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Learning Objectives

After reading this chapter, you should be able to:

1.
2.

Discuss traditional treatment settings.

Describe different types of residential and non-residential treatment

settings and the services they provide.

Describe community care and treatment programmes that provide
services to people with mental health problems.

Identify barriers to effective treatment for homeless people with mental

health problems.

Discuss the issues related to people with mental health problems in the

criminal justice system.

Describe the roles of different members of a multidisciplinary mental

health-care team.

Identify the different roles of the nurse and other professionals in
varied treatment settings and programmes.
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As discussed in Chapter 1, mental health care has undergone
profound changes in the past 50 years. Before the 1950s,
treatment in large out-of-town asylums was usually the
only available strategy for people with severe mental health
problems: many of them stayed in such facilities for months
or years, sometimes receiving humane, sensitive treatment
and care, many times on the receiving end of abuse and
neglect. The introduction of psychotropic medications in
the 1950s offered hope of successfully treating the symp-
toms of ‘mental illness’” in a meaningful way, while social,
political, ideological and economic changes led — haltingly
and painfully — to a focus on ‘community care’ and a new
era of care and treatment. Institutions could no longer hold
clients with mental health problems indefinitely, and treat-
ment in the ‘least restrictive environment’ became a guiding
principle and right. Large state hospitals gradually closed.
Treatment in the community was intended to replace much
of state-hospital inpatient care. Adequate funding, however,
has not always kept pace with the need for community pro-
grammes and treatment (see Chapter 1).

Today, people with mental health problems receive help
in a variety of settings, the majority in the ‘community’. This
chapter describes the range of care and treatment settings
available for those with mental health problems and the pro-
grammes that have been developed to meet their needs. Both
of these sections discuss the challenges of integrating people
with mental health problems with the community in which
they live. The chapter also addresses two populations that are
receiving inadequate treatment because they are not always
directly connected with general services: those with mental
health problems who are homeless and those in prison. Finally,
the chapter describes the multidisciplinary team, including the
crucial role of the nurse as a member of that team.

CARE AND TREATMENT SETTINGS

The division between inpatient settings and ‘community’
settings is intended to be far more fluid now than it has been
historically. Nevertheless, services can still be broadly seen
in terms of ‘inpatient’ settings and ‘community’ settings.

RESIDENTIAL AND INPATIENT SETTINGS
Acute Inpatient Settings

Since the closure of the asylums in the 1970s and 1980s, up
until the present day, inpatient psychiatric care has remained
a primary mode of treatment for people with ‘mental illness’.
Many acute inpatient units were built in the 1970s and
1980s in the grounds of district general hospitals. Even up
until the past few years, ‘acute’ units frequently had patients
who stayed many months or even years. Day hospitals or
day treatment centres offered therapy and activity for inpa-
tients and — sometimes — for outpatients.

A typical psychiatric unit emphasized — until very
recently — medical treatment: drugs and electroconvulsive
therapy (ECT), allied with some talk therapyor focused

one-to-one interactions between ‘patients’ and staff, and —
in rare settings — milieu therapythe exploitation of the total
environment and its possible beneficial effect on the client’s
treatment. Individual and group interactions focused in the
main on psychodynamic and humanistic principles and
nurses were often central to these processes (although in
recent years this role has increasingly been handed to — or
taken on by — occupational therapists and psychologists).

Today, a whole host of policy drivers are beginning to
push inpatient units in a direction where they must provide
rapid assessment, stabilization of ‘symptoms’, reduction of
‘risk’ and effective discharge planning and they must accom-
plish goals quickly, all — in theory — within a context of
empowerment and ‘recovery’ (Rae, 2007a). A client-centred
multidisciplinary approach to a brief stay is essential and the
role of the care programme approach and its care co-ordina-
tor (a community clinician, usually a community psychiatric
nurse or a social worker) is vital in bridging the gap between
community and hospital. Once the client is ‘safe’ and feeling
‘stable’, the relevant clinicians, care co-ordinator and the cli-
ent identify longer-term goals for the client to pursue in the
community (CSIP/NIMHE, 2007).

