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Baclground

Developing services to offer mental health
service users care in theleast restrictive
environment possible was a fundamental
princple of the National Service
Framework for Mental Health
(Depatment of Health 1999). Cmis
Resolution and Home Treatment (CRHT)
services were a naiond pdicy priority to
offer more people in mental health aisis
an dternaiveto admission o an in-patient
ward.

A first, ngiond CRHT policy-research-
practice conference was hdd in Octobe
2006, a which it was clear that there was
avery high degree of progess on
developing CRHI services, and on béter
undestanding their impact and key
features (e.g. Qover et d. 2006 Onyett et
al 2006). ltwas aso dear, though, hat
more questionsremain, for example about
how best to organise CRHT services, to
integrae them with aher services, and
what forms of intervention are best
ddivered through CRH'. It wasaso dear
tha services were innovaing in their own
ways and facing nav chadlenges, butthere
was no dear national knowledge
management framework to

With thisin mind, Brmingham City
University and the West MidlandsCare
Services Improvanent Partnership were
pleased to welcome ddegates to this
conference to review progress and
consder aspects of howbest to organise
CRHT services and what interventions
they may deliver.

Although orgaised in the West Midlands
primarily for services based in that region,
the conference attracted representatives of
CRHT services from across England and

! Report available at
http://www.csip.org.uk/silo/files/crht-
conference-report.pdf

(last accessed 11th February 2008)

Wales. There was dso representation
from Northern Ireland, Sveden and
Norway.

The conference was over two days. The
first was themed around helatest evidence
on organising CRHT services. The second
day agendawas influenced by arequest
from the West Midland regional forumto
explore innowative ways of thinking about
how CRHT services might operate and
interventionsthey may use.

Undeapinning boh days was thetheme of
reflectionDabou the successes to déde,
lessonslearnt, the challenges ahead, and
aboutnew questionsand ways of working
with frvice users andther families.

It is hopel this report of the conference
both dearly represents to the reader the
content of the two days and conveys the
postive amosphee at the event. Itisaso
hope tha this reportwill be of ueto
thoe who oould notatend the conference
butwho have an interest in the
development of CRHT services.



Day 1

WecomeandIntroducton

Kevin Heffernan and Mervyn Morris
welcomed everyonre to the conference and
Birminghan City University.

Kevin discussed the Chinese symbols for
OdsisO (fijure1), which is made of two
characters: thefirst represents Odager and
adversityO, Wiilst the secondrepresents
Oopponity for growthd. Miswasin
keeping with thework of CRHT services,
which work with peoplein adversity, but
which endeavourto thisas an oppatunity
for growth for the person.

Figure 1: The Chinese symbols for crisis

It was intended that the 2 days, dthough
raising and exploring any tensgonsor
adversity faced in implementing,
developing and sugaining CRHT services,
that the conference anchored into the
opporunity to grow The potential and
opporunity for growth was highlighted by
Kevin who rdl ected tha the critical mass

of experts gahered forthe 2 dayshad a
wealth and depth of experience and
knowledgetha had not had atime and
space to betogeher in this way.

Kevin dso explained thethinking kehind
the decision notto run workshops butto
facilitate discussion groupdinked to key
themes emerging fram each day. Thiswas
intendad to ddegates to explore in-depth
emerging themes and share best practice
on them. It was dso hopel the chance to
openly share in this way would increase
the potentia for teamsto link and retwork
outsidethis event.

Kevin gave an owerview of thefirst day
agenda He dressed the importance of
Tom Dodd op@ing the event, as Tom had
been avery prominent CSP figurein the
early implementation of CRHT.

There was an emerging discussion aound
leadership v management in CRHT and
thework of bhn Alban-Metcalfe would be
very hdpful to focus ddegatesO hinking
and gudediscussion.

Kevin fet the opportnity to hear directly
from the Nationd Audit Offi ce was very
important, given the influential nature of
ther report on English CRHT services.



Presentatons

Tom Dodd,CSIP

Crisis Resolution and Home
Treatment Services Bthejoumey so
far.

Tom had been the CSIP national lead for
supporting development of community
teams across the country and, as such, had
been an important figure in supporting
implementation of the CRHT policy.
Although he no longer has that role, he is
still a keen supporter of this area of
development and so was pleased to be at
the conference to give the opening
presentation.

Tom reminded everyonetha CRHT was
part of the governmentO<.0 yer plan to
reform mental health care, aplan which
we mug remember is ill running. As
such, hesaid it was hdpful to returnto the
foundaionsof this area of service
development when reviewing progess and
what needsto bedore. He st ou the
principles of CRHT?, namely:
* A 24 hour, 7 dpaaweek service;
* Rapid respong following referral;
* Intensve interventionand support
in the early stages of thecrisis;
* Active invdvement of the service
user, family and crers;
* Assertive gpproah to engagement;
* Time-limited interventiontha has
sufficient flexibility to respond b
differing service user needs
* Learning from thecrisis.

For CRHT services the needs of the
service user are central to what they do
and howthey do t. Thisrequires having
flexibility to beable to respond b a
diversity of need, which inturn may

2 As set out in the Mental Health Policy
Implementation Guide available at
www.nepho.org.uk/index.php?c=2105 (last
accessed February 11™ 2008)

require adegree of flexibility in
implementing the CRHT modd of care
locally. Having said tha, thereisa
nationd modd, and its implementation
was at the heart of a much needed whole
system reform to mental health care.

Tom reflected on ®me findngsfrom a
project exploring wha mattered to people
who work in CRHT, which were:
* Team working and good
relationshipswith team members;
* Self awareness anongs daff;
* Having an equd voice in team
meetings
* Having the opporunity and
autonorny to use own knowedge
and ills;
* Providing aprofessiond service
* Theopporunity to bedifferent to
other local services,
* Equdity of access and us of the
service.

For this research, ddaa was aso oollected
by olserving CRHT meetingsin which
clients were discussed. This found hat the
voices of professionds was domnant over
those of uers and arers. Further, the
issues mog discussed tended to be
medicationsand symptoms, with socal
matters, iritudity and money (issues
important to service users) bang down the
list. Tom raised these as points for

refl ection on whether or notteams were
opeaatingthevaues they aspireto and &
chdlenges for CRHT teams.

Tom reflected on he ever evolving
organizationd context within which we all
work, aich asthe Nationd Inditute for
Mental Health in Englandjoining CSP.
He dso consdered the facts that there had
been targets for CRHT services and noney
for them, dthough his had notdways
been proected in omelocalities. He
further consdered the review and rdresh
of the CRHT policy undetaken by he
Depatment of Health, which retional
research data had informed.



Tom noted that within this context and
aboveadl these factors wha has been
important for developing good CRH
services has been the continued dedication
and nutud supportof agroup of
committed people.

Tom asserted wha hefelt mattered for the
current stage of development of CRHT,
namely:

* Thepeople a this conference and
others working in CRHT teams b
keeping the values of CRHT
alive in practice;

* Coninueal whole system reform
with CRHT at the heart;

* Need to help others to
understand CRHT, such as
commissionas andthose
performance managingloca hedth
systems, and convince them of the
benefits andimportance of the
services.

Tom thanked everyonefor their work to
dae on developing CRHI, and concluded
with aquogtion froma person working in
aCRHT sarvice:

“I always say yes, you have difficulties,
but you are the best person to solve your
problem, you’ve got the inner resources,
you know. Make the person feel valued,
also respected, and have some sort of
control or sort of responsibility. Then see
that person as a human being who can
be me or you”.

JohnAlban-Metcalfe, Real World
Group

Crisis Resolutionand Home
Treatment Servicesin England

John was involved in a research study to
explore leadership in change in the NHS
by examining leadership during
development of CRHT services. The
project was funded by the National
Institute of Health Research’s Service
Development and Organisation (SDO)
Research Programmej.

John b@an by dscussing the concept of
leadership, which many se as an
increasingy important issue as our ocety
faces more chdlenges, complexity,
uncertainty and competition. In dhnOs
view, the pubic sector is more complex
than the private sector, leading © extra
chdlenges of leadership.

For John, kadership is vita to:

* Achieve ever-more chdlengng
performance targets,

* Sudain high quaity peformance,
motivation and well-beng;

* Attract & Reain good sff B
competing in the war for talent;

* Creatingacultureof high
Orediness for changeD.

To achieve anything, taff are the mogs
important resource in any organisation b
Qvith every pair of hands you get a brain
for free’. Notionsof howleadership
connects with them have changed from the
heroic leader (takingthelead) to the
engaged leader modd, which dressesthe
importance of engagement, and ashared,
distributive leadership of the team
togeher.

