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From efficacy to effectiveness in community mental

health services
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Background The PRiSM Psychosis
Study investigated the outcomes of
community mental health services for
epidemiologically representative cases of
psychosis in London.

Method The results presented in the
preceding nine papers are interpreted.

Results (a) The health and social gains
reported in experimental studies of
community health services are replicable
in ordinary clinical settings, and are more
effective than hospital-oriented services
which they replace. (b) Dilution does
occur — these gains are less pronounced
than in experimental (efficacy) studies. (c)
Both models of community services
produced a range of improved outcomes.
(d) Some limited extra advantages (in
terms of met needs, improved quality of
life, and social networks) were found inthe
intensive sector. (e) There is no consistent
evidence that community-oriented
services (which include in-patient beds) fail
service users, their families or the wider
public. On balance the results weigh
slightly in favour of the two-team model
(for acute and continuing care) in terms of
clinical effectiveness, but the general
model is almost as effective and is less
expensive.

Conclusions The evidence supports a
community-oriented rather than a
hospital-oriented approach and there is
little difference between the community
mental health team models.

Declaration of interest Funding
provided by the Bethlem & Maudsley
NHS Trust.

Community mental health services in many
economically developed countries have
reached a watershed. Despite continued
professional and policy support, the ration-
ale to further transfer human and financial
resources from hospital to community
settings is increasingly questioned, even
though it is only a decade since the worst
excesses of the asylum era were com-
prehensively documented (Martin, 1984;
Department of Health, 1990, 1994). The
consolidation of this paradigm shift is a
result of many forces both intrinsic and
extrinsic to the mental health field (Kuhn,
1962). Within mental health services, there
is a realisation that despite reconfiguring
the shape of services, many of the more
severe forms of mental illness currently
remain stubbornly resistant to treatment. In
terms of psychotic disorders, a remarkably
stable number of patients experience recur-
ring relapses which are severe enough to
need high levels of professional support.
Most often this is provided in acute
psychiatric hospital beds, and there is as
yet remarkably little evidence that either
acute day hospitals (Creed et al, 1997) or
crisis houses (Sledge et al, 1996) can act as
realistic alternatives for more than about a
third of patients currently admitted to
hospital.

NEED FOR A REALISTIC TEST
OF MENTAL HEALTH SERVICE
MODELS

Service models which evidence suggests
can reduce the use and expense of hospital
beds in a way which is acceptable to
patients, their carers and to clinicians are
those based upon the assertive community
treatment model (Dixon & Lehman, 1995).
As paper 1 of this series summarises
(Thornicroft et al, 1998), there is now
substantial evidence that such common
types of community mental health service
can reduce bed use and increase patient
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satisfaction without increasing overall on-
going costs. Since the studies in this field
have now produced largely consistent
results, further experimental replications
of such efficacy studies may be redundant
(Sayce et al, 1991). The key question moves
from efficacy on to effectiveness (Cochrane,
1972; Light, 1991; Kassirer, 1993; Sackett
et al, 1996). Can such services be applied to
ordinary clinical settings? If so, do any of
the experimental advantages persist? If so,
at what cost, is this affordable and does it
offer value for money? It is precisely these
three types of question that this study
uniquely addresses.

This study has the following strengths.
It is the first to be based in clinical settings
designed to persist and not established
purely for research purposes. Uniquely, this
study offers a large and epidemiologically
representative cohort of people with psy-
chosis for the intervention, without the
exclusion of more severely disabled people.
The study attempted to avoid a ‘Hawthorne
effect’, by not indicating to the people
included in the study whether they were
considered to be in the intensive or standard
sectors, so that people’s knowledge of
receiving a ‘special’ service would not
influence outcomes.

Limitations of the study

At the same time, there are a number of
limitations to the data presented here. First,
although a controlled prospective trial, this
study is not randomised. At the level of
services for whole populations, the appro-
priateness of the random allocation method
attenuates. If the unit of randomisation is
the sector, a satisfactory sample size of
sectors would involve interventions apply-
ing to thousands of people, at a research
cost that is probably prohibitive. Second,
although the overall populations of the two
research sectors (geographical catchment
areas) were extremely closely matched (see
Becker et al, 1998, paper 2 in this series),
the service user populations were not. The
intensive sector had more severely disabled
people with psychoses, and on average
these people were more severely disabled
than in the standard sector. Indeed, in terms
of prevalence, in the course of the study we
learned of the important effect that hostels
can have, both on the local prevalence rates
and to their complexity, acting as magnets
to attract morbidity into an area.

