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A prospective randomised controlled trial of a
community-based outreach service for general adult
psychiatric referrals was conducted in suburban
London (Paper I, this issue). All referrals who had
not been in recent contact with the services were
allocated either to a control group of standard
care (routine or urgent out-patient assessments or
domiciliary visits, as clinically indicated) or to an
experimental approach which emphasised prompt,
multidisciplinary assessments in the patients' homes.
The six clinical teams involved were equally re
sourced for both in-patient and out-patient services,
and were free to admit or treat as they judged
fit. In addition to the four cross-sectional assess
ments (Paper I), detailed records were obtained
of the patients' treatment and these are reported in
this paper.

Such a controlled trial has two major strengths.
The first relates to cost. Costing National Health
Service (NHS) care is exceptionally difficult, for
historical reasons. Routine out-patient and in-patient
costs vary nationally by over l00Â°lo,reflecting real
differences in running costs (e.g. costs per patient
day may be lower in a mental hospital than in a
district general hospital) but also differing accounting
systems (e.g. where psychiatric unit costs in district
general hospitals are not separated from general
medical costs). Conducting the study within a single
district avoids differences in methods of costing
specific care components. Although these unit costs
are consistent, this does not necessarily mean they
are absolutely correct. The margin of error in unit
costs may vary for different items (e.g. out-patient
contacts may in reality be much less expensive than

quoted, or day care attendances more so, etc.).
Uncertainty persists for comparisons of treatment
costs when patterns of treatment differ. The second
strength is that, other than for a small excess of
psychotic patients in the controls, we have well
matched patients and essentially equal clinical and
social outcomes in the treatment groups. Weighting
of results was necessary only for the proportion of
psychotic patients.

The method of costing followed quality standards
in health economics (Drummond eta!, 1987) by being
comprehensive (data were collected on a full range
of possible costs, both public and private), focused
(on those aspects which differed between the two
groups), and sensitive (to capital and revenue costs,
to overhead costs, and to indirect costs). Average
costs were employed, given that in the two models
of service being compared there was no evidence of
spare capacity. The robustness of the results was
explored by sensitivity analysis. We were alert to the
possibility of burden (or cost) shifting from health
care to local-authority social services, the Depart
ment of Social Security, or to informal carers.

Method

Three paired catchment areas in suburban London were
amalgamated for the duration of intake to the study. One
team in each pair was designated experimental and one
control. Each team was led by a consultant psychiatrist and
contained a full-time trainee psychiatrist, a full-time
community psychiatricnurse (CPN), and a joint-appoint
mentsocialworker.Seniorregistrarand clinicalpsychology
sessions were equally distributed across the two approaches
and all teams had responsibilityfor activestudentteaching.
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Treatment recordsof 94 patientstreated in an experimentalhome-basedpsychiatricservice
and78 controlpatientsinstandardcarewerecollectedoveroneyear.Therewas a substantial
reduction in in-patient care in the experimental group, both in terms of proportion admitted
and durationof admissions,despitesimilarout-patientand generalpracticecare. The total
treatment costs were significantlylarger(>50%) for standardcare when controlledfor by
diagnostic grouping. Costs were further examined by including all specialist psychiatric care,
and by excludingpatientswith primarydiagnosesof braindamageor alcoholism.Sensitivity
analysis explored the effects of increasingthe cost of home visits. The relative cost
effectivenessof the experimentalservicepersisted.Clinicaland socialoutcomewas similar
in control and experimental groups.
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nMean (s.d.)duration:mmt valuePvalueIndividual

sessionsExperimental
session

Controlsession516 44842.36
(24.99)

32.67(19.60)6.74<0.001Experimental
travel

Control travel516 44813.92
(10.73)

4.88(8.25)14.75<0.001Experimental
combined

Control combined516 44856.28
(30.11)

37.55(23.39)10.85<0.001Total

treatmenttimeExperimental
session

Controlsession94 78242.89
(353.38)

187.64(220.58)1.23NSExperimental
travel

Controltravel94 7879.80
(142.96)

28.04(71.29)3.03<0.01Experimental
combined

Controlcombined94 78322.69
(485.09)

215.68 (270.84)1.80NS
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Table 1
Mean durationof out-patientcontactsandtotal treatmenttime

All 172 patients who entered the study were subjected
to a prospectivelongitudinalcollectionof treatment data
recordedby the involved professionalsin both primaryand
specialist care. Statistical tests appropriate to the distri
bution of each variable werechosen. Thus parametric testing
was suitable for out-patient and generalpractitioner (GP)
contacts, whichdisplayednormal distributions. In-patient
care was highly skewed and tested with non-parametric tests.
Costing data were also highly skewed and were subjected
to transformationbeforeexaminationwithparametrictests.

