-point scale rang-
ing from ‘not at all’ to ‘very much’, based on how frequently the patient
has experienced the side-effect in the last month. The LUNSERS is an effi-
cient, reliable and valid method of monitoring anti-psychotic side-effects
(Day et al., 1995).

Psychopathology: KGV (Krawiecka et al., 1977)

It may also be useful to more formally assess a patient’s psychopathol-
ogy to evaluate the effectiveness of pharmacotherapy. Clinically the
most widely used measure of psychopathology is the KGV (Krawiecka
et al., 1977), a standardised psychiatric assessment scale for rating chronic
psychotic patients.
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Interventions to enhance compliance

Given the relationship between good compliance and outcome it is
perhaps surprising how little research effort has been devoted to devising
and testing interventions to improve the taking of prescribed anti-psychotic
medication. A range of interventions has been evaluated in patients with
both physical and mental disorders, although much of the research has
focused on schizophrenia or acute psychosis. The interventions that have
been tested include patient education (Seltzer et al., 1980; Stricker et al.,
1986; Smith et al., 1992; Macpherson et al., 1996a Gray, 2000), behav-
ioural interventions (Boczkowski et al., 1985) and cognitive behavioural
interventions (Hayward et al., 1995; Kemp et al., 1996, 1998). Although
the number of patients in these studies was generally quite small, statisti-
cally significant increases in medication adherence were found following
some of the interventions. On a cautionary note, however, very few of the
trials reported the impact of the intervention on clinical outcomes and,
because of the small sample sizes used in the studies, the possibility of a
false-negative (type II) error is quite high.

Educational interventions 

Educational interventions aim to provide information to patients about
both their illness and medication with the goal of increasing understand-
ing and promoting compliance.

Group educational interventions were tested by Stricker et al. (1986)
and Smith et al. (1992). The curriculum for the Stricker et al. (1986) med-
ication education groups was divided into two parts. The first part con-
sisted of six, weekly, didactic presentations about the major drugs used in
psychiatry, the risks associated with substance misuse and the biochemi-
cal theory of schizophrenia. During the second part, over a four-week
period, weekly discussions took place about the importance of taking
medication, communication with physicians, and the benefits of long-
term medication adherence. The groups were large, with up to 15 patients
attending each. Unfortunately, following the end of the groups no difference
in compliance or attitudes towards treatment were observed. However,
significant improvements in patients’ knowledge were observed. Patients
also reported a high degree of satisfaction with the intervention.

Smith et al. (1992) evaluated a group educational intervention based on
material developed for family psycho-education (Smith and Birchwood,
1987). The concept, symptoms and treatment of schizophrenia, in addition
to basic symptom management strategies, were discussed with small
groups of patients (five to six per group) in four fortnightly sessions. A
booklet supported the information presented in the groups. Findings were
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similar to those reported by Stricker et al. (1986), in that no significant
improvement in patients’ compliance or insight was observed, although
there was an increase in knowledge about medication.

Both of these studies suggest that whilst educational interventions are
effective in improving patients’ knowledge they have little impact on com-
pliance with medication. One explanation for this finding may be that
group interventions are not the most effective method of providing patients
with information about their treatment. This was pursued by Macpherson
et al. (1996) and Gray (2000) who examined whether individual patient
education was effective in improving compliance with medication.

The intervention devised by Macpherson et al. (1996) consisted of either
one or three individual sessions of education about medication. All sessions
were individually tailored around an information booklet that was derived
from the psycho-education literature (Smith and Birchwood, 1987). Again,
patient knowledge about medication improved, with three sessions of educa-
tion producing the greatest improvements. As in the study by Stricker et al.
(1986) and Smith et al. (1992), compliance did not improve. Finally, Gray
(2000) also showed that three sessions of structured patient education had no
effect on patients’ insight into their illness or their attitudes towards treatment.

The evidence suggests that patients want, and like, being given infor-
mation either on a one-to-one basis or in a group, and this enhances their
understanding of treatment. However, simply telling patients the impor-
tance of taking medication to prevent relapse does not change behaviour.

