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ABSTRACT

The thesis addressed two research questions: 1) Why has
community care of 1long term mentally ill people been so
difficult to implement? and 2) Do Community Mental Health
Teams (CMHT s) provide an intellectually viable and
practically sustainable model of service provision? These
questions were approached by an analysis of the wider
literature and a multi-method case study evaluation of an
innovative CMHT in one inner city area of London from 1979-
1992. The thesis concentrated on interchanges between theory,

policy and local practice.

It was found that community care of the long term mentally ill
was difficult to implement during the 1980 s because adoption
of new approaches depended on their delayed acceptance by the
psychiatric profession and even then, the required social and
environmental approaches to care were only partially adopted.
Policy became dominated by professional and managerial
influences and clients continued to have a low political
profile. Administrative inadequacies were severe and deep
rooted and there were wunreconcilable differences between
Health and Social Services. The collectivist ethos of CMHT s

was undermined.

The CMHT approach can provide a practically sustainable
approach to service provision when certain conditions are
met. The CMHT service must: be comprehensive, or supported by
a full range of complementary services in the local community;
receive genuine political commitment to the long term mentally
ill client group and an on-going level of adequate funding; be
introduced with a clear acknowledgement of where lead
responsibilities rest; and harness the enthusiasm of
professionals and catalytic individuals. The CMHT approach is
a system of care and in so far as a new care model emerged
during the 1980 s, it was the Care Programme Approach. Yet the
CMHT approach provided a vital source of experimental energy
during the 1980 s and now needs to be formally recognised by

central government as a valuable vehicle for change.
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INTRODUCTION

This thesis is about community care services for people with
severe and long standing mental health problems (termed the
"Long Term Mentally I11"). The issue has been forced onto the
political agenda in recent years by the gradual closure of the
larger state institutions, major concerns about the numbers of
homeless people with severe mental health problems and the
growth in this population's representation in the prisons and
probationary services. Incidents such as the mauling of Ben
Silcock in the lions' den at London Zoo in early 1993, have
added to the concerns. The most recent response from the
Secretary of State for Health has been to announce a
contentious new ten—-point plan for developing 'successful and
safe'" community care, including new legislation to provide for
supervised discharge of psychiatric patients (DH Circular
H93/908). However, it is judged by some authorities that the
case for new legal powers is not proven and that the new plan
gives undue emphasis to health care needs as distinct from
social care, overlooks key issues of administrative and
managerial lead and ignores resource issues (eg White 1993).
In short, community care for the mentally ill is the subject
of on—-going controversy. Yet, why has community care in mental
health taken so long to develop? Why has it been so unpopular
and received the most explicit political criticism and where
does the future of community care policy for the mentally ill
lie, particularly for those with the most severe psychiatric
and concurrent social problems?

It is an interesting paradox that Community Care was first
used in a policy context and as a stated goal of government
with reference to the mentally ill. Yet, in practical terms it
has progressed more slowly for this client group than for any
other. People with learning difficulties, offenders and the
elderly have also been affected by the policy shift away from
providing care within large institutions towards care in the
community. What has been meant by community care in these
areas has been fairly well defined, and service providers and
policy makers have generally had a much clearer idea of their
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goals than their equivalents in mental health service
provision. Clear alternative models for service delivery have
been developed, one example being the ENCOR Model in mental
handicap (Campaign for Mentally Handicapped People 1978). Even
in acute mental health, accepted models of care have emerged,
concentrated in general practitioner primary care services,
out-patient departments and psychiatric units in general
hospitals, but in relation to people with long term mental
health problems, clear, accepted models of service provision
have been lacking.

This thesis aims broadly to consider community care provision
for the long term mentally ill in the UK during the 1980s and
early 1990s. It is hypothesised that community care for the
long term mentally ill was slow to develop because there was
not a widely accepted model for service provision and because
ideological and financial pressures have been immense. In so
far as there has been a model, it is the Community Mental
Health Team (CMHT) approach, widely used in the US and Italy.
In the UK, however, utilisation of this model has been
contentious and generally regarded as problematic. A
substantial 1literature has appeared assessing the CMHT
approach, but it is all closely aligned to professional
practice issues and centred around ideas imported from other
countries (Bachrach 1988b). The theoretical work has tended to
be more general with little policy reference. In addition,
most policy prescription has not been closely related to
policy practice in the UK at the local level. This thesis
therefore aims to concentrate on interchanges between theory,
policy and local practice in one local experiment with the
CMHT Approach, that began in the early 1980s and continued
through to the time of writing and beyond.

The two central research aims of the thesis are to evaluate
why community care of the long term mentally ill has been so
difficult to implement effectively and to question whether
CMHTs provide an intellectually viable and practically
sustainable model of service provision to overcome past
problems with the policy and particular problems of providing
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a community service to the long term mentally ill. Hence, the
thesis is essentially an evaluation of change, innovation and
implementation in the provision of community care services to
this client group at the local level. The methodology chosen
firstly combines inputs to the debate from the wide variety of
complementary literatures that exist and secondly, tests this
against a case study example of what has happened in practice
at the local level. The field work upon which the thesis is
based, concerns one particular variant of the CMHT model,
pioneered in Battersea, South London, that initially provided
a specialist service to a group of long term mentally ill
people and then went on to prioritise work with the long term
mentally ill within a sectorised catchment area model.

The thesis aims to be of interest to both practitioners and
policy—-makers as well as other researchers. In particular, it
is intended to be useful and comprehensible to potential end-
users in the field and to focus on the issues and problems
that arise in practice on a day to day basis. In the past, it
has been a common observation that there are obstacles to
communication between research and practice. The subject
material of research is often not relevant to the issues which
are current for practitioners. Hulbert (1992) suggested
researchers need to spend more time in practice agencies and
gear their research to crucial issues that arise. He claimed
that action research has an important place in observing
practice as it happens and in defining factors which really
help or hinder policy. Such an approach is adopted in this
thesis.