An uncodedform wasattachedto the out-patientclinical
case notes to be completed by the mental health team
member each time a study patient was seen. Information
was requested on the dates and number of consultations, the
nameanddesignationofthetherapists,lengthofconsultation
and any travellingtime, and the nature of the intervention.

The GPs' notes weretagged to indicatethat the patient
was in the study and requesting the OP to record the
duration of each contact.

Social work notes were similarly tagged. When clients
were not registered, the social services computer record
systemwas primed to impart this information werenotes
to be raised.

Case notes were examinedto identify the extent of in
patient and day patient care.

Data were supplemented retrospectively on all psychiatric
and social work contacts which could be identified by
examinationof the casenotes at researchfollow-up.Some
tertiary services collected data prospectively. In-patient and
day hospital detailswereobtained from casenotes, as were
medicalassessmentsfor deliberate self-harm. Input from
the voluntary sector was negligible and is not reported.

Data on income and employment were collected by
questionnaire.

Out-patient care

a mean (s.d.) of 5.5 (6.5)contacts and control patients 5.7
(5.5)(Table1).The majorityof patientshad fewercontacts
(experimentalmedian= 2.7 and control median= 3.0) but
23 patients exceeded 10 contacts and S exceeded 20
(maximum36).The duration of sessions(withand without
travelling time) was significantly greater in the experimental
group (Table 1). Traveffingtime was averaged across all
contacts. Onlya smallproportion of control contactswere
homevisits,yieldingan overalllowermeantraveffingtime.
The extra ten minutes of contact and ten minutes of
traveffingtime per session(in both assessmentand follow
up contacts) added up to a mean total treatment time
(comprisingthe durationof eachpatient's initialassessment
and subsequentvisits)of 5 hours23minutesin experimental
patients and 3 hours 36 minutes in control patients. This
mean total treatment difference was not statistically
significant.

The study protocol required experimentalteams, where
possible, to offer a conjoint assessment. Seventy-six
experimental patients had them, but 18 were emergency
assessments or direct admissions. Twenty-three experi
mental patients received at least one conjoint visit
other than the initial assessment, and 11 control patients
received a conjoint assessment (usually a treatment review).
There were 110conjoint assessmentsin total (experimental
99; control 11).

Substantial differences in the distribution of out-patient
visitswithinthe multidisciplinaryteamin the twotreatments
were observed. The proportion accounted for by medical
staff was 76Â°/iin the control and 48% in the experimental
group (Table 2) (x2= 77.6, P< 0.001). Conjoint sessions
have been attributed to the medical members.

Doctors, on the whole, had shorter contacts with patients
(ranging from a mean of 29 minutes for control consultants
to 42 minutes for experimental registrars). Medical staff
in control teams followed a pattern of 60 minutes for
assessmentsand 30 minutes for follow-up and treatment
contacts. The whole experimental team (apart from the
consultanttreatmentsessionsof 40minutesincludingtravel)
followed a 60-minute appointment schedule, as did the non
medical members of the control teams.

Results

The distribution of out-patient contacts was remarkably
similar in the two groups. Experimentalpatients received
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Costper:England:
CWandsworth: CWandsworthwithcapital

charge:Â£In-patient

day49.750.561.6Day
patient21.650.861.0attendanceOut-patient42.039.948.7attendanceHome

visit42.039.939.9

ExperimentalControlConsultant

Seniorregistrar
Registrarlseniorhouseofficer
Subtotal125

67
55

247 (47.9%)179

37
123
339(75.7%)Community

psychiatricnurse
Psychologist
Socialworker
Subtotal202

49
18

269 (52.1%)91

15
3

109(24.3%)Total516448
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Table2
Distribution of professionals responsible for contacts

Table 3
Unitcostdata

General practitioner and social services care

There were no significant differences in OP contact between
the two groups. The OP notes of 91(97Â°/i)experimental
and 75 (96Â°/i)control patients were examined. In the
experimental group 79 patients (87Â°lo), and in the control
group 69 patients (92Â°/i),had consulted their OP during
the study period, an average of 8.3 visits per experimental
patient and 7.6 per control. The difference is not statistically
significant.

