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j Abstract The policy background and current
overall provision of mental health services for work-
ing age and older adults in England are described.
Following the introduction of a new National Service
Framework in 1999, an annual service mapping ex-
ercise was introduced. Data presented draw heavily
on the mapping for 2003. This is supplemented by
hospital admission statistics data from the new pa-
tient-based mental health minimum data set, in-
troduced from April 2003, and a number of other
corroborative sources. Data about services for older
people are more restricted in scope and detail. Close
attention is given to the extent to which data from
these routine sources can be considered accurate.

j Key words mental health care Æ England Æ routi-
nely collected statistics Æ publicly funded services

Background

Health care, including mental health care, in England
is mainly provided by the national health service
(NHS). This is financed from national taxation and
administered from the Department of Health in
London. Its quality and availability have, in recent
decades, become important areas of political debate.
As a result, the NHS has been the subject of frequent
and high profile government initiatives; some directed
at its general structure, others at the detail of patterns
of care. Predictably, given its size, it has proved rel-
atively slow to change.

j Organisational structure

Local NHS administration is complex [1]. ‘NHS trusts’
are care-providing organizations, which run hospitals,
and employ a wide range of staff to provide services in
community-based settings. In most cases mental
health provider trusts undertake this alone or in
combination only with community-based nursing and
other services for people with long-term illness. Local
‘commissioning’ organisations, currently (in 2006)
called primary care trusts (PCTs), are given the an-
nual health care budget for a geographically defined
population and required to organise contracts with
NHS trusts for the health care they require. A few
PCTs run specialist health care services directly. At
present England’s population of just under 50 million
is divided between 303 PCTs with a median popula-
tion of 152,000, (interquartile range 113,000 to
198,000).

It is important from the outset to identify three
distinctions. Health care policy and planning, and
consequently related statistical data gathering, all as-
sume these distinctions which can cause confusion in
comparisons with data from other countries.

1. Learning disability (the group of problems in the F9
section of the 10th revision of the international clas-
sification of diseases) is not considered to be a mental
illness. Services for learning disabled people are
managed by almost completely separate services. This
paper only deals with services for people with mental
illness.

2. Services are sharply delineated into those for working
age adults (aged 18–64), for older adults, and for
children and adolescents. This separation is reflected
in the policy-making apparatus in the Department of
Health where older adult and child and adolescent
services are the responsibility of age-defined policy
branches, while services for working age adults are
managed by a mental health policy group. It is also
often seen in statistical collections, which are thus
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only partly compatible across age groups. This paper
deals with services for working age and older adults.

3. Social care is distinguished from health care and or-
ganized and funded in a different way [2]. Social care
needs include difficulties with mobility, personal care,
organising a home, finding satisfactory things to do
during the day, and other functions with which a
family member, if available, could assist. Where a
disabled individual does not have a willing or able
family, their care needs are assessed by the social
services department, a branch of local government. A
social worker may then arrange for the services to be
provided by one of a range of organizations run by
local government or independently. These services
are charged-for where the individuals needing them
can afford to pay. This paper attempts to deal with
both health and social care.

j History

The pattern of care for mentally ill people in England
has undergone slow, progressive transformation since
the late 1940s. The contributions of policy makers in
this process have mostly either been reactions to
emerging trends, or consequences of wider policy
initiatives aimed at physical health and social care
issues. During the 1950s it was observed that the
numbers of people becoming long stay patients with
schizophrenia or other chronic mental disorders had
dropped below replacement level and consequently
the resident population of the asylums was beginning
to fall sharply [3]. Early in the 1960s Government
policy embraced the recognition that the era of the
asylums was drawing to a close. In the 1962 NHS
hospital plan, acute inpatient psychiatric care was
considered a component of the district general hos-
pital [4]. During the 1960s a lot of work was under-
taken to characterise key statistical features of the
process of mental health care as a community, rather
than asylum-based activity. In 1975 a major policy
document, Better Services for the Mentally Ill was
published [5]. This described the structures appro-
priate to a fully community-based mental health ser-
vice. However its publication coincided with a period
of economic recession and in her foreword to it, the
minister responsible indicated that she saw little
immediate scope for progress in the development of
new services.

In July 1984 a psychotic 19-year-old woman killed
a social worker in a south London hospital [6]. The
inquiry into this event raised concerns about the
supervision and monitoring of people with severe
mental health problems living outside institutional
care. During the later 1980s, largely as a result of
changes in eligibility for social security benefits,
homeless people became a common sight in the
streets of major cities. For England this was new. It
was evident that a noticeable minority was suffering

with severe mental health problems. In this context a
new type of government mental health policy, The
Care Programme Approach emerged [7]. For the first
time this set out to prescribe a framework for clinical
practice; its purpose was to mandate a quality stan-
dard aimed at minimizing risks to and from chroni-
cally mentally ill people living in the community. Two
further tragic incidents at the end of 1992 lead to
increased emphasis on supervision and security. At
the same time, as a part of the UK government’s re-
sponse to the WHO health for all process, targets for
suicide prevention were developed.

The change of government in 1997 led to sharp
increases in overall health service funding. Policy
about mental health care initially followed the cau-
tious line of the previous government [8, 9]. Subse-
quently a major new policy paper, the National
Service Framework for Mental Health [10] was pub-
lished. This followed a wide consensus building
exercise. Detailed policy implementation guidance,
including targets, emerged over the following
18 months [1, 11]. These documents set out a blue-
print for a new style of mental health care service.
Some details are described in the next section.
Responsibility for their implementation was assigned
to locally self-determined groupings of NHS, local
government and independent sector providers and
commissioners, working with service-user and carer
representatives in ‘Local Implementation Teams’
(LITs). The number of these has varied over time; in
2003 there were 174 covering a median population of
just under 230,000 each (interquartile range 171,000–
304,000).

