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ABSTRACT
Community mental health care in the UK was established by two influential mental health acts (MHAs). The 1930 MHA
legislated for voluntary admissions and outpatient clinics. The 1959 MHA required hospitals to provide local followup after discharge, required them to work closely with local social services and obliged social services to help with
accommodation and support. An effect of this was to establish highly sectorized services for populations of about
50,000. These were served by multidisciplinary teams (generic CMHTs), which accepted all local referrals from family
doctors. Sector CMHTs evolved a pragmatic approach with an emphasis on skill-sharing and outreach, depending
heavily on community psychiatric nurses. The NHS is funded by central taxation, with no distortion of clinical practice
by per-item service fees. It is highly centrally regulated, with a strong emphasis on evidence-based treatments.
Since 2000, generic sector teams have gradually been replaced or enhanced by Crisis Resolution Home Treatment
teams, Assertive Outreach Teams and Early Intervention Teams. Assertive Outreach Teams were resorbed into CMHTs,
based on outcome evidence. The last decade has seen a major expansion in outpatient psychotherapy (Improving
Access to Psychological Treatments (IAPT) services) and in specialist teams for personality disorders and perinatal
psychiatry. The traditional continuity of care across the inpatient-outpatient divide has recently been broken. During the
last decade of austerity, day care services have been decimated, and (along with the reduction in availability of beds)
compulsory admission rates have risen sharply. Mental health care is still disadvantaged, receiving 11% of the NHS
spend while accounting for 23% of the burden of disease.
АННОТАЦИЯ
Амбулаторная психиатрическая служба в Великобритании регламентируется двумя законами о психиатрической
помощи. В 1930 году законодательно были закреплены добровольная госпитализация и амбулаторные
клиники. Закон 1959 года требовал, чтобы больницы после выписки предоставляли пациентам амбулаторное
наблюдение по месту жительства, обязал больницы работать совместно с местными социальными службами,
а социальные службы – обеспечивать пациентов жильем и оказывать им поддержку. Результатом этого
стало формирование секторального принципа работы психиатрической службы с прикрепленным
населением 50 000 человек на каждый сектор. Психиатрическая служба в каждом секторе представляла
собой мультидисциплинарную команду специалистов (в последующем они стали называться «амбулаторные
психиатрические бригады» – Community Mental Health Teams (CMHTs)), которая принимала всех пациентов,
направленных семейными врачами. Секторальные бригады развили прагматичный подход к оказанию
помощи пациентам с акцентом на выработку навыков и на широкий охват помощью, которая предоставлялась
преимущественно участковыми медсестрами. Здравоохранение Великобритании финансируется за счет
централизованного налогообложения, клиническая практика не искажается налоговыми ставками за отдельные
виды медицинских услуг. Медицинская помощь регулируется централизованно, в ее основе лежат принципы
доказательной медицины.
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Начиная с 2000 года секторальные психиатрические бригады постепенно были заменены или усилены
несколькими видами специализированных бригад: кризисными бригадами оказания помощи на дому (Crisis
Resolution Home Treatment teams), бригадами настойчивого лечения (Assertive Outreach Teams) и бригадами
раннего вмешательства (Early Intervention Teams). Бригады настойчивого лечения после анализа данных
об их эффективности стали частью амбулаторных психиатрических бригад. В последнее десятилетие
наблюдается значительное расширение амбулаторной психотерапии благодаря работе службы улучшения
доступа к психологической помощи (Improving Access to Psychological Treatments, IAPT), а также созданию
команд, специализирующихся на оказании помощи людям с расстройствами личности и на перинатальной
психиатрии. Традиционная непрерывность стационарной и амбулаторной медицинской помощи недавно
была нарушена. В течение последнего десятилетия жесткой экономии дневные стационары были упразднены
и, наряду с сокращением числа стационарных коек, резко возрос уровень недобровольной госпитализации.
Психиатрическая помощь по-прежнему находится в неблагоприятном положении, получая финансирование
в размере 11% от общего фонда здравоохранения, в то время как на психические заболевания приходятся
23% бремени болезней.
Keywords: Community Mental Health Teams, sectorization, functional teams, general practice
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WHEN WAS COMMUNITY-BASED CARE

in Dingleton Hospital in 1880) and general hospital

ESTABLISHED?

outpatient clinics in Portsmouth in 1926. However, these

The United Kingdom of Great Britain and Northern

early experiments failed to catch on. The modern era

Ireland (hereafter referred to as the UK) was in the

was ushered in with the establishment of the Maudsley

vanguard of the asylum movement in the early 19

Hospital in 1923, devoted to short-term care, and the

century. Following the example set by the Quaker

1930 Mental Treatment Act.

th

Tuke family in the York Retreat in 1796, asylums based
on ‘moral therapy’ were established throughout the