Third, the site of this study, Camber-
well in south London, is atypical in two
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ways: it is at the upper extreme in terms of
social deprivation in Britain, and it is part
of the catchment area of the Maudsley
Hospital, a specialist postgraduate teaching
hospital. The deprived social context makes
it more likely that any treatment gains
demonstrated here could at least be
matched in other less marginal urban
contexts. We would not, however, claim
that the models we have studied are directly
generalisable to rural areas (indeed, the
research literature is based almost entirely
in urban settings). Concerning the ‘special’
nature of the mental health staff, there is
some weight to this argument, although the
training status of the hospital means that,
except for some senior medical staff, the
staff turnover rate is high, which militates
against continuity of care.

Furthermore, this is a quasi-experimen-
tal design and other national influences
upon the style and content of services, such
as the introduction of the supervision
register, the more complete implementation
of the Care Programme Approach, and an
increasing emphasis upon the importance
of risk assessment in clinical practice, have
occurred during the study period (Calman
& Royston, 1997; Furedi, 1997). We have
no reason to believe, however, that the
local implementation of these national
policy guidelines differed systematically
between the two study sectors.

Despite vigorous attempts at follow-up,
including up to seven home visits to inter-
view some people, the loss to follow-up is
still high. This reflects both the fact that we
have included all known prevalent cases,
including those who actively avoid psychia-
tric services, and the high rates of residential
mobility (up to 30% per year among people
with psychosis in London) (McNaught et al,
1997). Nevertheless, our service user track-
ing procedure (described by Johnson et al,
1998, paper 3 of this series) was successful
in recording key outcome findings for
almost all service users.

Categorical errors: the levels of the
interventions and of the outcomes

The Robert Wood Johnson multi-site study
in North America (Goldman et al, 1994)
investigated whether establishing a local
mental health service, which was planned
jointly between the mental health commis-
sioning authority and the housing and
urban development agency, had an impact
upon individual outcomes. It did not. The
only detectable positive outcome for this
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long-term multi-site North American study
was that continuity of care between agen-
cies was enhanced.

It is therefore now essential to ask
whether we can any longer reasonably
expect that changes in ‘inputs’ and ‘pro-
cesses’ at the local service level (cells 2A and
2B in the matrix model, Table 1) necessarily
have manifest effects upon individual ‘out-
comes’ (cell 3C). The limited impact of
local-level interventions upon individual
service user outcomes is also shown by the
study of Tyrer et al (1995) of close
monitoring of vulnerable patients in west
London.

Direct changes in service user outcome,
especially in terms of symptomatology, are
most closely related to the improved avail-
ability and delivery of pharmacological,
psychosocial or psychotherapeutic treat-
ments for psychotic disorders, all of which
match inputs and outputs at the user level
(Dixon & Lehman, 1995; Mari & Streiner,
1996).

One interpretation of our findings,
therefore, is that community forms of
service organisation, such as those investi-
gated in this study, may have some modest
indirect positive effects upon individual
outcomes, but that their direct effects are
at the service level in terms of improved
access to and continuity of care (Johnson et
al, 1997a; Sytema et al, 1997). They act as
the vehicle for the delivery of effective
treatments, but should not be mistaken for
the treatments themselves. Indeed, the
current confusion about the role of case
management, both in terms of its definition
and its effects, also reflects precisely this
distinction between the active treatment
and the treatment delivery process. This
confusion has been helpfully identified by
Marshall (1996), and has led Kluiter (1997)
to adopt the generic term ‘community care
arrangements’ for the now heterogeneous
range of such variants.

INTERPRETING THE STUDY
FINDINGS

The first aim of the PRiSM Psychosis Study
was to answer the question: can the gains of
experimental studies which have demon-
strated benefits from treatment by commu-
nity mental health teams be translated to
routine settings? In short, the answer is yes.
As the previous nine papers in this series
show in detail, there was a consistent
pattern of improvements in the two sectors,
both of which slightly reduced overall
clinical costs, largely because they used
fewer in-patient bed days. The main find-
ings for the measures used are summarised
in Table 2. Over and above this modest
widespread service improvement in both
sectors, the intensive service achieved some
limited additional improvements in aspects
of people’s social networks, met needs and
quality of life. Notably, in both sectors,
there was no greater family burden from
community-oriented than from hospital-
oriented services. Nevertheless, in terms of
the primary impairment of the disorder -
psychotic symptoms - neither service pro-
duced any overall change, the same finding
as that reported by the north London Team
for the Assessment of Psychiatric Services
(TAPS) study of hospital closure and reprovi-
sion for long-term patients (Leff, 1993).