In addition to this work specifically addressing
mental health care, the new government introduced
two types of measures to help co-ordination between
NHS and local authority services for a range of pa-
tients with long-term needs including those with
mental illness. The first allowed for a range of budget
sharing mechanisms [12], the second for the setting
up of ‘Care Trusts’, hybrid organisations to perform
both health and social care functions [11].

Mental health care provided outside the NHS falls
into three broad categories. A small amount of gen-
eral outpatient and inpatient mental health care is
provided for people who prefer to avoid NHS services
and can afford (either directly or through private
health insurance) to do so. A substantial proportion
of the psychodynamic psychotherapy that occurs is
outside the NHS. Finally, a significant amount of
inpatient care is provided by independent sector
hospitals but funded by the NHS. This is discussed in
more detail below.

j Mental health legislation

The most important comprehensive review of mental
health law in England to date was the 1959 Mental
Health Act; this was updated in 1982, primarily to
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strengthen protection for patients, and in 1995 to
provide for supervision of a small number of patients
outside the hospital [13]. This body of law assumes
that most mental health care should take place on the
basis of patient consent. Two types of provision are
made for compulsory treatment. Doctors and social
workers are given powers to detain people in the
hospital both in the short-term for assessment and in
the longer term for treatment. Except in emergencies,
these powers require the agreement of two doctors
(who must not work for the same organization), and a
social worker, who is seen as providing an important
alternative perspective. Criminal courts have similar
powers to transfer individuals accused or convicted of
criminal offences to hospitals for assessment or
treatment. Patients subject to any of these compulsory
powers can appeal against them to the Mental Health
Review Tribunal, a court that is established under the
judiciary not the Department of Health. Where pa-
tients are detained for more than 3 years, Tribunal
reviews are automatic.

In recent years there has been considerable debate
in two areas, and further legislation is expected soon.
The first area concerns the treatment and detention of
people with ‘dangerous and severe personality disor-
ders’. At issue are plans to allow for preventive
detention of individuals whose disorder makes them
likely to commit serious criminal offences against
other people, but who have not yet done so, and for
whom it is at best contentious whether there is any
effective treatment. The second concern is the per-
ceived need to make further provision for compulsion

in treating a small number of individuals who do not
currently need to be in hospital. Generally this would
be to provide long-term antipsychotic medication to
individuals with established patterns of dangerous
relapses and disinclination to comply with treatment.

j Scope and statistical sources

The data in this paper are drawn from a number of
sources. A wide range of statistical information has
been collected about both the provision and activity of
all NHS hospital beds since the inception of the NHS.
In the middle 1980s a number of sources were added
which reported the activity of health service staff
working in community settings. During the late 1990s
new data collections, making use of the wider avail-
ability of information technology, were introduced to
monitor a range of government initiatives. These
document social care provided to individuals, services
provided in local areas (service mapping), and mental
health care for individuals [Glover et al. 2003; 14, 15].
Service mapping specifically attempts to cover all
facilities for people with mental health problems
irrespective of what type of agency provides them.
This gives a very broad and detailed view of services
on which much of this paper is based. However it is
not yet available for older peoples mental health care.

Finally, before presenting the data it is important
to note likely deficiencies in its quality. An anony-
mous reviewer of this paper, argued, clearly from an
extensive and detailed knowledge of contemporary
NHS mental health care, that many elements of the

Table 1 Overview of inpatient
accommodation by care type and
broad age group, England

Number Per 10,000 population
in age group

Acute in-patient NHS beds (2003)
Working age adults Department of Health estimate 13,740 4.5

Service mapping estimate 11,730 3.8
Adults over 65 years 7,480 9.4
Total Using DH estimate 21,220 4.3
Long stay NHS beds (2003)
Working age adults Department of Health estimate of NHS beds 5,520 1.8

Service mapping estimate of NHS beds 4,200 1.4
Other high support beds 12,000 3.9
Low support beds 20,050 6.6

Adults over 65 years 5,080 6.4
Total (Using service mapping Excluding low support 21,280 4.3

estimates for working age adults) Including low support 41,330 8.3
Secure NHS beds (2003)
Working age adults Department of Health estimate 2,060 0.4

Service mapping estimate1 1,220
Independent sector beds (2001)
Registered beds 31,940 6.4
Occupied beds by age group
Working age adults 5,790 1.9
Adults over 65 years 20,750 26.1
Total 26,540 5.3

1. Excludes three high secure hospitals comprising in total about 1300 beds
Figures for independent sector beds relate to 2001, others to 2003. All bed numbers rounded nearest to 10. Rates for
working age are calculated in relation to population aged 18–64, for older people 65 and over and total rates in relation
to the whole population. Beds for child and adolescent mental healthcare are not included. Differences between
estimates reflect in part deficiencies in data quality discussed in the text

73



data presented were not sufficiently reliable to be
reported. While I share his concerns about errors and
omissions in the data, I disagree with his conclusion.
They provide the best evidence currently available
about the wide diversity in style and amount of ser-
vices available around the country. This provides an
important counter to the simplistic notion that the
pattern of services for a country of around 50 million
people, with areas varying widely in wealth, urbanic-
ity, industrialisation, ethnicity and basic demography
could be encapsulated in a single model. The system
they seek to describe is both diverse and changing.

