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\ﬁ\ d|d Mot see ourselves as experts,

e _ erefore we did not know what could not




IENationall Service Framework for
J\/JJ taltHealth (1999) clearly stated a
SiErarchy of evidence, with randomised

: Quble blind' controlled trials, RCT’s, being
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— regarded as the highest form of ewdence
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O 50 Control thiale et al statistically
S| Jm cant) effiect!in a population..

i a Eelimes that you have correctly identified the
= pulatlon — concept of schizophrenia.

”f‘CrltlcaIIy it does not tell you anything about the
~ Individual or differences or between |nd|V|duaIs

How then does this inform practice, that is based
on working with individuals, not populations?
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SREKNeW from practice that medications
wr Hkewith some individuals (better, if at
rand not others. We have little or no

vndence about why. And yet it is a
'*=?creatment of choice for the whole
: population of people diagnosed with

schlzophrenla

How: muchi should be prescribed?
Pharmacogenetic knowledge Poor Metaboliser (PM) (primarily connected to hepatic enzymes); 10% Caucasian
and 40-50% Asians, Pacific Inlanders, African and African Americans are PM having no functional activi
Medication is eliminated from body at slower rate and as medication accumulates in the body, so does t e toxicity

that causes adverse drug reactions. This scenario is similar to experiencing an overdose of medication.
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Do e traditional expert Iaeas about voiées and
shizophrenia, around which evidence is based,
Lar ndiipiwhen you talk to individuals?
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;f" “'Does the evidence also help to understand the

= process of adapting research findings to the
reality of people’s lives? At what point does the
limitations of being able to apply research
suggest that there is a bigger problem?
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Practi
BIPTathice 5 based! on working with people,
pepopliations. Do the traditional expert
]rl 2gsiaoUt Veices and schizophrenia
staic Up when you talk to individuals?

—*'rﬂjractlce IS based on working in real-world
- situations, with all the ‘variables’ that
entails, both for the ‘service provider’ and
the ‘service user’. Does the expert
evidence apply?
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VENstl/ ao) oL KIowW. enougn apout the
E) '(Z? e/ence.

dha group: off patients a/agnosed with
— chlzophrenla identify how many of them
—— Bxperienced traumatic experiences in
= Childhood or in adulthood of abuse or
emotional neglect, (plus high stress,
drugs, being ullied or other trauma or
developmental problems)
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ENSHI GO IOL KIOW efougr aboult the
f/c'/_' yaLVes or volce hearers

*—

plore the relationship between recovery

and' the ability to make sense of/ find
meanlng/ Integrate, the voice hearing
experience into daily life.




Practicel

NGO IO KON, erioUG 8DoUL Grotp
WWEBEE WOIKIAG With PEOPIE wWio. have
5/’ llal EXIDENENCES.

== ﬁentlfy the helpful (recovery/ “curative’)

= “Tactors off individual voice hearers being in

= contact with each other, for example in a
Nearing voices group. Possibly compare a
cognitive based group, a Ex-in group, and
Hearing Voices Network group.










PNIGNG Tierm Care:
BREfEbilitation/Recovery & Assertive

Olitreach

~ > Acute Care:
Home Treatment & Residential Services
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PRIMARY CARE (
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mental health
4

ong-term care:

CONTINUING
NEEDS SERVICES

> Assertive Outreach

>Recovery & Rehabilitation

S v

Acute care: Hospital Beds,
Day services Crisis Homes Family Placement




| n"rf idCErDELtWEen! primary: care and
C|aI|st Senvice

J C~ eway Lo Sspecialist service

II new: referrals

== Key workers with variable case load
® (Clinics, groups, home based intervention

e Multidisciplinary team




0 pega wWith SM1
SNeOmIpIEx socialland health care needs

SNEONG| term service use

-_eed for community based rehabilitation
~ 8 Recovery and social integration
® [ntensive case management




‘based approach

SNEniesponsible for meeting all needs

:_:_*' “Assistance in obtaining basic needs
" Primary goal>Improved client functioning

= Assistance with symptom management
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PRONE team member IS care coordinator

b j‘éll case load (<15:1)
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= —m Jregtment is individualised

® Services provided “out of office”

= Assertive “can do” approach
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Acute

SWAGIILE PSYCRIatic care at home
PWVIhilE, 24 hour 7 days a week service
F SiS resolutlon and Home Treatment
_ccess to hospital beds
‘s Alternative to psychiatric hospitalisation
s Multidisciplinary team
e Community resources
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SR / Services dealing with' psychiatric
@rr SIGENCIES OF Crisis and providing
Jr iensive psychiatric care at home as an

— a [ternative to hospital admission
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.-"'5 leferent from CMHTs

~® Part off an integrated system of mental
health care




PRIMARY CARE U
LIAISON SERVICE

J CONTINUING
NEEDS SERVICES

> Assertive Outreach

>Recovery & Rehabilitation

v

Hospital Beds Crisis Homes Family Placement




PESyenIatic hospitalishould not be the
gieistay of mental health services

IAllErnatives to institutional care

._ '- caIIy pased, locally accountable services
= ‘. Prlorltlse the needs of severely mentally ill
¢ [ntegrated system of care




