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The main organisers of the conference were Mervyn Morris and Dawn McCarrick from 
Birmingham City University, and Kevin Heffernan from the West Midlands Care Service 
Improvement Partnership (CSIP). 
 
Report written by Michael Clark, Research Manager, CSIP. 
 
Others who have been involved in CSIP and supporting the implementation of CRHT across 
England over the last few years also assisted with facilitation at the conference, and our 
thanks go to them.  Thanks too to all of the presenters. 
 
 
 
Cover Ð Flying home.  Michael Clark
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Background 
 
Developing services to offer mental health 
service users care in the least restrictive 
environment possible was a fundamental 
principle of the National Service 
Framework for Mental Health 
(Department of Health 1999).  Crisis 
Resolution and Home Treatment (CRHT) 
services were a national policy priority to 
offer more people in mental health crisis 
an alternative to admission to an in-patient 
ward.  
 
A first, national CRHT policy-research-
practice conference was held in October 
20061, at which it was clear that there was 
a very high degree of progress on 
developing CRHT services, and on better 
understanding their impact and key 
features (e.g. Glover et al. 2006; Onyett et 
al 2006).  It was also clear, though, that 
more questions remain, for example about 
how best to organise CRHT services, to 
integrate them with other services, and 
what forms of intervention are best 
delivered through CRHT.  It was also clear 
that services were innovating in their own 
ways and facing new challenges, but there 
was no clear national knowledge 
management framework to  
 
With this in mind, Birmingham City 
University and the West Midlands Care 
Services Improvement Partnership were 
pleased to welcome delegates to this 
conference to review progress and 
consider aspects of how best to organise 
CRHT services and what interventions 
they may deliver. 
 
Although organised in the West Midlands 
primarily for services based in that region, 
the conference attracted representatives of 
CRHT services from across England and 

                                            
1 Report available at 
http://www.csip.org.uk/silo/files/crht-
conference-report.pdf  
(last accessed 11th February 2008) 

Wales.  There was also representation 
from Northern Ireland, Sweden and 
Norway.  
 
The conference was over two days.  The 
fi rst was themed around the latest evidence 
on organising CRHT services.  The second 
day agenda was influenced by a request 
from the West Midland regional forum to 
explore innovative ways of thinking about 
how CRHT services might operate and 
interventions they may use. 
 
Underpinning both days was the theme of 
reflectionÐ about the successes to date, 
lessons learnt, the challenges ahead, and 
about new questions and ways of working 
with service users and their families. 
 
It is hoped this report of the conference 
both clearly represents to the reader the 
content of the two days and conveys the 
positive atmosphere at the event.  It is also 
hoped that this report will be of use to 
those who could not attend the conference 
but who have an interest in the 
development of CRHT services. 
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Day 1 
 

Welcome and Introduction 
 
Kevin Heffernan and Mervyn Morris 
welcomed everyone to the conference and 
Birmingham City University.   
 
Kevin discussed the Chinese symbols for 
ÔcrisisÕ (figure 1), which is made of two 
characters: the first represents Ôdanger and 
adversityÕ, whilst the second represents 
Ôopportunity for growthÕ.  This was in 
keeping with the work of CRHT services, 
which work with people in adversity, but 
which endeavour to this as an opportunity 
for growth for the person. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1: The Chinese symbols for crisis 
 
 
 
It was intended that the 2 days, although 
raising and exploring any tensions or 
adversity faced in implementing, 
developing and sustaining CRHT services, 
that the conference anchored into the 
opportunity to grow. The potential and 
opportunity for growth was highlighted by 
Kevin who reflected that the critical mass 

of experts gathered for the 2 days had a 
wealth and depth of experience and 
knowledge that had not had a time and 
space to be together in this way. 
 
Kevin also explained the thinking behind 
the decision not to run workshops, but to 
facilitate discussion groups linked to key 
themes emerging from each day. This was 
intended to delegates to explore in-depth 
emerging themes and share best practice 
on them. It was also hoped the chance to 
openly share in this way would increase 
the potential for teams to link and network 
outside this event. 
  
Kevin gave an overview of the first day 
agenda.  He stressed the importance of 
Tom Dodd opening the event, as Tom had 
been a very prominent CSIP figure in the 
early implementation of CRHT. 
 
There was an emerging discussion around 
leadership v management in CRHT and 
the work of John Alban-Metcalfe would be 
very helpful to focus delegatesÕ thinking 
and guide discussion. 
 
Kevin felt the opportunity to hear directly 
from the National Audit Offi ce was very 
important, given the influential nature of 
their report on English CRHT services. 
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Presentations 
 
Tom Dodd, CSIP 
Crisis Resolution and Home 
Treatment Services Ð the journey 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 everyone that CRHT was 
part of the governmentÕs 10 year plan to 
reform mental health care, a plan which 
we must remember is still running.  As 
such, he said it was helpful to return to the 
foundations of this area of service 
development when reviewing progress and 
what needs to be done.  He set out the 
principles of CRHT2, namely: 

• A 24 hour, 7 day a week service; 
• Rapid response following referral; 
• Intensive intervention and support 

in the early stages of the crisis; 
• Active involvement of the service 

user, family and carers; 
• Assertive approach to engagement; 
• Time-limited intervention that has 

sufficient flexibility to respond to 
differing service user needs; 

• Learning from the crisis. 
 
For CRHT services the needs of the 
service user are central to what they do 
and how they do it.  This requires having 
flexibility to be able to respond to a 
diversity of need, which in turn 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 11th 2008) 

require a degree of flexibility in 
implementing the CRHT model of care 
locally.  Having said that, there is a 
national model, and its implementation 
was at the heart of a much needed whole 
system reform to mental health care. 
 
Tom reflected on some findings from a 
project exploring what mattered to people 
who work in CRHT, which were: 

• Team working and good 
relationships with team members; 

• Self awareness amongst staff;  
• Having an equal voice in team 

meetings; 
• Having the opportunity and 

autonomy to use own knowledge 
and skills; 

• Providing a professional service; 
• The opportunity to be different to 

other local services; 
• Equality of access and use of the 

service. 
 
For this research, data was also collected 
by observing CRHT meetings in which 
clients were discussed.  This found that the 
voices of professionals was dominant over 
those of users and carers.  Further, the 
issues most discussed tended to be 
medications and symptoms, with social 
matters, spirituality and money (issues 
important to service users) being down the 
list.  Tom raised these as points for 
reflection on whether or not teams were 
operating the values they aspire to and as 
challenges for CRHT teams. 
 
Tom reflected on the ever evolving 
organizational context within which we all 
work, such as the National Institute for 
Mental Health in England joining CSIP.  
He also considered the facts that there had 
been targets for CRHT services and money 
for them, although this had not always 
been protected in some localities.  He 
further considered the review and refresh 
of the CRHT policy undertaken by the 
Department of Health, which national 
research data had informed. 
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Tom noted that within this context and 
above all these factors, what has been 
important for developing good CRHT 
services has been the continued dedication 
and mutual support of a group of 
committed people. 
 
Tom asserted what he felt mattered for the 
current stage of development of CRHT, 
namely: 

• The people at this conference and 
others working in CRHT teams Ð 
keeping the values of CRHT 
alive in practice; 

• Continued whole system reform 
with CRHT at the heart; 

• Need to help others to 
understand CRHT, such as 
commissioners and those 
performance managing local health 
systems, and convince them of the 
benefi ts and importance of the 
services. 

 
Tom thanked everyone for their work to 
date on developing CRHT, and concluded 
with a quotation from a person working in 
a CRHT service: 
 
“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”. 
 
 

John Alban-Metcalfe, Real World 
Group 
Crisis Resolution and Home 
Treatment Services in 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 Programme3. 
 
John began by discussing the concept of 
leadership, which many see as an 
increasingly important issue as our society 
faces more challenges, complexity, 
uncertainty and competition. In JohnÕs 
view, the public sector is more complex 
than the private sector, leading to extra 
challenges of leadership. 
 
For John, leadership is vital to: 

• Achieve ever-more challenging 
performance targets; 

• Sustain high quality performance, 
motivation and well-being; 

• Attract &  Retain good staff Ð 
competing in the war for talent; 

• Creating a culture of high 
Ôreadiness for changeÕ. 