Routine, comprehensive, national reporting can
never include the types of data quality control used in
small-scale local research. Completing statistical re-
turns is a small, and uninteresting chore for a wide
range of staff whose primary concern is for clinical
care. At present in England this process is not directly
linked to funding; as long as statistical returns are
completed, the actual numbers have few immediate
consequences and are not checked in detail. In this
context its accuracy is obviously open to question and
it is important to use them, if at all, with close
attention to their flaws.

Various strategies exist. Occasionally different
sources cover the same areas allowing cross checking,
(though sometimes apparently different data collec-
tions may in reality have the same source data).
Sometimes, for example with acute in-patient beds,
gaps are evidently implausible and can be taken to
indicate missing data. Scrutiny of local values often
reveals individual implausible reports; either these
may be excluded, or representative figures, such as
mid ranging percentiles, can be taken as national
proxies. In some cases it is possible to go back to
those supplying the data to seek clarification. All these
approaches have been used. To avoid suggesting
spurious precision, most figures quoted are also
rounded. With these provisos, I believe the data offer
important insights into the current pattern of mental
health care in England.

Unless otherwise specified the data is related to the
year April 2003 to March 2004.

Structure (input) data

j Mental hospital and other residential provision

Table 1 provides an overview of the range of hospitals
and other facilities in which individuals can become
resident for short or long periods. It is divided into
four sections.

In-patient beds for acute illness

NHS beds form the main provision for in-patient
treatment of acute illness. Department of Health

estimates of their numbers are collated from annual
trust reports of the average numbers of beds available
daily [16]. These are reported separately for the age
groups described above, with the overall provision for
adults and elderly people being about 4.3 per 10,000
of the total population. Provision for people aged over
65 is roughly double that for working age adults in
relation to their population numbers.

For working age adults, separate estimates are
available from service mapping [17]. These are based
on counts of beds available on a specified day.
Roughly 10% of areas reported no provision in this
category. Since all require it, this must be regarded
as missing data, suggesting that the service-mapping
estimate should be revised up to around 13,000,
similar to the Department of Health estimate. Dis-
crepancies may also have arisen from the detail of
the question (point estimate compared with daily
average) or from differences in the classification of
beds.

Neither service mapping nor routine Department
of Health statistics asked about the type of location
of these beds in 2003. However the following year
this question was introduced into service mapping
for working age adult provision. It was disap-
pointingly incompletely answered, with just under
60% of beds and units having their location speci-
fied. Of these, about a quarter were reported to be
in general hospitals, 70% in specialist psychiatric
hospitals and the remaining 5% in community-
based units.

Beds for longer stay care

The division between ‘health’ and ‘social’ care com-
plicates the counting of the number of longer stay

Table 2 Long-term residential beds for working age adults reported in the
service mapping, by type of provision

Type of provision Beds

High support
NHS
NHS 24-h staffed 1,490
Residential rehabilitation 2,710
Non-NHS
Nursing home 2,830
Residential home 9,170
Total high support 16,200

Low support
Family placement 550
Board and Lodging 400
Hostel 3,250
Group home—staffed 1,090
Group home—not staffed 970
Supported housing 13,800
Total low support 200,50

Bed numbers rounded to nearest 10. Note data do not include services for older
mentally ill people. Non-NHS high support and all low support figures are
probably underestimates due to incomplete reporting. Low support figures may
also include some units not exclusively providing for mentally ill people
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beds for both working age and older adults. During
the late 1980s and early 1990s there was a rapid
reduction in health service provision for people
needing long-stay care in both age groups. Govern-
ment funding incentives designed to encourage pri-
vatisation of this type of care initiated this. Initially
these provided central government funding for people
in independent sector accommodation. In the early
1990s, in an attempt to contain costs, funding
responsibility was moved back to local government.
At the same time a government initiative was laun-
ched to re-establish long-term NHS accommodation
for the small number of long-term chronically ill
adults of working age demonstrably in need of
continuing nursing care. However, by this time large
numbers of patients had been transferred into inde-
pendent sector care homes, often with little or no
continuing supervision from the psychiatric teams of
their district of origin.

Thus in addition to identifying beds provided by
the health service, it is important in this context to
try to cover this wide range of services. Table 1
shows the Department of Health estimate of 5,520
beds provided by the NHS. This roughly equates to
the service mapping estimate of residential rehabil-
itation and 24-h nurse staffed beds. Once again the
service mapping estimate of these facilities is a little
lower at 4,200. In addition to this service mapping
gives a picture of the wider range of non-NHS pro-
vision. Ten different types of supported residential
placements are identified in this source; these are set
out in Table 2. Those which are staffed 24 h a day
have been categorised here as high support, others
as low support.

From the history sketched out above, it seems
likely that in a number of areas, many patients will
have effectively become lost to the service, the only
continuing involvement of statutory authorities
being the payment of bills. It is therefore likely that
these data are less complete than data concerning
facilities run by the NHS. However detailed inspec-
tion, particularly of the figures for hostel provision,
suggests that a few of the services reported, while
catering for many people with significant mental
health problems, do not do so exclusively. This fig-
ure probably therefore also includes some overesti-
mation.

Secure provision

Longer term residential provision for individuals who
need secure containment is a much more specialised
area of work. Historically in England it has been di-
vided into the high secure services, comprising three
major institutions outside mainstream NHS manage-
ment arrangements, and low to medium secure care
provided by ordinary local and regional NHS organ-
isations. In recent years this has changed in two ways.