Most areas now have developed crisis recovery and
home treatment teams which ‘gatekeep’ a reducing num-
ber of inpatient beds and which are increasingly being seen
as integral to acute care: the term ‘transfer’ (between, for
example, inpatient unit and home treatment team) is increas-
ingly being used rather than ‘discharge’ (National Audit
Office, 2007). This process has led, in many areas, to patients
who are admitted being more unwell and more disturbed
than previously, necessitating a greater need for training and
supervision for inpatient nurses. Nevertheless, the deliber-
ate breaking down of boundaries between ‘community care’
and ‘inpatient care’, so that there is a ‘seamless’ acute service,
often sharing staff across the settings, appears to be offering
an exciting step forward, away from the sense of admission as
‘failure’, away from the sense that so many acute units had of
being undervalued by the rest of the services, and away from
the undoubted neglect and emotional abuse that so often
characterized isolated acute inpatient units.

The increasing acuity of admitted patients and the
increasing numbers of them who are formally detained
patients (on a section of the Mental Health Act) has changed
the nature of inpatient care and the demands on nursing and
nurses. Increasing numbers of people on acute wards have
major mental disorders and ‘dual diagnoses’. In addition,
there has been a growing emphasis from government — and
society in general — on the management of ‘risk’ within
mental health services: maintaining a therapeutic approach
while working with very unwell people whose ‘risk’ is either
very real or feared adds to the demands on inpatient nurses,
as does the vast amount of (mostly justifiable) criticism of
inpatient care in the UK over the past decade (Muijen, 2002;
Mental Health Act Commission, 2005).

Some inpatient units have a locked entrance door,
requiring staff with keys (or electronic cards) to let people
in or out of the unit. This situation has both advantages and
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community psychiatric nurses (CPNs), with (more latterly)
occupational therapists, social workers and other professionals
joining them. Psychology and psychiatrist input was usually
sessional rather than full time. As services developed around
the turn of the century, the CMHT role became somewhat
‘narrower’, as much-criticized gaps in the service they provided
were filled by new teams: crisis’/home treatment teams began to
take on some of the crisis intervention roles previously under-
taken (often between 9 a.m. and 5 p.m.) by CMHTs; assertive
outreach teams began actively to work with the more chal-
lenging longer-term clients (who had previously, on occasion,
drifted between gaps in the service); early intervention teams
began to work with young people who had previously fallen
between child and adolescent services and the CMHTs.

The vast majority of care co-ordinators (usually, though
not exclusively, CPNs/community mental health nurses
(CMHNS) and social workers) work, still, within CMHTs
and they remain the biggest provider of input across the
system. CMHTs still undertake crisis work, early interven-
tion work and some assertive outreach work (the degree
dependent on local conditions/local politics), although
alongside a renewed emphasis on work in primary care and
with longer-term clients.

PRIMARY CARE LIAISON TEAMS/PRIMARY CARE MENTAL
HEALTH WORKERS

There has been an increasing focus on the role of the GP
and other primary-care professionals in helping to offer
integrated care packages — covering both physical and men-
tal health needs — to people with mental health problems.
Increasingly, bridging the gap between the two parts of
the service is carried out by specific teams or designated
individuals: the often tense relationships between specialist
services and primary care will also, it is hoped, be eased by
the re-focusing of CMHTs on (and in) primary care.

Much more ‘early intervention’ work (with its advantages
of having a preventive and health promotion role as well as
one that de-stigmatizes and ‘normalizes’ by keeping people
away from specialist services) is being carried out by GPs,
by primary-care-based graduate mental health workers and
by the newly developing roles of ‘low-intensity’ workers:
focused CBT programmes are increasingly being offered in
primary care settings.

Community Residential Settings

People with mental health problems may live in a variety
of community residential settings that vary according to
structure, level of supervision and services provided. Of
course, the vast majority live in their own homes.

