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Researchable questions to support evidence-based
mental health policy concerning adult mental illness

Policy makers find much mental health research irrelevant
to their concerns.What types of research would directly
assist those who formulate policy? The two purposes of
this paper are (i) to identify important gaps in completed
research, particularly in relation to the National Service
Framework (NSF) for Mental Health (Department of
Health, 1999a) and the NHS Plan (NHS Confederation,
2001); and (ii) to translate these gaps into researchable
questions that can contribute to a debate about the
future research agenda for general adult mental health in
England.

Method
The method we have undertaken is to conduct an expert
assessment of three sets of source material: a thematic
review, conducted by the authors of this paper, for the
Department of Health of commissioned research on adult
mental health between 1992 and 2000 (Bindman et al,
2001); the Scoping Review of the Effectiveness of Mental
Health Services, produced by the Centre for Reviews and
Dissemination at the University of York (Jepson et al,
2000), which provided a series of systematic reviews in
relation to the NSF for Mental Health and NHS Plan; and
the Report of the Mental Health Topic Working Group
(1999), which reported to the Clarke Department of
Health Research and Development Committee in 1999 to
re-establish NHS research funding priorities.

All three reports focus upon adults of working age
with mental health problems, and upon mental health
services for adults, including their interfaces with services
for substance misuse, older adults, children and adoles-
cents, and people with learning disability. Our proposals
for future researchable questions are summarised in rela-
tion to the seven headings of the NSF for Mental Health
(Department of Health, 1999a). The full rationale for the
choice of these questions is given in the final report to
the Department of Health, which is available from the
authors upon request. In this summary paper we adopt
an interrogative approach by stating a series of key
questions. It will be up to health service researchers to
decide which of these questions can be investigated by
them, and up to the department to decide which

questions are thought worthy of central support to
enable them to be studied in a systematic way. In effect,
what we are proposing here, with the aim of stimulating
debate, is a research agenda of answerable questions,
intended to inform the development of mental health
treatments and services in the coming years.

Standard 1: mental health promotion
This standard recommends that health and social services
should promote mental health for all, working bothwith indivi-
duals and communities, and in doing so should combat discri-
mination andpromote the social inclusion of those withmental
disorders (Department of Health,1999a: p.14)

The evidence base for such a programme is poorly
developed, as shown in Table 1, and no relevant
systematic reviews have been completed. In our view, an
evidence base is needed that is not confined to measures
to combat discrimination, but which will cover desirable
employment policies, the effectiveness of health
improvement programmes and the possibilities for
prevention.

Disability and discrimination

Numerous problems under this heading might include
studies providing answers to the following questions:
What are the outcomes of providing employment
services aimed at helping employers to take a more flex-
ible joint decision to use the Disability Discrimination Act,
and to assist general practitioners (GPs) in their use of
sickness certificates?; What is the relative cost-effec-
tiveness of forms of vocational placement schemes for
people severely disabled by mental illness?; Are inter-
ventions that use the Disability Discrimination Act’s
‘reasonable adjustment’ cost-effective for people with
mental health problems?; What methods are necessary
to assess the costs and outcomes of anti-discrimination
activities in mental health; and How do such interven-
tions affect knowledge, attitudes and behaviours?

Mental illness and employment

We suggested three possible studies under this general
heading: Which interventions reduce sickness absence
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due to mental health problems, among the general
workforce?; What are the costs and benefits to the indi-
viduals and the organisation of policies for the employ-
ment of service users?; What are the clinical, social and
economic outcomes of changes to welfare benefit regu-
lations for people with severe mental illness; and How
can disincentives to return to work be reduced?

Prevention

Which methods of implementing early intervention for
psychosis in England are more cost-effective? Which
interventions reduce the incidence of mental illness in
high-risk groups?

Health improvement programmes

What methods need to be developed to make assess-
ments of the mental health impact of health improve-
ment programmes? Do health improvement programmes
improve mental health of the population? Do improve-
ments in the built environment lead to improved mental
health? Do interventions to improve social capital affect
mental health?

Standard 2: Primary care services
This standard requires that any service user who contacts their
primary care teamwith a commonmental health problem
should have their mental health needs identified and assessed,
and be offered effective treatments - including referral to the
specialist services, should they require it (Department of Health,
1999a: p. 28).