Major and intractable problems with the running of
the high secure establishments have led to the transfer
of their management to local mental health provider
organisations. Detailed assessment of the patients in
these institutions has also led to the transfer of many
for whom high security was no longer considered
relevant. At the same time, the speed of increase in the
requirement for low to medium secure accommoda-
tion has outstripped NHS capacity for growth. This
has led to expansion in the proportion provided by
the independent sector.

Unfortunately the available statistical sources do
not identify secure placements in independent sector
beds. However these probably account for a signifi-
cant proportion of the 5,790 independent sector beds
for working age adults as shown in Table 1.

Independent sector beds

It is less easy to be clear about the exact profile of
provision in independent sector beds. The only
publicly available source of information on these
comes from the registration process, which covers all
independent sector hospitals. This identifies beds by
the broad client group (‘mental illness’ is the only
relevant category here) and the age group of the
patients. In addition to the secure provision de-
scribed above, some undertake other highly specia-
lised types of care unlikely to be provided in local
general psychiatry services, others provide routine
general psychiatric in-patient facilities either for self-
or insurance-funded patients or for NHS overspill.
Independent sector provision for older people is
probably mainly nursing home accommodation for
people with dementia.

Other acute inpatient facilities

In recent years there has been considerable awareness
of the undesirability of the environment commonly
found in NHS inpatient psychiatric units. This has
enhanced the drive to find alternatives, particularly
for women patients. In addition to the types of facility
described above, a number of innovative projects
have developed around the country. Service mapping
identified 43 for which bed numbers were provided
and which appeared properly classified [17]. Between
them, these provided just over 270 beds, an average of
6.3 per project. Various descriptions including crisis
houses, safe houses, or alternatives to admission were
given for these facilities. In some cases it was specified
that they were available only to current long-term
clients, in others that they were available to anyone
for whom admission might be considered appropri-
ate. A few indicated that they were specifically for
individuals with mental health problems whose
housing situation had become impossible in the short
term.
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j Ambulatory care facilities

Policy and organisation

Through most of the period since the late 1940s,
mental health care in the NHS was structured simi-
larly to specialist medical care. Patients would be re-
ferred by a general practitioner to a consultant
psychiatrist and seen first in an outpatient clinic, or
very occasionally on a home visit. Urgent admissions
to hospital, or access to other more specialised re-
sources, (for example psychological treatments)
would also be arranged through contacts between a
general practitioner and a hospital doctor.

Since the early 1990s, community mental health
teams (CMHTs) have increasingly taken over the roles
of accepting referrals and providing both short- and
longer-term care in many places. The mental health
care blueprint set out in the policy guidance described
above, both formalised and extended this [1]. Care is
to become focused on a network of interrelated types
of community-based teams. CMHTs comprising
groups of nurses of varying levels of seniority, and
one or more doctors, social workers, psychologists,
occupational therapists and possibly others such as
carer support workers or counsellors, are to be the
central element. These teams will accept referrals
from general practitioners, social workers, other
professionals or individuals seeking help for them-
selves. New patients will be allocated to an appro-
priate team member for assessment and treatment. If
necessary, further discussion at a team review will
lead to involvement of other professionals. Most of
the work of these teams is made up of individual
ambulatory patient contacts, the patients usually vis-
iting the professional at the team base. Occasionally
patients would be visited in their own home for spe-
cific purposes. Some group work would also com-
monly occur at the team base.

Three further types of team are prescribed as core
components of local mental health service. Crisis
resolution teams (or acute home treatment teams as
they would more commonly be described outside the
UK) are intended to manage situations where indi-
viduals would formerly be likely to have been hospi-
talised. They are intended to minimize admission
through intensive home based support and possibly
the assistance of day hospitals and other community
facilities. Assertive outreach teams are intended to
provide long-term care for a small number of par-
ticularly difficult patients whose problems are com-
pounded by either personal disorganisation or a
disinclination to accept treatment. Comprising mainly
nurses, these work with a very high staff to patient
ratio. Patients are visited frequently and staff work
flexibly, often assisting with a wide range of health
and social tasks. The aim is to develop greater social
stability and treatment compliance. Psychosis early
intervention teams were intended to provide early

diagnosis and treatment as well as supportive assis-
tance to young people making the necessary life
adjustments associated with the onset of this type of
illness.

The task of mapping all these developments is
complex. Predictably, they have developed more
quickly and completely in some places than others.
There are differences of opinion about the appropri-
ateness of the blueprint in some (particularly rural)
contexts as well as variations in the available funding
support. In a national mapping exercise, definitions
may be interpreted differently in different places and
local services always tries to ensure that local anom-
alous or possibly innovative arrangements are not
missed. Hence services may be reported in categories
not wholly appropriate. In preparing the data set out
below, service mapping information has been newly
scrutinized for these effects, hence in some cases
numbers of teams reported are less than previously
published [17].

Outpatient clinics

A broad view of outpatient clinic provision is pro-
vided by Department of Health hospital activity sta-
tistics [16]. These show that nationally 540 people per
100,000 had a first outpatient attendance within the
year and that, on average, there were 7.2 attendances
for each first attendance. First attendance rates in-
creased with age, (children and adolescents 260,
working age adults 570, older adults 810). Around 1%
of attendances were identified as specialist forensic
consultations and 2.5% as psychotherapy. Forensic
clients and older adults attended less frequently (5.8
and 4.6 attendances per first attendance respectively)
while psychotherapy patients attended more fre-
quently (13.0 attendances per first attendance).

