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INTRODUCTION

The number of psychiatric hospital beds in Eng-
land and Wales has fallen from more that 150,000
in 1955 to less than 40,000 in 1990 (Davidge et al.,
1993), mirroring changes in the USA and Europe
(Bachrach, 1986; Tansella, 1986).

The political climate of the 1980s resulted in a
greater emphasis on efficiency, accountability and
management in public services, and resulting legisla-
tive changes affecting general health and social ser-
vices have also profoundly affected UK mental
health care. There have also been legislative and ad-
ministrative changes specifically relating to the deliv-
ery of mental health care, and these have sought par-
ticularly to address public concerns about patients
believed to be at risk of self harm or of causing
harm to others (Davies & Peck, 1994).

These changes have led to the development of
community-based services, and also to innovation
and experimentation. This paper will outline the
UK health care system and describe policy changes
which have affected mental health services. The
structure of community mental health services will
be described and some evaluations of experimental
services will be discussed.

HEALTH CARE IN THE UK

The National Health Service (NHS) is a universal
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health care system, funded through national taxa-
tion, and free at the point of delivery. The great ma-
jority of the population rely on it for all their health
care, and in the field of mental health, no more than
6% of psychiatric inpatients are treated in private
hospitals (Marks & Thornicroft, 1990).

The NHS is hierarchically controlled, headed by
a Minister and the government Department of
Health, who oversee about 100 health purchasing
authorities, each responsible for a population of
about 500,000. Purchasing and providing func-
tions, until recently the responsibility of a single
health authority in each district, have now been se-
parated as described below. Slightly different ar-
rangements apply in different parts of Britain, and
only UK law and English administration will be de-
scribed.

General Practitioners (GPs) form the primary
health care system, and 98% of the population are
registered with a GP (Sharp & Morrell, 1989). GPs
make most of the referrals to the specialist hospital
services, the secondary health care system, and there-
fore screen patients for these services. They see the
bulk of psychiatric morbidity, especially non-psycho-
tic disorders (Goldberg & Huxley, 1992), and often
share in the long-term care of patients with major
mental illness (Tyrer et al., 1993).

Mental health services are provided both by the
National Health Service, which accounted for 90%
of mental health expenditure in 1992/3, and by local
government social services departments, which ac-
counted for the remaining 10% of the total of £ 1.8
billion (England and Wales; Audit Commission,
1994). In addition, numerous voluntary agencies
contribute to the provision of social care, and also
influence mental health policy and planning by advo-
cating the needs of users of the services.

Epidemiologia e Psichiatria Sociale, 5, 2, 1996

87

https://doi.org/10.1017/S1121189X00004012 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00004012


J. Bindman et al.

GENERAL HEALTH CARE POLICY

The most important recent legislation that has af-
fected general health and social services delivery in
the UK is the 1990 NHS and Community Care Act
(Thornicroft, 1994). The central element was the
creation of an internal market in the NHS, intended
to achieve greater efficiency by introducing competi-
tion. District Health Authorities were required to se-
parate their traditional roles as purchasers and pro-
viders of health care, and develop as purchasing
authorities. The Act allowed secondary care provi-
der units (hospitals or other services) to become inde-
pendently managed Trusts, with some of the free-
doms of private businesses e.g. to borrow money
and retain profits (Weich, 1994). Services are now
purchased from providers by the purchasing authori-
ties. At the primary care level, GPs may also become
independent purchasers (fundholders), and receive
funds to purchase hospital and community services
as they wish (Kendrick, 1994), though this does not
at present include psychiatric in-patient services.

The Act requires local social service and health
authorities to agree community care plans for the so-
cial care needs of their local population, in consulta-
tion with users, carers and voluntary organisations
(Smith & Peck, 1994). It also introduces the concept
of case management, which is the assessment of
needs and planning of services for individuals.
Health service case management practice includes di-
rect care, but social services case managers are in-
creasingly developing brokerage models (care man-
agement), where the case manager co-ordinates the
provision of care by others.