Some settings are designed as transitional housing, with
the expectation that residents will progress to more indepen-
dent living. Other residential programmes serve clients for
as long as the need exists, sometimes years. ‘Halfway houses’
usually serve as temporary placements that provide support
as clients prepare for independence. Group homes may house
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six to ten residents who take turns cooking meals and sharing
household chores under the supervision of one or two staff
persons. Staff members are available for crisis intervention,
transportation, assistance with daily living tasks and, some-
times, drug monitoring. In addition to on-site staff, many res-
idential settings provide case management services for clients
and put them in touch with other resources (e.g. vocational
rehabilitation; medical, dental and psychiatric care; psychoso-
cial rehabilitation programmes or services) as needed.

Sometimes termed ‘seriously mentally ill" or ‘SMI’ clients,
there are many people with severe and persistent mental health
problems living in the community. The population includes
people who were hospitalized before ‘community care’ and
often remained hospitalized despite efforts at community
placement; it also includes people who have been hospitalized
consistently for long periods despite efforts to minimize their
hospital stays. Community placement of clients with prob-
lematic behaviours (indeed, with any kind of mental health
problem) still meets, on occasion, considerable resistance from
the public, creating a barrier to successful living in community
settings. One approach to working with longer-term clients
has been a hostel, a unit within or outside hospital grounds
that is designed to be more ‘home-like” and less institutional.
Many hostel projects have been established that provide access
to community facilities and on normal expectations such as
cooking, cleaning and doing housework.

Some agencies provide respite housing, or crisis housing
services, for clients in need of short-term temporary shelter.
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These clients may live in group homes or independently
most of the time but have a need for ‘respite’ from their usual
residences. This usually occurs when clients experience a
crisis, feel overwhelmed or cannot cope with problems or
emotions. Respite services often provide increased emotional
support and assistance with problem solving in a setting away
from the source of the clients’ distress. The concept of a crisis
hostel or ‘crisis house’ has recently grown in popularity. The
criterion for using many of these services — in line with recov-
ery principles — is, frequently, the client’s own perception of
being in crisis and needing a more structured environment.

Someone’s living environment obviously affects his
or her level of functioning, rate of ‘relapse’ and ability to
remain in a community setting. In fact, someone’s living
environment is often more predictive of their ability to
live a satistying, meaningful and purposeful life than the
characteristics of his or her ‘illness’. Finding quality liv-
ing situations for people with mental health problems is
a difficult task and many still live in poorer, high-crime
or commercial, rather than more affluent, residential areas
(Segal & Riley, 2003). Reynolds (2005) found clear links
between overcrowded family housing and depression,
anxiety and relationship problems.

Frequently, residents oppose plans to establish a group
home or residential facility in their neighbourhood. They
argue that having a group home will decrease their property
values, and they may believe that people with mental illness
are violent, will act bizarrely in public or will be a menace
to their children. These people have strongly ingrained ste-
reotypes and a great deal of misinformation. Local residents
must be given the facts so that safe, affordable and desirable
housing can be established for persons needing residential
care. Nurses are in an ideal position to advocate for clients
by providing education to members of the community.

Clubhouse Model

In 1948, Fountain House pioneered the clubhouse model
of community-based rehabilitation in New York City.
Currently, more than 400 such clubhouses have been
established in 27 countries throughout the world (Ferguson,
2004). Many clubhouses are ‘intentional communities’ based
on the belief that men and women with serious and persis-
tent psychiatric disabilities can, and will, achieve normal life
goals when given the opportunity, time, support and fellow-
ship. The essence of membership in the clubhouse is based
on the four guaranteed rights of members:

e A place to come to

e Meaningful work

e Meaningful relationships

e A place to return to (lifetime membership).

The clubhouse model provides members with many
opportunities, including daytime work activities focused on
the care, maintenance and productivity of the clubhouse;
evening, weekend and holiday leisure activities; transitional

and independent employment support and efforts; and
housing options. Members are encouraged and assisted to
use community mental health services.