The richest detail about this type of provision is
the service mapping data, available only for working
age adult services [17]. Around 120 out of 174 (69%)
LITs reported some outpatient clinic provision. Be-
tween them, they reported 350 clinics, 33 of them
(9.4%) with specialist functions, the remainder gen-
eral psychiatric outpatients. Specialist clinics reported
included seven for people with eating disorders, five
rehabilitation clinics for people with long-term illness
and four neuropsychiatry services. Single instances of
clinics for affective disorders, mentally disordered
offenders, young adults, new mothers, neuroses, so-
cial disorders and gender dysphoria were reported.
All these would be likely to have wide catchment
areas, but evidently in most areas the problems they
cover would be treated, if at all, in general clinics.

While this picture appears detailed, it is almost
certainly incomplete. Out-patient clinics have histor-
ically been a core element in mental healthcare pro-
vision and it is thus surprising that so many areas
report none. Brief enquiries with some of those
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reporting none indicate that while in most cases this
is missing data, in a few, newer arrangements have led
to the abandonment of out-patient clinics.

Around 286 (82%) out patient clinics reported
staffing profiles. Around 79% of these were staffed by
doctors alone, 9% included psychologists, 17% in-
cluded nurses. General clinics reported a median of 42
attendances per week (interquartile range 18–81) and
88 referrals (interquartile range 39–209) in the pre-
ceding 6 months. Annualised attendance and referral
rates per 100,000 population aged 18–64 (in the areas
with clinics which reported figures) were 4,790 and
480 respectively. The ratio of attendances to referrals
for individual areas had a median value of 10.8 (in-
terquartile range 5.8–24.1). These activity figures are
broadly similar to the national figures reported above.
This again indicates that a substantial proportion of
the areas failing to report this type of provision in
service mapping must nevertheless have had it.

Community mental health teams

In the service mapping for 2003, 808 appropriately
coded community mental health teams were reported
with all but one LIT (173/174) reporting at least one.
Detailed comments were available about half (406).
These made it clear that by no means all served the
broad generic function described above. Around 112
(14%) were described as focusing specifically on se-
verely mentally ill patients. This may reflect a func-
tional separation of roles within areas, local policy to
focus limited available resources on severely mentally
ill patients, or the narrower historical role of com-
munity psychiatric nursing teams. For 693 teams,
available evidence suggested a broad generic function.
Around 156 LITs (90%) described at least one of
these.

Teams reported a median complement of 14.5
whole-time-equivalent (WTE) staff (interquartile
range 10.7–19.4), comprising 43% nurses, 13% doc-
tors, and 23% social workers. Around 757 (94%) re-
ported their current caseload. For these teams this
represented 25.6 patients per staff member for generic
teams and 22 for teams focusing on severely mentally
ill patients. In relation to the population covered, the
current caseload of generic teams was almost exactly
1% of the population aged 18–64.

Crisis resolution/acute home treatment teams

In the service mapping for 2003, 119 crisis resolution
teams were reported, with 90 LITs (52%) reporting at
least one. This figure needs to be taken in the context
of the rapid implementation of these teams following
the publication of the Policy Implementation Guide-
lines. When the first service mapping was undertaken
in 2000, a best estimate is that it included 25 properly

classified teams. Corresponding figures for the two
subsequent years were 45 and 59, reflecting strong
central government direction backed with substantial
new funding. For the purposes of monitoring it raises
the question of the point in its development at which
a team should begin to be counted. (Usually staff are
appointed over a period of six months or so, and
spend a few more months developing working
arrangements and liaising with future referrers before
starting operations, often on an initially restricted
basis.) Local areas were understandably keen to re-
port the presence of teams, since important national
performance indicators were attached to these.

The size of teams probably reflects this. Given their
emergency role, it is necessary that they are available
at least most of the 24 h of the day, 7 days per week,
and that sufficient staff be available to visit patients in
pairs. A staff complement below 10 makes this un-
likely. Of the 119 teams, 48 had fewer than 10 staff, 29
fewer than 8 and 13 fewer than 5. The median staff
size was 11 (interquartile range 8–15.5), 73% of this
being nurses, 10% social workers and 4% doctors.

Around 90 of the teams reported caseload and
referral figures. The median caseload per staff mem-
ber was 1.6 (interquartile range 1.1–3.1), appropriate
to their sort of work. In relation to the size of popu-
lation served by LIT areas reporting these teams, the
total figures represent 1.9 persons currently on case-
load and 31.6 referrals annually per 10,000 popula-
tion. (These rates are cited per 10,000 as the role these
teams undertake should be compared with in-patient
beds rather than wider ambulatory services).

Psychosis early intervention teams

The new mental health policy envisaged the setting up
of a network of 50 early intervention teams across
England to provide early diagnosis, and care for
individuals in the prodrome and the first three years
of psychotic illness. Service mapping in 2003 showed
35 in place, of which two were still at too early a stage
to be operational. The remaining 33 reported a
median staff complement of three (interquartile range
1.9–6.6) and a median caseload per staff member of
5.8 (interquartile range 2.0–10.1). This staffing level is
too small to undertake the roles adequately and sug-
gests either incomplete reporting or a high proportion
of teams at an early stage of development. As imple-
mentation of these teams is currently the subject of a
prominent government initiative, the latter seems
more likely.