Much of the basic research into this problem has already
been addressed, but there remain some important gaps
in our knowledge, including the best use of non-medically
qualified staff.

Mental health skills in primary care

Some fairly fundamental questions still need to be
addressed here: What proportion of individuals with
common mental disorders obtain effective treatment?;
How can the mental illness detection skills of GP trainees

be improved?; How can primary care workers who
detect depression then assess its severity?; and How can
GPs improve their skills in the psychological management
of depression?

Use of non-medical staff

The key questions appear to be: Can primary care staff
other than GPs be trained to identify mental distress?;
and How cost-effective are training courses in treating
common mental disorders for practice nurse health
workers? In addition, there are problems that need to be
solved concerning the use of non-medically qualified staff
to assist with the work: Can ‘gateway’ workers carry out
mental health work in primary care as cost-effectively as
other staff?; and Can the new graduate mental health
workers be trained to deliver mental health treatments
cost-effectively?

New treatments

Can patients be helped in primary care to give up or
reduce alcohol consumption? Can computerised treat-
ments for mental disorders commonly encountered in
primary care be used cost-effectively?

Indications for referral

Can referrals to specialists be made using evidence-based
criteria?

Standard 3: Access to services around the
clock, 365 days a year

This standard requires that any individualwitha commonmental
health problem should be able tomake contact round the clock
with local services necessary tomeet their needs and receive
adequate care. It is envisaged thatNHSDirectmightprovide first
level advice and referral to specialised help lines or local services
(Department of Health,1999a: p. 28).

Although access is now a key policy issue, this process
element has not been clearly operationalised or
measured. Therefore, again, basic questions are open to
investigation, including the desirable organisation of such
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Table 1. Overview of Department of Health funded mental health studies (1992-2000) included in a thematic review (Bindman et al, 2001), shown
by National Service Framework Standards for Mental Health and strength of the evidence

Level of evidence

Standard

I
Systematic review

II
RCT

III
Non-RCTs

IV
Observational

studies

V
Consensus:

user, carer, professional Total

1 Prevention - 1 1 1 3 6
2, 3 Common mental disorders 2 7 6 7 6 28
4, 5 Severe mental illnesses 2 11 6 29 6 54
6 Carers - - - 1 - 1
7 Suicide - 3 1 4 - 8
Total 4 22 14 42 15 97

RCT, randomised controlled trial.
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services, and the effectiveness of NHS Direct where
mental health problems are concerned.

Organisation of 24-hour services

The four main questions here are:What are the costs and
benefits of different ways for local mental illness services
to offer 24-hour services?; How can crisis resolution
teams be implemented in the most cost-effective way?;
What is the cost-effectiveness of ‘open access’ arrange-
ments in clinics staffed by nurses?; and How can accident
and emergency doctors improve their skills in managing
mental health emergencies? It is to be hoped that central
support will be available for those prepared to address
these questions.

NHS Direct

We need a study to address the mental health compo-
nent of the work of NHS Direct: How cost-effective is
NHS Direct for callers with mental health problems?

Standard 4: Severe mental illness: care in the
community for those on the Care Programme
Approach (CPA)

All those on the CPA should receive care which optimises en-
gagement, anticipates or prevents a crisis, and reduces risk.
Care should be available 24 hours a day, 365 days a year.They
shouldhave a copy of awritten care planwhich includes the ac-
tion to be taken in a crisis by the service user, their carer, and
their care co-ordinator, and advises their GP how they should
respond if the service user needs additional help.This plan
should be regularly reviewed by their care co-ordinator
(Department of Health,1999a: p. 41).

The proper treatment and care of people living with
severe mental illness, although more thoroughly investi-
gated than many other areas (see Table 1), also leaves
more unknown than known. The best organisation of
resources to enable care to be offered 365 days a year
round the clock has already been mentioned. There are
also unsolved problems in assessing the form of commu-
nity care: How is assertive outreach implemented in
practice, and what is its impact on patient outcome?;
Where crisis plans are concerned, what are the effects of
such plans on rates of admission to hospital, and on staff,
carer, and user satisfaction?; What are the effects of
giving copies of written care plans to people subject to
the provision of the CPA?; One of the most difficult
groups of patients are those with dual diagnosis
(psychosis and substance misuse) - which interventions
are most cost-effective in helping such patients?