® Report available at
http://www.sdo.lshtm.ac.uk/files/proj ect/22-
final-report.pdf (Last accessed 11th February
2008)




John quoéd Anita Roddck to distinguish
aspects of this newv model of working B/
want people with their heads in the air,
their feet on the ground and their heart in
the organisation.

John sid there was aclear busness case
that this modd of leadership has
demondrated bdter busness outcomes for
public and pivate sector organisations(eg
Alban-Metcalfe & Alimo-Metcalfe,
20004ab; Alimo-Metcalfe & Alban-
Metcalfe, 2001;Kelly et d., 2006). Inthe
modd, people with theright knowledge,
skills, and experience, working in theright
culture with theright engaged leadership
have enhanced job stisfactionand
motivation leading to beter performance.
Culture and leadership are seen as two
sides of the same coin.

John @ntinual to define wha leadership
forms engagement. Itisanew, inclusve
modd of engaging Bthe engaging
transformational model of leadership - in
which leaders have at their heart good
persond qudities and core vaues, like
honesty and mngstency. They use these
to engageindividualsin their organisation,
such as by showing concern abou them.
This, John nokd, has paticularly proven
to beavery powerful predictor of success
in ther modd.

By these means good kaders ensure
everyonemoves forward togeher. For
sugained organisationd success, initiative
isimportant, which only happenswhen
people are in a culture where leaders
supportpeople and encourage staff.

Good lkeadersam a:
» Cbchangewha they can;
* | Dinfluence what they can;
* A Dbacceptthegivens

John noed the limited evidence of a
postive link beween good kadership and
better prodictivity. This sudy damed to

examine tha issuein the context of CRHT
service development.

The SDO funded research had aprimary
hypothesis:

* That the quality of leadership
exhibited by the leaders of CRHT
services is directly related to team
effectiveness.

And two secondary hypotheses:

* That the quality of leadership
exhibited by the leaders of CRHT
services is directly related to staff
attitudes to work and well-being at
work;

*  That the quality of leadership
exhibited by the leaders of CRHT
services is directly related to
organisational performance.

Theresearch team sudied 80 CRH
services, with incluson aiteria for teams
based on neeting et fidelity criteria for
services and being in existence for a
defined paiod. Data were collected from
731 gaff (team leads occupational
therapists, physotherapists, psychiatrists,
psychologists, nurses, sodal workers,
supportgaff). The Leadership Cukure &
Changelnventory (LCCI)2 collected ceta
on:

* transformational leadership;

* capabilities;

* staff attitudes to work & well-

being.

Further daa was collected induded
contextual daa with contextud variables
being usd to control for:
* Proportion of ugrs presenting with
symptoms of pg/choss;
* Mentad lllness NeedsIndex (MINI)
for the teamOsrea;
* Avalilability of alterndivestoin-
patient care;
* Raio of d4aff to srvice users,;
«  OGte-keepingd power of teams
« Extent of Gnedical coverGin the
service,



* Multi-disciplinary nature of team;
* Natureof 24/7 cover.

An organizationd performance ratio was
calculated for each CRHT service, i.e. the
number of assessments made by theteam
divided by the number of referrals for in-
paient care as an average ove al2month
period. Theresearchers lookad for any
changein a serviceOsatio ove a 12month
period. Further measures of services were:
*  Productivity — ‘ratio’ scores
divided by the number of members
of the team,
* Change in productivity — the
change in productivity value over
12 months.

Theresearchers undetook hierarchical
multiple regression: ORodudivityO (n =
420), ad OChagein productivityO (n =
357), @ang OBgaging with OthersD,
contextual variables, and dtitudes to work
and wellbang. This calculated the factors
significant in influenang peformance,
controlling for mntextud factors across
teams.

Theresearch team foundtha:

» theleadership behaviours
categorised as OBgaging with
OthersO, GSonay Leadership,
and Okadership CapabilityO, hda
postive effect on gaff;

* leadership behavioursinvolving
OagagementO bd the greatest
impact on saffOsattitudes to work
and ther well-being & work;

* there was some evidence that team
peformance, defined as Ortio0,
was postively assodated with the
leadership scores of Orgaging with
othersO;

» Forindividud teams,
organizationd, contextual factors
were assocdated with performance.

Theresearchers undetook 8 n-depth case
studies of CRHT servicesto further
investigae these issues. The services were

cho%n on hebasis of their hogital
admissionsto gd a mixture of services.
In-depth interviews were conduded with
team leads and team members, dong with
observationsand dtendance at meetings

On the basis of the case sudies, the
researchers asserted that better
performance was assodated with:

* FEngaging and collaborating with
important stakeholders Bteams
more successful a achieving thar
targets were moreengaged with a
rangeof dakehdders. Where
mutudly agreed probcols had been
developed with other services this
seemed to prodice a beter running
service or pahway;

e Consultation, linked to
engagement; CRHT services tha
met targets conailted with ahers,

» Sensitivity; peformance was
assodated with teams that were
sengtive to the views of other
stakeholders;

* Respect; Smilar to engtivity;

* Flexiblility; working flexibly with
al gakeholders;

* Having acollective vision of a
good qudty, user centred srvice;
recruiting peple with a smilar
vision; collective forming of he
vision

*  Maintaining thevision;

*  Shared leadership;

* Learning organization;

*  Supportive culture

* Reflection;

* Emphasis oncontinual
professional development;

* Team focused - “We aren’t a
group of individuals, we are a
collective group working
together”’.

* Managing change in an engaging
manneg;

The qualities of high performing,
engaging team leaders were seen to be:
* Inspiring and visionay;



Approahable,

Visible;

Role modd;
Collabordive;
Democratic (yet decisive);
Supporive;

Pragmatic;

Team focused,;

Reflective.

John mmmented tha in the NHS and
other sectorsthereis work to develop
competendes for leaders, butin hisview
competendes are na enough. Aleader
could benhave competently in terms of
following alist of defined competencies,
but may nat dothisin an engaging way:

Leadership success=competency + an
engaging style

Organisationsneed to emphasise and
develop competendes (what people need
to do) butadso engagement (how they do
it). Leadership as adistributed proass,
embedded in theculture of the
organisation, $ould focuson increasing
both Ohumn capital O &Dedia capital O.

For ohnthefind argument was that
creating amore OBgagingO dturecan
significantly increase produdivity, and
motivation & well-bang.

Discussion

In discussion bhn sid that inthe CRHT
services they suded they found boh goal
leaders and cultures of shared, engaged
leadership. Cdtureand tis style of
leadership were two ddes of the same coin
which developtogeher.

When asked what managers ougtt to do
with those who do notwant to be engaged
he noted that there were probaly 65 per
cent of people in any work place who @an
beinfluenced andtha jus beter engaging
them would ggnificantly increase
produdivity, so concentrate on tem.

Fraser Clark, Nationd Audit Office
Study of Crisis Resolution and
Home Treatment services

Fraser works at the National Audit Office
(NAO), an organisation independent of
government, answerable to Parliament
(working with the Parliamentary Public
Accounts Committee). The NAO
scrutinises the economy, efficiency and
effectiveness of public spending by
auditing the accounts of central
government bodies and producing around
60 in-depth value-for-money reports on
topics each year.

The NAO chos to do a in-depth report
on CRHI after goingthrough ts usud
topic selection proess, amed at giving a
bdanced porfolio of work for each year.
The process selects topics on the basis of:
* Interest from MPs and the puMic;
* Itsown monitoring;
* Issuesidentified through our
financial audt work;
» Liaison with aher audt and
regulation bodes,
* Follow-up o previouswork.

CRHT was chosen through:

+ Early engagement with key
stakeholders, includingthe
Depatment of Health, CSP,
mental hedth charities and
academics;

* Scoping work commissionad from
Mental Health Srategies to
identify the GtptenOapics, each
then assessed for agood b#ance
between anumber of factors
induding pdential for service
improvement, rdevance, and
manageable scopewithin NAO
limits.

The sudy of CRHI was designad through
* Further conalltation with expert
stakeholders to develop NAOOs
undestanding of key issues;



*  Work with internd and externd
methodobgy eciadists to propog
approprite techniques for audit
and andysis;

* Detailed busness case, subject to
internd peer review and externd
qudity control by Oxford
University.

The sudy brief for the CRHT project was:
* To assess whether the DH’s aims
for the CRHT policy are being
delivered efficiently,
economically and effectively.