Data collectionon local authority socialwork contacts
posed major problems. Duration of contacts could not be
estimatedeven indirectly,and therewas a degreeof double
recording, with client contacts in social work records as well
as team case notes. Eighteen (19%) experimentaland 22
(28Â°/i)control patients were registered as local authority
social services clients during the 12months, and generated
321 and 832 recordedactivities (including telephone calls)
respectively. Three experimental and nine control â€˜¿�heavy
users' (>30 contacts) were responsible for two-thirds of
the total local authority social services contacts. These
contacts were related to the presence of children in the
households concerned, and not associated with significantly
more contact with the mental health team. Oiven the
likeihcod that these differences reflected child-care
concerns and the lack of usable unit cost data for the service,
we omitted costing of social services. It should be noted,
however, that inclusion of such costs (however estimated)
would increase costs in the control group relative to that
in the experimental group.

Treatment costs

This study was carried out between October 1987 and
October 1989. Unit cost data for 1986/87 are available at
district level through cost accounts and at regional and
nationallevelsthroughHealthServicecostingreturns.Since
these series were discontinued from 1986/87, the 1987/88
estimates were obtained by adjusting 1986/87 figures by
8.3Â°/ofor inflation (based on Department of Health
inflationestimates).Theseinflation-adjustedestimatesfor
1987/88 have been employed in this analysis (Table 3). Unit
costs and serviceusage are presented separately, so that local
unit costs can be compared.

Equal unit costs were applied to out-patient attendances
and home visits â€”¿�a deliberately conservative assumption.
Analysis of staff gradesand time (includingtravel)yielded

In-patientanddaypatientcare

Eighteen (19Â°/i)experimental and 26 (33.3%) control
patients were admitted during the study (x2=3.79,
P<0.05), occupying633beddaysinexperimentaland 1073
in control care, which represents an overall mean of 6.7
days per experimental patient and 13.8 days per control
patient (Wilcoxon Z=2.36, P<0.05).

Readmission rates were also lower in the experimental
group (4patients against lOin the control group), but not
significantly so. The mean (s.d.) durations for admissions
were 35.2 (46.7) days and 41.3 (29.8) days respectively. The
arithmetic means for the entire groups are presented for
information, but the Wilcoxon test was used to test
statistical significance because of the high proportion of
patients with no in-patient days.

Only seven patients in the experimental group and eight in
the control group were admitted to the day hospital during
the 12months of follow-up,of whom only one and four
respectively had not received previous in-patient care. There
are no significant differences in the use of day patient care.

Specialist care

There was a marked difference in regional specialist in
patient care. The three patients in the control group who
wereadmittedfor suchcareused50% morebeddays(459)
than did the six in the experimental group (305). This
represented 3.2 days per experimental and 5.9 days per
control patient overall. In addition, two experimental
patients occupied 12, and three control patients 8, days in
generalhospital beds for some form of â€˜¿�crisis'.These were
for observation after overdoses, apart from one
experimental patient investigated for panic symptoms in
another general hospital.

The spread of specialist in-patient care in experimental
patients was greater, with more use of specialist services
for organicdisorders;only one patient receivedin-patient
psychotherapy.Long-termin-patientpsychotherapyin two
control patients, however, accounted for 445 days.