Completing this study has been part of a personal journey.
During my college and undergraduate days I began to develop a
growing interest in what the so called '"helping professions"
were doing for their clients. I took part in voluntary work in
a variety of areas including work with young offenders, the
homeless, people with learning difficulties and the mentally
ill. For two years I ran a ''Contact' agency within Leicester
University placing student volunteers in a broad range of
community projects in both the statutory and voluntary
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sectors. Between 1988 and 1990, I worked for psychology
departments in the National Health Service, firstly in a child
and family psychiatric unit, then at a specialist unit for
people with head-injuries and neuropsychological problems.
Throughout this time, I was questioning the value of
therapeutic work that seemed to make little attempt to address
social inequalities and asking myself whether I could
contribute effectively to working within a large bureaucratic
organisation, or whether I would be more usefully employed
elsewhere. I was particularly concerned about the potential
for innovative work and became fascinated by how change comes
about in service provision.

I began the work for this thesis while working as an
independent researcher for a CMHT in Battersea, the team upon
which the case study material in this thesis is based. It was
at this time that I became particularly interested in work
with people with chronic and disabling mental health problems.
The questions I was asking myself fell more naturally into the
realm of social policy than that of psychology and this thesis
is the product of my last four years of inquiry. This research
was therefore undertaken at a time when I decided I needed to
gain a deeper understanding of the issues involved and the
practical possibilities of how to start to address some of the
entrenched problems of service provision to a historically
marginalised client group.

Thesis Structure

The research design of the thesis is presented in chapter one.
It details the central research questions and the different
discourses that will be used as tools for evaluation. A multi-
method approach 1is used drawing on both practical and
theoretical contributions to the study of community care for
the long term mentally ill from a variety of perspectives. The
thesis is structured in three parts.

PART 1
Part 1 defines the thesis subject area and explores the range
of background literature and academic theory relating to
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community care of the long term memtally ill. Service problems
begin with confusion over who the long term mentally ill group
are, how they can be defined and who the community is who
should be caring for them. What services are needed and who
should most appropriately provide for them? What have services
achieved in recent years? Chapter two outlines the
"professional and practice" literature in this area and aims
to establish an understanding firstly of how community care of
the long term mentally ill has apparently been neglected and
proved so unsuccessful and secondly what the CMHT approach is
said to offer as a solution to the problems of service
provision. Chapter three then presents theoretical literature
analysing community care more generally from a '"structural/
philosophical" perspective. It explores how different
theoretical approaches have been used to explain the slow
development of the policy in the past. Chapter four then aims
to explore the additional contribution that can be gained by
considering literature related to innovation and
implementation in public policy.

PART 2

The theoretical literature presented in Part 1 is then used to
help understand the experience of one case study CMHT. Part
two of the thesis presents the findings of the thesis field
work. Chapters five to twelve concentrate on one policy
innovation, the Doddington Edward Wilson Community Mental
Health Team (DEW). This team was set up as a new development
using an innovative approach for working with clients with
long term mental health problems in an inner city area of
London.

The case study utilises two different kinds of process
material taken from practice. The first takes an
"administrative anthropological" view of the service
(Glennerster et al 1983) and studies the process of
introducing a CMHT in one area of London, focusing on
documentary and interview material. The objective 1is to
illustrate what the authorities actually did to plan services
and how community services developed over a thirteen year
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period. This historical data is presented chronologically in
chapters five to ten with accompanying analytical discussions
of each period of development and the themes that were

perceived by interviewees to have been most important.

The second approach draws on an empirical evaluative study of
the DEW service in which the author took part. This empirical
data is presented in chapters eleven and twelve. Chapter
eleven considers the specialist model of working with the long
term mentally ill that the case study CMHT developed and the
manner in which this could be distinguished from services that
already existed in the area. Chapter twelve evaluates whether
the case study CMHT subsequently succeeded in prioritising
work with long term mentally ill clients when they changed
focus to become a catchment area team.

PART 3

Chapters thirteen and fourteen aim to synthesise material from
theory and practice presented in parts one and two. Chapter
thirteen reconsiders the "structural/philosophical literature"
presented in Part 1 to evaluate how far it helps us to
understand the structural and philosophical problems
experienced in the formation and implementation of policy at
the local level. Chapter fourteen reconsiders the contribution
of the '"professional practice and public policy literature'" by
synthesising the main findings from each of the case study
chapters presented in Part 2. Conclusions about issues that
are crucial for the future development of CMHT services for
the 1long term mentally ill will be formulated and the
relevance of the research findings for current developments in
community care policy for the long term mentally ill will be
explored.

During the writing of this thesis, dramatic changes were
occurring in the UK on a national basis regarding community
care policy, triggered by new central government directives.
The field research covered the period 1979 to 1992, with the
main body of empirical data collected between 1990 and 1992.
The research was initially planned before the passage of the
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NHS and Community Care Act 1990 which followed Griffiths
(1988) Community Care: Agenda for Action. At the time of
writing, implementation of the Act became a major focus for
all those involved in the provision of health and social care
for the long term mentally ill and other client groups.

No research takes place in a vacuum, particularly when it
concerns the combination of so unpredictable a subject as
mental health and the shifting implementation of community
care reforms. It is important, therefore, to locate this
thesis within the context of the overwhelming uncertainty that
beset mental health service providers in the UK during the
1980s and to accept that it only begins to touch on community
care developments that subsequently gained momentum in the
early 1990s. The implementation of these community care
reforms has since become, in the words of Bebbington (1993)
"something of a research industry'", and the Personal Social
Services Research Unit at the University of Kent, amongst
other such units, is currently undertaking research to monitor
the progress of the changes. I am presently employed by the
PSSRU doing further research with the AIDS/HIV client group
concerning community care and care management systems, again
with a particular interest in innovatory care systems.

The implementation of a CMHT model in Battersea during the
1980s in some ways anticipated changes which are now taking
place more widely, involving statutory and voluntary agencies.
Readers will therefore find lessons for the present and future
in this evaluative account of the pioneering venture of a
group of staff in one health authority. The case study
illustrates the initial process of attempting to modernise
community care for the long term mentally ill in the UK that
underlies the current community care reforms. Given the
intractability of the problems of the long term mentally ill,
the aim of this thesis is to locate problems where solutions
might be tried and to highlight the unresolved issues relating
to the care of the long term mentally ill in the community
that emerged during the 1980s and early 1990s, focusing on
CMHTs.

. 1>6 .