The clubhouse model recognizes the professional—client
relationship as a key to successful treatment and rehabilita-
tion while acknowledging that brief encounters that focus on
symptom management are not sufficient to promote recovery
efforts. The clubhouse model exists to promote the rehabili-
tation alliance as a positive force in the members’ lives.

The clubhouse focus is on health, not illness. Taking
prescribed drugs, for example, is not a condition of partici-
pation in the clubhouse. Members, not staff, must ultimately
make decisions about treatment, such as whether or not
they need hospital admission. Clubhouse staff supports
members, helps them to obtain needed assistance and, most
of all, allows them to make the decisions that ultimately
affect all aspects of their lives. This approach to recovery is
the cornerstone and the strength of the clubhouse model.

Assertive Outreach Programmes

One of the newer approaches to community-based treat-
ment for people with mental health problems in the UK is
assertive outreach (Box 4.1). Marx et al (1973) conceived
this idea in Madison, Wisconsin in the US. They believed
that skills training, support and teaching should be done
in the community — where it is needed — rather than in the

Box 4.1 ASSERTIVE OUTREACH TEAM FEATURES

» Delivery by a discrete multidisciplinary team able to
provide a full range of interventions

* Most services provided directly by team, not brokered
out

* Low staff-to-client ratios (maximum 1:12)

* Most interventions provided in community settings

e Emphasis on engagement and maintaining contact
with clients

¢ Caseloads shared across clinicians, staff know and
work with the entire caseload, although a CPA care
co-ordinator is allocated and responsible

e Highly co-ordinated, intensive service with brief
daily handover meetings and weekly clinical review
meetings

» Availability out-of-hours and seven days a week, with
capacity to manage crises and increase contact to daily
according to need

» Time-unlimited service while there is evidence of
benefit, or continuity of care according to need

From National Forum for Assertive Outreach. (2005).
http://nfao.co.uk/Annual%20Report/Annual_report_2005_06.pdf
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as reasons why mentally disordered people end up in the
criminal justice system include lack of adequate community
support and the attitudes of police, the courts, the mental
health system and society generally (Konrad, 2002). Poor
health promotion and the complex, interweaving relation-
ships between homelessness, social deprivation, substance
misuse, crime, relationship breakdown and mental distress
are undoubtedly key contributors.

Public concern about the potential danger of people with
‘mental illness’ is fuelled by the media attention that sur-
rounds any violent criminal act committed by a mentally ill
person. Although it is true that people with some specific
untreated major mental illnesses may be at increased risk of
being violent, most people with mental health problems do
not — and never will — represent a significant danger to oth-
ers. This fact, however, does not keep people from clinging
to stereotypes of ‘the mad’ as people to be feared, avoided
and institutionalized. If such people cannot be confined in
mental hospitals for any period, there seems to be tacit pub-
lic and governmental support for arresting and incarcerating
them instead.

People with mental health problems who are in the
criminal justice system face several barriers to successful
community reintegration (McCoy et al, 2004):

e Poverty

¢ Homelessness

¢ Substance use

¢ Violence

e Victimization, rape and trauma
e Self-harm.

Frequently, the individual with mental health problems
can be diverted to community mental health services or
to inpatient units, if needed, instead of being arrested and
going through the criminal justice system. Community
mental health teams and mentally disordered offender/
forensic teams provide assessment and treatment services
and education to police and probation officers to help them
recognize mental health problems and help change their
attitude about offenders with such problems.

MULTIDISCIPLINARY TEAM

Regardless of the treatment setting, recovery programme,
or population, a multidisciplinary (or interdisciplinary)
team (MDT) approach is essential in dealing with the mul-
tifaceted problems of clients with mental health problems.
Different members of the team have expertise in specific
areas. By collaborating, they can (and should) meet clients’
needs more effectively. Members of the multidisciplinary
team may be psychiatrists, psychologists, mental health
nurses, social workers, occupational therapists, support
workers and others. Not all settings have a full-time member
from each discipline on their team; the programmes and
services that the team offers determine its composition in
any setting.