 
To achieve anything, staff are the most 
important resource in any organisation Ð 
Ôwith every pair of hands you get a brain 
for free’.  Notions of how leadership 
connects with them have changed from the 
heroic leader (taking the lead) to the 
engaged leader model, which stresses the 
importance of engagement, and a shared, 
distributive leadership of the team 
together. 
 

                                            
3 Report available at 
http://www.sdo.lshtm.ac.uk/files/project/22-
final-report.pdf (Last accessed 11th February 
2008) 
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John quoted Anita Roddick to distinguish 
aspects of this new model of working Ð I 
want people with their heads in the air, 
their feet on the ground and their heart in 
the organisation. 
 
John said there was a clear business case 
that this model of leadership has 
demonstrated better business outcomes for 
public and private sector organisations (eg 
Alban-Metcalfe & Alimo-Metcalfe, 
2000a,b; Alimo-Metcalfe & Alban-
Metcalfe, 2001; Kelly et al., 2006). In the 
model, people with the right knowledge, 
skills, and experience, working in the right 
culture with the right engaged leadership 
have enhanced job satisfaction and 
motivation leading to better performance.  
Culture and leadership are seen as two 
sides of the same coin. 
 
John continued to define what leadership 
forms engagement.  It is a new, inclusive 
model of engaging Ð the engaging 
transformational model of leadership - in 
which leaders have at their heart good 
personal qualities and core values, like 
honesty and consistency.  They use these 
to engage individuals in their organisation, 
such as by showing concern about them.  
This, John noted, has particularly proven 
to be a very powerful predictor of success 
in their model.   
 
By these means, good leaders ensure 
everyone moves forward together.  For 
sustained organisational success, initiative 
is important, which only happens when 
people are in a culture where leaders 
support people and encourage staff. 
 
Good leaders aim at: 

• C Ð change what they can; 
• I Ð influence what they can; 
• A Ð accept the givens. 

 
John noted the limited evidence of a 
positive link between good leadership and 
better productivity.  This study aimed to 

examine that issue in the context of CRHT 
service development. 
 
The SDO funded research had a primary 
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.   

 
The research team studied 80 CRHT 
services, with inclusion criteria for teams 
based on meeting met fidelity criteria for 
services and being in existence for a 
defined period.  Data were collected from 
731 staff (team leads, occupational 
therapists, physiotherapists, psychiatrists, 
psychologists, nurses, social workers, 
support staff).  The  Leadership Culture & 
Change Inventory (LCCI)ª  collected data 
on: 

• transformational leadership; 
• capabilities; 
• staff attitudes to work & well-

being.  
 
Further data was collected included 
contextual data with contextual variables 
being used to control for: 

• Proportion of users presenting with 
symptoms of psychosis; 

• Mental Illness Needs Index (MINI) 
for the teamÕs area; 

• Availability of alternatives to in-
patient care; 

• Ratio of staff to service users;  
• ÔGate-keepingÕ power of teams 
• Extent of Ômedical coverÕ in the 

service; 
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• Multi-disciplinary nature of team; 
• Nature of 24/7 cover. 

 
An organizational performance ratio was 
calculated for each CRHT service, i.e. the 
number of assessments made by the team 
divided by the number of referrals for in-
patient care as an average over a 12-month 
period.  The researchers looked for any 
change in a serviceÕs ratio over a 12 month 
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. 

 
The researchers undertook hierarchical 
multiple regression: ÔProductivityÕ (n = 
420), and ÔChange in productivityÕ (n = 
357), against ÔEngaging with OthersÕ, 
contextual variables, and attitudes to work 
and wellbeing.  This calculated the factors 
signifi cant in influencing performance, 
controlling for contextual factors across 
teams. 
 
The research team found that: 

• the leadership behaviours 
categorised as ÔEngaging with 
OthersÕ, ÔVisionary Leadership, 
and ÔLeadership CapabilityÕ, had a 
positive effect on staff;  

• leadership behaviours involving 
ÔengagementÕ had the greatest 
impact on staffÕs attitudes to work 
and their well-being at work; 

• there was some evidence that team 
performance, defined as ÔratioÕ, 
was positively associated with the 
leadership scores of Ôengaging with 
othersÕ; 

• For individual teams, 
organizational, contextual factors 
were associated with performance. 

 
The researchers undertook 8 in-depth case 
studies of CRHT services to further 
investigate these issues.  The services were 

chosen on the basis of their hospital 
admissions to get a mixture of services.  
In-depth interviews were conducted with 
team leads and team members, along with 
observations and attendance at meetings. 
 
On the basis of the case studies, the 
researchers asserted that better 
performance was associated with: 

• Engaging and collaborating with 
important stakeholders Ð teams 
more successful at achieving their 
targets were more engaged with a 
range of stakeholders.  Where 
mutually agreed protocols had been 
developed with other services this 
seemed to produce a better running 
service or pathway; 

• Consultation, linked to 
engagement; CRHT services that 
met targets consulted with others; 

• Sensitivity; performance was 
associated with teams that were 
sensitive to the views of other 
stakeholders; 

• Respect; similar to sensitivity; 
• Flexiblility; working flexibly with 

all stakeholders; 
• Having a collective vision of a 

good quality, user centred service; 
recruiting people with a similar 
vision; collective forming of the 
vision 

• Maintaining the vision; 
• Shared leadership; 
• Learning organization; 
• Supportive culture; 
• Reflection; 
• Emphasis on continual 

professional development; 
• Team focused - “We aren’t a 

group of individuals, we are a 
collective group working 
together”.  

• Managing change in an engaging 
manner; 

 
The qualities of high performing, 
engaging team leaders were seen to be: 

• Inspiring and visionary; 
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• Approachable; 
• Visible; 
• Role model; 
• Collaborative; 
• Democratic (yet decisive); 
• Supportive; 
• Pragmatic; 
• Team focused; 
• Reflective. 

 
John commented that in the NHS and 
other sectors there is work to develop 
competencies for leaders, but in his view 
competencies are not enough.  A leader 
could behave competently in terms of 
following a list of defined competencies, 
but may not do this in an engaging way: 
 
Leadership success=competency + an 
engaging style 
 
Organisations need to emphasise and 
develop competencies (what people need 
to do) but also engagement (how they do 
it). Leadership as a distributed process, 
embedded in the culture of the 
organisation, should focus on increasing 
both Ôhuman capitalÕ & Ôsocial capitalÕ. 
  
For John the final argument was that 
creating a more ÔEngagingÕ culture can 
signifi cantly increase productivity, and 
motivation & well-being. 
 
Discussion 
 
In discussion John said that in the CRHT 
services they studied they found both good 
leaders and cultures of shared, engaged 
leadership. Culture and this style of 
leadership were two sides of the same coin 
which develop together. 
 
When asked what managers ought to do 
with those who do not want to be engaged 
he noted that there were probably 65 per 
cent of people in any work place who can 
be influenced and that just better engaging 
them would significantly increase 
productivity, so concentrate on them. 

Fraser Clark, National 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 chose to do an in-depth report 
on CRHT after going through its usual 
topic selection process, aimed at giving a 
balanced portfolio of work for each year.  
The process selects topics on the basis of: 

• Interest from MPs and the public; 
• Its own monitoring; 
• Issues identified through our 

financial audit work; 
• Liaison with other audit and 

regulation bodies; 
• Follow-up to previous work. 

 
CRHT was chosen through: 

• Early engagement with key 
stakeholders, including the 
Department of Health, CSIP, 
mental health charities and 
academics; 

• Scoping work commissioned from 
Mental Health Strategies to 
identify the Ôtop tenÕ topics, each 
then assessed for a good balance 
between a number of factors 
including potential for service 
improvement, relevance, and 
manageable scope within NAO 
limits. 

 
The study of CRHT was designed through: 

• Further consultation with expert 
stakeholders to develop NAOÕs 
understanding of key issues; 
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• Work with internal and external 
methodology specialists to propose 
appropriate techniques for audit 
and analysis; 

• Detailed business case, subject to 
internal peer review and external 
quality control by Oxford 
University. 