CHAPTER 1: RESEARCH DESIGN

Over the past decade, the dominant trends in community mental
health care have not involved any dramatic improvements in
medical technology, but instead have consisted of changes in
outlook and approach. The two central questions of this thesis
are concerned with the problematic nature and products of
these changes:

1. Why has community care of the '"long term mentally ill"
been so difficult to implement in Britain?

2. Does the Community Mental Health Team (CMHT) Approach
provide a viable model of service provision for '"long
term mentally ill" clients?

The methodology chosen to tackle these questions is based on
the notion that there is a need to bring together a range of
material that relates specific instances and issues found in
practice to wider and more general theories (Hill et al. 1979;
Ham 1985). A multi-method approach is therefore used in this
thesis, embracing complementary ways of approaching the
central research questions. The aim is to evaluate or '"judge
the worth of'" the CMHT model by considering interchanges
between theory, policy and what can be learned from practice.
Hunter (1980) suggested that the relevance of research of this
nature is in demonstrating the need for a different, albeit
less neat and tidy approach to policy formation and
implementation.

7.



Box 1: Methodological Approaches Used in the Thesis

PART 1: THEORY- COMPLEMENTARY LITERATURES

1) Professional and Practice Community Care
Literature

2) Philosophical and Structural Approaches to
Community Care

3) Public Policy Literature on Policy Innovation
and Implementation

PART 2: PRACTICE- THE CASE STUDY

1) Administrative Anthropology:
Interviews, Observation and Documentation of
the History of a Specific Pioneering CMHT

2) Process Evaluation:
An Empirical Assessment of Service Style and
Working Patterns in the Case Study CMHT

PART 3: SYNTHESIS

Analytical Synthesis of Complementary
Discourses

PART 1: THEORY- COMPLEMENTARY LITERATURES

Three kinds of literature exist that help to explain why
community care for the long term mentally ill has been slow to
be fully developed. There are a growing number of mental
health service evaluation studies published in the psychiatric
and social professional journals and a body of professional
literature surrounds these. There is also a substantial set of
more general structural and philosophical literature on
community care using models drawn from sociological,
philosophical and political theory, as well as some approaches
based in economics. In addition, there has been the
contribution of social policy in studying innovation and
implementation of public policy.

18



1) Professional & Practice Community Care Literature
In this thesis, "professional and practice' literature refers

to the vast volume of writing that has appeared in recent
years clarifying professional practice issues relating to
community care and describing the implementation of the CMHT
model. Much of this literature first appeared in professional
journals, research reports and conference papers. In chapter
two, a review of this '"professional and practice'" literature
will be used to introduce the thesis topic and to give an
account of recent developments in community care for the long
term mentally ill client group from a professional viewpoint,
with particular emphasis on the progress of the CMHT approach.

Chapter two initially discusses definitions of the '"long term
mentally ill" client group on whom we wish to concentrate in
this thesis and shifting definitions of '"community care"
itself. It then aims to determine what community care for the
long term mentally ill meant in practice during the thesis
study period. A backlash that developed against community care
policy during the 1980s, mainly from within the psychiatric
profession, will be briefly described. An account of what is
meant by the term "Community Mental Health Team'" is then given
with a brief description of developments in CMHT services in
the 1980s. Specific associated ideologies and goals of the
CMHT approach concerning ''case management'" and 'The Care
Programme Approach'" will be introduced.

2) Philosophical and Structural Approaches to Community Care
On a more general level, basic structural and philosophical

explanations have been put forward to account for the origins
of community care policy and the subsequent difficulties in
policy implementation. It is this literature that will be
discussed in chapter three. A comprehensive history of mental
health policy is not presented as this has been widely
documented elsewhere (eg.Busfield 1986; Jones 1988; Martin
1984). Rather it is the intention to present explanations of
the policy's problematic nature. As Easton (1965a) points out,
policies are dynamic in nature and change over time. It is
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therefore important to be aware of the shifting definitions of
issues and evolving interpretations of policy. Existing
explanatory models will be reviewed and while the distinctions
between them are not always clear cut, in this thesis they
will be grouped under the following six headings:

a) Traditional/Pluralist Interpretations

b) Sociological/Anthropological Interpretations
c) Marxist Interpretations

d) Economic Interpretations

e) Elitist Interpretations

f) Feminist Interpretations

3) Public Policy Literature on Policy Innovation and

Implementation

Chapter four gives an overview of selected themes from a third
strand of literature that has developed, which ascribes the
problems of community care not to the origins of the policy
itself or to the structural factors alone, but to difficulties
faced in service innovation and policy implementation. There
is a need for the inclusion of such an analysis as existing
accounts of the closure of large institutions have had a
structuralist bias, with more emphasis upon the impact of
regional and national policy and on the machinery of
collaboration than on internal politics or the effects of
local power relationships (Korman & Glennerster 1990). Very
little is presently known about inter-service relationships
and dynamics at work both at the level of inter-professional
working and inter—agency working (Smith 1976). As a corrective
to this tendency to ignore internal dynamics, chapter four
aims to give an overview of work on innovation and
implementation in public policy. The overview of this
literature deals with the following topics:

The Perception of the Problem

The Origins of Change

Central or Local Policy Determination
Decision-Making

Joint Planning

Conflicts and Constraints in Implementing Change

HhO QQ O
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The Aim of Part One
The professional and practice literature informs us of the

specific difficulties that have arisen in providing community
services to the long term mentally ill and the progress that
has been made in tackling these through the use of the CMHT
model. From structural and philosophical explanations we can
gain some general ideas about why community care policy for
the mentally ill has been so fraught with difficulty. However,
little attention is devoted to the long term mentally ill in
this set of literature. The literature on innovation and
implementation in public policy further informs us about why
there may be institutional reasons for the very slow
implementation of community care policy. It is suggested in
this thesis that a true explanation about why community care
policy for the long term mentally ill has been problematic
lies in an interaction between these three perspectives. The
aim in Part One is therefore to present an overview of each of
these largely disparate sets of theoretical literature which
will then be used as a basis to evaluate a specific local case
study of a CMHT in Part Two.