After consderingarange of DH
doauments, the NAO decided the aims of
the CRHT policy were:

» To treat people suffering from
acute mental health crisis in the
least restrictive environment, a8
close to hone as posible;

* Toassess (‘gatekeep’) all potential
admissions to inpdient wards
(induding MHA deentiong as
possible candidates for CRHT;

* Toreduce pressure on inpatient
facilities;

* Toreduce out-of-area treatments,

* To facilitate early discharge from
inpatient wards;

* To meet specific targets - 335
CRHT teams across England,
treating 100,000 peple ayear by
2005.

The methodsused in the sudy were:

* Audit of 500 npdient admissions
and 500 réerralsto CRHT teams a
25 stes, assessing pdterns of
gaekeeping, communication
between srvices, early discharge

* On-linesurvey of 600 rderring
clinicians exploring their
perception and knowedge of local
CRHT services,

* Andysisof PCT/SHA-level daa
on amissions beal days,
expenditure, gaffingand activity;

* Review of DH peaformance-
management and target regime;

* Andysis of srvice-user/carer
experiences of CRHT, usng
existing local feedback work and
six NAO focusgroups

* Econonic moddling with LSE,
usng NAO findingsand existing
research to modd codgs and
possible savingsof CRHT vs
inpaient treatment.

The findings from the NAO study.

1. CRHT has been rapidly implemented
across the country.
+ Between 2002 ad 2007, ETsO
overall spend on IVH increased by
27% in real terms (£8.4bn n 2006
07);
* Spend on CRH increased by
409% n the same peiod (£E183m
in 200607);
* 343 teamsin dacein 200607,
ddivering drca 95,000episodes of
home treatment.

2. Expenditure on CRHT varied widely
across PCTs.

3. Variable levels of CRHT staff
resources relative to need across SHA
regions.

* CRHT Teams are in place but not
fully resourced in terms of
headocountor ill mix;

e Nationd care gaff numbers are a
around 90% of M estimated
requirement (14 WTE per 150,000
popuktion), bu . . .

*  50% of eams have less than 0.5
WTE dddicated conaultant
psychiatrist input 29% tave no
dedicated conaultant inputat dl;
Less than 50% of eams have any
dedicated Approved Socal Worker
input

* These shortfalls create cultural
(attitudes to CRHT work) as well



as resource issues for getting
CRHT:s to work effectively.

The NAO adso conddered what it would
cost to fully resource CRHT services as
per the DH policy modd compared to
current spending onthe services. They
found ha usng menta hedth nures
alonean additiond £10m-17m per year
would berequired (depending on vaiable
cods such as training and oveheads).

If services were fully staffed usng nmental
health nures, butinduding 1.0 WIE
medical inpu for every team (at least 0.5
WTE conailtant) and 1.0 WTE ASW, it
would require up © £30n extra pe year.

The NAO concluded, though, that a
properly resourced CRHT service could
pay for itself, as avoiding admissions
saves money.

4. There has been large variation in
individual PCTSs’ reported performance
against their CRHT episode target.

* TheNAO found ha the 100,000
episodetarget set by the DH had
not been robusly moddled, butthe
benefit of it was that it has driven
implementation ofthe policy to
develop CRHT services.

* Thetarget presents daa-qudity
issues and runsrisks of paverse
incentives to srvices.

* More sophisticated metrics are now
needed (eg. oucomes) and the DH
Health and Social Care Outcomes
and Accountability Framework IS
an opportnity to develop these.

» Better metrics would besuppored
by prope implementation of
Mental Health Minimum Data Set
by localities Dfor example, under
10% of MHMDS records
naiondly are bang completed
with HoNOS scores, and only 25%
with type of team providing
treatment.

5. CRHT teams are making a
significant impact, but could do even
more.

* Inpdient admissonshave fallen as
CRHT treatments have increased.

» Early adopers of 24/7 CRHT
teams have seen greater redudions
in inpdient bed days than areas
withoutteams.

Service users and carers report both
positive aspects and areas of concern.

Positive Aspects

*  Thewelcome opion of an
aternative to hogpital admission.

* Theopporunity to remainin a
familiar environment and retain
linkswith everyday activities.

» Thecomfort of knowing tha hdp
was available 24 hoursa day if
needed.

* Theprovision of pratica hdp,
such as taking nmedication,
arranging rangport to and from
appointments and assisting with
everyday tasks such as shoppng.

Areas of concern

* Demandson gaff and resources
meant service users were not
always seen as frequently,
promptly or for & longas they
wished.

» Communication prolhems beween
ward and CRHT teams sometimes
meant interruptionsin care.

* Users experienced anxiety or
distress if ther call was not
answered immediately, or visits
were pogponeal or @ncelled.

* Changes baween shifts meant that
service users were seen by sveral
different team membersin
succession, meking it more
diffi cult to buid trus and
therapeutic relationdhips

10



The NAO found there is considerable
scope to increase both gatekeeping and
early discharge:

CRHT gaff had beeninvolvedin
53% d admissions

Ward and CRHI managersfelt 1in
5 admissionswould hare been
suitable for hame treatment;

CRHT «aff had beeninvolved in
43% of dscharges, and 85% of
these discharges had been earlier as
aresult;

Likelihood of CRH 4aff being
involved in dscharge was 50%
highe when they were gaekeeping
the mgjority of the admissions
Teams that are saffed 24/7 ae
significantly more likely to be
involved in the majority rather than
theminority of admissions

27% of @ses not gatekept were
dueto medica daff bypassing the
team and admitting drectly.

Teams were found to be seeing many
service users from outside their
intended client group:

DH am istha CRHT teams only
see srvice users who ae acutely
ill;

But 34% of rdéerralsto CRHT
teams had been referred onwardsto
non-acute services (such as
primary care or Canmunity
Teams);

This indicates alack of
undestanding anong rderrers of
theintended role of CRHT teams;
Thisis potentially an ineffi cient
use of ther specialised resources;
TheNAO survey of rferrers dso
suggested poor undestanding of
local CRHT servicesamongg
referring dinician. The majority
of referrers felt they understand
CRHT services partly, but few
felt they understand them fully.

An economic modelling for the NAO
suggested that effective implementation

of CRHT could provide cost savings to
the NHS:

The NAO usd eisting dda plus
new NAO findingsto modd the
difference in cods beween a
service which uses CRHT
appropritely and onewhereit is
not available;

A service in which CRHT is
available and consdered in all
approprite cases saves
approximately £600 f@r crisis
episode

This was extrapolated across the
number of poential CRHT cases
nationdly (max. 209,000 peyear);
Average gaekeeping rae for the
NAO sample of teams was 53%
(gatekeeping rate for individual
teams varied from 5%to 85%);
If teams bdow the average
increased gatekeeping 1o the
average, the NAO estimated
potential savingsof £12 mllion a
year,

Increasing gaekeepingto 90%
nationdly coud save up o
£50million ayesr;

But both aulturd (acceptance of
CRHT, gaekeeping dc.) and
resourang issues inhibiting full
develop of CRHI in some
localities need to be addressed.

Key recommendations from the NAO
study are:

The key priority is proper
resourcing, in terms of both basic
headcount and specialist skill
mix;

There is a need for better
integration of CRHT services
within their wider MH systems —
localities should consider service
models such as joint staffing and
co-location with wards;

Clear local protocols for acute
MH care pathway should be
agreed, requiring gatekeeping of
all potential admissions and
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assessment within 48 hours of
admission if not gatekept;

e Improved data is vital, including
better use of the MHMDS, using
outcome measures, data on Out
of Area Treatments, and better
service user feedback.

Discussion

During discussion Faser said it was not
possible to answer questionsabou how
CRHT services are working with different
ethnic groups The qudity of data was nat
good enough,mog notably therecordng
of ethnicity in the minimum data set was
not good @ough.

Fraser noted tha carer burden had been an
issuefor some with regard to CRHT
services, ecifically tha it would mean
more burden on @rers if people were
beng treated at hame. He commented,
though,tha this was notraised as an issue
by carersin the focusgroupsthe NAO
conduded. He said they could nd find
good enough déa onthisissueto buid
into theeconomc model. He added that
some services undetake regular carer
feedback surveys, butthisis notgeneraly
done and perhgps services oughtto look
to do t more.

Fraser said the NAO formed the
impression tha crisis and respite houss
can make a sgnificant impact on how
CRHT services work, butit was an area
tha needed more systematic examinaion.