Teams caring for long term mentally ill people

The Mental Health Policy Implementation Guidance
[1] discussed assertive outreach teams in detail. In
addition to these, the ordinary community mental
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health teams described above looks after many long-
term clients. However in some areas other specialist
teams are also provided; in mapping work these ap-
pear as ‘rehabilitation teams’ or the community
mental health teams, described above, which report
specializing in this client group. The three are de-
scribed together here.

It might be logical to expect that these teams would
substitute for each other. However the evidence does
not suggest such a simple pattern. Out of 174 LITs,
152 (87%) had an assertive outreach team, 56 (32%) a
rehabilitation team and 41 (24%) a specialised com-
munity mental health team. Around 70 (40%) had an
assertive outreach team alone, 45 (26%) assertive
outreach and rehabilitation teams, 29 (17%) assertive
outreach and specialised community mental health
teams and 8 (5%) all three. Around 16 areas (9%)
reported none of these.

Table 3 shows a comparison between these three
types of teams. It shows that the supposedly special-
ized community mental health teams are quite dif-
ferent from the other two team types in terms of staff
profile and caseload, similar in fact to ordinary
community mental health teams. Rehabilitation and
assertive outreach teams, on the other hand, appear
quite similar to each other. Calculating the prevalence
of use of these types of care is complicated by the fact
that their local roles are presumably dependent on the
local configuration. If it is assumed that all the areas
reporting any teams have reported comprehensively,
then overall, in those areas 30.4 people per 100k total
population (49.2 per 100k aged 18–64) currently use
assertive outreach or rehabilitation teams while a
further 78.2 (126.7) use specialized community mental
health teams.

Day hospitals and day centres

Daytime provision is one of the hardest areas to de-
scribe nationally. Traditionally in England it has been
divided into day hospitals, provided by the NHS and
undertaking medical functions, and day centres,
providing broadly social care functions, funded, and

in some cases provided by local government. In
practice the situation is far less clear. Briscoe et al.
[18] undertook a national survey of day hospitals,
which demonstrated a wide range of roles from those
providing supportive facilities for long-term mentally
ill to those providing for the treatment of acute illness
as an alternative to hospitalisation.

Mapping of services for working age adults in 2003
identified 242 appropriately classified day hospitals,
with 102 out of the 174 LITs (59%) reporting at least
one. Descriptive comments were available for 43%
and these indicated a wide range of functions similar
to that described by Briscoe. Of these units, 24% re-
ported focusing on acute illness, 16% on eating dis-
orders or psychotherapy and a further 20% on wider,
but still distinctively treatment programs. 40% re-
ported a focus comprising some type of support for
long-term mentally ill patients.

Around 707 day centres were described, with 94%
of LITs reporting at least one. The majority were re-
ported as being provided by the independent sector,
mostly non-profit organisations. Roughly half of the
staff of independent sector day centres were volun-
teers. Day centres generally undertake a range of
functions. Around 92% indicated that they provided
advice and information, 86% leisure activities and
70% support groups and ‘drop-ins’. Less common
were counselling (36%), befriending services (34%),
advocacy (34%) and carer support (33%). While, in
the majority of cases, these will have been at least
partly funded by local government or the NHS, 59% of
the day centres were reported as being provided by
independent, not-for-profit organizations. Around
16% were reported to be run by the NHS, 17% by local
government and the remainder by combinations of
agencies. Centres run by independent organisations
were more likely to offer drop-in services but less
likely to provide counselling and service-user groups.
Among centres run by the public agencies, those run
by local government were more likely to provide or-
ganised education and leisure and service user
groups.

No similarly detailed survey is available of day
services for older people.

Table 3 Teams caring for long-term
mentally ill adults of working age in
the community, staff numbers and
profiles and caseload statistics

Team type Assertive
Outreach

Rehabilitation Specialised community
mental health teams

Number of teams 230 72 112
Staff profile Nurses 50% 49% 43%

Doctors 5% 7% 13%
Clinical psychologists 2% 4% 3%
Occupational therapists 7% 10% 6%
Social workers 18% 11% 22%
Social care staff 16% 16% 11%

Caseload per staff member 5 8 21

Table shows the proportion of staff in each professional group (percentages rounded to nearest integer), and the
caseload size per staff member. Note—the extent to which these teams continue to look after clients after they reach the
age of 65 varies. All figures should be regarded as approximate as a result of uncertain quality of routinely reported data
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j Mental health care staff

The most detailed source of information about staff
providing mental health care for working age adults is
the mental health service mapping [17]. In addition to
the total number in each professional group this also
provides an indication of how staff are deployed in
each area. Of 248 paid care staff per hundred thou-
sand working age adults, 127 are nurses, 18 doctors,
18 social workers, 11, occupational therapists, and 7
clinical psychologists.

These data should be looked at with some caution
as a result of two aspects of the way the mapping work
is undertaken. First it is not considered feasible to
collect staffing levels for long-term residential place-
ments outside the NHS. Some of these will be nurses,
but the majority residential care workers with lower
qualifications. Second, there are clearly some prob-
lems with the accuracy of staffing data. Teams are
asked to report whole time equivalent staff numbers.
In practice, it is evident that in some cases they report
‘headcount’ figures. This is most obvious for volun-
tary sector facilities and applies particularly to vol-
unteers and counsellors. A similar problem of
overestimation seems to have occurred in a few NHS
services where staff, such as senior doctors, work in
several different locations.

It is hard to check these data as relatively few
corroborative sources are available. One exception is
acute in-patient beds where a survey was undertaken
in 2004, which reported staff in relation to bed
numbers [19]. Findings were available for qualified
nurses, nursing assistants, occupational therapists
and assistant occupational therapists. All were closely
similar.