» Occupational Therapy: Occupational therapists (OTs)
work in psychiatric units, day hospitals and in the com-
munity. OTs are employed by health authorities, social
services departments, social care trusts and voluntary
organizations. Their role is to help people with mental,
physical and social problems to build up the confidence
and skills needed for personal, social, domestic, leisure or
work activities. They focus on the active learning of specific
skills and techniques for coping more effectively. This may
involve the use of arts, crafts, group work (such as anxiety
management and assertiveness training), individual coun-
selling and training in the activities of daily living, such as
self-care, shopping, cooking and budgeting.

» Psychiatrists. Psychiatrists are qualified doctors who
take postgraduate training in psychiatry after comple-
tion of a general medical training, and specialize in the
treatment of mentally distressed people. Psychiatrists are
not only hospital-based; in some areas they have close
links with GPs’ surgeries. Others work in community
mental health centres or in multidisciplinary teams. They
work closely with a number of different mental health
professionals. Consultant psychiatrists often (though not
always) lead the multidisciplinary team.

* Community Mental Health Nurses. Community men-
tal health nurses (CMHNs) (formerly community psy-
chiatric nurses or CPNs) have been at the forefront of
community care for people with mental health problems
for some four decades now, working in the community
to undertake key mental health promotion, psychothera-
peutic, monitoring and assessment, and care co-ordi-
nation roles. The clinical practice of CMHNs includes
caring for clients and families struggling with issues such
as schizophrenia, bipolar disorder, depression, anxiety,
eating disorders, postnatal disorders, substance misuse,
domestic violence, child abuse and grief. They work in
community mental health teams, primary care mental
health teams, crisis and home treatment teams, forensic
teams, drug and alcohol and assertive outreach teams
among others.

 Inpatient Mental Health Nurses. Nurses in inpatient
units work therapeutically with clients, ensure safety, work
towards recovery and manage inpatient environments.

» Social Workers. A mental health social worker is a
specialist mental health worker who works closely with
individuals and families to support them through crises
or in the longer term. If unit-based, their role may also
involve helping people prepare for leaving the hospital.

» Approved Mental Health Practitioner. An approved
mental health practitioner (AMHP) is a qualified practi-
tioner — usually a social worker, nurse, OT or psycholo-
gist who has undergone additional training and been
approved by the local authority to carry out various
designated functions under the Mental Health Act 2007.
An AMHP has a role in mental health assessment to be
undertaken jointly with medical professionals in order
to ascertain whether compulsory admission to hospital
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Box 4.2

THE MENTAL HEALTH NURSE AS CARE CO-ORDINATOR

* Undertakes — with appropriate others — an assessment of need.

e Oversees care-planning and resource allocation.

¢ Keeps in close contact with the user and significant others.
« Advises other members of the care team about changes in a user’s circumstances that may warrant a review.
« Evaluates the impact of interventions and updates the user’s care plan and any crisis plan.

Adapted from Callaghan, P. (2006). Discharge planning. In P. Callaghan & H. Waldock (Ed3xford handbook of mental health nursing (p. 96). Oxford:

Oxford University Press.

is necessary. AMHPs have a particular responsibility to
examine alternatives to hospitalization.

 Psychologists. Clinical and counselling psychologists are
specialists trained in psychological assessments and treat-
ments. They frequently lead in the provision of therapies
such as CBT, undertake psychometric testing and employ
other measurement/assessment tools. They may — along
with other professionals — undertake research and con-
duct clinical supervision.

(Adapted from MIND, 2008; Royal College of Psychiatrists,
2008.)

Other possible members of an MDT include Support,
Time and Recovery (STR) workers, outreach workers, mental
health workers, housing officers, employment officers, sup-
port workers, vocational therapists, art therapists and psycho-
therapists. Professionals such as GPs, health visitors, district
nurses, midwives, practice nurses, speech therapists, pharma-
cists and physiotherapists also contribute to MDT work.