The Act places a statutory duty on local social
services to provide an individual needs assessment
for people who require it (House of Commons,
1990). Tools have been developed to standardize
this assessment for the severely mentally ill, and the
Camberwell Assessment of Need (CAN) meets the
statutory requirements for needs assessment which
include giving equal weight to staff and users
views, considering a comprehensive range of health
and social needs, and assessing need separately from
interventions (Phelan et al., 1995).1

1 Copies of the Camberwell Assessment of Need are obtaina-
ble from PRiSM (Psychiatric Research in Service Measurement),
Institute of Psychiatry, De Crespigny Park, Denmark Hill, Lon-
don SE5 8AF, England.

Tel. + 44 - 171 - 919.2610. Fax +44 - 171 - 277.1462.

The Act has established the separation of purcha-
ser and provider roles in both health and social ser-
vices. The relationship between purchaser and provi-
der is based on contracts, and clinicians in the UK
are therefore becoming increasingly aware of the
need to demonstrate to purchasers the outcomes
for patients and the cost-effectiveness of the services
that they provide.

SECTORISATION OF MENTAL HEALTH
SERVICES IN THE UK

As in other countries in Europe, the development
of sectors, in which all patients in a defined geogra-
phical area are served by a particular psychiatric
team, has accompanied the development of commu-
nity mental health services (Lindholm, 1983; Ben-
nett, 1991).

Unlike elsewhere in Europe, however, sectorisa-
tion has not been centrally directed, but has oc-
curred in an unplanned manner. A recent study
found that 81% of District Health Authorities in
Britain were sectorised, and most had become so
since 1985 (Johnson & Thornicroft, 1993). The lack
of planning has led to variations in the size of sec-
tors (from 25,000 to 180,000) and in the services pro-
vided by them. In the majority of sectorised districts
a single team provides both acute and continuing
care, but in others these functions are separated.
The sector teams usually work during office hours,
and rely on a central hospital based service at
night, only 5% providing 24 hour emergency cover.
Sectorised services are increasingly based outside
the hospital, though in some districts services are or-
ganised on a sector principle but the staff and facil-
ities are still hospital based (Johnson & Thorni-
croft, 1993).

MENTAL HEALTH POLICY

In 1992, the government identified mental health
as a priority area in its overall health strategy (De-
partment of Health, 1993), and set targets for the
health service of improving the health and social
functioning of mentally ill people, and reducing sui-
cide rates in the general population, and in the se-
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verely mentally ill in particular. Subsequent strategy
documents have further emphasized the need for spe-
cialist mental health services to target those with se-
vere mental illness (Department of Health, 1995).

Two incidents in 1992, one in which a man with
schizophrenia was injured after climbing into a lions
cage at London Zoo, and another in which a man
was killed by a former psychiatric patient, resulted
in intense public interest in the community care of
people with severe mental illness (Ritchie, 1994).
This interest has been maintained by a number of
subsequent inquiries into incidents of homicide
(Zito Trust, 1995), which have been widely regarded
as indicating the failure of community care. Though
neither research nor individual inquiries support
such a broad conclusion (Royal College of Psychia-
trists, 1996), a number of specific problems in the
care of the severely mentally ill have been identified
and are further discussed below. The government
has responded to public concern with administrative
measures to develop care registers, and with new
mental health legislation.

Care registers

Case Registers of people with psychiatric illness
were originally developed in the UK in the 1960s
for the purposes of epidemiological research (Bam-
rah et al., 1991), and studies of service utilisation
(Wing, 1984). More recently there has been the de-
velopment of a new type of register designed to iden-
tify individuals and ensure continuity of care. In
1990 mental health services were instructed to imple-
ment a system of co-ordinating care, the Care Pro-
gramme Approach (CPA). This requires that all pa-
tients should be assessed, and receive a key-worker, a
care plan, and regular reviews (Department of
Health, 1990). Care Programme Registers developed
locally to support this system.