Nineteen experimentalpatients received 144 out-patient
contacts with specialist services, most for various forms of
specialist psychotherapy and assessment. Nine control
patientsreceiveda total of 83 sessions betweenthem, again
mainly for various forms of specialist psychotherapy.
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Experimental
group

(n=94): Â£Control
group

(n=78):Â£Arithmetical

meansroutine8911281total14291696Geometric

meansroutine299520total414637

Routine, no capitalToteI, nocapitalRoutine, pluscapital
chargingTotal,

pluscapital
chargingWands

worthMean
ratios1.571.391.701.47Upper

95%Cl2.332.132.632.36Lower
95%Cl1.060.911.160.97tvalue2.301.542.551.74P

value0.030.130.010.08NationalMean

ratios1.511.371.621.43Upper
95%Cl2.182.022.362.13Lower
95%Cl1.06.0.931.120.96tvalue2.251.592.551.74P

value0.030.120.010.08Home

visitsÃ·25%Mean
ratios1.451.291.561.38Upper

95%Cl2.121.952.312.10Lower
95%Cl0.990.861.060.90tvalue1.901.232.231.48P

value0.040.220.030.14Excluding

organicstatesandalcoholismMean
ratios1.551.611.671.72Upper

95%Cl2.312.442.522.64Lower
95%Cl1.041.061.101.12value2.142.242.432.47P

value0.030.030.020.02
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Table 4
Meantreatmentcosts:Wandsworth

1989),althoughit is recognisedthat such costing is notional
in that OPs are not paid per visit.

Income- and employment-related data showed no
differences and are not reported here.

Statistical methods

The frequencydistribution of total NHS service costs was
highly skewed (because of the costly in-patient element),
necessitating logarithmic transformations for parametric
significance testing. Mean untransformed costs with their
standard errors or confidence intervals are consequently
not reported. The P values for total transformed costs are
reported, as are the cost ratios and their 95Â°/iconfidence
intervals (CIs) in the experimental and control groups.
â€˜¿�Routine'indicates catchment-area service costs, and â€˜¿�total'
both catchment area and regional specialist service costs.

The geometric means generatedby this log transforma
tion are those for a â€˜¿�representativepatient' derived from
the transformeddistribution(Table4). The data in Table 4
are not controlledfordiagnosis.While thesegeometric
means are the best representation of the comparative cost
effectiveness of the two treatments, the arithmetical means
must be used to calculate total servicecost.

Because psychotic patients used more services and there
was an excess of them among the controls, the final costing
comparisons have been controlled for this imbalance
by analysis of variance. Eight patients who were not
administered the PSE at intake have been allocated

equal labour costs. Data on costs of overheads for the home
visit service were not available, but out-patient overheads
in the teaching hospital were around 40% (ignoring the costs
to patients of attending). Lacking data on the overhead costs
of the home-visit service(which was operating out of various
temporary premises), the assumption of equal unit costs
provideda reasonable startingpoint. The sensitivityof the
overall results to this assumption was explored. Local
estimates suggested low overhead costs for home visits
relative to out-patient attendances.

Both routine and specialist psychiatric service use were
costed. Local authority social work contacts have been
disregardedin the costing analysis. OP unit costs (flO) are
the estimated costs of psychiatric consultations based on
the National Morbidity Study (Croft-Jeffreys & Wilkinson,

Table 5
Ratio of costs (control :experimental) standardised for diagnostic category
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after careful examination of their notes and included in the
costing analysis. Table 5 displays the ratio of costs in
control: experimental patients standardised for PSE
categories. Control patients incurred 57% higher costs per
patient in routine services (P= 0.027). Inclusion of all
specialist services reduced this excess to 39Â°/i, and the
difference was no longer significant.

These cost ratios have been subjected to a series of
sensitivity analyses. These have explored the effects of using
national unit costs, of capital charging, of increasing home
visit unit costs by 25%, and of removing the costs incurred
by brain-damaged and alcohol-dependent patients.

Cost ratios are essentiallyunchangedwhen national unit
costs, as opposed to St George's Hospital costs, are used.

Capital charges under the NHS and Community Care
Act 1990 will increase unit costs, especially in-patient and
day patient but also out-patient contacts because of the
cost of buildings and equipment. The fmal figure of
Wandsworth capital charges amounted to 22Â°/iof the
mental health budget in 1991/92. Inclusion of these charges
makesroutineservices70Â°/imoreexpensivein controlsand
47% in total (routine and specialist) health costs, although
this latter figure still fails to reach significance at the 5Â°/i
level. Increasing the costs of home visits by 25Â°/ishowed
the same pattern, although with raised P values.