The finding that community mental
health teams did to some extent effectively
substitute for in-patient bed use should not
be misinterpreted. Although this substitu-
tion effect can take place, it does not follow
that it will. Evidence from Nottingham
(Beck et al, 1997), for example, shows that
once bed numbers have reduced to a certain
point, further attempts to reduce length of
stay are associated with an increase in the
readmission rate, suggesting that there is an
irreducible base rate of bed needs. This may
be met in future by intensive community-
based in-patient alternatives, but there is

Table! Overview of the matrix model, with examples of key issues in each cell of the matrix
Geographical dimension Temporal dimension
(A) Input level (B) Process level  (C) Outcome level
(1) Country/regional level 1A 1B IC
(2) Local level (catchment area) 2A 28 2C
(3) Client level 3A 3B 3C

Adapted fromTansella & Thornicroft (1998).
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Table2 Summary of sector differences in main clinical outcomes

Possible range Sector' n? Mean Mean Pooleds.d. Differenceat Time2  Difference at Time 2
(at Time 1) (at Time 2) (at Time2) (unadjusted)® (95%Cl) (adjusted for Time |
value*) (95% CI)
BPRS total 24-168 Nunhead 67 335 339 8.68 —0.11 (—3.05t02.84) 0.003 (—2.46 t0 2.52)
(Symptoms) Norwood 69 338 340
SBS total 0-77 Nunhead 83 2.1 9.65 8.30 2.78(0.39t0 5.17) 2.54° (0.18 to 4.91)
(Social behaviour) Norwood 107 832 6.87
CAN unmet needs: user 0-22 Nunhead 62 1.23 1.90 1.83 0.05 (—0.60to 0.69) 0.49 (—0.24t0 1.22)
(Needs) Norwood 63 1.57 1.86
CAN met needs: user 0-22 Nunhead 62 4.05 4.45 245 0.72(—0.14to0 1.59) 0.96 (—0.02to 1.93)
(Needs) Norwood 63 4.51 373
VSSS average 1-5 Nunhead 62 354 3.6l 0.56 0.01 (—0.19t00.20) 0.06 (—0.12t0 0.25)
(Satisfaction with services) Norwood 69 3.63 3.60
SNS total network size® Unlimited  Nunhead 64 9.06 14.27 864 —3.52(—6.53t0 —0.051) —1.4(—4.6to01.90)
(Social networks — number of Norwood 65 16.43 17.78
contacts)
LQOLP: Global QOL user- 1-7 Nunhead 70 433 4.40 1.49 —0.1 (—0.60 to 0.40) 0.1 (—0.34 to 0.55)
assessment
(Quality of Life) Norwood 72 4.51 4.50

BPRS, Brief Psychiatric Rating Scale; SBS, Social Behaviour Scale; CAN, Camberwell Assessment of Need; VSSS, Verona Service Satisfaction Scale; SNS, Social Network Scale; LQOLP,

Lancashire Quality of Life Profile.

I. Nunhead, intensive sector; Norwood, standard sector.

2 Number of complete Time | —Time 2 pairs.

3. Differences Nunhead—Norwood (+ve=Nunhead higher).

4. Adjusted also for other selected Time | variables (see individual papers in series).
S. Adjusted effect estimated for those at median of Time | values: significant interaction between sector and Time | value; see Paper 4, this series.
6. Medians (Time |, Time 2): Nunhead (8,13); Norwood (13,17); see Paper 7, this series, for discussion of data distribution.

not at present strong evidence to support
this. Any attempt to reduce bed numbers
below this lower limit will produce a series
of dysfunctional, adverse consequences
(Lelliot et al, 1995), including over-occu-
pancy rates of beds, and the inappropriate
use of acute beds by people requiring
longer-term residential care (Johnson et al,
1997b).

The second aim of this study is to
investigate whether the gains reported from
experimental studies are diluted in ordinary
clinical practice. Again, the answer is yes.
Although our findings are similar in kind to
those of the home treatment studies (Stein
& Test, 1980; Hoult, 1986; Muijen et al,
1992; Burns et al, 1993a,b; Mueser et al,
1998), the effects are of a smaller magni-
tude. This was expected as the study
included all people with psychosis, includ-
ing those not receiving treatment at all, and

Nevertheless, the mean cost per treated
person by Time 2 was 10% higher in the
intensive sector (see Table 4 in McCrane et
al, 1998, paper 5 in this series). As there
were more patients (and more severely
disabled patients) in the intensive sector,
so the total costs of psychiatric services at
Time 2 were 54% higher than in the
standard sector. From a managerial per-
spective the standard sector model seems to
offer better value, but from a user perspec-
tive a modestly better overall pattern of
clinical outcomes was achieved by the
intensive treatment model.