 
The study 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 considering a range of DH 
documents, the NAO decided the aims of 
the CRHT policy were: 

• To treat people suffering from 
acute mental health crisis in the 
least restrictive environment, as 
close to home as possible; 

• To assess (‘gatekeep’) all potential 
admissions to inpatient wards 
(including MHA detentions) as 
possible candidates for CRHT; 

• To reduce pressure on inpatient 
facilities; 

• To reduce out-of-area treatments; 
• To facilitate early discharge from 

inpatient wards; 
• To meet specific targets - 335 

CRHT teams across England, 
treating 100,000 people a year by 
2005. 

 
The methods used in the study were: 

• Audit of 500 inpatient admissions 
and 500 referrals to CRHT teams at 
25 sites, assessing patterns of 
gatekeeping, communication 
between services, early discharge; 

• On-line survey of 600 referring 
clinicians, exploring their 
perception and knowledge of local 
CRHT services; 

• Analysis of PCT/SHA-level data 
on admissions, bed days, 
expenditure, staffi ng and activity; 

• Review of DH performance-
management and target regime; 

• Analysis of service-user/carer 
experiences of CRHT, using 
existing local feedback work and 
six NAO focus groups;   

• Economic modelling with LSE, 
using NAO findings and existing 
research to model costs and 
possible savings of CRHT vs 
inpatient treatment. 

 
 
The findings from the NAO study. 
 
1. CRHT has been rapidly implemented 
across the country. 

• Between 2002 and 2007, PCTsÕ 
overall spend on MH increased by 
27% in real terms (£8.4bn in 2006-
07); 

• Spend on CRHT increased by 
409% in the same period (£183m 
in 2006-07); 

• 343 teams in place in 2006-07, 
delivering circa 95,000 episodes 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 
headcount or skill mix; 

• National care staff numbers are at 
around 90% of DH estimated 
requirement (14 WTE per 150,000 
population), but . . . 

• 50% of teams have less than 0.5 
WTE dedicated consultant 
psychiatrist input; 29% have no 
dedicated consultant input at all; 
Less than 50% of teams have any 
dedicated Approved Social Worker 
input; 

• These shortfalls create cultural 
(attitudes to CRHT work) as well 
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as resource issues for getting 
CRHTs to work effectively. 

 
The NAO also considered what it would 
cost to fully resource CRHT services as 
per the DH policy model compared to 
current spending on the services.  They 
found that using mental health nurses 
alone an additional £10m-17m per year 
would be required (depending on variable 
costs such as training and overheads). 
 
If services were fully staffed using mental 
health nurses, but including 1.0 WTE 
medical input for every team (at least 0.5 
WTE consultant) and 1.0 WTE ASW, it 
would require up to £30m extra per 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 PCTs’ reported performance 
against their CRHT episode target. 

• The NAO found that the 100,000 
episode target set by the DH had 
not been robustly modelled, but the 
benefi t of it was that it has driven 
implementation of the policy to 
develop CRHT services. 

• The target presents data-quality 
issues and runs risks of perverse 
incentives to services. 

• More sophisticated metrics are now 
needed (e.g. outcomes) and the DH 
Health and Social Care Outcomes 
and Accountability Framework is 
an opportunity to develop these. 

• Better metrics would be supported 
by proper implementation of 
Mental Health Minimum Data Set 
by localities Ð for example, under 
10% of MHMDS records 
nationally are being 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.   

• Inpatient admissions have fallen as 
CRHT treatments have increased. 

• Early adopters of 24/7 CRHT 
teams have seen greater reductions 
in inpatient bed days than areas 
without teams. 

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

• The welcome option of an 
alternative to hospital admission. 

• The opportunity to remain in a 
familiar environment and retain 
links with everyday activities. 

• The comfort of knowing that help 
was available 24 hours a day if 
needed. 

• The provision of practical help, 
such as taking medication, 
arranging transport to and from 
appointments and assisting with 
everyday tasks such as shopping.  

 
Areas of concern 

• Demands on staff and resources 
meant service users were not 
always seen as frequently, 
promptly or for as long as they 
wished. 

• Communication problems between 
ward and CRHT teams sometimes 
meant interruptions in care. 

• Users experienced anxiety or 
distress if their call was not 
answered immediately, or visits 
were postponed or cancelled. 

• Changes between shifts meant that 
service users were seen by several 
different team members in 
succession, making it more 
diffi cult to build trust and 
therapeutic relationships.  
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The NAO found there is considerable 
scope to increase both gatekeeping and 
early discharge: 

• CRHT staff had been involved in 
53% of admissions; 

• Ward and CRHT managers felt 1 in 
5 admissions would have been 
suitable for home treatment; 

• CRHT staff had been involved in 
43% of discharges, and 85% of 
these discharges had been earlier as 
a result;  

• Likelihood of CRHT staff being 
involved in discharge was 50% 
higher when they were gatekeeping 
the majority of the admissions; 

• Teams that are staffed 24/7 are 
signifi cantly more likely to be 
involved in the majority rather than 
the minority of admissions;  

• 27% of cases not gatekept were 
due to medical staff bypassing the 
team and admitting directly. 

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

• DH aim is that CRHT teams only 
see service users who are acutely 
ill;  

• But 34% of referrals to CRHT 
teams had been referred onwards to 
non-acute services (such as 
primary care or Community 
Teams);   

• This indicates a lack of 
understanding among referrers of 
the intended role of CRHT teams; 

• This is potentially an ineffi cient 
use of their specialised resources; 

• The NAO survey of referrers also 
suggested poor understanding of 
local CRHT services amongst 
referring clinician.  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 used existing data plus 
new NAO findings to model the 
difference in costs between a 
service which uses CRHT 
appropriately and one where it is 
not available; 

• A service in which CRHT is 
available and considered in all 
appropriate cases saves 
approximately £600 per crisis 
episode; 

• This was extrapolated across the 
number of potential CRHT cases 
nationally (max. 209,000 per year); 

• Average gatekeeping rate for the 
NAO sample of teams was 53% 
(gatekeeping rate for individual 
teams varied from 5% to 85%); 

• If teams below the average 
increased gatekeeping to the 
average, the NAO estimated 
potential savings of £12 million a 
year; 

• Increasing gatekeeping to 90% 
nationally could save up to 
£50 million a year; 

• But both cultural (acceptance of 
CRHT, gatekeeping etc.) and 
resourcing issues inhibiting full 
develop of CRHT 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; 

• 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 Fraser said it was not 
possible to answer questions about how 
CRHT services are working with different 
ethnic groups.  The quality of data was not 
good enough, most notably the recording 
of ethnicity in the minimum data set was 
not good enough. 
 
Fraser noted that carer burden had been an 
issue for some with regard to CRHT 
services, specifically that it would mean 
more burden on carers if people were 
being treated at home.  He commented, 
though, that this was not raised as an issue 
by carers in the focus groups the NAO 
conducted.  He said they could not find 
good enough data on this issue to build 
into the economic model.  He added that 
some services undertake regular carer 
feedback surveys, but this is not generally 
done, and perhaps services ought to look 
to do it more. 
 
Fraser said the NAO formed the 
impression that crisis and respite houses 
can make a significant impact on how 
CRHT services work, but it was an area 
that needed more systematic examination. 
 
The NAO had found instances where the 
service user had been admitted to an 
inpatient ward because he/she wanted to 
be, despite the fact the CRHT service 
would have provided home treatment. 
 
 

Discussion Groups 
 
At this stage the conference convened in to 
smaller discussion groups.  The main 
themes arising from these were: 
 
Targets, pressures and incentives 
 
There was a need to stay focused on the 
target population for services Ð which it 
was felt that CRHT services understand Ð 
but this can be diffi cult at times. 
 
Some people reported feeling under undue 
pressure from senior managers and 
commissioners to meet their target for 
accepted cases.  For some this resulted in a 
perverse incentive to accept cases that did 
not fi t the criteria for CRHT work. 
 
For others, pressure came from referrers to 
CRHT who did not understand ÔcrisisÕ in 
the same operational terms as CRHT 
services were intended to deal with.  Such 
referrals were coming from some primary 
care and A&E services.  There was 
variation in experiences about this and it 
often depended on what other services 
there were in local systems, such as A&E 
liaison teams. 
 