In all the major reference studies (Fenton et a!, 1979;
Stein & Test, 1980; Hoult eta!, 1983; Muijen eta!, 1992a,b),
patients with primary diagnoses of brain damage or
alcohol/drug abuse were excluded because they were judged
to have different clinical needs and to be unlikely to respond
to the experimental provision. To examine the effect of this
restriction on our results, the eight patients with a primary
diagnosis of alcohol/drug abuse or brain damage were
removed and the above calculations repeated. While routine
cost differences were not substantially affected, the total
cost ratios shifted further in favour of the experimental
treatment (61Â°/iexcess and 72Â°/iexcess with capital
charging), with all the P values below 0.05. This is because
256 of the experimental groups' 305 in-patient specialist
days used were for the care of one patient with bilateral
frontal haemorrhages in a specialist brain damage unit, and
for two patients with dementia. Specialist in-patient alcohol
services used only 14 days in each treatment group.

Discussion

The most important fmding in this study is the effect
on treatment patterns (and hence costs) of adopting
the experimental approach. With no increase in out
patient contacts, experimental teams used less in
patient hospital care than the control teams, no
matter how this was assessed. They admitted fewer
patients, for less time, with fewer repeat admissions.
The same pattern was found in psychotic and non
psychotic subgroups separately, but this failed to
reach statistical significance because of the small
numbers in each cell. The (arithmetic) mean bed
usage of the experimental group was half that of the
control group.

These findings are particularly striking because of
their consistency. There was no attempt, either
explicitly or implicitly, to reduce hospital care. The
reduced admission rate must reflect the experimental
team helping the patient in alternative, less disruptive
ways. The shorter hospital stays came as a surprise.
We had anticipated fewer but longer admissions with
the experimental teams' energies focused away from
theward and a more severelyillpatientgroup
admitted. This was not the case. The experimental
teams' perceptions of which problems required
hospital care, and which could be dealt with out of
hospital, had changed.

Two features could account for this increase in
confidence. Firstly, the experimental teams recog
nised that they could be much more flexible in their
workpractices-forexample,ifaninitialassessment
was inconclusivethen thepatientcould be visitedthe

next day to continue exploration. They did not have
to use admissions for patients whose needs did not
easily fit into rigid clinic schedules. Secondly, they
became more used to joint working and consultation.
The importance of this process should not be under
estimated. At the outset of the study there was
considerable anxiety about shared assessments and
working. Once this anxiety receded there was a
marked increase in cross-discipline consultation and
support within teams.

The low use of day hospital care in both groups
is disappointing. Close examination of patients' notes
yielded no consistent or recognisable indicators for
such care. As day hospitals are often ascribed a
major role in the planning of community-based
services, these findings warrant further investigation.

Control teams relied more on in-patient specialist
services,experimentalteamsmore on out-patient
specialist services. The use of specialist services
struck us as high, although we have no norms for
comparison. It is probable that this high usage is a
Metropolitan London phenomenon and likely to be
severely curtailed with cross-charging.

The experimental teams received no special
training, but their work patterns showed a marked
shift to a less medically dominated service and an
increase in psychosocial interventions. Why this should
be is unclear. The lower proportion of psychotic
patients in experimental care can only partly account
for it. The less multidisciplinary involvement of the
control teams may reflect a failure by psychiatrists
to fully appreciate the potential contribution of other
teammembers.Alternatively,itmay haveresulted
frompatients'perceivedresistancetobeinghanded
on early in treatment. The experimental groups' joint
assessment permitted a choice of therapist without
having to forfeit continuity of care.

https://doi.org/10.1192/bjp.163.1.55 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.163.1.55


60 BURNS ET AL

The costing of this study has been undertaken in
some detail, but is restricted to treatment costs.
Unlike family and patient income, which showed no
differences, treatment levels varied by group. Despite
assertions (Knapp & Beecham, 1990; Weich,l992)
that costing in mental health studies must always be
fully comprehensive, a major advantage of random
controlled trials is that only the differences between
the two groups need to be costed. As clinical out
comes were so similar in the two treatments we are
able to compare cost effectiveness without elaborate
and questionable weightings of different outcomes.