Staffing rates in relation to population numbers
vary considerably around the country. London has 1.3
times the number of nurses and social nurses, 1.5
times the number of doctors and 1.6 times the num-
ber of clinical psychologists seen in the rest of the
country.

The figures also provide a correction to the
common perspective that mental health care in
England has become largely non-institutional. It is
striking to see that 65% of the nursing staff reported
(who make up just over half the paid care staff) is
still working in inpatient or residential settings.
Exploration of the pattern of staff deployment
around the country suggests considerable variation.
These figures should again be treated with consid-
erable caution because of questions about their
accuracy. Probably they are most accurate for nur-
ses who are usually employed to work in only one
setting. Here the proportion assigned to acute
inpatient care has a median of 44% and an inter-
quartile range from 35% to 52%. Corresponding
figures for general ambulatory settings are 20%
(15%–25%) and for long-term community-based
care 4% (2%–6%).

Process data

A number of examples of ‘process’ data have been
quoted above as, in some cases, these give the only
really quantitative view of the facilities available.
However there are three other, major sources of
mental health care process data, which provide very
detailed evidence of patterns of care.

j Hospital episode statistics (HES)

The oldest and most reliable process dataset available
for England describes admissions to NHS hospitals.
This system has been in place since 1949, although
with two major structural reorganisations each
including roughly three years loss of data (in 1961 and
1987). Readily available data are categorised by broad
age group, consultant specialty and diagnosis [20].
For the present purpose the first two types of analysis
are the most useful.

As a rough check of completeness it is appropriate
to compare the total occupied bed days reported with
the bed availability figures described above. Data for
2003 shows average numbers for daily occupied beds
at 15,645 in the three working age adult specialties
(mental illness, forensic and psychotherapy) and
7,061 for psychiatry of old age, a total of 22,706.
Set alongside the figures in Table 1 these suggest
occupancy rates of 73% for working age adults and
56% for older people. These figures are much lower
than contemporary data reported from a more de-
tailed survey by Garcia et al. [19]. These authors
found a national figure for working age adult in-pa-
tient services of 100% bed occupancy with variations
between regions from 109% to 91%. Hence there must
be a difference in the scope of the two data sources.
Probably this is most marked in the figure for older
people where 2/5 of the beds are described as pro-
viding for long-term patients where percentage
occupancy rates would normally be expected to be in
the high 90s.

The principal units reported in these data are
‘finished consultant episodes’; that is to say periods
during which an individual is looked after by a con-
sultant during a single hospital stay. This figure is
slightly higher than the admission rate since some
individuals will be transferred between consultants
during a single hospital stay. Overall, the national rate
for finished consultant episodes is 371 per hundred
thousand population per year. (The admission rate,
340 is about 10% lower). The rate for men (380) is just
under 5% higher than that for women (363). It shows
a biphasic relation to age (age 15–59: 412, 60–74:381,
75 and over: 895). Durations of consultant episodes
vary considerably between the subspecialties. The
median stay for adult mental illness is 18 days, psy-
chotherapy 55, forensic psychiatry 160 and old age
psychiatry 30 days.
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In estimating the extent to which admission rates
vary around the country, it is necessary to make
allowance for evident imperfections in data from
individual hospitals in single years. These are com-
mon. A simple approach is to exclude from calcula-
tion areas where the admission rate differs from the
previous year by more than some chosen threshold of
plausibility—15% was chosen for the present study,
thus excluding 37.5% of local areas. Among the areas
where data looked plausible, the admission rate for
working age adults showed an interquartile range
from 16.9% above to 18.2% below the median.

A separate statistical collection indicates that 88
people per 100,000 population were detained in NHS
hospitals under legal compulsion in 2003. The fre-
quency of this varies considerably around the country
with the figure for London being 140, while only three
other regions exceed 80 [21].

j Social services activity statistics

Legislation in the early 1990s changed the role of local
government social services departments from one of
providing services to one primarily of assessing the
service’s individuals need and assisting in their pro-
curement and funding. Some local government-run
residential care homes, day centres and other support
facilities still exist, mostly predating this change, but
the expectation is that a substantial proportion of
these types of care are provided by independent sec-
tor organisations.

To monitor this new role, a new set of statistics
was introduced in April 2000 [10]. Care packages are
broadly divisible into residential or community-
based. Nationally, 480 people per hundred thousand
population received some type of care. Around 399
received community-based services, 81 residential
care in independent sector homes, 13 in local
authority residential homes and 42 in nursing
homes, (some individuals are counted in more than
one category as a result of having used more than

one type of care during the year). Community-based
care is roughly twice as common for people over 65
as for working age adults, residential care nearly 14
times.

The various types of community-based care are
documented in some detail. Table 4 sets out an
overview, showing separately individuals for whom
the principal mental illness is dementia. Much the
commonest type of intervention is ‘professional sup-
port’. This is defined as the continuing involvement of
a professional, usually a social worker, beyond the
process of needs assessment and care procurement.
The next commonest is day care (which would usually
take place at a day centre), and home care which
would involve a non-professional social care worker
visiting the client at their home to assist with basic
domestic tasks.