Some felt these pressures came as a result 
of gaps in services, with CRHTÕs being 
pressurised to close by taking 
inappropriate cases.  At times teams felt 
they were being asked to be all things to 
all people, often to the detriment of staying 
focused on their core purpose. 
 
The pressures were also seen to be having 
a detrimental impact on the quality of 
service offered to people taken on to 
CRHT case loads.  Pressure to do more 
assessments and take more cases on to 
meet targets meant some staff did not feel 
they could give as much time to individual 
people as they wished to. 
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Some felt it would be better to drop the 
word crisis from the name of the service as 
it results in too much confusion. 
 
Some felt it was time to develop a more 
outcomes approach to work and data 
collection.  It was raised that a more 
longitudinal measure of success for the 
services might be that service users engage 
sooner with crisis services.  It was felt that 
carers are in an important position to help 
define outcomes. 
 
Operational issues 
 
For some the issue of co-location of the 
CRHT service within the inpatient service 
led to mixed feelings.  It has some 
benefi ts, such as communication, but for 
some it potentially detracted from the 
ethos that the service is a community one. 
 
Some people are still facing challenges 
with fulfi lling the gatekeeping function.  
There was still a challenge to help some 
colleagues to understand that gatekeeping 
was not about moving a decision away 
from one place (e.g. community team) to 
another (CRHT), but rather it is about a 
more shared approach to the decision 
making.  Gatekeeping needs to be better 
enshrined in clinical governance for local 
services. 
 
Other aspects of clinical governance were 
discussed, including individual and group 
supervision, and managing staff stress and 
burnout.  It was felt that psychologists 
might be able to offer CRHT services 
more support in these matters. 
 
Some CRHT services felt they were being 
made the risk assessment unit for their 
whole local service.   
 
It was noted the NAO felt the issue of 
culture change to be signifi cant, 
alongside resource issues, in getting 
CRHT services working most effectively 
and effi ciently.  Some services were still 

finding psychiatrists resistant to CRHT 
services, and their gatekeeping work.  
 
Gatekeeping also needed to be understood 
in its relationship to the ability of the 
teams to successfully divert admissions, 
not just being aware of who is being 
admitted.   
 
Some had found that in-patient care 
colleagues were wary of CRHT, perhaps 
fearing about their own roles, status and 
jobs. It was argued that CRHT staff need 
to understand the perspectives and 
attitudes of other services and work with 
them.  There was a need for dialogue with 
services, not just educating them about 
CRHT.  Notions of shared, engaged 
leadership with other services could be 
helpful here. 
 
Some were having diffi culties with Mental 
Health Assessments. Being asked to attend 
in a timely way but also having the 
capacity to respond were cited as tensions 
 
Some had considered the issue of whether 
or not CRHT services ought to adopt the 
bed management function for their 
locality as a means of improving 
gatekeeping.  The feeling was it is an idea 
worth considering but it would need to be 
resourced rather than simply added as a 
task to be done within existing resources. 
 
People are facing challenges with staffing.  
Finding support from Occupational 
Therapists, Psychiatrists and Pharmacists 
were hard challenges. 
 
A question was raised about whether or 
not the services offer true choices in 
treatments.  For some the issue of targets 
was seen to hinder the amount of choice 
they could offer to people. 
 
The challenge of continuity of care was 
discussed, particularly as it had been raised 
in the NAO report.  It was diffi cult to 
ensure that the same member of staff was 
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on hand to a person throughout a CRHT 
episode.  Continuity had to be built into 
the care in other ways and it was clearly 
important for services to do this as well as 
possible. 
 
The potential for CRHT to facilitate 
earlier discharge from inpatient units was 
discussed.  It was felt that this was not 
what CRHT had primarily been set up, but 
it was something which should be properly 
considered.  It would need to be properly 
resourced to ensure it did not detract from 
doing CRHT work. 
 
The issue was raised of how to manage 
those who do not engage with the CRHT 
service.  It was not clear what policies and 
practices were best to manage this issue. 
 
Nurse prescribers at the conference were 
pleased to be in touch with each other to 
offer each other support in this challenging 
role. 
 
 
Successes and the future 
 
It was seen as important to recognise the 
successes of CRHT services.  They were 
seen to be working.  Staff should continue 
to do the right things, and continue 
developing and improving the services.  
 
It was noted that some things seen as very 
debatable and to be negotiated 5 years ago, 
such as home treatment, 24 hour service, 
and gatekeeping, were now largely 
accepted as good practice, with the debate 
being now about how to make them 
work best.  This is an impressive 
achievement. 
 
There is a need, though, to continue to 
improve the quality of the services.  
Effi ciency and effectiveness need to be 
defined and monitored.  The NAO report 
was seen as a helpful first step in these 
debates. 
 

It was felt that services need to be mindful 
of ways to keep getting feedback from 
users and carers to keep improving 
services.  They are important people Ð if 
the service is helping them and improving 
their lives, they can help define and 
present the case for CRHT services. 
 
Some felt there was need to consider the 
place of CRHT services in the future 
organisational arrangements for the NHS.  
How will commissioners relate to CRHT 
services?  What do moves to introduce 
more competition and choice into health 
care mean for CRHT services? 
 
The place of CRHT networks in the 
future was discussed.  Some felt they did 
not have a good local network and 
welcomed this West Midlands event.  
Some felt they would like to see such 
opportunities for learning and sharing 
experiences together replicated nationally. 
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Day 2 
 

Welcome and Introduction 
 
Mervyn welcomed everyone to the second 
day of the conference: 
 
I want to begin by placing the second day 
of the conference in the context of 
yesterday.  Whereas day one concentrated 
on organisation and organisational issues, 
todayÕs focus is on practice.  The first day 
was about Ôgetting the right people with 
the right support with the right resources 
in the right place and the right timeÕ; that 
is largely what organisations are about.  
The second day of the conference will 
focus on the idea of the Ôright reasonÕ, 
what do teams actually do with people 
when they get there? 
 
The work that teams undertake is 
ultimately a balance between these two 
potentially conflicting interests of 
organisation and practice.  Are services 
organised around the way that teams 
intend to work with people, or is it more 
the case that teams work with people 
around the way they are organised as 
services?  Bringing some clarity to 
practice may give a different way of trying 
to understand and improving the way 
services are organised.   
 
How do teams work with people in crisis? 
There is surprisingly limited research and 
systematic evidence about how community 
based crisis teams work, and how they 
work differently to services based in a 
hospital setting.  TodayÕs presentations 
will attempt to provide perspectives and 
some evidence on the ways in which crisis 
teams work with people. 
 
Yesterday we had an interesting discussion 
about the meaning of the word ÒcrisisÓ, 
and whether the term crisis can be 
misleading particularly to people who try 

and access or refer to CRHT teams.  
Whether we call the circumstances a 
ÔcrisisÕ or something else should does not 
necessarily alter the opportunity to work 
with people in a different and more 
effective way.  In particular, it is an 
opportunity to do a more socially focused 
psychiatry, to engage and deal with the 
family and the social and material 
circumstance of the person; an approach 
that hospitalisation often makes very much 
more diffi cult if not impossible.   
 
Being able to deal with the circumstances 
that have led to a crisis is something that 
in itself can make the symptom experience 
more manageable and radical intervention 
unnecessary.  
 
At the launch of the National Service 
Framework for mental health, nearly 10 
years ago now, Professor Ron Diamond 
from Wisconsin referred to studies dating 
back to the 1930Õs4 that highlighted that 
the majority of admissions followed 
breakdown in social supports.  But we also 
know that ÔcrisisÕ can make ÔsymptomÕ 
experience worse, and that the person is 
less able to cope, becoming less resilient to 
those experiences.  So it makes sense that 
addressing the social and environment 
factors, in vivo, can lead to significantly 
different outcomes for people and care 
pathways for services. 
 
I know from talking to many practitioners 
in Home Treatment this is nothing new, 
that when you meet people at home very 
different things begin to happen.  
Problems present in a different way, and 
different opportunities for working with 
people are created. So today is an 
opportunity to further reflect on how 
working with people in the community in 
crisis influences the way that we 
understand the problems that we and they 

                                            
4 See Querido A. The shaping of community 
health care. Br J Psychiatry. 1968;114:293Ð
302 
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face, and the opportunities that we have to 
deal with things in a different and 
hopefully more effective way.   
 