PART 2: PRACTICE— THE CASE STUDY

Part Two utilises a localist bottom—up approach, rather than
the top—-down approach which underpins virtually all national
policy statements regarding the care of the mentally ill.
Throughout the thesis study period no coherent model for
community mental health development was being proposed by
central government and so it would have been a mistake to view
policy as coming in at the top, being successively refined and
translated into operating instructions as it moves down the
hierarchy to operatives at the bottom. The approach taken is
hence akin to that of Barrett & Fudge (1981), who state that
the relationship between policy and action cannot be regarded
as a simple transmission process. Rather, it must be viewed as
a ''complex assembly job'", involving the fitting together of
different interests and priorities. The policy-action
relationship is not seen as a linear step-by-step progression
by which policy is translated into anticipated consequences,
but is better described as interactive and recursive. Policy
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is not regarded as a constant -it is seen as being mediated by
actors' who may have been operating with different "assumptive
worlds'" (Young 1977) from those formulating the policy. Policy
in this sense, inevitably undergoes interpretation,

modification and in some cases subversion.

The case-study approach has been recognised by several
theorists to be of value in the study of social policies. For
example, Williams stated:

"The most useful studies have been factually dense with
lots of information about what people actually did in
trying to make a programmatic decision operational. Case-—
studies have been critical." (wWilliams, 1980, p21)

Donnison et al (1975) argued that case study accounts of
administrative processes often make them appear deceptively
simple and continuous, but it is important to bear in mind
that the material upon which they are based is complex and

diverse. The decision process in which one has an interest,

"...more typically consists of one item at the end of a

crowded committee agenda, a telephone call made the
following month, a paragraph in a memo prepared over the
weekend dealing mainly with other matters, then a hurried
departmental meeting followed by a chance conversation
between two people on their way to lunch. Such are the
scattered incidents, if the researcher is fortunate
enough to be able to trace them, which should be threaded
together to produce what participants may later regard as
an unrecognisably coherent story'". (Donnison et al, 1975,
p46)

In order to evaluate the entire development of the thesis case

study team, a research period was chosen that spanned from
1979 to 1992 and two main methodological approaches were used.

1) Administrative Anthropology: Interviews, Observation and
Documentation of the History of a Specific Pioneering CMHT

Development
Chapters five to ten of the thesis use an approach that has

been described as "administrative anthropology" (Glennerster
et al 1983) or an "academic field-trip into the administrative
jungle'". The objective was to gather material to illustrate
how various interested parties and individuals (termed actors)
in the case study area interpreted, perceived and responded to
policies and how they enabled or disabled the accomplishment
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of these policies. Emphasis was placed on understanding the
unique characteristics of the interior of the case study
organisation, its codification system, its elites, its
decision—making processes, its culture, its self image and its
history.

The administrative anthropology material aims to move from a
description of how the case study service came to be, through
an exploration of how it evolved. Discussions relating the
case study evidence to the theoretical literature presented in
Part one will be included in the second part of each chapter.
Chapter five details psychiatric provision in Battersea prior
to the birth of the CMHT in 1979 and chapter six discusses the
innovation in CMHT service provision that occurred in 1983.
The next three chapters then concentrate on themes that were
defined as important by the actors interviewed. Chapter seven
describes the process of '"building the team'". Chapter eight
details the development of the CMHT operational policy and
describes the way that the service style developed. Chapter
nine considers barriers to CMHT implementation that were
subsequently faced and chapter ten concludes the story by
considering the battle for the future model of care that took
place after 1988. The study period under discussion ends in
1992. Three different methods were employed to gather the
research material:

a) FORMAL SEMI-STRUCTURED INTERVIEWS

An aural history was obtained from twenty three formal semi-
structured interviews conducted with the main actors who were
most closely concerned with the design and implementation of
team policies. The definition of '"main actors" is inherently
judgemental but the task was approached by following a '"log-
rolling" trail. Staff members of the CMHT were interviewed
first and each was asked to suggest other actors who had been
involved in the CMHT development. A second round of interviews
were then carried out with actors from this list of suggested
contacts. These included mental health wunit management
representatives, the heads of professional departments in the
hospital, local GPs, social services staff and other staff

23



members who had worked closely with the team or who were known
to have strong views on the team's development. A full list of

the actors who were interviewed is presented in Appendix 2.

It was the intention to avoid reading subjective ideas into
the respondent's views or partially reporting the interviews.
To minimise the possibility, the resultant documents were
given to the interviewees for comments, with an invitation to
talk further or elaborate in writing. Using 'Respondent
Validation", in this way it was hoped that the report provided

a documented and agreed basis for analysis.

b) INFORMAL INTERVIEWS AND OBSERVATIONS

The author spent a protracted period working within the case
study organisation between 1990 and 1992, with offices both at
the CMHT base itself and in the psychology department at the
local psychiatric hospital. Informal interviews and informal
observations of policy in progress were carried out during
this time in the hospital and the community. It also gave the
author an opportunity to become familiar with the 1local
services, local geographical area, issues that arose in day to
day working and to get to know some of the CMHT clients?.

Weekly CMHT team meetings in the community were attended by
the author for one year, as well as seminars, training days
and conferences held within the local psychiatric hospital
(Springfield) and the adjacent St Georges' General Hospital.
A '"typical working day'" was spent with each staff member of
the CMHT and a community psychiatric nurse from the
neighbouring catchment area, accompanying each in their daily
routine of home visits to clients and appointments with other
professionals from both the statutory and voluntary sectors
with whom they were carrying out joint work or liaison
regarding specific clients.

Visits to local community and hospital resources were
undertaken and further informal interviews were carried out
with actors encountered on these visits, including some
representatives from voluntary organisations. It included, for
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example, the hospital industrial therapy unit and occupational
therapy department, the Cottage Day Hospital, Hazlewell Day
Centre and local voluntary organisations such as the
Doddington Family Centre and Battersea Counselling Service.

To obtain the views of service users and their carers, several
of the "Community Support Groups' listed in chapter seven of
this thesis were visited and the author accepted the
opportunity to take part in some group sessions. These
included attendance at the '"Garfield Support Group'" held in a
local community centre, '"Yorkshop" (a sheltered work group
again held in a community centre on one of the Battersea
housing estates), the "Sports Group'" held in the local leisure
centre and the ''Relatives Support Group" held in the local
church. Material was also drawn from a survey of user's
satisfaction with the CMHT, conducted in 1989 (Macdonald et al
1990).

c)  DOCUMENTATION

Historical documentation was addressed and analysed, including
minutes of key-meetings and policy and strategic documents.
Material was gathered to illustrate what the authorities in
the case study area actually did to plan community mental
health services for the long term mentally ill and how these
services developed over the period from 1979 to 1992.
Documents and correspondence were obtained directly from the
"main actors" mentioned above and from local libraries and
archives. The documents referred to in each chapter will be
referenced and noted at the end of the relevant chapter
throughout Part Two of the thesis and all the documents
consulted will be listed in chronological order in Appendix 1.