Behavioural interventions

If improving patients’ understanding about their medication does not improve
adherence then interventions may need to address some of the other factors
that influence compliance. Boczkowski et al. (1985) suggested that helping
patients to tailor their medication so that it fitted in with their daily routine
(i.e., simplifying the treatment regime) would be effective in enhancing com-
pliance. Patients were also encouraged to link taking medication with specific
routine behaviours (e.g., making breakfast, turning off the television at night).
Patients were also given a calendar with a dated slip of paper for each dose of
anti-psychotic medication. They were told to keep the calendar with the med-
ication and to remove the appropriate strip when they took it. Compliance was
significantly improved in patients who received behavioural tailoring, sug-
gesting that some practical and simple interventions can be effective.

Cognitive behavioural interventions

While behavioural tailoring attempts to address some of the factors affect-
ing compliance, patients’ reasons for not taking their medication are diverse.
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The use of cognitive behavioural interventions to involve patients in their
treatment and to encourage them to examine the range of factors affecting
compliance have been researched by Hayward et al. (1995) and Kemp et al.
(1996, 1998).

Medication self-management (Hayward et al., 1995) was based on
motivational interviewing and aimed to allow patients and clinicians
to work collaboratively to examine medication issues. Although no
improvements in compliance were found, there was sufficient interest
in the potential of the intervention to develop it further into a more struc-
tured one.

Kemp et al. (1996, 1998) devised compliance therapy based on
medication self-management and drawing from motivational interviewing
and cognitive behavioural techniques. Key principles included working
collaboratively, emphasising personal choice and responsibility, and
focusing on patients’ concerns about treatment. The intervention was
divided into three phases, which acknowledges that readiness to change is
on a continuum. Phase 1 deals with patients’ experiences of treatment by
helping them review their illness history. In phase 2 the common concerns
about treatment are discussed and the good and the bad things about treat-
ment are explored. Phase 3 deals with long-term prevention and strategies
for avoiding relapse. The intervention was evaluated by a large-scale ran-
domised controlled trial (Kemp et al., 1996, 1998). Compliance therapy
significantly enhanced treatment adherence and resulted in improved
community tenure.

Implications for practice 

Non-compliance with anti-psychotic medication is clearly a major pre-
ventable cause of relapse in patients with psychotic disorders. The causes
of non-compliance are unclear but the evidence does suggest that a
number of factors have a role to play and that individuals’ reasons for stop-
ping medication are idiosyncratic. A range of different pragmatic interven-
tions to enhance compliance have been tested. Patient education enhances
knowledge and behavioural tailoring improves compliance. Compliance
therapy principles and techniques also seem to be particularly effective.

Medication management practice in the British National
Health Service

Standards 4 and 5 of the National Service Framework (NSF) for mental
health (Department of Health, 1999) aim to ensure that people with severe
mental illnesses receive care and treatment that has a sound empirical
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basis. Good medication management, as described above and including
assessment with valid and reliable measures and the application of com-
pliance therapy techniques, is clearly identified within the framework as
being integral to achieving these standards.

Much of the care and treatment that people with schizophrenia receive
is delivered by mental health nurses. The SNMAC (1999) report indicated
that, if NSF standards are to be achieved, there is an urgent need to improve
the medication management skills of mental health nurses through training
and the development of evidence-based policies and guidelines.

As has already been discussed, part of good medication management is
the rigorous assessment of psychopathology, side-effects and subjective
factors such as beliefs about treatment and insight. Mental health nurses’
practice, especially in the assessment of side-effects, has been explored.
For example, in a small survey of CPNs practice, Bennett et al. (1995)
observed that on average CPNs screened patients for only three or four of
the possible side-effects they might experience and there was no evidence
of assessment using techniques other than an unstructured self-report. Gray
(1998b) observed that mental health nurses do not ask patients about certain
side-effects, such as sexual dysfunction, that may have a substantial impact
on patients’ decisions about taking medication.

Examining the impact of using valid and reliable assessment tools on
the detection of EPS, Wieden et al. (1986) demonstrated that clinicians
trained in using such measures were significantly more accurate at detect-
ing side-effects than clinicians in routine practice. A survey by Gray et al.
(2001) compared the reported practice of mental health nurses who had
and had not received psychosocial intervention (PSI) training. Nurses who
had received PSI training were significantly more likely to report using
recognised measures of side-effects than those who were not.