It is important to bear in mind that roles are not (and
should not be) set in stone: the work undertaken by differ-
ent professions changes from society to society, from year
to year and from setting to setting. Overlaps between the
professions are huge, although their attempts at maintain-
ing their own distinct identity often lead to territorial and
political tensions which can be detrimental to holistic, col-
laborative and empowering care.

Functioning as an effective team member requires the
development and practice of several core skill areas (White
& Brooker, 2001):

 Interpersonal skills, such as tolerance, patience and
understanding

e Humanity, such as warmth, acceptance, empathy, genu-
ineness and non-judgemental attitude

* Knowledge base about mental disorders, symptoms and
behaviour

* Communication skills

* Personal qualities such as consistency, assertiveness and
problem-solving abilities

o Teamwork skills, such as collaborating, sharing and inte-
grating
* Risk assessment/risk management skills.

The role of the case manager/care co-ordinator (Box 4.2)
has become increasingly important. No standard formal
educational programme to become a case manager or care
co-ordinator exists, however, and people from many differ-
ent backgrounds may fill this role. In most settings, a social
worker or psychiatric nurse is the case manager. Liberman
et al (2001) identified three distinct sets of competen-
cies necessary for effective ‘case managers” clinical skills,
relationship skills and liaison and advocacy skills. Clinical
skills include treatment planning, symptom and functional
assessment and skills training. Relationship skills include
the ability to establish and maintain collaborative, respect-
ful and therapeutic alliances with a wide variety of clients.
Liaison and advocacy skills are necessary to develop and
maintain effective interagency contacts for housing, finan-
cial entitlements and vocational rehabilitation.

As clients’ needs become more varied and complex, the
MHN has traditionally led the care co-odination process and
is in an ideal position to fulfil the role of care co-ordinator.

SELF-AWARENESS ISSUES

Mental health nursing is evolving as changes
continue in health care. Since the 1960s, the focus had
shifted from traditional hospital-based goals of symp-
tom and medication management to more client-centred
goals, which included working collaboratively toward an
improved quality of life and recovery from mental health
problems for service users. Nevertheless, with political and
ideological changes and an increasing focus on risk since
the 1990s, there remains a tension between this empower-
ing model (deepened by the emphasis on ‘recovery’) and a
more rigid, ‘old-fashioned’ view that demands nurses act
in a more traditionally controlling and custodial way.
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Critical Thinking Questions

1. Discuss the role of the nurse in advocating for social
or legislative policy changes needed to provide recov-
ery-focused services for clients in all settings.

2. When should programmes for special populations,
such as teenagers with mental health problems who
are offenders, or the elderly homeless, be considered
successful?

3. How can the nurse reconcile the trend for short-term
‘crisis’ inpatient hospitalization with the long-term
needs of some clients with severe and persistent men-
tal health problems?

There are, seemingly, ever-increasing demands on the
nurse to be forever expanding and developing his or her
repertoire of personal qualities, experiences, knowledge,
skills and abilities in order to help clients (and other profes-
sionals) effectively. It is hugely difficult — but an absolute
prerequisite — for the nurse to be actively supportive of the
client even when he or she believes the client has made
choices that are less than ideal. The requirement for the
nurse to practise in an autonomous and independent way
(though within a panoply of local and national guidance,
monitoring and the meeting of targets) can feel both unset-
tling and liberating.

These challenges may overwhelm the nurse at times,
and he or she may feel under-prepared or ill-equipped to
meet them. Support, both formal (in the form of clinical
supervision, good leadership and management, appropri-
ate training and opportunities for reflection) and informal
(intra- and interdisciplinary discussion and the involvement
of friends and family) is crucial.

In whatever setting, the nurse may experience frustration
when working with adults with mental health problems,
often potentially feeling rejected or inadequate when clients
choose not to engage.