The NAO had found ngances where the
service user had been admitted to an
inpaient ward because he/she wanted to
be despite the fact the CRHT service
would have provided hame treatment.

Discussion Groups

At this gage the conference convened in to
smaller discussion groups The main
themes arising fromthese were:

Targets, pressures and incentives

There was a need to stay focused on he
target popuation for srvices Bwhich it
was felt tha CRHT services undestand b
but this can be diffi cult at times.

Some people reported feding unde undie
pressure from senior managers and
commissioneas to meet thar target for
accepted cases. For some thisresulted ina
perverse incentive to accept cases that did
notfit the criteria for CRHT work.

For others, pressure came from referrers to
CRHT who did notundestand OgsisOm
the same operationd terms as CRHT
services were intended to deal with. Such
referrals were coming fromsome primary
care and A&E services. There was
variation in experiences abou this andit
often depended on what other services
there were in local systems, such ass A&E
liaison eams.

Some felt these pressures came as a result
of ggpsin srvices, with CRHTOddng
pressurised to dose by taking
ingoproprite cases. At times teams felt
they were bang asked to bedl thingsto
al people, often to the deriment of saying
focused on her core purpo®.

The pressures were dso sen to behaving
aderimental impact on the qudity of
service offered to people taken onto
CRHT case loads Pressureto do nore
assessments and take morecases on D
meet targets meant some staff did notfeel
they could gve as much time to individual
people as they wished to.
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Some felt it would bebetter to drop be
word crisis from the name of the service as
it resultsin too much confuson.

Some felt it was time to develop a more
outcomes approah to work and dda
collection. I was raised that a more
longitudinal measure of success for the
services might bethat service users engage
soone with aisis services. It was felt tha
carers are in an important postion o hdp
define outcomes.

Operational issues

For some theissue of co-location of the
CRHT service within theinpaient service
led to mixed feelings It has some
bendfits, auch as communication, butfor
some it poientially detracted from the
ethostha the service is acommunity ore.

Some people are ill facing chdlenges
with fulfilling the gatekeeping fundion.
There was gill achdlengeto hdp some
colleagues to undestand that gatekeeping
was not aboutmoving a decision avay
from oneplace (e.g. mmunity team) to
another (CRHT), butrather it is abouta
more shared goproach to the decision
making. Gatekeeping needsto bebeter
enghrined in dinical governance for local
services.

Other aspects of clinical governance were
discussed, induding individual and group
supeavision, axd managing gaff stress and
burnout It was felt tha psychdogists
might beable to offer CRHT services
more supportin these matters.

Some CRHT services felt they were being
made the risk assessment unit for their
whole loca service.

It was noted the NAO felt theissue of
culture change to besgnificant,
alongsde resourae issues, in gdting
CRHT services working mog effectively
and dficiently. Some services were Hill

finding pgchiatrists resistant to CRHT
services, and their gatekeeping work.

Gatekeeping dso needed to beundestood
in its relationghip to the ability of the
teams to successfully divert admissions
notjug bangaware of who is bang
admitted.

Some had found ha in-paient care
colleagues were wary of CRHT, perhaps
fearing aou their own roles, gatusand
jobs It was arguad that CRHT saff need
to undestand the perspectives and
attitudes of other services and work with
them. There was a need for dialoguewith
services, notjug educating them about
CRHT. Notionsof shared, engaged
leadership with other services could be
hdpful here.

Some were having dffi culties with Mental
Health Assessments. Being asked to atend
in atimely way bu aso having the

capecity to respond were cited as tendons

Some had congdered the issue of whether
or notCRHT services oughtto adoptthe
bed management fundion for hear
locality as ameans of improving
gaekeeping. The feeling wasit is an idea
worth consdering butit would nesd to be
resourced rather than smply added as a
task to bedonewithin existing resources.

People are facing dhdlenges with staffing.
Finding supportfrom Occupdiond
Therapists, Psychiatrists and Fharmacists
were had challenges.

A question wes raised aboutwhether or
not the services offer true choices in
treatments. For some the issue of targets
was seen to hinde the amountof chaice
they could offer to people.

The chdlenge of continuity of care was
discussed, paticularly asit had been raised
in the NAO report. It was diffi cult to
enaure tha the same member of gaff was
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on hand o aperson throughotta CRHT
episode Contnuty had to bebuilt into
the care in other ways and it was clearly
important for servicesto do hisaswell as
possible.

The potential for CRHT to facilitate
earlier discharge from inpatient units was
discussed. It was felt that this was not
wha CRHT had primarily been st up, but
it was something which should bepropely
consdered. It would need to bepropely
resourced to ensdure it did notderact from
doing CRHI work.

Theissuewas raised of howto manage
those who do not engage with the CRHT
service. It was notclear what pdicies and
practices were best to managethisissue

Nurse prescribers a the conference were
pleased to be in touch with each aher to
offer each ather supportin this challenging
role.

Successes and the future

It was seen as important to recognise the
successes Of CRHT services. They were
seen to beworking. Saff should continue
to do heright things and continue
developing and improving the services.

It was noted tha some thingsseen as very
debaable and to benegotiated 5 years ago,
such as home treatment, 24 hour service,
and gaekeeping, were now largely
accepted as good pratice, with the debate
being now about how to make them
work best. Thisisan impressive
achievement.

There is aneed, though, 0 continue to
improve the quality of the services.

Effi ciency and effectiveness need to be
defined and monitored. The NAO report
was seen &s a hdpful first gep inthese
debaes.

It was felt that services need to bemindful
of ways to keep gdting feedback from
users and carers to keep improving
services. They areimportant people Dif
the service is hdping them andimproving
thar lives, they can help ddineand
present the case for CRHT services.

Some felt there was need to consder the
place of CRHT services in the future
organisational arrangaments for the NHS.
How will commissionasrdate to CRHT
services? Wha domoves to introduce
more competition and choice into hedth
care mean for CRHT services?

The place of CRHT networks in the
futurewas discussed. Sme felt they did
not have agoodlocal negwork and
welcomed this West Midlandsevent.
Some felt they would like to see such
opporunities for learning and $haring
experiences together replicated naiondly.
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Day 2

WecomeandIntroducton

Mervyn welcomed everyone to the second
day of the conference:

| want to begin by gacing the second da
of the conference in the context of
yesterday. Whereas day oneconcentrated
on organisation and organisational issues,
todayOdocusis on pratice. Thefirst day
was about Ogeing the right people with
theright supportwith the right resources
in theright place and theright imeQ tha
islargey what organisationsare about
The second d& of the conference will
focuson theidea of the @Gight reasonO,
wha do ams actually do with people
when they get there?

Thework tha teams undetake is
ultimately a bdance beween these two
potentially conflictinginterests of
organisationand pratice. Are services
organised around he way that teams
intend to work with people, orisit more
the case that teams work with people
around heway they are organised as
services? Bringng sosmeclarity to
practice may give adifferent way of trying
to undestand andimproving the way
services are organised.

How do ams work with peoplein aisis?
Thereis surprisingly limited research and
systematic evidence about how community
based aisis teams work, and howthey
work differently to services based ina
howital setting. TodayO9resentations
will attempt to provide perspectives and
some evidence on the ways in which crisis
teams work with people.

Y esterday we had an interesting dscussion
aboutthe meaning of the word QrrisisQ
and whether the term crisis can be
misleading paticularly to people who try

and access or refer to CRHT teams.
Whether we call the circumstances a
OdsisO oremething else should does not
necessarily alter the opportnity to work
with peoplein adifferent and nore
effective way. In particular, it isan
opporunity to doa more sodally focused
psychiatry, to engage and del with the
family and the sodal and neterial
circumstance of the person; an gopraach
tha hogitalisation ofien makes very much
more diffi cult if notimpossible.

Being &le to deal with the circumstances
tha have led to acrisisis something tha
in itself can make the symptom experience
more manageable and ralical intervention
unnesessary.

At the launch of the National Service
Framework for mental health, nearly 10
years ago now Professor Ron Damond
from Wisconsn referred to gudies daing
back to the 19308shat highlighted that
the mgjority of admissionsfollowed
breakdown in odal suppors. Butwe aso
know that OdsisO an make OgmptomO
experience worse, andthat the peson is
less able to cope becoming lessresilient to
those experiences. SO it makes sense tha
addressing the sodal and environment
factors in vivo, can lead to sgnificantly
different oucomes for people and cre
pathways for services.

| know from talkingto many practitioners
in Home Treatment this is nothing nawv,
tha when you neet people a hame very
different thingsbegin to hgppen.
Problems present in a different way, and
different oppotunities for working with
people are created. SO today isan
opporunity to further reflect on how
working with peoplein thecommunity in
crisis influences the way tha we
undestand the prodems that we and they

4 See Querido A. The shaping of community
health care. Br J Psychiatry. 1968;114:293D
302
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face, andthe oppotunities tha we haveto
deal with thingsin adifferent and
hopdully more effective way.