This morning we have a visitor here from 
Finland and itÕs a great pleasure to be able 
to welcome Professor Jaakko Seikkula 
here for the day.  Professor SeikkulaÕs 
research is based on twenty years 
experience of establishing a community-
based treatment service for people with 
psychosis, originally in Finland, and his 
work is increasingly influential across 
Scandinavia. 
 
His research is both interesting and 
important.  WhatÕs interesting is that it 
comes from a different history with 
different ideas and has led to a different 
model of practice.  In particular it is 
influenced by a way of working by the 
tradition of systemic family therapy.  It is 
worth noting that we have had systemic 
family therapy training available here in 
the West Midlands for over 25 years, but 
has remained largely confined to child and 
adolescent services, though a few 
colleagues in adult services did train in the 
early-mid 1980Õs.  The importance of 
Professor SeikkulaÕs work is clear from 
comments by service users and carers 
yesterday, about the issue of how families 
are worked with and engaged in 
community services.  JaakkoÕs presence is 
very timely in getting us to think about just 
who is our client when we go out and see 
people at home. 
 
This afternoon Professor Phil Thomas will 
present on Soteria, a model of crisis house 
originally developed by Loren Mosher in 
1960Õs USA, one of the earliest examples 
of residential support as an alternative to 
hospital.  I know from experience of 
working with ASWÕs, and it was raised in 
FrazerÕs presentation yesterday, 
alternatives are not only a question of 
choice but also about the least restrictive 
environment.  PhilÕs presentation will be 
based on a literature review of the effi cacy 

of this form of crisis house as an 
alternative to hospital.    
 
Martin Atchinson is going to be talking 
about the Meriden Programme and I think 
most of you will know the Meriden 
programme here in the West Midlands 
because it is very well established and 
many people have had the opportunity to 
do the training.  His presentation will 
focus on how family based working as 
developed in the Meriden Project has been 
taken up by Home Treatment teams. 
 
The final presentation is from Chris 
Fieldhouse who is going to talk about his 
experience of working in crisis teams 
using principles and strategies from 
solution-focussed and CBT approaches to 
working with people.   
 
There will, as with yesterday, be ample 
opportunity to discuss the presentations 
with the speakers and amongst each other.  
A report on the proceedings of the day is 
being compiled by Dr. Michael Clark, and 
the presentations are also being recorded 
and will be available on the conference 
website at 
http://www.health.bcu.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 behind the service he has developed 
for systemic community crisis work for 
psychotic and other severe problems.  The 
concept of ‘open dialogue’ is important to 
this.  The present moment is crucial to this 
dialogue, which means: 

• to be present in the once occurring 
event of being (Mikhail Bakhtin) Ð 
here language is crucial, but it is 
always an interaction between 
people. Once expressed we can no 
longer take full control over what 
words mean as listeners take 
control. 

• neitherÐnor reality (Tom 
Anderson).  In work people usually 
deal with Ôeither-orÕ perspectives 
e.g  diagnosis is said to be either 
this or that.  Sometimes people 
work with Ôboth-andÕ perspectives, 
in which all voices are heard in a 
discussion.  In a Ôneither-norÕ 
perspective on reality we recognise 
we are in the midst of something 
happening, but accept we donÕt yet 
have the words to adequately 
express it. 

• From explicit knowledge to 
implicit knowing (Daniel Stern) Ð
we should focus more on the 
implicit knowing of the present, 
and recognising that it is not 
formed in the words, yet it affects 
us.  The present is every 3 seconds. 

• Intersubjectivity Ð I see myself in 
your eyes; recognising we are 
intersubjectively created through 
interaction with each other in the 
moment. 

 
All of this happens in a short moment of 
the present and is not formulated 
beforehand.  They are formulated in 
dialogue, and in that dialogue, as Bakhtin 
argued, there is nothing more terrifying for 
an individual than a lack of response from 
others in the dialogue.  
 

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

1. Embodied living in the present 
moment Ð a shared experience 
created together at that moment, 
with no spoken narrative. 

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

 
It is important in life that people are 
heard, and feel heard Ð and this is a 
signifi cant point for clinical practice and 
working with people in crisis and with 
psychosis.  It is not always necessary to 
give a response that gives an answer (such 
as, this is why you feel this way); a more 
simple response can suffice, such as ÔI 
hear you and what you say is importantÕ.  
This is enough, but in clincial practice we 
are more focused on other things like 
cause.  Jaakko asserted practitioners learn 
so much technical stuff, techniques, 
diagnoses etc, that they sometimes forget 
or miss the important possible immediate, 
near responses. 
 
Jaakko set out the main principles for 
turning this theory into organising a social 
network oriented treatment system: 

- Immediate help 

ÒFor the word (and, consequently, for a 
human being) there is nothing more 
terrible than a lack of responseÓ  
(Bakhtin, Speech genres, 127) 
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- Social network perspective 
- Flexible and mobile Ð to 
meet the needs of individuals 
- Responsibility Ð whoever in 
the team is contacted is responsible 
for organising a meeting 
- Psychological continuity  
- Tolerance of uncertainty 
- Dialogism Ð not focused on 
symptoms 

 
In more concrete terms this means: 
Immediate help: 

• First meeting within 24 hours 
• Crisis service for 24 hours 
• All participate from the outset 
• Psychotic stories are discussed in 

open dialogue with everyone 
connected and available present 

• The patient reaches something of 
the Ónot-yet-saidÓ 

Social Network perspective: 
• Those who define the problem 

should be included in the treatment 
process 

• A joint discussion and decision on  
who knows about the problem, 
who could help and who should be 
invited into the treatment meeting 

• Family, relatives, friends, fellow 
workers and other authorities 

Flexibility and mobility: 
• The response is need-adapted to fit 

the special and changing needs of 
every patient and their social 
network  

• The place for the meeting is jointly 
decided 

• From institutions to homes, to 
working places, to schools, to 
polyclinics etc 

Responsibility: 
• The one who is first contacted is 

responsible for arranging the first 
meeting 

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

• All issues are openly discussed 
between the doctor in charge and 
the team 

Psychological continuity 
• An integrated team, including both 

outpatient and inpatient staff, is 
formed 

• Meetings are as often as needed 
• Meetings are for as long period as 

needed 
• The same team both in the hospital 

and in the outpatient setting 
• In the next crisis the core of the 

same team is available 
• Not to refer to another place 

Tolerance of uncertainty: 
• To build up a scene for a safe 

enough process  
• To promote the psychological 

resources of the patient and those 
nearest him/her 

• To avoid premature decisions and 
treatment plans  

• To define open? To be open about 
defining? 

Dialogicity: 
• The emphasize in generating 

dialogue - not primarily in 
promoting change in the patient or 
in the family 

• New words and joint language for 
the experiences, which do not  yet 
have words or language 

• Listen to what the people say not to 
what they mean 

 
All staff working in JaakkoÕs service have 
3 years of training in this approach.  The 
service has been researched and is 
evidence based. 
 
Jaakko said there are challenges in treating 
psychotic problems, namely: 

• Clients become not heard - neither 
the patient nor the family members 

• Over emphasis on inpatient 
treatment Ð patients disposed to 
othersÕ psychotic behavior 

• Over emphasis in medication Ð 
increases mortality 
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• Over emphasis in pathologising 
problems Ð resources of clients are 
not seen. 

 
Jaakko gave an example excerpt from a 
clinical interview to illustrate an example 
of the clinician not being present in the 
moment and missing important features 
(see box1).  Jaakko asked of this dialogue 
ÔWhere is the team when P reflects on his 
behaviour Ð when he asks himself that it is 
not allowed to hit people?Õ Here P is 
taking responsibility for his actions? But 
the interviewing team are not present in 
the moment and miss an opportunity.  
 
P is reflecting on his issues but the team 
keep coming back to developing a 
narrative of the events Ð so the moment for 
a shared understanding passed. 
 