Psychotic patients used more services than non
psychotic patients in both treatments, so the costing
comparisons were controlled for the psychotic/non
psychotic balance in the two treatments. Whenever
doubt existed about costing comparisons (e.g. the
cost of home visits versus out-patient contacts) the
alternative giving the cost advantage to the control
service was chosen. Despite this there is a clear cost
advantage to the experimental service.

Our conclusions are that improved use of the
resources that already exist within the community
mental health team can substantially improve care.
Equal clinical improvement was achieved, with less
recourse to admission to hospital and disruption of
patients' and families' lives. These differences arise
from the earlier involvement of non-medical team
members and their subsequent higher profile in patient
care. It lends support to the value of a key-worker
approach even in relatively short-term treatments,
and suggests that traditional patterns of working fail
to fully utilise the potential of the multidisciplinary team.

What differences have been shown here developed
in the absence of any sophisticated skills training or
even careful refining of goals or ideology. The
substantial cost savings found here cannot, however,
be easily realised directly by local planners. Rather,
these results suggest that adequate investment in
funding expanded teams, able to operate in a truly
multidisciplinary manner, will prove cost effective
even in the medium term.

Acknowledgements

This study was funded by a grant from the Department of Health's
Mental Health Liaison Group. We are particularlygrateful to the
teams of Drs Hollyman, Jarman, Kitson, Matthews and Penrose
for taking part. Aspects of data collection was also performed by
Mollie Cadie, Eva Burns, PatrickMcGeeand Olga Van Den Akker.

References

BENNETT, D. H. (1991) The international perspective. In
CommunityPsychiatry(edsD. H. Bennett& H. L. Freeman),
pp. 626â€”649.London: Churchill Livingstone.

Ba@uN,P., KOCHANSKY,G., Su@piito,R., et a! (1981) Overview:
deinstitutionalisation of psychiatric patients, a CritiCalreview
of outcome studies. American Journal of Psychiatry, 13$,
736â€”737.

CREED, F., BLACK, D., Ai@moi@@y, P., et a! (1990) Randomised

controlledtrial of day patientversusinpatientpsychiatric
treatment. British Medical Journal, 300, 1033â€”1037.

CROFF-JEFFREYS,C. & WILKINSON,0. (1989) Estimated costs of
neuroticdisorderinUK generalpractice.PsychologicalMedicine,
19, 549â€”558.

DAVIS, A. E., DINITz, S. & PASAMANICK,M. 0. (1972) The
prevention of hospitalisation in schizophrenics: five years after
an experimental programme. American Journal of Ortho
psychiatry,3, 375â€”388.

DeAN, C. & GADD, E. M. (1990) Home treatment for acute
psychiatric illness. British Medical Journal, 301, 1021â€”1023.

DRUMMOND,M. F., STODDARD,G. L. & ToRRANCE,G. W. (1987)
MethodsfortheEconomicEvaluationofHealthCarePro
grammes. Oxford: Oxford University Press.

FENTON,S. R., TE55IER,L. & SmuENING,E. L. (1979)A com
parativetrial of homeand hospitalpsychiatriccare: one year
follow up. Archives of General Psychiatry, 36, 1073-1079.

GOLDBERG,D. P. & HuxLEY, P. (1980) Mental Illness in the
Community.London:Tavistock.

HOULT, J. (1983) Psychiatric Hospital versus Community
Treatment- A Controlled Study. Sydney: Department of
Health,New SouthWales.

REyNOLDS, I., P0wIS, M. C., et a! (1983) Psychiatric
hospital versus community treatment: the results of a randomised
trial. Australian andNew ZealandJournal of Orthopsychiatry,
17, 160â€”167.

JAR,,IAN,B. (1983) Identification of underprivileged areas. British
MedicalJournal,286, 1705-1709.

JONES, D. (1987) Community psychiatry in the borders. In Creating
CommunityMentalHealthServicesinScotland(ed.N. Drucker).
Edinburgh: SAMH Publications.

K@pp, M. & Beacii@M,J. (1990) Costing mental health services.
PsychologicalMedicine,20, 893â€”908.