This morning we have avisitor here from
Finland and itOs grest pleasureto be able
to welcome Professor Jaakko Seikkula
here for the day. Professor SeikkulaOs
research is based on tventy years
experience of establishing acommunity-
based treatment service for people with
psychoss, origindly in FAnland,and his
work isincreasingly influential across
Scandinavia

His research is both interesting and
important. WhaOsnterestingis that it
comes from a different history with
differentideas and hes led to adifferent
modd of practice. In particular it is
influenced by away of working bythe
tradition of ystemic family therapy. It is
worth noing tha we have had systemic
family therapy training available here in
the West Midlandsfor ove 25 years, but
has remained largely confined to child and
adolescent services, though afew
colleagues in adult services did train in the
early-mid 19800sTheimportance of
Professor SeikkulaOswork is clear from
comments by srvice users and arers
yesterday, abou the issue of howfamilies
are worked with and engaged in
community services. JaakkoOpresence is
very timely in getting usto think aboutjus
who is our dient when we go ou and e
people a hone.

This afternoon Rofessor Fhil Thomas will
present on Steria, amodel of crisis hous
origindly developad by Loren Mosher in
196008SA, oneof the earliest examples
of residential supportas an dternaiveto
howpital. | knowfrom experience of
working with ASWOsand it was raised in
FrazerOgresentation yesterday,
alternatives are na only aquestion of
choice bu dso &ou the least restrictive
environment. PhilOgresentation will be
based on aliterature review of the effi cacy

of this form of crisis hou® as an
alternative to hogpital.

Martin Atchinson is goingto betalking
aboutthe Meriden Frogranme and | think
mog of you will knowthe Meriden
progranme herein theWest Midlands
because it is very well established and
many people have had the opportunity to
do thetraining. Hs presentation will
focuson howfamily based working as
developed in the Meriden Project has been
taken up by Hbme Treatment teams.

Thefind presentation is from Chris
Fieldhoug who is going  talk abou his
experience of workingin cisis teams
usng prnadples and drategies from
solution-focussed and CBTapproahes to
working with people.

There will, as with yesterday, be ample
opporunity to dscuss the presentations
with the speakers and anongs each other.
A reporton the proeeedingsof theday is
being cmpiled by Dr. Michael Clark, and
the presentationsare dso beng recorded
and will beavailable on the conference
webgte at
http://www.health.bas.ac.uk/ccmh/
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Jaakko Seikkula,
Systemic community crisis work for
psychotic and other severe illness

Jaakko is a psychologist in Finland.
Originally his work on systemic practice
had begun in a fairly rural area of
Finland, Tornio, but the approach has now
become adopted more widely across
Scandinavia. Jaakko has accumulated 20
years of experience in developing
community services for people with
psychosis.

Jaakko introduced the philosophy and
theory benindthe service he has developed
for systemic community crisis work for
psychotic and aher severe problems. The
conaept of ‘open dialogue’ isimportant to
this. The present moment is crucial to this
dialogue which means

* to bepresentin the once occurring
event of bang (Mikhal Bakhtin) b
here languageis crudal, butit is
always an interaction ketween
people. Once expressed we can no
longe take full control over what
wordsmean &s listeners take
control.

* netherbnor readity (Tom
Andeson). Inwork people usudly
deal with @ither-orO pespectives
e.g diagnossissad to be either
thisor tha. Sometimes people
work with Obdt-andO pepectives,
in which dl voices are heard ina
discussion. In aOnigher-nor®
perspective on reality we recognise
we are in the mids of something
happening, butaccept we don©yet
have thewordsto adequaely
expressit.

* From explicit knowledge to
implicit knowing (Daniel Stern) B
we should focusmore on he
implicit knowing ofthe present,
and recognisingthat it is not
formed in the words yet it affects
us Thepresentisevery 3 ssconds

* Intersubjectivity Bl see myself in
your eyes, recogrsing we are
intersubjectively created through
interaction with each other in the
moment.

All of this hgppensin a short moment of
the present and is not formul ated
beforehand. They are formulated in
dialogue and in that dialogue, as Bakhtin
argued, there is nothing moreterrifying far
an individual than alack of response from
othersin thediadogle.

Cror theword (and, @nsequently, for a
human beng) there is nothing nore
terrible than a lack of respone0
(Bakhtin, Speech genres, 127)

In the event, there are 2 histories at the
same time:

1. Embodied livingin the present
moment Da shared experience
created together at that moment,
with no poken narative.

2. Narratives that we tell of the past
incdents, experiences.

It isimportant in life tha people are
heard, and feel heard BDand thisisa
significant point for clinical practice and
working with peoplein aisis and with
psychogs. Itisnotaways necessary to
give arespong that gives an answer (such
as, thisiswhy you fesl this way); amore
simple respons can affice, such as @
hear you and what you say is importantO.
Thisis enough, buin clincia preactice we
are more focused on oher thingslike
cause. Jaakko asserted practitionaslearn
so much technical stuff, techniques,
diagnoss etc, that they sometimes forget
or miss the important posible immediate,
near responss.

Jaakko =t outthe main principles for
turning this theory into organising asodal
network oriented treatment system:

- Immediate help
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- Soda nawork pespective
- Flexible and nobile Bto
meet the needs of individuals

- Responsbility Bwhoever in
the team is contacted is responsble
for organising ameeting

- Psychological continuity

- Tolerance of urcertainty

- Dialogism Bnotfocused on
symptoms

In more conaete terms this means
Immediate help:

First meeting within 24 hours
Crisis service for 24 hours

All paticipae from the ouset
Psychotic sories are discussed in
open dialogLe with everyone
connected and available present
The paient reaches something of
the hot-yet-saidO

Social Network perspective:

Thos who ddine the problem
should beinduded in the treatment
process

A joint discussion and desisonon
who knows aboutthe problem,
who ould hdp and who ould be
invited into the treatment meeting
Family, rdatives, friends fellow
workers and oher authorities

Flexibility and mobility:

Therespong is heed-adgpted to fit
the special and changng needs of
every paientand their socal
network

The place for the meeting is jointly
decided

From inditutionsto hones, to
working plces, to schods, to
polyclinics etc

Responsibility:

Theonewho isfirst contacted is
responsble for arranging the first
meeting

The team takes charge of the whole
process regardless of the place of
the treatment

All issues are opaenly discussed
between the dodor in charge and
theteam

Psychological continuity

An integraed team, induding boh
outpatient andinpaient gaff, is
formed

Meetingsare as often as needed
Meetingsare for as long peiod &
needed

The same team both in the hogital
and in the oupaient setting

In the next crisis the core of the
same team is available

Not to refer to another place

Tolerance of uncertainty:

To buid up ascenefor a safe
enough proess

To pronote the psychologcal
resources of the patient andthose
nearest him/her

To avoid pramature decisionsand
treatment plans

To ddineopen?To beopen about
defining?

Dialogicity:

Theemphasize in generating
dialogue- na primarily in
promoting dhangein the patient or
in the family

New wordsand joint language for
the experiences, which do not yet
have wordsor language

Listen to what the people say notto
what they mean

All gaff working in JaakkoOservice have
3 years of training in this approah. The
service has been researched and is
evidence based.

Jaakko said there are chdlengesin treating
psychotic problems, namely:

Clients become na heard - ndther
the paient northe family members
Over emphasis on inpdient
treatment D patients disposed to
othersO pgchotic behavior

Over emphasisin medication b
increases mortality
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* Over emphasisin pahologising
problems Bresources of clients are
not seen.

Jaakko gave an example excerpt from a
clinical interview to illudrate an example
of theclinician notbeing present in the
moment and missing important features
(see box1). &dakko asked ofthis didogue
OWiere is the team when Preflects on his
behaviourDwhen heasks himself that it is
not allowed to hit people?0 ére Pis
taking responsbility for his actions? But
theinterviewing team are not present in
the moment and miss an opportinity.

P isreflecting on hsissues buttheteam
keep coming bak to developinga
narative of theevents B so the moment for
a shared undestanding passed.