Jaakko set out the main elements of open 
dialogue: 

• Everyone participates from the 
outset Ð avoid staff meeting before 
to plan how to manage the 
meeting, patient present at the start, 
even at the moment he is most 
psychotic.  The family are also 
present. (The social network.) 

• Everything associated with 
analysing the problems, planning 
the treatment and decision making 
are discussed openly and decided 
while everyone is present 

• Themes for dialogue are not 
planned in advance Ð use the same 
words people use, and repeat their 
utterances 

• Form of dialogue is not planned in 
advance 

• Primary aim in the meetings is not 
an intervention changing the family 
or the patient - not taking away 
symptoms nor planning 
intervention to change family 
interaction Ð rather, it is to build up 
a new joint language for those 
experiences, which do not yet have 
words.  It is a valuable moment to 

develop a shared understanding, to 
create a new language Ð staff have 
to do the plans etc, but no one 
comes to the dialogue with any 
prejudice about what words are 
better 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Main meeting can be conducted by 
one therapist or the entire team can 
participate in interviewing 

Box 1: Extract from an interview to demonstrate 
not being present in the moment of dialogue. 
 
T1: I thought that it happened during the last two 
weeks, not before 
T2: Was it a threat or even worse? 
T1: Hitting, I thought that P hit his mother 
T2: Was P drunk or did he have a hangover? 
P: No, I was sober 
T2: Sober 
T1: I 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 I asked . . .I 
went out and came into the kitchen, and she turned round 
and said that it wasn’t allowed to speak about it. Then I 
slapped her. She ran out into the corridor and started 
screaming. I said that there is no need to scream, that why 
can’t she say. . . . .And then I calmed down. At that point I 
got the feeling. . . . And the police came and the 
ambulance. But in some way I have a feeling, that it is, of 
course, it is not allowed to hit anyone. But there are, 
however, situations . . . 
T1: 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. I 
was thinking, all the time I am thinking those strange things 
and I 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. 
T2: And it all started last weekend, this situation? 
T1: Yes 
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• Tasks for facilitation (a) open the 
meeting with open questions; (b) 
guarantee all voices will be heard; 
(c) build a place for reflective 
comments among professionals Ð 
reflective conversation; (d) 
conclude the meeting with 
definition of what has been done Ð 
close with the clientÕs words and 
allowing people to add something 
else if they want to. 

 
It is important in a dialogue to generate 
ideas and show we have choices, not to 
present ready made ideas and solutions.  In 
the dialogical meeting: 

• Professionals discuss openly their 
own observations while the social 
network is present 

• There is no specifi c reflective 
team, but the reflective 
conversation is taking place by 
changing positions from 
interviewing to having dialogue 

• Professionals have a space in the 
meeting to discuss and for family 
to listen, but then family have a 
space to question and respond 

• In the conversation the team tries 
to follow the words and language 
used by the network members 
instead of finding explanation 
behind the obvious behaviour 

• Uncertainty is tolerated and 
immature and rapid conclusions 
and decisions are avoided. 

 
This mode of working has been researched 
in a 5 year follow up of Open Dialogue in 
acute psychosis.  The research between 
1992 and 1997 was in Western Lapland, 
covering a population of 72,000 in 
habitants.  It was a naturalistic quasi-
experiment, not a randomized control trial.   
 
The aims of the project were: 

1. To increase treatment outside 
hospital in home settings. 

2. To increase knowledge of the place 
of medication Ð not to start 

neuroleptic drugs in the beginning 
of treatment but to focus on the 
active psychosocial treatment. 

 
Recruitment and retention to the project 
were N = 90 at the outset; n=80 at 2 year; 
n= 76 at 5 years. 
 
The researchers found that fewer people 
were being admitted to hospital in the 
latter part of study, indicating that staff 
were tolerating uncertainty more.  They 
also found that those patients on 
medication had more relapses. 
 
In a comparison of this work with a study 
in Stockholm Ð where people were in 
traditional treatment Ð they found better 
outcomes for people in the open dialogue 
model of treatment. 
 
Jaakko argued that psychotic problems 
become understood differently based on 
how we organise services and our thinking 
Ð if we think in terms of the Ôold systemÕ 
we see psychosis as a long, ongoing 
problem, but on the new, open dialogue 
system we begin work immediately to help 
people to recovery.  Open dialogue is one 
way to work through crisis. People were 
supported to generate their own resources 
to cope.  In this study 80% did not have 
remaining psychotic symptoms.   
 
In interviews families reported their lives 
changed.  They said some of the fun had 
gone from their lives as they were anxious 
that the person would fall ill again.  Jaakko 
said that even if we can take away 
symptoms and address medical outcomes, 
it is hard to address these issues and 
improve these outcomes, especially with 
traditional care.  
 
Jaakko said that people want professionals 
to hear their stories, and to show they have 
been heard, not just a list of symptoms.   
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Jaakko concluded with an outline of some 
issues for the future of his work: 

• It is not now a single project.  The 
challenge is to change the entire 
psychiatric system in one 
catchment area with the Need-
Adapted treatment tradition. 

• They want to follow-up 
preliminary information of 
qualitative changes in psychiatric 
problems, notably schizophrenia: 
chronifi cation to hospital stopped, 
decline of DUP, incidence of 
schizophrenia, mean age of first 
psychosis, and use of hospital beds 

• They want to further address how 
we understand psychotic behavior 
as this shapes how we respond in 
diffi cult situations: the challenge is 
to signifi cantly decrease the use of 
neuroleptic medication 

 
Whilst Jaakko has positive views about 
the model he discussed, he did end on 
a note of caution Ð that this is work in 
one particular province.  He said it 
does not give strong conclusions, but 
suggests interesting ideas and 
questions worth further investigation. 

 
Discussion 
 
In discussion with the audience the 
following points were made. 
 
How does the approach of Ôtolerating 
uncertaintyÕ relate to positive risk taking?  
People were not immediately sure of each 
otherÕs concepts so it was not possible to 
resolve this question at this point, but it is 
worth investigating further. 
 
It was felt that the targets in England can 
lead CRHT services to work quickly to 
meet them, which may drive people to 
work in a formulaic way.  There is a 
question of whether or not practice is 
being wagged by the tail of how things are 
organised.  It is not clear how JaakkoÕs 
approach would fit into this system, 

although it was recognised that his 
services do work with people in crisis.  
Even when people are compulsorily 
detained they are expected to work in this 
dialogical way. 
 
Families are not prepared/trained before 
the meeting about the concepts 
underpinning the approach being used.  
They do receive a general introduction to 
what the meeting is for. 
 
It can be hard to control the layout of the 
room in which the meeting takes place as 
generally it is in peopleÕs homes, but if 
possible it is preferable to have something 
approaching a circle with no tables. 
 
 
 
Philip Thomas, University of 
Central Lancashire, Institute 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 by explaining the origins of 
the word ÔSoteriaÕ and the model of 
service.  The word derives from the Greek 
for salvation or deliverance. 
 
Loren Mosher, a highly respected research 
psychiatrist, opened the first Soteria house 
in the US in the 1970s.  The characteristics 
of the house were: 

• A medium sized family house with 
5/6 residents 
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• The service recognised that first 
episode psychosis is a critical 
period and that what you do with 
people in this period is informative 
for their later life and recovery.  
The work was informed by 
Goffman, who argued that the 
experience of institutions caused 
some of the later problems for 
people. 

• There was a minimum use of 
medications. 

• The service offered a therapeutic 
community/milieu to foster 
personal growth and change Ð 
informed by Laing. 

• It was a tolerant and safe 
environment 

 
Philip outlined the background of theories, 
concepts and key thinkers that had 
informed MosherÕs ideas. 
 