2) Process Evaluation: An Empirical Assessment of Service

Style and Working Patterns in the Case Study CMHT
Between January 1990 and April 1992, the author was

commissioned as an independent researcher to conduct an
empirical evaluation study of the case study team and their
priority clients. The work was supervised by Professor
Glennerster, Dr McLean and Ms Leibowitz. The ensuing results
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have been published as a separate report (Rickard et al 1992)
and part of this will be referred to in chapters eleven and
twelve of this thesis. Data collection batteries used are
included as Appendix 4.

The importance of acknowledging the dimension of process in
the design and conduct of evaluative research has been
emphasised strongly by other researchers (eg Hammersley &
Atkinson 1983). The empirical component of this thesis aimed
to concentrate on process factors in the case study
organisation, rather than outcomes. Chapters eleven and twelve
hence aim to explore empirically some aspects of the two
variants of the CMHT model that were developed during the
study period in the case study area. The first is the
specialist service for long term mentally ill clients and the
second 1is the 1later model that was adopted based on
comprehensive catchment area responsibilities, giving priority
to work with the long term mentally ill.

1) COMMUNITY CARE FOR THE LONG TERM MENTALLY ILL IN THE
SPECIALIST CMHT MODEL: WAS IT ANY DIFFERENT TO SERVICES
THAT EXISTED PREVIQUSLY?
The first study compared retrospectively the treatment carried
out by the Doddington Edward Wilson (DEW) Community Mental
Health Team, when they were operating as a specialist team for
long term mentally ill clients, with the traditional treatment
as carried out by the hospital-based Community Psychiatric
Nursing Service (CPN). It was a retrospective case-note study
of two cohorts of long term mentally ill clients, one cohort
from each service. Essentially, two accepted research
methodologies were combined:
a) performance measurement of the two teams on some of the
goals and principles stated in the CMHT operational

policy (termed ‘'goal-directed evaluation" in the
literature).
b) "network analysis'" which documents the client contacts

with agencies in a service system. Inferences are drawn
from the total number of contacts and different patterns
of agency contact regarding improved social functioning
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and alleviation of social problems.

The sample comprised 100 subjects in total, 50 from each
service, matched for age, sex, diagnosis and ethnic origin and
the aim was to establish whether there were any differences
between the cohorts on selected variables of length and type
of service contact; community group and day centre attendance
records; liaison attempted/achieved with community agencies;
reasons for discharge; frequency and length of admissions; and
type of counselling undertaken.

2) PRIORITISING THE LONG TERM MENTALLY ILL IN A CATCHMENT
AREA CMHT MODEL: WAS IT FEASIBLE?

The second study focused on an evaluation of the DEW Team when
they changed focus to become a '"comprehensive' catchment area
team no longer specialising only in work with the long term
mentally ill group, but still aiming to prioritise work with
this group. The study looked at the distinction that the team
developed between long term mentally ill and '"acute'" clients
to discover whether the team's policy of prioritising the long
term mentally ill group was observable in practice and to see
if there were any differences in the kind of service offered
to the two groups.

A major consideration in designing this second study was to
develop a simple methodology that avoided making extra demands
on staff and which could be used by other CMHTs with little
access to research staff. Maximum use was therefore made of
data routinely collected by the team. The study adopted three
main approaches:

a) a retrospective computer study of long term mentally ill
and acute client categorisation over time;

b) a prospective study of the time spent discussing clients
from each group at the weekly multi-disciplinary team
meetings;

c) a crude study of staff-client contacts with long term
mentally ill and acute clients on the 'current'" case-
load.
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The Aim of Part Two

It is proposed in this thesis that studies of what actually
happens at the local level are needed to gain a more detailed
understanding of the development of community care provision
for the long term mentally ill, as it is necessary to do more
than offer a general explanation of why problems may exist.
Since there have been a wide variety of responses to the
community care problem in the U.K., it would not be possible
in one thesis to conduct such a study on a national scale.
Therefore, the aim in Part Two of this thesis is to present a
detailed case study of one particular innovative CMHT set up
to work with the long term mentally ill in an inner city area
of London. This constitutes but one of many such case studies
that need to be completed to ascertain whether the theories
presented in Part One are plausible in the local context and
hence to learn from the experience that local innovations in
community mental health care can provide.

PART 3: SYNTHESIS

The final two chapters of this thesis consider the possibility
of a synthesis of this diverse material and attempt to answer
the research questions set out at the beginning of the thesis
on the basis of case study evidence. Chapter thirteen
considers research question one in the light of the structural
and philosophical 1literature reviewed in Part One. The
question was '"Why has community care of the long term mentally
ill been so difficult to implement in Britain?'" Conclusions
are drawn detailing the kinds of structural and philosophical
problems that were experienced in providing care to the long
term mentally ill in the case study CMHT.

The first part of chapter fourteen considers research question
two in the 1light of the 'professional and practice" and
"public policy" literature that was also presented in Part
One. This second question was '"Does the Community Mental
Health Team Approach provide a viable model of service
provision for long term mentally ill clients?'" Conclusions are
drawn from summaries of the discussions presented in each of
the case study chapters. At the end of chapter fourteen, the
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relevance of such findings in the rapidly changing community
care policy context at the time of writing is detailed.