Jaakko =t outthe main dements of open
dialogue

» Everyonepaticipaes from the
outset Davoid daff meeting kefore
to plan howto managethe
meeting, pdient present at the Sart,
even a the moment he is most
psychotic. The family are dso
present. (Thesoda nework.)

» Everything assodated with
andysing the problems, planning
the treatment and decision meking
are discussed openly and decided
while everyonre is present

* Themes for dialogueare nat
plannad in advance Buse the same
wordspeople use, and repeat ther
utterances

* Form of dialogueis not planned in
advance

* Primary amin the meetingsis not
an intervention changing the family
or the paient - nat taking avay
symptoms nor pbanning
intervention o change family
interaction Drather, itisto buid up
anew joint language for those
experiences, which do na yet have
words It isavauable moment to

develop ashared undestanding, ©
create a new language b gaff have
to do heplansetc, bu no one
comes to the dialoguewith any
prgudice aboutwha wordsare
better

Box 1: Extract from an interview to demonstrate
not being present in the moment of dialogue.

Ti: | thought that it happened during the last two
weeks, not before
T2 Was it a threat or even worse?

Ti: Hitting, | thought that P hit his mother
T2: Was P drunk or did he have a hangover?

P: No, | was sober
T2: Sober

Ti: | understood that P had tried to ask his mother
something?

P: Well, it was last weekend; the police came to us.
She was drunk. When she didn’t say REPEAT

P: Well, it was last weekend; the police came to us.

She was drunk. When she didn’t say anything and started
to make coffee in the middle of the night, and | asked . . .|
went out and came into the kitchen, and she turned round
and said that it wasn't allowed to speak about it. Then |
slapped her. She ran out into the corridor and started
screaming. | said that there is no need to scream, that why
can't she say. . . .. And then | calmed down. At that point |
got the feeling. . . . And the police came and the
ambulance. But in some way | have a feeling, that it is, of
course, it is not allowed to hit anyone. But there are,
however, situations . . .

Ti: Was that the point when you. went into primary
care?

P: Yes it happened just before that

T2: Why did she not say that the police came?

P: What?

T2: Why did she not say that police had been at your
place the previous night?

P: It wasn't the previous night, it was last weekend. |
was thinking, all the time | am thinking those strange things
and | knew that they were not true. But when you think
about them for a while, after that you have the feeling that

things like that can really happen. It is too much. . . . . You
are only thinking of all kinds of futile things.

Te: And it all started last weekend, this situation?
Ti: Yes

* Main meeting an beconduded by
onetherapist or theentire team can
paticipae in interviewing
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» Tasksfor facilitation (g open the
meeting with open questions (b)
guaantee dl voices will be heard,
(c) build aplace for reflective
comments among profesiondsb
refl ective conveasation; (d)
condudethe meeting with
definition of wha has been doneb
close with the dientOsvordsand
allowing pepe to add ssmething
elseif they want to.

It isimportant in adialogueto generate
ideas and fhow we have choices, notto
present ready made ideas and lutions In
the dialogical meeting:

* Professionds discuss opanly ther
own obsrvationswhile the sodal
network is present

* Thereisno Pecific reflective
team, bu the reflective
convasationistaking dace by
changing postionsfrom
interviewing o having dielogue

* Professonds have agpace inthe
meeting © discuss and for family
to listen, bu then family havea
space to question and respond

* In the convesation the team tries
to follow the wordsand languaye
used by he nework members
ingead of findng explanaion
behind the obviousbehaviour

e Uncertainty is tolerated and
immature and rapid condusons
and desisionsare avoided.

This modeof working ha been researched
in a5 year follow up of Open Dialoguein
acute psychogs. The research beween
1992 and 1997 ves in Western Lapland,
covering apopuation of 72,000n
habitants. It was anauralistic quasi-
experiment, nota randamized control trial.

The ams of the project were:
1. To increase treatment ouside
howpital in hane settings
2. To increase knowledge of the place
of medicationbnat to gart

neuroleptic drugsin the beginning
of treatment bu to focuson the
active psychosodal treatment.

Recruitment and rdention o the project
were N = 90 d the outset; n=80 & 2 year;
n=76 a5 years.

Theresearchers found hat fewer people
were bang almitted to hogpita in the
latter part of gudy, indicating tha staff
were tolerating un@rtainty more. They
also found ha thos paients on
medication had more relapses.

In acomparison of hiswork with asudy
in Sockholm Bwhere people werein
traditiond treatment Bthey found bdter
outcomes for people in the open dialogue
modd of treatment.

Jaakko argued that psychatic prodems
become understood diferently based on
how we organise services and our hinking
Dif we think in terms of the Odl systemO
we see ps/choss as along, ogoing
problem, butonthe new, open dalogue
system we begin work immediately to help
people to recovery. Open didlogueis one
way to work through cisis. People were
suppored to generate ther own resouraes
to cope In this sudy 80% dd nothave
remaining pychotic symptoms.

In interviews families reported their lives
changed. They said some of the fun had
gonefrom thdr lives as they were anxious
that the person would fdl ill again. Jakko
said that even if we can take away
symptoms and aldress medica ouicomes,
it ishard to address these issues and
improvethese outcomes, especialy with
traditiond care.

Jaakko said that people want professionds

to hear their sories, and o show they have
been heard, nd jud alist of symptoms.
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Jaakko conduded with an outine of some
issues for the future of his work:

e |tisnotnowasngle prgect. The
chdlengeisto change theentire
psychiatric system in ore
catchment area with the Need-
Adapted treatment tradition.

* They want to follow-up
prdiminary information of
quditative changes in psychiatric
problems, notbly schizophenia:
chronificationto hogpital soppe,
decline of DUP, inadence of
schizophrenia, mean age of first
psychoss, and u® of hogital beds

* They want to further address how
we undestand pychotic behavior
as this shapes howwe respond n
diffi cult gtudions the chdlengeis
to sgnificantly decrease the use of
neuroleptic medication

Whilst Jaakko has postive views about
themodd hediscussed, hedid end on
anote of caution bthat thisiswork in
onepaticular province. He said it
does not give srong @nclusons but
suggests interesting ideas and
guestionsworth further investigaion.

Discussion

In discussion with the audience the
following ponts were made

How does the approach of @lerating
uncertaintyO el ate to postive risk taking?
People were notimmediately sure of each
otherOsoncepts so it was not possible to
resolve this question & this point, but itis
worth investigating further.

It was felt that the targets in England can
lead CRHT servicesto work quickly to
meet them, which may drive peopleto
work in aformulaic way. Thereisa
guestion of whether or nd prectice is
being wagged by te tail of howthingsare
organised. Itisnotclear how JaakkoOs
approah would fit into this system,

although t was recognised that his
services do work with peoplein crisis.
Even when people are compul sorily
detained they are expected to work in this
dialogical way.

Families are not prepared/trained before
the meeting aboutthe concepts
undepinning the approach beng usd.
They do receive ageneral introdudion ©
wha the meeting is for.

It can behard to control the layout of the
roomin which the meeting takes place as
generally itisin peopleOomes, butif
possibleit is preferable to have something
approahingacrcle with no gbles.

Philip Thomas, University of
Central Lancashire, Ingitute of
Philosophy Diversity and Mental
Health.

Crisis Houses and Psychosis: Where
does Soteria fit in?

Philip has worked as a psychiatrist in
various parts of England and Wales before
taking up his current academic post. He is
interested in the Soteria model of service
and where it would fit with CRHT. He is
seeking others who wish to pursue this line
of thinking and work. In a show of hands
poll before his presentation very few in the
audience said their CRHT services work
with some form of crisis house.

Philip began byexplaining the origins of
the word O&teriaCand the modd of
service. The word deives from the Greek
for salvation or daliverance.

Loren Mogsher, ahighly respected research
psychiatrist, opened the first Soteria hous
in theUSin the 1970s The characteristics
of the hous were:
* A medium sized family houg with
5/6 residents
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* Theservice recognised that first
episodepsgychossisacritical
period and that wha you do wth
people in this periodis informative
for thar later life and recovery.
Thework was informed by
Goffman, who agudl that the
experience of ingitutionscaused
some of the later prodems for
people.

* There was aminimum use of
medications

* Theservice offered atherapeutic
community/milieu to foger
persond growth and cdhangeb
informed by Laing.

* It was atolerant and sfe
environment

Philip outined the background oftheories,
coneepts and key thinkers tha had
informed MosherOsdess.