The inquiries referred to above highlighted a
number of problems in the care of people with se-
vere mental illness, including inadequate communi-
cation between services, failure to maintain contact
with patients, and inadequate risk assessment
(Ritchie et. al., 1994). To address these, in 1994 men-
tal health services were instructed to set up a further
care register, the Supervision Register (National
Health Service Management Executive, 1994). This
is a local register of patients who are... at risk of com-
mitting serious violence or suicide, or of serious self
neglect...as a result of severe and enduring mental ill-

ness (Holloway, 1994). The register is intended to
identify only those patients at greatest risk, to en-
sure that risks are assessed, and contact with pa-
tients maintained.

The Supervision Registers are still in the prelimin-
ary stages of development, and their effectiveness has
not been evaluated. Though over 3000 patients in
England were placed on them in the first year of op-
eration, there are wide variations between providers
in the numbers registered (National Health Service
Management Executive, 1995). Different teams and
psychiatrists probably have varying views on what
constitutes a high degree of risk. Psychiatrists have
strongly criticized the Supervision Registers, on sev-
eral grounds including the uncertainty about their ef-
fectiveness in reducing risk, and the cost implications
of administering them (Caldicott, 1994). User groups
have criticized the use of registers on civil liberties
grounds (MIND, 1991).

Mental health legislation

Having rejected suggestions for a new law allow-
ing the compulsory medication of patients outside
hospital (House of Commons, 1993), the govern-
ment proposed instead limited amendments to the
existing law, which will come into effect in 1996
(House of Lords, 1995). A new supervised discharge
order has been created, which may be applied to a
similar group of patients to those on the Supervision
Register. The patient's psychiatrist and community
nurse will be given powers to supervise the patient,
most significantly the power to force an unwilling
patient to attend a place of treatment, not necessa-
rily a hospital. However, compulsory treatment can
only be given after admitting the patient to hospital
under the existing law. It has been suggested that the
new law limits civil liberties but adds nothing useful
to the existing law.

EXPERIMENTAL MODELS AND EVALUATIVE
RESEARCH

While the effects of many of the changes in UK
mental health services described above are unclear,
a number of experimental services have been evalu-
ated. A controlled study in South London (Muijen
et al., 1992) compared comprehensive assertive
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home-based care with standard in/out-patient care
for patients with severe mental illness. Though so-
cial and clinical outcomes were similar, patients'
and relatives' satisfaction was higher in the group re-
ceiving home based care, and costs were lower. Once
the experimental period ended, most gains were lost.
The team concluded that further research would be
needed to identify the effective components of home
based care (Marks et al., 1994).

Another comparison of home-based care com-
pared to routine hospital based care, in London
found similar clinical and social outcomes (Burns
et al., 1993a). Access to care was better in the group
receiving early home assessments. The home-based
service was more cost effective (Burns et al.,
1993b), and it was felt that the service, based in exist-
ing community services, would be sustainable with
adequate investment. A comparison of two psychia-
tric teams in Birmingham, UK, also found that treat-
ment by a community-based service had similar so-
cial and clinical outcomes to the hospital based ser-
vice, but that the community service was much pre-
ferred by relatives and was more effective at keeping
patients in long term contact (Dean et al., 1993).

CONCLUSION

The experimental models suggest community
based mental health services can be as efficacious
as hospital based services, with increased patient
and carer satisfaction. Some are more cost effec-
tive. However it has yet to be demonstrated that
the benefits of experimental services can be general-
ized and sustained. Despite many years of continu-

. ous change, the transfer of mental health services
into the community is far from complete, and the po-
licies described are still not fully implemented (Audit
Commission, 1994). The political response to con-
cerns about failures of community care may lead to
better targeting of services to those with severe men-
tal illness, but policies designed to control rather
than to care may prove counterproductive.
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