LANGSLEY, D. G., Fi.osiunwr, K. & MACHOTKA, P. (1969) Follow

up evaluations of family crisis therapy. American Journal of
Orthopsychiatry, 39, 753â€”759.

MORGAN,H. G. (1992) Suicide prevention. Hazards on the fast lane
to community care. BritishJournal of Psychiatry, 160, 149-153.

MUIJEN,M., MARKS,I. M., CONNOLLY,J., eta! (1992a) The Daily
Living Programme: preliminary comparison of community
versus hospital-based treatment for the seriously mentally ill
facingemergencyadmission.BritishJournalofPsychiatry,160,
379â€”384.

et al(1992b) Home based care and
standardhospital carefor patientswith severemental illness:a
randomised controlled trial. British Medical Journal, 304,
749â€”754.

OVERALL,J. E. & G0IDLAM,D. L. (1962) The Brief Psychiatric
Rating Scale. Psychological Reports, 10, 799â€”812.

PAYKEL, E. S. (1985) The Clinical Interview for Depression.
Journalof AffectiveDisorders,9, 85-96.

MANGEN, S. P., GRimm, J. H., et al (1982) Community
psychiatric nursing for neurotic patients - a controlled trial.
BritishJournalof Psychiatry,140, 573â€”581.

& Giunrras,J.(1983)Satisfactionwithtreatment.In
CommunityPsychiatricNursingfor Neurotic Patients (ads
E. S. Paykel& J. Griffiths), pp. 46-53. London: Royal College
of Nursing.

POCOCK,S.J.(1983)Basicprinciplesofstatisticalanalysis.In
Clinical Trials. A Practical Approach, pp. 187-233. Chichester:
Wiley.

RAFrERY,J. (1991)Socialpolicyand communitypsychiatryin the
UK. In Community Psychiatry (ads D. H. Bennett & H. L.
Freeman), pp. 595-625. London: Churchill Livingstone.

https://doi.org/10.1192/bjp.163.1.55 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.163.1.55


HOME-BASED PSYCHIATRIC SERVICES II

REMINGTON,M. & TYRER, P. J. (1979) The Social Functioning
Schedule- abriefsemi-structuredinterview.SocialPsychiatry,
14,151â€”157.

SHEPHERD,M., COOPER,B., BROWN,A., et al (1981) Psychiatric
Illness in General Practice (2nd edn). Oxford: Oxford University
Press.

STEFANSSON,C. 0. & CULLBERG,J. (1986) Introducing community
mental health s@vk@es.AcYaP *htrksz Samdinavkr,, 74, 368-378.

STEIN, L. I. & TEsT, M. A. (1980) Alternative to mental hospital
treatment. I: Conceptual model, treatment program, and clinical
evaluation. Archives of General Psychiatry, 37, 392-397.

T@.wrAM,D. (1985)Alternativesto hospitalisation.BritishJournal
of Psychiatry,146, 1-4.

WElCH, S. R. (1992) The cost benefit analysis of the Daily Living
Programme(letter).BritishJournalofPsychiatry,161,715â€”
716.

WEISBROD,B. A., TEsr, M. A. & STEIN, L. I. (1980) Alternative
to mental hospital. II: Economic cost benefit analysis. Archives
of GeneralPsychiatry,37, 400-405.

WING, J. K., COOPER, J. E. & SARTORiuS, N. (1974) The
Measurementand ClassWcationof PsychiatricSymptoms.
London:CambridgeUniversityPress.

*Tom Burns, MD, FRCPsych,Senior Lecturer/Honorary Consultant in Community Psychiatry, Department
of Mental Health Sciences;JamesRaftery, MA, Lecturer in Health Economics,Departmentof Public
Health Sciences;Alan Beadsmoore,MA,ResearchFellow;SeanMcGuigan,BSC,FSS,HonoraryLecturer,
Biostatistician;Mark Dickson,StatisticsStudent,Departmentof Mental Health Sciences,St George's
Hospital Medical School,London

Correspondence: Department of Mental Health Sciences,St George's Hospital Medical School, Cranmer Terrace, Tooting,
London SWJ7 ORE

https://doi.org/10.1192/bjp.163.1.55 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.163.1.55