He then st outthe key features of the
Soteria milieu:

* Emphasis on he persond qudities
of members of qaff and
relationship with residents

* Nonjudgemental

* No fixed framework aou
psychoss

* Persond experiences of life
diffi culties or pychogs were
valuedb people with life
experiences like this broughtan
empahy to the houe

* Engaed with ther local
communitiesDpeople lived near
thehous, knew othersin the
communities; they coud beopen
aboutthar work and mede
connectionsto reconnect people
into thelocal communities and
groupsto engagein ther activities
btheam was to integrate people in
communities, gaying in touch with
communities

* Interpersond phenomenology b
provide a means for people to
communicate their experiences

It isaform of intensve

interpersond support

* |t isaway of making nse of
madness

* |t isNOT aform of therapy

* Thereis NO fixed therapy session

* Theservicerdied on fexible

working pratice Bintensvely

person foaused

Interpersonal phenomenology was
explained with the following qudation:

OTie core practice of interpersond
phenomenology focuses on the
development of anonintrusve, non
controlling butactively empahetic
relationship with the psychotic person
withouthaving to do anything explicitly
therapeutic or contralling. In $1orthand, it
can becharacterised as eing with(@ The
aim isto develop, ower time, a shared
experience of the meaningfuness of the
clientOsndividual sodial context Dcurrent
and historical.O (Msher, 1999:144)

There has been asystematic review of
studies of Soteria (Caltonet d 2008). It
examined dl pgoers published on the
subject beween 1972 ad 2005. Thos
studies tha were induded in the find
andysis showed modest differences
between Soteriaand gfandad treatment.
They did notshow datistically sgnificant
differences between outomes, butwhat
differences they did show tended to favour
Soteria. If people in the Soteria prgects
were on nedications, they tended to beon
them for shorter periodswith lower overal
doses. Fhilip added the lack of Satistical
signifi cance for outtomes was mog likely
dueto alack of largeenough smplesin
the sudiesto gve datistical power. The
systematic review demondrated there were
no known adverse effects from Soteria and
judified further researchin thefield.

Philip compared the va ues of Soteria with

those of maindream services (see table 1).
He said tha in Soteria the philosophy was
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drawn from hemeneuticsi.e. examing
lives as texts to explore meaning and make
sense of peopleOsxperiencesin their lived
environments. Philip suggested the
different values compared to maindream
services can lead to differences of
undestanding ebou peopleOdives.

In conduson, Filip said:

» At this dagethereis inaufficient
evidence to recommend Soteria as
a gandad intervention for first
episodepsychoss

* Thereisan absence of evidence
tha the regimen caused ham

* Thereis evidence of secific
benefits Blower levels of
neuroleptic for shorter peiods
lower overall cog

* Themodd conforms closly to
residential crisis modds favoured
by many service users.

* Themodd is notagaing the us of
medication, jus much less of it.

* Themodd is aboutoffering nore
choice.

Table 1: Comparison of values of Soteria
with mainstream service values

Soteria Mental Health
Services
(e.g. Acute
inpatient)
Socio-cultural  [Disease
contexts concepts,
Framework |Hermeneutics |[diagnostic
(inter-personal |categories
phenomenology|Disordered
brain function
Emphasison |[Emphasison
understanding [treatment with
the meaning of |neuroleptic
Recovery psychosis. medi cation, and
Personal psychosocial
narrative interventions
(history) in
specific cultural
contexts
Personal Professional
experience of [skillsand
life problems |expertise.
Staff and or Specific
psychosis. theoretical
A theoretical O |@nodels.
perspective.  [Shift systems
\Very flexible
work patterns
Participatory, |Unclear. May be
involvement of isome
Relationship [all stakeholders|stakeholder
to community |especidly in  |consultation,
communities |e.g. service
(e.g. BME) USer's, carers.
Residentsor  [Trusts
clients, (employers)
/A ccountabilityfamilies, the  |professiona
public bodies, the
public
Negotiated, Risk
Risk contextualised, |assessments,
Management [but non- quantitative,
interventionist finterventionist
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Discussion

In discussion the following pants were
raised.

Thereisachdlenge to see who would
fund such amodd of srvice. In thecase
of thefirst Soteria houg it was probaly
the US Nationd Ingitute for Mental
Health as pat of aresearch prgect. It was
not clear wha such a service would cos
here now, nor whether or nd it could
ddiver lower cods oveall than gandard
SErvices.

The service isrun by vey dedicated daff
who often work long, unsheduled hours
Would they be dlowed to work in this way
here? How to keep them motivated?

Thelength of gay in Soteriawould be
monthsrather than weeks. CRHT services
are expected to work with people within 2
weeks. Thiswould bea challengefor
integraing these gpproaches. It was not
known if briefer says coud beorganised
to fit with the current climate. This does
raise theissue already rased  the
conference of whether prectice is wagging
how thingsare organised orisit vice
versa, and which is best to address
peopleOsieads and choices?

Soteriaworksaong te lines of the
philosophy of heretreat. Interventions
based on p@pleOsnorals, noton wha
technologyis available.

Soteria houss having an active rolein
working with peopleto undestand b
which is linked to JaakkoOs$deas. These
are interesting ideas for how CRHT may
present new opporunities for working
with peoplein ways people dorOiet if
services rely oninpatient care.

Chris Fieldhou®, Stoke CRHT
Maneger

Solution focused and CBT working
in CRHT

Chris trained as a psychiatric nurse. He
now manages a CRHT service in Stoke
covering a mixture of very urban and very
rural environments. Chris believes in the
importance of an individual patient’s story
and in trying to find with him/her meaning
in it.

Chris found n the mental heath system
goveaning howhis CRHT service operates
work became dominated bytargets and
medicine He was interested in finding
ways of working tha could fit with this,
but which beter opeationdised the values
base hesub<ribed to. He decided that he
and his service would try usng Cogniive
Behaviourd Therapy (CBT) and Solutions
Focused Approaches to hdping peplein
crisis. He felt these approaches were
hdpful because:

* Theeisincreasing pressureto
offer other evidence based practice
alongsde medicing and boh of
them fit this criterion

* Existing probéem focused
strategies have the poeential to
disable community care options
hence the ne=d for dternaive
perspectives. Recording pepleOs
problems leadsto long istsand a
focuson risks that disable not
enable people and rvicesto do
something different

* Thereisincreasing interest from
people usng servicesin usng their
expertise and knowedge on thar
illness and howthey manage it

* Acute mental health probkems
extend bgyondtheillness
component to practical prodems a
home such as shopping, livingb
think beyond our taditiond
modds may better hdp people to
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deal with these issues as well as
symptoms

« Staff need to be able to labd wha
they do © deanondrate the skills
they have been taughtb self worth
of gaff i s aboutlabds of their
skills and where they work. Saff
need to vduetheir work. Using
professiondized goproaches like
CBT and lution focused offers
this security and vdue to people.

* Thehdping ayenda can beeasly
log in asodal control agendae.g.
risk management can daminae
over hdping people. If we donOt
think about helping people how
easy isit to get trapped by the
narative of the system andits
problems?

The service wanted to introduce some
elements of therapy more routnely into
thework of members of qaff, but they
faced anumber of chdlenges. These
induded nd havingthetime or resources
to supportdl saff to undetake formal
education.

Chris a'so noed that wordsare important
to howpeople feel aou things The word
OherapyO an bedauntingto some people,
so his team refer to wha they doas an
approach, on hebasis:

* Therapy isthe domain of highly
trained therapists Da scarce
resource Band people might nat
see they can u it in daly prectice

* Approxh mnveysaway mos
colleagues can talk to someore,
although t draws on puretherapy

* Therapy conjures images of hour
long gssions taking up saretime.

* Approah conjures image of
anytime, anyplace, for shorter
periods

* Therapy is seen as formal and
potentially manudised Band  not
seen as working in everyday
settings

* Approah conveys something
which isinformal and adaptable

* ltistraditiondly seenas had to
implement therapy in acute care b
because of cultural and piectical
reasonsb butan goprcach can be
readily tranderred.