Backgrdund Details about the Case Study Area and Research
Period Chosen

As described above, the thesis is based on a case study of an
innovative CMHT in one inner city area of London. The
Doddington Edward Wilson Mental Health Team (DEW) was
established in Battersea over a three and a half year period
from 1982 to 1986, the period between which proposals were
made and the team came into being. It was in 1979 that
discussions first began which led to the creation of the team.
Hence, the period studied in this thesis takes us through the
whole development from 1979 to 1992. The team went on to
develop further after this period, but the author was no
longer directly involved with the service and so 1992 was
taken as the cut off date for this research. However, it is
important to bear in mind Donnison's words that,

"A case study is not a self-contained, static or
completed edifice, but part of a more general and
continually evolving collective response to the changing
needs of society'. (Donnison et al, 1975, p44)

The Battersea catchment area is in an inner city community
whose Jarman indices for the majority of the electoral wards
lie within the 5% most under privileged in the U.K.. It is an
area of particularly high morbidity and before the DEW Team
was set up, the psychiatric hospital in the area was seen not
to be meeting the needs of the local population of long term
mentally ill clients. The DEW Team was therefore established
to do outreach work from a converted pram shed on one of the
local council estates. Initially it was supernumerary to the
hospital service and operated as a specialist service to long
term mentally ill clients. The DEW Team as originally
constituted, changed focus in October 1988 to become a
catchment area team: a comprehensive CMHT for North East
Battersea.

The particular features that promoted the choice of this case-
study team were twofold. Firstly, the timing of the team's
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development was important. The team was initiated in the early
1980s. It was one of the first mental health services in the
U.K. to set up using a CMHT model, specialising in work with
the long term mentally ill. The CMHT model had previously been
utilised mainly in the US and Italy. Therefore, this study
provided an opportunity to comment on the importation and
modification of a model mental health programme into the U.K.
and the ©process of its initiation and development.
Organisations such as '"Good Practices in Mental Health'", the
"Kings Fund'", '"Research and Development in Psychiatry'" and the
"Personal Social Services Research Unit" have been monitoring
many such CMHT developments in the U.K. and this thesis is
seen as complementary to their work.

Secondly, the team operated from its beginning with a strong
commitment to self evaluation. Therefore, it was possible to
chronicle events from its earliest days and this provided an
ideal opportunity to reflect and learn from the team's
experiences. Developments in British community care policy for
the mentally ill in the past decade have increasingly moved
towards emphasis on '"priority working", 'case management" and
"care planning" and many new services based on these
principles are being quickly and fairly widely established, in
accordance with new government legislation. The pace of change
is alarming, leaving little opportunity for reflection and
assimilation of learning experiences. The case—-study CMHT had
already established a form of care planning for the priority
long term mentally ill group six years before the introduction
of recent government initiatives making case management and
care planning a statutory requirement. Hence, it provided an
ideal chance to assess the policy implementation process where
a system had been devised and modified and was being used in
the day to day management of the long term mentally ill.

A Note on Thesis Methodology
As a part of discussing the research design of this thesis, it

was thought necessary to elaborate on the context in which the
fieldwork research took place, to detail the limits of the
research questions posed and the research design chosen, with
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particular emphasis on what it was not possible to do, and to
qualify the way in which the results are instructive. This
thesis aims to be sceptical in the best possible sense.

Working with theory and evidence it is important to remain
very clear about the scope of the findings and the conditions
under which they appear to hold true. Top-down methods of
assessment of mental health services utilise relatively "hard"
data that is easy to collect routinely, but has only a
statistical relationship to individual need. The bottom-up
approach used here is personal and can be more closely
directed towards an understanding of the complexity of
individual cases and the true nature of the decision making
process. It was recognised at the outset that data gathered
was "'soft', complex, full of value judgements and difficult to
generalise from. It is therefore hoped that this thesis
research will provide an opportunity to complement other
studies through its deeper appreciation of the internal
context and policy process during the last decade. It is hoped
that even this limited effort can dissolve many of the crude
stereotypes and sweeping generalisations that so often bedevil
discussion of community mental health services.

Naturalistic designs, such as the multi-method approach used,
while lacking conventional scientific credibility do not have
to lack rigour. Concerns about the '"complexity'" of technical
problems in evaluating care, while they are undoubtedly very
real and continually highlighted throughout this thesis, can
detract from the endeavour to gather knowledge about CMHTs and
community care for the long term mentally ill from every
available source. It will be emphasised throughout the thesis
that when service aims are translated into objective
operational terms, such as increasing the number of clients in
contact with local community agencies, the intentions are
clear enough, but it cannot be assumed that fulfilling these
targets will ipso facto reduce social disablement or improve
quality of life. Some evidence to that effect has to be
forthcoming. It was not possible to extend the thesis to
include this evaluation task.
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There are some very obvious drawbacks in the methodological
approaches used in the fieldwork research. Firstly, the time-
scale of the empirical evaluation was far from ideal. Shepherd
(1991) drew attention to the problem of the time-scales
commonly feasible in an empirical evaluative study, which are
of the order of six months to two years, and the acknowledged
very slow progress of clients where changes become apparent
only over intervals of three to four vyears. For funding
reasons the empirical work included in this thesis was limited
to a two year period. It is, therefore, unable to contribute
to a discussion of change in clients' overall well-being and
quality of life over time. In the first empirical study, only
a very limited control measure was available in the 1local
area, in comparing the DEW service to the CPN service. The
second study was subject to a high degree of methodological
experimentation. Also, in common with many new CMHT services
that have been set up in recent years, the case study CMHT had
to engage in a "hard sell" of the kind of service that it
offered. Reporting biases resulting from such a "DEW centred"
evaluation can only be registered and effotrts made to reduce
their influence.

In Brief _

Part 1 firstly highlights specific problems and issues in
community care service provision to the long term mentally ill
client group and describes the emergence of the CMHT model, by
considering the "professional and practice'" literature. On a
macro level, it then considers the more general theoretical
contributions of various social science theories and
literature on innovation and implementation in public policy.
A major proposition of this thesis is that to make the theory
more useful, elements of each theoretical approach need to be
extracted and tested against what is happening in practice. In
Part 2, a case study of a CMHT in one area of London will be
used to look at process factors in policy development at the
local level. Material will be drawn from a detailed historical
account of events and empirical studies of the policy process.
Part 3 constitutes an evaluative synthesis of material from
all the discourses considered in the thesis.
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1. The term "actors" is used to refer to various interested
parties and individuals involved in the policy process.

2. There is some debate in the literature about the most
preferable term to be used. The terms '"patient'", 'service
user'", 'mentally disabled person'" and ''client'" have been

variously used, none of which are considered by the author to
be ideal. However, for the sake of consistency with the terms
used at the case study CMHT, the term '"client" will be used
throughout this thesis, except where referring to hospital in-
patients.
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PART 1: COMPLEMENTARY LITERATURES ON
COMMUNITY CARE

In Part 1 of this thesis, material drawn from the three
theoretical literatures outlined in the research design will
be presented in the form of three distinct chapters. These
embrace three different types of literature: professional and
practice literature (chapter two) : philosophical and
structural interpretations of community care policy and its
origins (chapter three); and more general work on innovation

and implementation in public policy (chapter four).