He then set out the key features of the 
Soteria milieu: 

• Emphasis on the personal qualities 
of members of staff and 
relationship with residents 

• Non-judgemental 
• No fixed framework about 

psychosis 
• Personal experiences of life 

diffi culties or psychosis were 
valuedÐ people with life 
experiences like this brought an 
empathy to the house 

• Engaged with their local 
communities Ð people lived near 
the house, knew others in the 
communities; they could be open 
about their work and made 
connections to reconnect people 
into the local communities and 
groups to engage in their activities 
Ð the aim was to integrate people in 
communities, staying in touch with 
communities 

• Interpersonal phenomenology Ð 
provide a means for people to 
communicate their experiences 

• It is a form of intensive 
interpersonal support 

• It is a way of making sense of 
madness 

• It is NOT a form of therapy 
• There is NO fixed therapy session 
• The service relied on flexible 

working practice Ð intensively 
person focused 

 
Interpersonal phenomenology was 
explained with the following quotation: 
 
ÔThe core practice of interpersonal 
phenomenology focuses on the 
development of a non-intrusive, non-
controlling but actively empathetic 
relationship with the psychotic person 
without having to do anything explicitly 
therapeutic or controlling. In shorthand, it 
can be characterised as Òbeing withÓÉ The 
aim is to develop, over time, a shared 
experience of the meaningfulness of the 
clientÕs individual social context Ð current 
and historical.Õ  (Mosher, 1999: 144) 
 
There has been a systematic review of 
studies of Soteria (Calton et al 2008).  It 
examined all papers published on the 
subject between 1972 and 2005.  Those 
studies that were included in the final 
analysis showed modest differences 
between Soteria and standard treatment.  
They did not show statistically signifi cant 
differences between outcomes, but what 
differences they did show tended to favour 
Soteria.  If people in the Soteria projects 
were on medications, they tended to be on 
them for shorter periods with lower overall 
doses.  Philip added the lack of statistical 
signifi cance for outcomes was most likely 
due to a lack of large enough samples in 
the studies to give statistical power.  The 
systematic review demonstrated there were 
no known adverse effects from Soteria and 
justified further research in the field. 
 
Philip compared the values of Soteria with 
those of mainstream services (see table 1).  
He said that in Soteria the philosophy was 
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drawn from hermeneutics i.e. examing 
lives as texts to explore meaning and make 
sense of peopleÕs experiences in their lived 
environments. Philip suggested the 
different values compared to mainstream 
services can lead to differences of 
understanding about peopleÕs lives. 
 
In conclusion, Philip said: 

• At this stage there is insufficient 
evidence to recommend Soteria as 
a standard intervention for first 
episode psychosis 

• There is an absence of evidence 
that the regimen caused harm 

• There is evidence of specifi c 
benefi ts Ð lower levels of 
neuroleptic for shorter periods, 
lower overall cost 

• The model conforms closely to 
residential crisis models favoured 
by many service users. 

• The model is not against the use of 
medication, just much less of it. 

• The model is about offering more 
choice. 

 

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

Soteria 
 

Mental Health 
Services 

(e.g. Acute 
inpatient) 

 
 
Framework 
 

Socio-cultural 
contexts 
Hermeneutics 
(inter-personal 
phenomenology 
 

Disease 
concepts, 
diagnostic 
categories 
Disordered 
brain function 

 
 
 
Recovery 
 

Emphasis on 
understanding 
the meaning of 
psychosis. 
Personal 
narrative 
(history) in 
specific cultural 
contexts 

Emphasis on 
treatment with 
neuroleptic 
medication, and 
psychosocial 
interventions 
 

 
 
 
Staff  
 

Personal 
experience of 
life problems 
and or 
psychosis. 
ÔAtheoreticalÕ 
perspective. 
Very flexible 
work patterns 

Professional 
skills and 
expertise. 
Specific 
theoretical 
Ômodels. 
Shift systems 
 

 
 
Relationship 
to community 
 

Participatory, 
involvement of 
all stakeholders 
especially in 
communities 
(e.g. BME) 

Unclear. May be 
some 
stakeholder 
consultation, 
e.g. service 
users, carers. 

 
 
Accountability 
 

Residents or 
clients, 
families, the 
public 
 

Trusts 
(employers) 
professional 
bodies, the 
public 

 
Risk 
Management 
 

Negotiated, 
contextualised, 
but non-
interventionist 

Risk 
assessments, 
quantitative, 
interventionist 
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Discussion 
 
In discussion the following points were 
raised. 
 
There is a challenge to see who would 
fund such a model of service.  In the case 
of the first Soteria house it was probably 
the US National Institute for Mental 
Health as part of a research project.  It was 
not clear what such a service would cost 
here now, nor whether or not it could 
deliver lower costs overall than standard 
services. 
 
The service is run by very dedicated staff 
who often work long, unscheduled hours. 
Would they be allowed to work in this way 
here?  How to keep them motivated?  
 
The length of stay in Soteria would be 
months rather than weeks.  CRHT services 
are expected to work with people within 2 
weeks.  This would be a challenge for 
integrating these approaches.  It was not 
known if briefer stays could be organised 
to fit with the current climate.  This does 
raise the issue already raised at the 
conference of whether practice is wagging 
how things are organised or is it vice 
versa, and which is best to address 
peopleÕs needs and choices? 
 
Soteria works along the lines of the 
philosophy of the retreat. Interventions 
based on peopleÕs morals, not on what 
technology is available. 
 
Soteria houses having an active role in 
working with people to understand Ð 
which is linked to JaakkoÕs ideas .  These 
are interesting ideas for how CRHT may 
present new opportunities for working 
with people in ways people donÕt get if 
services rely on inpatient care. 
 
 

Chris Fieldhouse, Stoke CRHT 
Manager 
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 in the mental heath system 
governing how his CRHT service operates 
work became dominated by targets and 
medicine.  He was interested in finding 
ways of working that could fit with this, 
but which better operationalised the values 
base he subscribed to.  He decided that he 
and his service would try using Cognitive 
Behavioural Therapy (CBT) and Solutions 
Focused Approaches to helping people in 
crisis.  He felt these approaches were 
helpful because: 

• There is increasing pressure to 
offer other evidence based practice 
alongside medicine, and both of 
them fit this criterion 

• Existing problem focused 
strategies have the potential to 
disable community care options, 
hence the need for alternative 
perspectives.    Recording peopleÕs 
problems leads to long lists and a 
focus on risks that disable not 
enable people and services to do 
something different 

• There is increasing interest from 
people using services in using their 
expertise and knowledge on their 
illness and how they manage it 

• Acute mental health problems 
extend beyond the illness 
component to practical problems at 
home such as shopping, living Ð 
think beyond our traditional 
models may better help people to 
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deal with these issues as well as 
symptoms 

• Staff need to be able to label what 
they do to demonstrate the skills 
they have been taught Ð self worth 
of staff i s about labels of their 
skills and where they work.  Staff 
need to value their work.  Using 
professionalized approaches like 
CBT and solution focused offers 
this security and value to people. 

• The helping agenda can be easily 
lost in a social control agenda e.g. 
risk management can dominate 
over helping people.  If we donÕt 
think about helping people how 
easy is it to get trapped by the 
narrative of the system and its 
problems? 

 
The service wanted to introduce some 
elements of therapy more routinely into 
the work of members of staff, but they 
faced a number of challenges.  These 
included not having the time or resources 
to support all staff to undertake formal 
education.   
 
Chris also noted that words are important 
to how people feel about things. The word 
ÔtherapyÕ can be daunting to some people, 
so his team refer to what they do as an 
approach, on the basis: 

• Therapy is the domain of highly 
trained therapists Ð a scarce 
resource Ð and people might not 
see they can use it in daily practice 

• Approach  conveys a way most 
colleagues can talk to someone, 
although it draws on pure therapy 

• Therapy conjures images of hour 
long sessions, taking up scare time. 

• Approach conjures image of 
anytime, anyplace, for shorter 
periods 

• Therapy is seen as formal and 
potentially manualised Ð and so not 
seen as working in everyday 
settings. 

• Approach conveys something 
which is informal and adaptable 

• It is traditionally seen as hard to 
implement therapy in acute care Ð 
because of cultural and practical 
reasons Ð but an approach can be 
readily transferred. 