ChrisO ervice invested in local expertsin
the therapies/approahes by paying for
people to goto formal education, butwith
agreement they would besuppored to do
the therapiesand develop thar kills when
they were finished, and that they would
supportothers to integrate some of the
approahesinto their daly work. The
trai ned local experts were asked to:
Identify, demondrate and verbdise
which components of formal
therapy can beused in everyday
hedpful conversationsand how
* Arrangeteaching, formal and
informal, around te paentia
naure of these conversationsb
how theideas and language can be
built into everyday prectice such as
handoves, meetings and how
colleagues discuss people and their
work
* Encouragge gaff to be able to
verbdise this and its ussfulness
» Offer supavision and char
potential interest groupsbto
supportgrowth of interest and
world view amongs colleagues
* Feedback as sandard agendaitem
at team meetingsb manage shifts
and workload for regular longteam
meetingsto discuss theideabit is
open and theteam knowthe modd
they are working to

Chrisled theaudience through abrief
exerciseto illudrate solution foaised
approahes (see box 2). In slution
focused working theam isto dg
archaeologically to analyse solutions to
build afocuson pepeOstrengths and
supportthem to ke resource detectivesto
hdp them copewith adversity inthe
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future. Chris arguel thisis hdpful in
working with peoplein mental health
crisis, and @an help them deal with
potential crisis better in the future.

Box 2: Exercise to illustrate solution focused
approach.

Fold a piece of paper in half. On the left hand side list
details of a problem in your life — how it felt, how it
impacted on other people, how long you suffered the
problem, when it was at its worst how did you feel, what it
stopped you from doing (working, family, eating, fishing).
On the right — now you are moving on from the problem,
list what have you learnt from it; what would you do again
or differently, what bits of the problem are you glad
happened, what benefits have you gained after having lived
through the problem? Try to write one more thing you
learnt from the problem. Try for one more thing. And one
more.

Now, rip paper in half. In the future we will encounter more
difficulties in life. You have one choice, which piece of
paper will you take to help you solve the next problem?

This is the difference between problem and
solution focused working and thinking.

Discussion

In discussion the following pants were
made

Chris was asked where it had made the
mog impact in howhis service works He
felt it was in theinitial assessments the
team made. He said that decisionsto
admit to inpédient care or 1o hame
treatment were scary ores for theteam. A
problem and risk focused gpproach gave
them no comfort in this as it emphasised
thenggative. A solution foaused
approah, though, gve them somethingto
work with each dient and a confidence
boog. Saff can ask dientsto look & thar
lists of drengthsand lutions

Chris added tha staff are working with
clientsto find their srengths This, he

said, has to bemanifest in howyou do he
work, notjug in what you do.

Chris said tha sometimes clients look at
staff asif they have the answers and
expect them to beforthcoming. Hesad it
was important to manage patient and
colleaguesO epectationsto find wmmon
ground for vorking with the individud.

26



Martin Atchison, Meriden
programme
Family therapy and CRHT

Martin works with the Meridan
programme’ that trains people in doing
family therapy. A recent development in
this work has been working with CRHT
services to train them in and consider how
family therapy might help them to work
effectively.

Martin rdated the history of the Meridan
programme, beinga West Midlands
service begunin 1998 o train mental
health srvice providers in usng family
therapy approaches to supporing peple
and ther families. The ams of
progranme areto:
* Supportservicesto developa
Ofanily-senstiveCeulture
* Providetraining on &idence-based
family interventions
* Supporttheimplementation of
govenment pdicy
* Enaretha saff have the ills
necessary for carrying outthis
work

The progranme uses a cascade modd of
training (Dme in services are trained
centrally by the progranme, and they
cascadethis down thar organisationsby
ddivering local training). Qngoing
supavision and Pecial interest groupsare
provided for trainers.

The broad aspects of family therapy are:

* Engagement

Assessment and goa planning

Information $haring

Rdapse planning

Conmmunication killsBhdping the

family onthis, making sure everyone

is heard.

* Problem solvingBhdp thefamily get
togeher to ort outday to day skillsb

5 www.meridenfamilyprogramme.com

not about services solving probems
but aboutthem having the skills to ort
the outthemselves

» Disengagement

In oneof the Truds covered bythe
progranme the CRHT service uncertook
family therapy training, which hes resulted
in acourse specifically for home treatment
workers. Thetraining isrun & pat of
indudionto the service.

Feedback on the training has been
postive. It has hdped to form postive
attitudes and vdues in the team towards
families and working with them.

It has notbeen posible to more formally
evaluae the impact of thetraining. There
are some debates in theteam around
practical issues of family work, the
paperwork, information $aring beween
teams, carers assessments, howto gply
components of family therapy and how
best to engage with families.

Home treatment probaly provides agood
place to work with familiesBit is the right
time accordng 1 the evidence to engage
thefamily and reenergise them after a
crisis. Itisposible to work with them on
howto use skillsto copewith acrisis.
There are, though, ggnificant issuesto
address induding time and workload,
unpralictability of work, and howto
manage continuity of family work when
different professionssee them duiing
CRHT.

Theteams whereit isbeng ued sy it
offers opportunities to do ®mething nore
structured with families, to address
communication kills and proldem solving
and o hdp CRHT services get a better
undestanding of afamilyOdife.

In another Trud the progamme has
ddivered ashorter course on family
awareness Which isbang ugd in honme
treatment. Thecours cove's:
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* Components of family therapy Bbut
notin depth

* Confidentiaity

* Young Caers

Rdating Behaviourd Family Therapy

to Home Treatment Stuations

Action plnning

4 courses in Worcestershire

Podtive feedback

A follow up cay

There is some evidence that thetraining
made adifferenceto practice in the
service. Itindicated more praoactive work
with families was taking place and tha
closer linkswith family therapy dinicians
had been established.

Martin outined the following advantages

for the CRHT rolein engaging families:
* Accessible

Flexible

Focused (short term)

Family in crisis

Home Treatment ethos

And ome possible disadvantages:
» Shortterm naure of CRHT
working
* Lessknowledgeof family
* Lack of continuity
« May raise familyOsopes

Martin suggested some panters for good
practice for CRHT with regard to family
therapy, nanely:

* Family work doneby CRHT
clinician co-working with CMHT
clinician

* CRHT geneatesreferrals for
family work

* Proactive engagement of carersb
e.g. aking Ohovare you coping?

* Linkswith CMHT cliniciansto
ensure family work ddivered

Martin condudad with some issues for
further congderation:

* How to maintain families on the
agendaof the CRHT team b
families are useful source of info,
but some CRHT 4aff are notsure
what thar role is with regard to
families and whether or notthey
oughtto beddivering killsto
families, plustime pressuresare a
real issue here.

* Familiesin aisisand unckr sress
can beseen as Olgh Expressed
EmotionCand alversely labelled as
aresult Bsome families have aired
the point tha when they are seen
during vey gressful times they
worry tha thar whole lives are
beng judgeal onthis onemoment.
How can CRHT teams developa
roundel view and gé postive
messages ove to the families they
see?

Discussion

During discussion Martin commented that
a further advantage of family work in
CRHT service sstha evenin ashorttime
of working with the families it may be
possible to introduce Kkills tha may
prevent rdapse, e.g. @mmunication ills,
focusng on ad sying postive thingsto
each other.

Martin said there was no dear evidence
abouttheimpact of family work with
people with persondity disorde's andtheir
families. Opinion anongg prectitiona's
he had tried it was divided.
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Condugon

KevinOobsrvationswere that the event
had successfully developed areal sirit of
togeherness. The depth and quaity of
discussion hal been directly rdated to
ddegae participaion. Bven though eams
in theroomwere at different stages of
evolution, there was a sense that we had dl
learnt something from the event. Many
ddegaes had commented on how
reassuring the event had been, to hare and
air dmilar tendons and to identify
progress made. Many dso over the 2 days
spokeof the ObuzOand howreenergising
the event had been.

Kevin said it was hopel a follow up esent
would bepossible next year to contnueto
supportand ugain developments.

Kevin thanked bah Mervyn and Dawn for
al of their effortsin supporing the event.
Also, athank you b dl hisCIP
colleagues who fecilitated the discussion
groups

Mervyn conduded day 2 andthewhole
conference with some reflections

* Thefedling hega from people at
the conference was that it had been
hdpful Binformative and thought
provoking, butaso supportve and
energising. Reople had hared
ideas and llectively srengthened
ther resolve to develop CRHI
services.

* Further, Mervyn hal been
persondly impressed by heredlity
of people, their groundednessin
thar work and their commitment.

* Mervyn rdlected onthe way that
CRHT services had grown to
become a fairly rouine component
of community care, andthat this
was a hugeachievement.
Everyoneinvadved in achieving
tha oughtto feel proud ofwha
had been achieved.

* He adddl, though, hat the work
continues. There are ill lessons
to belearnt and $hared. CRHI
services can dill be refined and
improved.

Mervyn thanked everyonefor ther time

and supportand wished everyonewell for
the future.
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