The intention 1is to explore the main tenets of each set of
theories and to establish what each can contribute to an
understanding of community care development for the long term
mentally ill. This material will then be used to evaluate a
local case study of a Community Mental Health Team throughout
Part 2 of the thesis and to focus the discussion in attempting

to answer the research questions in Part 3.
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CHAPTER 2:

Community Care of the Long Term Mentally I11:
Professional and Practice ILiterature

During the 1980s and early 1990s, there has been a growing
emphasis in the professional and practice literature on the
psychosocial aspects of psychiatric morbidity, accompanied by
a move towards viewing mental health service provision as
being more closely connected to the social world in which it
is practised. This signifies a shift away from the
concentration on medical advancements that had been the
primary focus of the professional and practice literature in
previous decades. Chapter two aims to review this literature
in order to give an account of the content and range of the
on—going professional debate about community care policy in
the 1980s and early 1990s, specifically focusing on the long
term mentally ill.

Definitions of the key terms used in the thesis will initially
be briefly discussed, moving on to a clarification of the main
issues that have driven professional assessment of community
care as a policy. Within this discussion, it is the intention
to map out what community mental health care for the long term
mentally ill meant in practise during the 1980s, describing
the ways in which it was suggested to have extended beyond the
traditional patterns of institutional care. The emergence,
ideological foundation and practical application of the CMHT
model will be described, together with a brief discussion of
the concepts of case management and care planning which have
been closely associated with CMHT development.

The Definition of the Long Term Mentally I11
There are an estimated forty million people worldwide who are

severely disabled by mental health problems (World Health
Organisation 1973, 1987: Cohen 1988). To give an idea of the
magnitude of the problem in the U.K., Goldberg & Huxley (1980)
showed that 250 out of each 1,000 members of the population in
Britain will each year experience symptoms which may be
regarded as psychiatric or psychological in nature. Of these,
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just less than two percent seek the help of a psychiatrist,
the majority being helped by family and friends, their family
doctor or other primary carers. This gives some indication of
the proportion of the U.K. population who seek help with
mental health problems from the health and Social Services. Of
these, fewer still suffer severely disabling mental health
problems over long periods of time. It is this relatively
small group of the most disabled clients (referred to as the
"long term mentally ill") who have presented the greatest
challenge to those who devise and implement community care
policy and on whom we wish to concentrate in this thesis

The long term mentally ill have been variously described as
"real 1lunatics", ''chronic mental patients'", 'people with
enduring mental health problems'" and the '"severely mentally
disabled"'. In the last decade it has become common practice
to distinguish them from those who experience more short term
"acute'" episodes of mental disturbance. In general terms, the
former suffer from severe illnesses such as organic mental
disorders, schizophrenia and bipolar affective disorders,
while the latter comprise depressive illnesses and anxiety-
related disorders that are much more 1likely to resolve
spontaneously with time. Lavender & Holloway (1988) suggested
that the issue of definition of the long term mentally ill is
essentially concerned with the nature of the individual's
primary difficulty. This usually involves an inner experience
of a particularly disturbing nature that people are likely to
have to live with for long periods during their life time. The
primary difficulty can include any of the following:

1. a strong feeling that people with whom you come into
contact are against you and are plotting, sometimes with
elaborate means, to attack or keep you under
surveillance.

2. a distressing experience, such as hearing arguing voices

or seeing images that no-one else can see or hear.

a strong belief in or idea about events in your life that

others neither believe nor understand.

a feeling of great despair out of which it seems

impossible to break.

5. a feeling of the greatest optimism and belief in yourself
that seems to others completely unjustified by your
circumstances and that seems to be often followed by deep
despair.

> W
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6. a feeling of severe isolation from other human beings
where any contact becomes a painful experience to be
avoided.

People with these disturbing experiences also have other and
often related problems which interfere with their ability to
lead ''normal" lives in the community. Wing & Morris (1982)
called these 'social disablements'". They may include an
inability to hold down a job, difficulty in maintaining stable
relationships or lack of basic skills necessary for everyday
living. The treatments that people receive for their mental
health problems often lead to additional difficulties, such as
the side effects of medication and/or the effects of spending
years segregated from other members of the community in a
psychiatric hospital. The social implications of all these
difficulties are profound. In particular, a link has been
noted between homelessness and long term mentall illness. For
example, Tantam (1991) found that between 25% and 35% of the
homeless have a psychiatric history or display psychiatric
symptoms at interview. He suggested that psychiatric clients
constitute the lowest rank in the pecking order of street
life. Van de Wijngaart (1990) showed that they were easy

victims, easy to rob, easy to deceive, turn away and ignore.

The experience of long term mental illness is that of a
disturbance of the emotions that affects both thinking and
action. In the medical tradition such disturbances are defined
as symptoms and diagnostic labels are attributed to certain
patterns of these symptoms. For example, hearing voices
arguing when there is no tangible source, is often diagnosed
as schizophrenia. The International Classification of Mental
Disorders (ICD-9)(9th edition-WHO 1978), published and updated
by the World Health Organisation, is the official
classification in the U.K. and is a categorical system of
diagnosis. It defines mental illnesses as involving disorders
of thought, memory, mood, perception or cognitive ability,
developing in individuals whose psychological function was
previously normal. It also divides illnesses into psychoses
and neuroses. Psychoses are said to entail symptoms outside
normal experience, such as delusions and hallucinations. They
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tend to be severe illnesses in which the client loses insight
and confuses subjective experience with reality. Neuroses are
more common, in which the symptoms are understandable as an
exaggeration of the normal response to stress. Conditions not
classified as mental illness but involving abnormalities of
development or behaviour are also included. These include
personality disorders, alcohol and drug abuse, sexual
disorders and eating disorders.