Areas of particular concern

Four particular concerns emerge from these
initial analyses. First, the socially isolated
(those single, widowed or divorced) have
worse outcomes: more unnatural deaths,

without natural networks of social support
resort to formal services when in distress.
This raises the question whether interven-
tions designed to create or re-activate
service users’ informal networks may be
effective in substituting for statutory services.

The second major issue of concern is
the unemployment rate among people
suffering from psychotic disorders. Our
data show that fewer than 10% of such
people have full-time paid employment
(Table 3). The implications of such struc-
tural unemployment for people with psy-
chotic disorders are not well researched
(Warner, 1994), but the adverse effects on

Table3 Employment rates at Time |

Intensive sector Standard sector

(n=222) (n=232)
those who had moved out of the catchment higher rates of attempted suicide, higher
area by the end of the study period. compulsory admission rates, poorer social Unemployed 84% 78%
The third aim of this study was to networks, and less use of community Part-time 6% 4%
establish the comparative costs of the two  services (Becker et al, 1997). It has long  Fyii-time 9% 9%
services over the study period. Mean total been known that the isolated suffer poorer Voluntary 1% 1%
costs per treated person fell by about 4% in outcomes in many domains (Wing, 1989); Sheltered 1% 7%

each of the sectors during the study.

our findings reinforce the view that those
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mental health more generally are now well
understood (Warr, 1987), and may com-
pound the multiple difficulties faced by
people with psychosis (Sartorius et al,
1986).

Third, people in minority ethnic groups
in many ways receive a poorer service than
their White counterparts. In previous pa-
pers from the baseline stage of this study
(Davies et al, 1996; Parkman et al, 1997),
we have shown that in this part of London
Black Caribbean and Black African people
with psychotic disorders have higher rates
of hospital admission, compulsory hospital-
isation under the Mental Health Act 1983,
imprisonment, treatment in intensive care
units, and lower rates of service satisfac-
tion. As yet there is a dearth of research to
explain these differential patterns, and to
evaluate the outcomes of types of service
organisation, or types of individual treat-
ment, specifically designed to deliver a
better quality mental health service to
people in minority ethnic groups.

Fourth, the social behaviour data in-
dicate that (apart from a small number of
the most disabled people in Nunhead)
against expectations the standard sector
alone produced reductions in disability.
This raises the question whether an acces-
sible, intensive service can in fact have
negative influences unless the staff are
trained specifically to intervene to reduce
disability. This reinforces our view that the
active ingredients of treatment need to be
identified now, rather than the vehicles for
their delivery.

CONCLUSIONS

The main findings of this study are there-
fore that: (a) the types of service user gain
reported in experimental studies are replic-
able in ordinary clinical settings, in other
words, these forms of community care are
somewhat more effective than the more
hospital-oriented services which they have
replaced; (b) dilution does occur; these
gains are less pronounced than in the
efficacy studies; (c) both models of clinical
service studied here produce such a pattern
of improvements; (d) there is some limited
extra advantage in terms of met needs,
improved quality of life, and social net-
works for the more expensive service in the
intensive sector, with one exception: the
data suggest that for people who are not
very severely affected by their psychotic
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CLINICAL IMPLICATIONS

m Outcomes for both types of community service were better than for the

hospital-oriented service.

® There were few differences between the two community models.

m The benefits shown in experimental studies can be replicated in routine settings,

although the benefits are diluted.

LIMITATIONS

m This study cannot identify the ‘active’ ingredients of community mental health

services.

® There was no clear evidence of services failing patients.

®m Careful evaluation is necessary in non-urban sites.
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condition, the intensive service may have a
paradoxical effect of increasing depen-
dency; (e) careful scrutiny of possible
adverse outcomes does not find any clear
evidence that community-oriented services
(which include a complement of in-patient
beds) fail their users, their families or the
wider public; (f) taking into account the
more disabled service user population in
the intensive sector, on balance the results
weigh slightly in favour of the two-team
model (for acute and continuing care) in
terms of clinical effectiveness, but the
generic model is almost as effective and is
clearly less expensive.
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