Medication management: chapter summary

Medication management is a core skill of acute mental health nursing.
Non-compliance with medication is a major preventable cause of relapse.
The reasons why people do not take their medication are complex. The
evidence suggests that good medication should consist of the following:

• a collaborative approach to working with patients; 
• use of valid and reliable assessment tools to measure psychopathol-

ogy, anti-psychotic side-effects, attitudes towards treatment, insight
and compliance;

• logical prescribing of anti-psychotic medication;
• effective management of anti-psychotic side-effects;
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• giving patients information about their illness and treatment;
• tailoring medication regimes to suit the patient;
• use of compliance therapy techniques. 

The SNMAC (1999) report recognises the need for developing nurses’
skills in this area. However, to improve practice throughout the British
NHS, and to move towards achieving the standards set within the NSF,
training on these will also need to be provided.

Annotated readings

Bazire, S. (2001) Psychotropic Drug Directory 2001. Wiltshire: Quay Books.

Very useful information about psychotropic drugs. A must-have book, updated annually.

Day, J.C., Wood, G., Dewey, M. and Bentall, R.P. (1995) ‘A self-rating scale for measur-
ing neuroleptic side-effects. Validation in a group of schizophrenic patients’, British
Journal of Psychiatry, 166: 650–3.

Information about the LUNSERS.

Gournay, K. and Gray, R. (2001) Should Mental Health Nurses Prescribe? London:
Maudsley Publications.

A discussion on mental health nurse prescribing. Copies are available from Sarah Smith,
Division of Psychological Medicine, Institute of Psychiatry, De Crespigny Park, London
SE5 8AF.

Gray, R. (1999) ‘Antipsychotics, side-effects and effective management’, Mental Health
Practice, 2 (7): 14–20.

Some useful strategies for managing anti-psychotic side-effects.

Haynes, R.B. Montague, P., Oliver, T. et al. (1999) Interventions for Helping Patients
Follow Prescriptions for Medication (Cochrane Review). In: The Cochrane Library,
Issue 4, Oxford: Update Software.

Systematic review of compliance interventions.

Kemp, R., Hayward, P., Applewhaite, G. et al. (1996) ‘Compliance therapy in psychoatic
patients. Randomised controlled trial’, British Medical Journal, 312: 345–9.

Kemp, R., Kirov, G., Everitt, P. et al. (1998) ‘Randomised controlled trial of compliance
therapy. 18-month follow-up’, British Journal of Psychiatry, 172: 413–19.

The compliance therapy trials.

Macpherson, R., Jerrom, B. and Hughes, A. (1996) ‘A controlled study of education about
drug treatment in schizophrenia’, British Journal of Psychiatry, 168: 709–17.

Patient education trial.
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Resource section

Institute of Psychiatry website: www.iop.kcl.ac.uk

Useful information and links to other websites.

Compliance therapy manual
Kemp, R., Hayward, P., David, A., (1997) Compliance Therapy Manual.
London: Bethlem and Maudsley NHS Trust.

Self-explanatory.

Maudsley prescribing guidelines
Taylor, D., McConnell, D., McConnell, H. et al. (1999) The Bethlem and
Maudsley NHS Trust Prescribing Guidelines, 5th edn. London: Martin
Dunitz.

Widely used prescribing guidelines.

South London and Maudsley NHS Trust drug information line: 020 7919
2999.

If you have a question and no one knows the answer, call this number and
they will do their best to help.

Source of medication management training materials
Dr Richard Gray, Health Services Research Department, Institute of
Psychiatry, De Crespigny Park, London SE5 8AF
E-mail: R.Gray@iop.kcl.ac.uk

Information on the KGV
Stuart Lancashire, Health Services Research Department, Institute of
Psychiatry, De Crespigny Park, London SE5 8AF
E-mail: S.Lancashire@iop.kcl.ac.uk

KGV training videotapes 
Keith Coupland, Brownhill Centre, Swindon Road, Cheltenham GL51 9EZ
E-mail: Keith@furlong.demon.co.uk
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