The Diagnostic and Statistical Manual (DSM III) (third
edition— APA 1980) is the official classificatory system of
the American Psychiatric Association and is a multi-axial
system with five axes. It is of interest because workers in
the U.S. have taken the lead in formulating operational
definitions of mental disorders and the system is increasingly
used in the U.K. in addition to ICD-9. It is less fragmented
than ICD-9 and offers rigid, clearly stated diagnostic
criteria in contrast to the more flexible diagnostic
guidelines of ICD-9, although the two systems correspond and
with new revisions they are converging quite quickly (Goldberg
& Huxley 1992).

However, definitions of the long term mentally ill tend to
straddle several categories of these classification systems
and the issue is complicated by the multiple diagnoses given
to many in the population who cannot be placed neatly into any
one diagnostic category. Therefore, other indicators have been
used to distinguish the long term mentally ill from those with
acute disorders. In the U.K., the long term mentally ill have
often been defined by psychotic diagnosis (eg Borland et al
1989) or numerous lengthy or compulsory hospital admissions
(eg Shepherd 1984; Franklin & Solovitz 1987) and some studies
have taken as their criteria the presence of "a perceived risk
of re-hospitalisation" (eqg Bond et al 1988). Differences in
definition have meant that it has been difficult to compare
epidemiological data across the country and even within small
geographical areas, let alone internationally.

With the move to community care, three groups of long term
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mentally ill clients have become evident, further complicating
the issue of definition. First, there is the group of "old
long stay patients'" who have chronic problems and have lived
in institutions for a major part of their lives. They have
particular problems of independence in carrying out daily
living tasks such as cooking, washing, finding accommodation
and sustaining themselves generally with few social contacts.
Ford et al (1987) found in their survey that 30% of this group
were aged over 75 years and that they tended to be frail and
socially isolated, with 74% seldom leaving hospital.

"New long stay patients" have been identified as a second
group, those who despite the development of community based
services and newer treatments are unable to sustain life in
the community and hence live in hospital. Conceptually, this
group constitutes those who began their "psychiatric careers"
in a post-institutional climate and Mann & Kree (1976)
identified that 52% of this group are female, the most common
diagnosis is schizophrenia and despite their relative youth
they have long psychiatric histories.

Third, there are the '"new chronic patients', people with long
term mental health problems who have not had the experience of
being incarcerated in a mental hospital for years on end, but
who nevertheless suffer enduring mental health problems with
associated social disablement and make frequent use of a
variety of services on a prolonged and repeated basis. Kastrup
(1988) conducted a national study of young adult psychiatric
patients and their need for hospitalisation and found that
typical "new chronics'" were young males, with psychosis or
personality disorder, perhaps misusing drugs or alcohol. The
U.K. study by Lieberman et al (1988) supports these findings.

The acute population, on the other hand, have not prompted
such attention to definition, and are generally regarded as
those who have had neither experience of hospital nor a
psychotic diagnosis. It is accepted that they require services
mainly revolving around counselling and psychotherapy, and a
higher proportion of young adults, women and the middle
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classes are represented in the acute population (Goldberg &
Huxley 1980).

There are presently many theories about the origins of long
term mental health problems involving genetic, chemical,
psychological and social explanations (for a consideration of
the debates and current evidence see Kerr & McClelland 1991:
Goldberg & Huxley 1992). None is definitive and simple answers
cannot be given, but whatever the view of causation and
diagnostic practices, it is clear that most people with long
term mental health problems require help over long periods and
pose the greatest challenge to those who develop community
care policy and deliver community services. It is discomfort
and dysfunction that bring these people to seek help from
services, not the pathology which may underlie them and it has
therefore started to be recognised that while practitioners
require bio-medical knowledge, this must also be informed by
the social sciences.

The Definition of Community Care

The term "Community Care" first appeared officially in the
1930 Annual Report of the Board of Control (Jones 1988). It
was used to refer to a policy then being advocated to provide
for the mentally handicapped to live outside hospital wherever
possible. However, Community Care for the mentally ill, as an
explicitly recognisable policy with that name, dates from the
Report of the 1954-7 Royal Commission on the Law relating to
Mental Illness and Mental Deficiency (the Percy Report). From
the early 1960s, plans were put forward to reduce the total
number of psychiatric beds and even to phase out mental
hospitals altogether and these plans became policy when they
were announced in Enoch Powell's 'water tower'" speech at the
1961 Annual MIND Conference. Valuable accounts of the way that
the term community care has since diversified in its use and
application are given in Busfield (1986), Goodwin (1990) and
Tomlinson (1991), to name but a few, but the intention here is
just to give a brief definition of what was meant by the term
in the 1980s and to describe why the policy was considered
problematic for mental health services on a general level. A
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discussion of structural and philosophical interpretations of
community care policy as it developed will be the subject of
chapter three.

During the 1970s it became clear that the shift to the
provision of public community care services was problematic
and the policy had met with little success. By the 1980s it
was recognised that alternative community services for the
mentally ill had still only been provided in a piecemeal
fashion (House of Commons Social Services Committee 1985). For
example, between 1979 and 1988, residential facilities in the
community increased from only 5,607 beds to 9,745, with most
of this growth (some 2,500 places) being in the private sector
(Goodwin 1990). There had been ideological and financial
retrenchment on the original intentions stated in the Percy
Report and by the mid-1980s, new definitions of what community
care meant continued to appear. In 1985 the Department of
Health and Social Security (as it then was) stated its
definition of community care as follows:

"Community Care is a matter of marshalling resources,
sharing responsibilities and combining skills to achieve
good quality modern services to meet the actual needs of
real people in ways these people find acceptable and in
places which encourage rather than prevent normal
living." (Department of Health and Social Security,
1985a, para 3 p1)

Underlying this definition was the basic assumption that most
people who required long term care should and could be looked
after in the community. The ideal was a system of care where
people continued to reside and to receive treatment in the
local community and if hospital admission was necessary, this
was as brief as possible to preserve community ties and reduce
dependency. It was being advocated that discharge should then
be followed by careful maintenance of aftercare? with
continuing liaison between staff working in the hospital and
in the community.

At the same time, new emphasis was attached to care within and

by the family (eg Royal Commission 1979) and in a range of
service agencies including the voluntary and private sector
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(eg Griffiths 1988). Also, policies were aimed at meeting
individual needs with tailored services rather than at mass
provision for the whole spectrum of needs (eg House of Commons
Social Services Committee 1985; Department of Health 1989a).
A low profile political campaign promoting self r