The rates of care provision vary considerably be-
tween local authorities. For any type of care, the
median figure is 486 per 100,000, interquartile range
362–620, for community-based services 374 (273–
484). The range for all types of residential care com-
bined cannot be exactly calculated because of double
counting, however it is roughly from 35% below to
50% above the median.

j The mental health minimum data set

The most recent addition to the range of statistics
for mental health care in England is the mental
health minimum data set (MHMDS) [15]. This was
developed in the late 1990s and finally introduced
fully in April 2003 [22]. It records periods of care for
adults of all ages with specialist mental health ser-
vices, showing how the care contacts they receive are
related in time. Data from this source are only just
beginning to become available and, inevitably, the
early concerns are with their completeness and
accuracy. At the time of writing only data for the
2003/2004 data were available in detailed form. No
published analyses were available. I undertook the

Table 4 People receiving social care,
excluding long-term residential care,
as a result of mental illness: numbers
(rounded to nearest 100), rates per
100,000 population and proportions
(by column) receiving various types of
support

Mental illness excluding dementia Dementia

All Ages 18–64 65 and over All Ages 18–64 65 and over

Total number of clients receiving services1 162,000 126,500 34,000 36,000 2,500 34,000
Per 100,000 population 326 414 428 73 8 428
Day care 27% 26% 32% 31% 20% 32%
Meals 4% 2% 14% 18% 4% 18%
Home care 18% 12% 41% 50% 24% 50%
Overnight respite—not clients home 2% 1% 7% 15% 4% 15%
Short-term residential—not respite 3% 2% 5% 7% 3% 8%
Direct payments 0% 0% 0% 1% 0% 0%
Professional support 64% 69% 47% 31% 48% 29%
Transport 3% 2% 6% 10% 4% 11%
Equipment and adaptations 5% 3% 11% 18% 8% 18%
Other 10% 11% 6% 7% 24% 6%

Source: Social services Referral, Assessment and Packages of Care (RAP) statistics. Note: numbers are rounded to the
nearest 500 in the published data reflecting uncertainty about accuracy

80



analyses presented here, using data made available
by the national quality inspectorate, the Healthcare
Commission.

Examination of the profiles of figures for the 303
health care commissioning areas suggest that between
a quarter and a third produced seriously incomplete
figures in this, the first year of data returns. Table 5
shows appropriately selected points on the percentile
distributions for health care commissioning areas.
Overall, these show median figures of 2.3% of the
population in touch with specialist mental health care
in that period. Of these 60% attended outpatients,
37% saw a community psychiatric nurse and 14%
spend at least 1 day in hospital.

The table shows separate figures for working age
and older adults. The conventional pattern of higher
usage rates for older people is seen, for overall care
rates by about 60% and for inpatient care by about
80%. CPN and day hospital care are commoner
components of care packages for older people, while
clinical psychology and outpatient attendances are
less common. These figures should be read with
caution since it is likely that data about inpatient care
are the most completely reported. However they seem
reasonably compatible with the inpatient admission
rate figures reported above, since in most cases
individuals having two or more admissions within a
year will not be multiply counted in this table.

Discussion

This paper has attempted to survey the overall pattern
of mental health care for working age and older adults
in England. It is a difficult undertaking for two rea-
sons. First, data sources are almost all incomplete in
their scope or coverage or variable in quality. Second,
the actual design of the system varies considerably
between places. Funding levels in relation to need are
substantially greater in some areas than others. An
inevitable consequence of this is that some services
are able to address a wider spectrum of mental health
problems.

The paper has considered the issue of data quality
in some detail in many places. The caveat of an
anonymous reviewer was reported in the introductory
section and readers should be aware of these concerns
in reading this paper. It is the authors view that
routinely collected statistical data, which cannot be
examined in this type of detail, is more worrying than
those in which the scale and nature of the defects can
be inspected readily.

For working age adults, data from service map-
ping in earlier years indicate that the pattern of
services is not static. Mental health care in England
is currently undergoing significant change as a re-
sult of a major government initiative. Some new
types of service appear to be being introduced

Table 5 Population-based rates of
receiving any, and specifically in-
patient mental health care (rounded
to nearest 10), and percentages of
patients receiving specific types of
care (by columns, rounded to
integers)

90% 75% 50% 25%

All ages
Records of care per 100k total population
Percentage of care records including: Any care 4,120 3,230 2,350 1,200

In-patient 360 280 200 50
In-patient 26% 19% 14% 10%
CPN contact 59% 50% 37% 20%
Day hospital 13% 8% 3% 0%
Clinical psychology 19% 12% 6% 2%
Out-patient 82% 72% 60% 47%

Working age adults
Records of care per 100k aged 15–64
Percentage of care records including: Any care 2,900 2,300 1,600 840

In-patient 390 300 200 50
In-patient 27% 19% 14% 10%
CPN contact 60% 50% 35% 17%
Day hospital 12% 7% 2% 0%
Clinical psychology 22% 13% 6% 1%
Out-patient 85% 73% 62% 48%

Older adults
Records of care per 100k aged 65 and over
Percentage of care records including: Any care 4,590 3,720 2,630 920

In-patient 680 550 370 40
In-patient 38% 23% 15% 10%
CPN contact 70% 59% 42% 16%
Day hospital 19% 12% 2% 0%
Clinical psychology 15% 8% 2% 0%
Out-patient 84% 71% 51% 31%

The table shows percentile points on the distributions for the 303 primary care trusts in England, 2003/2004. This
approach was chosen in view of the incompleteness of data from some areas. See text for details on completeness of this
new data source. It seems likely that the national picture lies somewhere between the median and the 75th percentile.
Source: Mental Health Minimum Data Set
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quickly. Others are being scaled down, or possibly
redesignated. The task of identifying whether new
style services will prove more effective will require
other types of analysis. However the types of data
presented at least allow us some evidence about the
nature and scale of the changes.
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