 
ChrisÕ service invested in local experts in 
the therapies/approaches by paying for 
people to go to formal education, but with 
agreement they would be supported to do 
the therapies and develop their skills when 
they were finished, and that they would 
support others to integrate some of the 
approaches into their daily work.  The 
trained local experts were asked to: 

• Identify, demonstrate and verbalise 
which components of formal 
therapy can be used in everyday 
helpful conversations and how 

• Arrange teaching, formal and 
informal, around the potential 
nature of these conversations Ð 
how the ideas and language can be 
built into everyday practice such as 
handovers, meetings, and how 
colleagues discuss people and their 
work 

• Encourage staff to be able to 
verbalise this and its usefulness 

• Offer supervision and chair 
potential interest groups Ð to 
support growth of interest and 
world view amongst colleagues 

• Feedback as standard agenda item 
at team meetings Ð manage shifts 
and workload for regular long team 
meetings to discuss the idea Ð it is 
open and the team know the model 
they are working to 

 
Chris led the audience through a brief 
exercise to illustrate solution focused 
approaches (see box 2). In solution 
focused working the aim is to dig 
archaeologically to analyse solutions, to 
build a focus on peopleÕs strengths and 
support them to be resource detectives to 
help them cope with adversity in the 
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future.  Chris argued this is helpful in 
working with people in mental health 
crisis, and can help them deal with 
potential crisis better in the future. 

 
 
 
Discussion 
 
In discussion the following points were 
made. 
 
Chris was asked where it had made the 
most impact in how his service works.  He 
felt it was in the initial assessments the 
team made.  He said that decisions to 
admit to inpatient care or to home 
treatment were scary ones for the team.  A 
problem and risk focused approach gave 
them no comfort in this as it emphasised 
the negative.  A solution focused 
approach, though, gave them something to 
work with each client and a confidence 
boost.  Staff can ask clients to look at their 
lists of strengths and solutions. 
 
Chris added that staff are working with 
clients to find their strengths.  This, he 

said, has to be manifest in how you do the 
work, not just in what you do.  
 
Chris said that sometimes clients look at 
staff as if they have the answers and 
expect them to be forthcoming.   He said it 
was important to manage patient and 
colleaguesÕ expectations to find common 
ground for working with the individual. 
 
 

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 d i f ference between problem and 
solut ion focused work ing and t hink ing. 



 27 

Martin Atchison, Meridan 
programme 
Family therapy and CRHT 
 
Martin works with the Meridan 
programme5 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 related the history of the Meridan 
programme, being a West Midlands 
service begun in 1998 to train mental 
health service providers in using family 
therapy approaches to supporting people 
and their families.  The aims of 
programme are to: 

• Support services to develop a 
Ôfamily-sensitiveÕ culture 

• Provide training on evidence-based 
family interventions  

• Support the implementation of 
government policy 

• Ensure that staff have the skills 
necessary for carrying out this 
work 

 
The programme uses a cascade model of 
training (some in services are trained 
centrally by the programme, and they 
cascade this down their organisations by 
delivering local training).  Ongoing 
supervision and special interest groups are 
provided for trainers. 
 
The broad aspects of family therapy are: 
• Engagement 
• Assessment and goal planning 
• Information sharing  
• Relapse planning 
• Communication skills Ð helping the 

family on this, making sure everyone 
is heard. 

• Problem solving Ð help the family get 
together to sort out day to day skills Ð 

                                            
5 www.meridenfamilyprogramme.com  

not about services solving problems 
but about them having the skills to sort 
the  out themselves 

• Disengagement 
 
In one of the Trusts covered by the 
programme the CRHT service undertook 
family therapy training, which has resulted 
in a course specifically for home treatment 
workers.  The training is run as part of 
induction to the service. 
 
Feedback on the training has been 
positive.  It has helped to form positive 
attitudes and values in the team towards 
families and working with them.   
 
It has not been possible to more formally 
evaluate the impact of the training.  There 
are some debates in the team around 
practical issues of family work, the 
paperwork, information sharing between 
teams, carers assessments, how to apply 
components of family therapy and how 
best to engage with families. 
 
Home treatment probably provides a good 
place to work with families Ð it is the right 
time according to the evidence to engage 
the family and reenergise them after a 
crisis.  It is possible to work with them on 
how to use skills to cope with a crisis.  
There are, though, signifi cant issues to 
address including time and workload, 
unpredictability of work, and how to 
manage continuity of family work when 
different professions see them during 
CRHT. 
 
The teams where it is being used say it 
offers opportunities to do something more 
structured with families, to address 
communication skills and problem solving 
and to help CRHT services get a better 
understanding of a familyÕs life. 
 
In another Trust the programme has 
delivered a shorter course on family 
awareness which is being used in home 
treatment.  The course covers: 
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• Components of family therapy Ð but 

not in depth 
• Confidentiality 
• Young Carers 
• Relating Behavioural Family Therapy 

to Home Treatment situations 
• Action planning 
• 4 courses in Worcestershire  
• Positive feedback 
• A follow up day  
 
There is some evidence that the training 
made a difference to practice in the 
service.  It indicated more proactive work 
with families was taking place and that 
closer links with family therapy clinicians 
had been established. 
 
Martin outlined the following advantages 
for the CRHT role in engaging families: 

• Accessible 
• Flexible 
• Focused (short term) 
• Family in crisis 
• Home Treatment ethos  

 
And some possible disadvantages: 

• Short term nature of CRHT 
working 

• Less knowledge of family 
• Lack of continuity 
• May raise familyÕs hopes 

 
Martin suggested some pointers for good 
practice for CRHT with regard to family 
therapy, namely: 

• Family work done by CRHT 
clinician co-working with CMHT 
clinician 

• CRHT generates referrals for 
family work 

• Proactive engagement of carers Ð 
e.g. asking Ôhow are you coping?Õ 

• Links with CMHT clinicians to 
ensure family work delivered 

 
Martin concluded with some issues for 
further consideration: 

• How to maintain families on the 
agenda of the CRHT team Ð 
families are useful source of info, 
but some CRHT staff are not sure 
what their role is with regard to 
families and whether or not they 
ought to be delivering skills to 
families,  plus time pressures are a 
real issue here. 

• Families in crisis and under stress 
can be seen as ÔHigh Expressed 
EmotionÕ and adversely labelled as 
a result Ð some families have aired 
the point that when they are seen 
during very stressful times they 
worry that their whole lives are 
being judged on this one moment.  
How can CRHT teams develop a 
rounded view and get positive 
messages over to the families they 
see? 

 
Discussion 
 
During discussion Martin commented that 
a further advantage of family work in 
CRHT service sis that even in a short time 
of working with the families it may be 
possible to introduce skills that may 
prevent relapse, e.g. communication skills, 
focusing on and saying positive things to 
each other. 
 
Martin said there was no clear evidence 
about the impact of family work with 
people with personality disorders and their 
families.  Opinion amongst practitioners 
he had tried it was divided. 
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Conclusion 
 
KevinÕs observations were that the event 
had successfully developed a real spirit of 
togetherness. The depth and quality of 
discussion had been directly related to 
delegate participation. Even though teams 
in the room were at different stages of 
evolution, there was a sense that we had all 
learnt something from the event. Many 
delegates had commented on how 
reassuring the event had been, to share and 
air similar tensions, and to identify 
progress made. Many also over the 2 days 
spoke of the ÔbuzzÕ and how reenergising 
the event had been. 
 
Kevin said it was hoped a follow up event 
would be possible next year to continue to 
support and sustain developments. 
 
Kevin thanked both Mervyn and Dawn for 
all of their efforts in supporting the event. 
Also, a thank you to all his CSIP 
colleagues who facilitated the discussion 
groups. 
  
Mervyn concluded day 2 and the whole 
conference with some reflections: 

• The feeling he got from people at 
the conference was that it had been 
helpful Ð informative and thought 
provoking, but also supportive and 
energising.  People had shared 
ideas and  collectively strengthened 
their resolve to develop CRHT 
services. 

• Further, Mervyn had been 
personally impressed by the reality 
of people, their groundedness in 
their work and their commitment. 

• Mervyn reflected on the way that 
CRHT services had grown to 
become a fairly routine component 
of community care, and that this 
was a huge achievement.  
Everyone involved in achieving 
that ought to feel proud of what 
had been achieved. 

• He added, though, that the work 
continues.  There are still lessons 
to be learnt and shared.  CRHT 
services can still be refined and 
improved. 

 
Mervyn thanked everyone for their time 
and support and wished everyone well for 
the future. 
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