THE 1930 MENTAL TREATMENT ACT AND THE 1959

nation from the early 1800s. These remained the

MENTAL HEALTH ACT

dominant model of psychiatric care for psychotic

Community mental health in the UK was effectively

th

illnesses until 1930. Strict legislation in the late 19

established by these two acts. The 1930 act permitted

century, to protect the rights of detained patients,

voluntary admissions, outpatient care in mental

had an unintended consequence of hindering early

hospitals and for local authorities (who, at that

intervention and flexible care.

time, were responsible for all mental health care)

The predominantly degenerative view of mental illness

to spend money on supporting discharged patients.

was finally shaken by experiences in the First World

It also changed terminology from ‘asylum’ and ‘lunatic’

War and the succeeding decades. Shell-shocked soldiers

to ‘mental hospital’ and ‘mental patient’. This more

confirmed the involvement of psychological processes

outward-looking attitude witnessed slow, but informal,

in the causation and treatment of mental illnesses.

growth in outpatient care. The first day hospitals and

The dramatic success of malaria treatment for general

day centres were opened after WWII, beginning with the

paralysis of the insane (GPI) and promising early sleep

Marlborough Day Hospital in London, opened by Joshua

therapies brought psychiatry closer to medicine and

Beirer in 1946. In 1948, the National Health Service was

began to erode the isolation of the asylums. There had

established, and mental health care was transferred

been many individual initiatives prior to this. The first

to it from local authorities. This amalgamation cast into

psychiatric outpatient clinics were established at St

stark relief the contrast between the flexibility of general

Thomas’s in London and in the Wakefield asylum in 1890,

healthcare and that for mental health, and it prompted

along with hostels for discharged patients (such as that

much soul-searching.
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The development of UK community mental health care

and social workers. It may also include occupational

as it is now known can be traced to the 1959 MHA. The

therapists, psychologists, healthcare assistants and

1959 MHA reflected the optimistic spirit of its age and the

sometimes other specialists. It is headed by a specialist

impact of the post-war welfare state, which guaranteed

psychiatrist,

basic financial security for disabled citizens. As well as

(CPNs) are usually its most numerous members (2–

introducing strict regulations for the use and monitoring

5). CPNs were developed in 1953 as a fledgling service

of compulsory care, the 1959 MHA contained two specific

to monitor discharged psychosis patients2 but have long

provisions which profoundly shaped developments.

outnumbered all other community MH staff.3 They are

Firstly, the act placed local authority social services at

the case managers for most patients, usually carrying

the centre of care for the severely mentally ill. Social

a caseload of 20–30 patients, with contact monthly

workers had authority over compulsory admissions

or more often, as needed. CMHTs accept all referrals

(albeit on the recommendation of psychiatrists). The act

from family doctors so must deal with the whole range

also legislated both the resources and the obligation

of disorders, from long-term psychoses to short-term

to provide aftercare. Secondly, the act required any

crises, anxiety and depression. Managing referrals

hospital that took in detained patients to, itself, provide

to match expectations and capacity has always been

them with outpatient follow-up and aftercare. To

a challenge for CMHTs, and this has become increasingly

achieve these ends (both cooperation over compulsory

so, often with an explicit focus on patients with a severe

admissions and outpatient follow-up), mental hospitals

mental illness (SMI). CMHTs are usually based in some

had to develop close working relationships with local

form of shared community centre, and outreach has

authority social workers.

been a central feature of practice. In the case of CPNs

and

Community

Psychiatric

Nurses

The only practical way to achieve such close working

in particular, most of their contact with patients is home-

relationships was by establishing catchment areas and,

based, and this practice is common in other disciplines.

eventually, sectorization. Unlike the French, whose

The population served by each CMHT was initially

‘secteur’ was centrally dictated, UK sectorization (manifest

geographically defined but has increasingly been based

in the growth of local Community Mental Health Services -

on general practice lists. This strengthens working

CMHTs) grew organically as a pragmatic response to these

relationships and continuity between primary and

requirements. CMHTs spread in reach and sophistication

secondary care. Such comprehensive responsibility for

throughout the 1960s and 1970s and became the default

a clearly defined population powerfully focuses CMHTs on

structure for community care until the radical changes

the most seriously ill patients. Because difficult patients

introduced in 1999.

cannot be declined or sent elsewhere, UK mental health
care is pragmatic, with little scope for rigid theories. The

THE GENERIC CMHT

care provided is, of necessity, eclectic, and there is a long

By the late 1970s, most of the UK population accessed its

tradition of role blurring and skill sharing.

specialist mental health care via a generic CMHT.1 Teams

CPNs are the backbone of the service and the group

served a defined population and were expected to assess

primarily responsible for monitoring and supporting

anyone referred to them irrespective of diagnosis

psychosis patients, often administering long-acting

or severity of disorder. The populations served initially

antipsychotic medications. Social workers have specific

numbered about 50,000, but this number has shrunk

responsibilities for ensuring accommodation and financial

as resources and specialization have increased. The

support. Psychologists, where they are present, often

team was responsible for all outpatient and inpatient

take the lead in psychotherapy and talking treatments.