Points to Consider when Working in
Community-based Settings

e The client (and the nurse!) can make mistakes, survive
them, and learn from them. Mistakes are a part of normal
life for everyone, and it is not the nurse’s role to protect
clients from such experiences.

e The nurse will not always have the answer to solve a
client’s problems or resolve a difficult situation.

e As clients move toward recovery, they need support to
make decisions and follow a course of action, even if
the nurse thinks the client is making decisions that are
unlikely to be successful.

Working with clients in community settings demands
an even more collaborative relationship than the tradi-
tional role of caring for the client in an inpatient setting.
The nurse may be more familiar and comfortable with
the latter.

L&

4 KEY POINTS

People with mental health problems are treated in a vari-
ety of settings, and some are not in touch with needed
services at all.

Shortened inpatient hospital stays necessitate changes in
the ways Trusts deliver services to clients.

Planned, thoughtful, collaborative discharge/transfer
planning is a good indicator of how successful the cli-
ent’s community reintegration will be.

Impediments to successful discharge/transfer planning
include alcohol and drug abuse, criminal or violent
behaviour, non-concordance with medication and sui-
cidal ideation.

Community residential settings vary in terms of struc-
ture, level of supervision and services provided. Some
residential settings are transitional, with the expectation
that clients will progress to independent living; others
serve the client for as long as he or she needs.

Types of residential settings include board and care
homes, adult foster homes, halfway houses, group homes
and independent-living programmes.

A client’s ability to remain in the community is closely
related to the quality and adequacy of his or her living
environment.

Poverty among people with mental health problems is a
significant barrier to maintaining housing in the commu-
nity and is seldom adequately addressed in rehabilitation
programmes.

Rehabilitation refers to services designed to promote a
process for clients with ‘mental illness’ to return to the
community after hospitalization. 'Recovery’ goes far
beyond this narrow definition and beyond symptom
control and medication management to include personal
growth, reintegration into the community, empower-
ment, finding meaning, purpose and hope, increased
independence and improved quality of life.

The clubhouse model of psychosocial rehabilitation/
recovery is an intentional community based on the belief
that men and women with mental health problems can
and will achieve normal life goals when provided time,
opportunity, support and fellowship.

AOT may be one of the most effective approaches to
community-based treatment. It includes 24-hour-a-day
services, low staff-to-client ratios, in-home or commu-
nity services, intense and frequent contact and unlimited
duration of input.
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INTERNET

RESOURCES

CRISIS

Fountain House (clubhouse model)

National Association of Psychiatric Intensive
Care Units

National Forum for Assertive Outreach
National Institute for Mental Health in England
Prison Reform Trust

Sainsbury Centre For Mental Health

SHELTER

Services such as AOT must be provided along with stable
housing and adequate employment to produce positive
outcomes for adults with mental health problems who
are homeless.

Adults with mental health problems may end up in the
criminal justice system more frequently because of lack
of adequate community support and the attitudes of the
criminal justice system and society as a whole, as well as
because of the interrelationships between deprivation,
homelessness, poor self-esteem, relationship breakdown
and substance/alcohol misuse.

Barriers to community reintegration for people with men-
tal health problems who have been incarcerated include
poverty, homelessness, substance abuse, violence, victim-
ization, rape, trauma and self-harm.

The multidisciplinary team can include the psychiatrist,
psychologist, nurse, social worker, occupational thera-
pist and many others.

The mental health nurse is in an ideal position to ful-
fil the role of care co-ordinator. The nurse can offer
evidence-based psychotherapeutic interventions; assess,
monitor and refer clients for general medical and mental
health problems; administer drugs; monitor for drug
side-effects; provide drug and patient and family health
education; monitor for general medical disorders that
have psychological and physiological components.
Empowering clients to pursue full recovery requires col-
laborative working relationships with clients rather than
the traditional approach of caring for clients.

¥ | RESOURCES
iy

INTERNET ADDRESS

http://www.crisis.org.uk
http://www.fountainhouse.org
www.napicu.org.uk/

http://nfao.co.uk/
www.nimhe.csip.org.uk
www.prisonreformtrust.org.uk
http://www.scmh.org.uk
http://www.shelter.org.uk/
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