Standard 5: In-patient care for severe mental
disorders

This standard states that all those requiring care away fromtheir
home shouldhave timely access to ahospital oralternative place
that is in the least restrictive possible environment, and as near
to home as possible.They should also be given a copy of a
written after care plan agreed on discharge which sets out
the care and rehabilitation to be provided, identifies the care

co-ordinator, and specifies the action to be taken in a crisis
(Department of Health,1999a: p.14).

The shortage of beds and intensive alternative forms of
support in our inner cities means that there are still
unsolved problems of resource allocation: What is the
most equitable method for allocating resources to the
mental health services? There is also a need to answer
important questions about the desirable practices within
hospital units: Which active treatment components are
cost-effective in general adult and in intensive care in-
patient settings?; Are restraint and seclusion clinically-
effective in-patient settings?; How can levels of violence
on in-patient units be reduced?; What are the costs and
outcomes of advocacy services?

Extra-mural residential care

What types of accommodation, and in what capacity, are
necessary for patients who are inappropriately placed in
general adult and in intensive care in-patient settings in
England? Which types of high-support residential care
are cost-effective for which type of patient?

Standard 6: Caring about carers
All individuals who provide regular and substantial care for a
person on the CPA should have an assessment of their caring,
physical andmental health needs, repeated on an annual basis,
andhave their ownwritten care planwhich is given to themand
implemented in discussionwith them (Department of Health,
1999a: p.64).

The national strategy (Caring about Carers; Department
of Health, 2000) has been accompanied by additional
resources, and one systematic review has been
conducted (Pharoah et al, 2002) that showed that family
and relative support was useful and reduced relapse
rates. Szmukler and Holloway (2001) concluded that
evidence has been best evaluated in respect of brief
interventions and the studies conducted to date show
burden, distress and coping are largely unaffected.

We need to know how care coordinators can best
be trained: Does specific training for them in care plan-
ning for carers improve carers’ mental health status,
quality of life or improve their financial situation?; Which
interventions are effective to improve the impact of care-
giving upon carers?; How often do carers of people with
mental illness request carer’s assessments, and what are
the consequences?; and Does active participation in the
care planning process improve the carer’s mental health,
quality of life and service satisfaction?

Standard 7: Preventing suicide
This standard expects local health and social care communities
to prevent suicides by taking action on appropriate sections of
the previous standards (Department of Health1999a: p.76).

The most recent report of the confidential enquiry Safer
Services (Department of Health, 1999b) highlighted the
large number of suicides by in-patients (accounting for
4% of the national total). The confidential enquiry identi-
fied particular patient characteristics and made specific

Thornicroft et al Evidence-based mental health policy

opinion
& debate

366
https://doi.org/10.1192/pb.26.10.364 Published online by Cambridge University Press

https://doi.org/10.1192/pb.26.10.364


recommendations regarding the environment in in-
patient settings and clinical practice. A study of suicide
and self-harm in in-patient units (Gournay, 2001) indi-
cated that at least some of the suicides could be
prevented by specific training initiatives for in-patient
staff.

Studies are necessary to establish which measures
are effective in enabling in-patient units to reduce suicide
rates, and to discover which measures reduce suicide
rates among patients discharged to the outside world?

Dissemination of evidence-based
methods for minority ethnic groups

It is established that Black service users receive less
acceptable treatment than White service users in the
following ways. They:

. are less often identified in primary care as suffering from
commonmental disorders

. receive psychological treatments less often

. show significantly lower rates of satisfactionwithmental
health services

. are more often brought to services by police

. are more often treated coercively, using the Mental
Health Act

. are more likely to be treated in locked wards.

Investigation is, therefore, necessary not to further
describe these difference, but to establish effective and
acceptable methods to provide treatment and care to
these populations. Which types of service provide accep-
table forms of access for minority ethnic groups? How
can psychological and social therapies be provided in
culturally appropriate ways? What are the needs for
provision of mental health services among the different
groups of refugees and asylum seekers?

Conclusions
Fifty researchable questions have been proposed that, if
addressed by research, could provide a more consoli-
dated evidence-base upon which to develop future
mental health policy in England. These questions are
intended not to be prescriptive or exhaustive, but rather

to stimulate debate on how policy may best be informed
by research findings in the coming years.
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