care, usually having access to a number of beds in the

UK CMHTs have strikingly informal working practices.

local psychiatric unit. Psychiatry in the UK is explicitly

Titles are rarely used; first name terms are the rule, and

a secondary service. Virtually all patients, other than the

professional boundaries are not defended. All members

homeless and those in chaotic inner-city situations, are

spend much of their time on supportive social care. For

referred after assessment by their family doctor.

example, a nurse or psychologist would not hesitate

The traditional CMHT is multidisciplinary, comprising, at

to ring up a housing department. Initial assessments

a minimum, psychiatrists, community psychiatric nurses

are not always conducted by medical staff where nurses

16

Consortium Psychiatricum | 2020 | Volume 1 | Issue 2

and psychologists have taken prominent roles. This non-

functions have been resorbed back into CMHTs. The

hierarchical style was inherited from the therapeutic

other two specialist teams have not been subjected

community movement that was so influential when

to anything like the same rigorous research and remain

CMHTs were beginning.4

central features of current practice. The provision

The extent of role-blurring may also be a consequence

of standalone personality disorder services9 is now

of the NHS funding system, with the absence of any ‘fee

nationwide, and liaison services in general hospitals

for service’ or targeted payments. NHS MH services are

have been significantly enhanced. A striking (and

funded by a relatively simple block grant. This is based

unevidenced) recent development has been the splitting

on a capitation formula, plus sophisticated adjustments

of community teams from inpatient responsibilities (the

for levels of deprivations. In recent years, commissioning

so-called ‘functional split’). This arose from concerns

of services has become more localized, with specific

about the quality of inpatient care. However, loss

targets for individual services.

of continuity and unanticipated complexities have led
to doubts over its wisdom.10

SPECIALIST AND FUNCTIONAL TEAMS
CMHTs have always been stratified by age group.

PSYCHOTHERAPY SERVICES (IAPT)

Alongside the adult service (for 18–65-year-olds), parallel

UK mental health has had very little private care

services were established very early for children and

provision. Apart from some very limited access

adolescents (up to the age of 18) and old-age services

to psychoanalysis, there has been no tradition of private

for those over 65. The structure and functioning are

psychotherapy as in other European countries. Simple

essentially similar for all three sets of teams, although the

psychotherapy has long been available within the

populations served vary. In addition, most regions had

NHS, and in the 1970s, psychotherapy was already

specialized teams that the CMHTs could refer to. There

recognized as a subspecialization within psychiatry, with

were liaison teams in hospitals, forensic services for

its own training requirements. While this was intended

mentally disordered offenders, and rehabilitation teams

to protect psychotherapy and its training, it also served

for severely and chronically disabled patients. Depending

to isolate it somewhat. Clinical psychologists in the

on local resources, there might also be specialized teams

NHS have increasingly expanded their expertise in,

for eating disorders and personality disorders, although

and responsibility for, cognitive behaviour therapy.

these were not universal.

This is now the primary evidence-based psychotherapy

These UK community MH services evolved organically

recommended by NICE (the National Institute for Clinical

through the 1960s to the 1990s. In the 1990s, however,

Excellence). In 2007, a separately funded provision

evidence-based practice (ushered in with Stein and

(based on a stepped-care model) was introduced,

Test’s study of ACT)5 began to impact on planning, which

called Increased Access to Psychological Treatments

became more centralized and specific. In 1999, the

(IAPT).11 This programme provided advice and self-care

National Service Framework for Mental Health proposed

but also trained CBT therapists to provide more intensive

replacement of generic CMHTs by four specific services

treatment, initially from primary care. Once established,

(‘functional teams’). These were a Home Treatment

the service was absorbed into secondary MH care and

Crisis Resolution (HTCR) team to deflect admissions, an

is now routine. It has ensured much greater access

Assertive Outreach Team (AOT – essentially an ACT team)

to psychotherapy, with an estimated additional 3000 staff

to support ‘revolving door’ psychosis patients, an Early

nationally. However, it has been criticized by some for its

Intervention Service (EIS) for first-episode psychosis and,

restriction to CBT, its rather rigid format and the quality

lastly, a Primary Care Liaison Team (PCLT) for everything

of therapist training.

6

else. PCLTs did not survive, and the other functional
teams have gradually been rolled out nationally

FINANCING AND LEGAL STRUCTURE

alongside generic CMHTs.

UK mental health care is funded by general taxation via

AOT teams were the first functional teams to be

the NHS and is totally free at the point of service. There

introduced. They were subjected to rigorous research and

are no patient-level payments (no itemized payments),

found not to be an improvement on CMHTs,

although some service-level targets may affect funding.

7,8

so their
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Currently, it accounts for 11% of the total NHS spend

to 63,048 in 2015, an increase of 45%. This rise has settled

(9.8% of GDP, in line with the EU average of 9.7% in 2014).

at about 4.0% per annum and is in line with France (4.7%)

In 2012, the Health and Social Care Act committed

and Australia (3.4%). However, in most other comparable

to ‘parity of esteem’ between physical and mental health

countries, the rate of compulsory admissions has been

care by 2020. As mental disorders account for 23% of the

steady or has declined slightly. This recent rapid rise in the

burden of disease, there is clearly quite some way to go.

UK has been associated with a substantial reduction

Local structures for setting priorities can have significant

in available beds.15 Currently, one third of all admissions

effects at the margins, but NHS MH services are generally

are compulsory, and a further third are converted

fairly consistent nationally and remain subject to no

to compulsory while the patients are in hospital. In many

complex financial distortions of clinical practice.

inner-city areas, virtually all inpatients are compulsory.

The 1959 MHA was revised in 1983 and again in 2007,

It has been suggested that the current rapid rise reflects

and it is currently undergoing another revision. The UK

not only the risk-averse nature of UK society but also that

is out of step with most of Europe in that compulsory

it may be the only way to secure a bed.

admissions and treatment are initiated clinically rather

The second area of concern has long been expressed

than by a legal decision. They are subject to routine

and relates to the very high rates of admission (including

legal ratification of their justification by tribunals at

compulsory admission) for black patients (Afro-

set intervals, but this arrangement is subject to strong

Caribbean men in particular). This was initially attributed

criticism and may change. Compulsory admissions are

to stigmatizing discrimination and over diagnosis.16

for set maximum periods (one month or six months and,

Despite careful epidemiological work to contradict this

in rare emergencies, three days), with legal representation

and demonstrate a genuinely high rate of psychosis

available for patients at tribunals. The 2007 revision made

in these groups,17,18 the failure of services to engage with

two major changes. Firstly, it removed the four categories

this vulnerable group generates constant criticism.

of disorder (mental illness, learning disability, severe
learning disability and personality disorder) and replaced

RESOURCES

them with a single category of mental disorder. The

The UK lies in the mid-range in terms of the numbers

rationale for this was to remove a ‘treatability’ clause that

of both psychiatrists and psychiatric beds in Europe.19

had been introduced into the 1959 MHA for personality

The UK has 19 psychiatrists per 100,000 population,

disorder. Now, all patients are detained on the grounds

compared with 17 for Ireland, 18 for Italy, 23 for

of risk to health and the availability of ‘appropriate

France and Norway, and 22 for Germany and Sweden.

treatment’ (which is very broadly interpreted and

There are 46 beds per 100,000 in the UK, compared

can include care and supervision). The second major

to a European mean of 21 per 100,000 (ranging from

change was to introduce community treatment orders

10 in Italy, up to 128 in Germany and 139 in the

(CTOs). These are targeted on revolving door psychosis

Netherlands). Average inpatient stays are about 35

patients to ensure continued follow-up and maintenance

days, but this mean hides a skewed curve, with many

medication. They are for six months in the first instance,

crisis admissions of two to three days and a small

after discharge from an involuntary admission, and

number of patients with very long stays. Long-stay

are renewable for one year at a time without limit.

rehabilitation beds have been in sharp decline for the

Despite the evidence that they provide no benefit for

last couple of decades, but there has been a noticeable

patients,

about 4000 per year are imposed.

rise in secure provision (often in the private sector)

The rate of compulsory admissions in the UK is 114

for NHS forensic patients. The only three high secure

per 100,000. This is in the mid-range for Europe, with

forensic hospitals have been reduced by over 75%

Austria highest at 282 and Italy lowest at 14.5.14 However,

during the last two decades, while medium secure

there are two significant issues of concern. The first is that

forensic units have now become a routine component

the rate is rising faster than that of most comparable

of local service provision.

12,13

countries, and the second is the persistently high

Figures for day hospital places (provided by the NHS)

rate of detention among black patients. The number

and day centre places (provided by local authorities) are

of compulsory admissions has risen from 43,364 in 2007

difficult to obtain with any accuracy. The strong clinical

18
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impression, however, is that these are also being closed,
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even more so during the last decade of austerity.
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STRENGTHS AND WEAKNESSES
UK community mental health services have been the
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several strengths. They have benefited from a pragmatic
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simple funding formula avoids perverse incentives
and distortions of clinical care. Central monitoring and
target setting have resulted in a healthy respect for,
and focus on, evidence-based practice. Services have
benefitted from a well-established primary care system
which filters their referrals and which has taken on most
of the milder cases of anxiety and depression. Another
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