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ABSTRACT 

Here we argue that the development of community psychiatry across a number of nations of Europe is due 

to the present availability of effective treatments for mental illness, and an increased knowledge of how 

the brain responds through its plasticity, to both mental illness and its treatment. Furthermore, the 

development of community psychiatry is the result of the development of an increased understanding of 

and respect for human rights within the countries of Europe. We describe the system of community 

psychiatry at present functioning in the UK. As a philosophy of care, community psychiatry can only be 

justified if we take into account the need to respect the rights of the individual and the need therefore to 

use the least restrictive (but effective) option in delivering mental health care. 
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Since the day that Philippe Pinel ordered that the chains be removed from the psychiatric patients at the 

Salpêtrière Hospital for Insane Women in Paris in 1795, a tension has always existed in psychiatry between 

a perceived need to restrain patients with mental illness for their own safety and that of others and an 

overriding need to treat patients who have mental health problems with respect for their human rights. 

The reality is that worldwide, chains have not entirely disappeared from psychiatry. It is known that chains 

are still used by families  to restrain mentally ill patients in rural India and Pakistan. Perhaps symbolic of the 

change in mental health treatment to less restrictive methods  of management and treatment and hence 

the change  to community psychiatry , which is the subject of this article, is the change from such use of 

chains in Aceh  Provence Indonesia to a community psychiatry system after the Tsunami of Boxing Day 

2004. Physical restraint and confinement of the mentally ill (called pasung in Indonesia) is common in Aceh. 

In  2010, the local government initiated a program called Aceh Free Pasung 2010. The main goal of the 

program is to release the mentally ill in the province from restraint and to provide appropriate medical 

treatment and care. As a consequence of the development of a community mental health system as well as 

the introduction of a health insurance system in Aceh (together with the national health insurance scheme 

for the poor) both access to free hospital treatment for people with severe mental disorders and treatment 

in the community has been enabled, including  for those  patients who had been in pasung (1). Thus in Aceh, 

the evolution of two centuries of psychiatric care in Europe has developed over a single year. 

 

Indeed, in Europe, from the time of Pinel to the late part of the twentieth century, psychiatric care was 

delivered in large institutions or mental hospitals, in which were accommodated many thousands of 

psychiatric beds. This remains the case in many European countries.  Often these hospitals had beautiful 

grounds, and they provided an economic way of caring for the mentally ill at a time when there were few 

effective treatments for them. 

However conditions in these mental hospitals were often overcrowded, and the lack of privacy and 

institutionalisation did not necessarily always lead to the full recognition of the patients’ dignity as a human 

being (2). 

 

The next move forward in the treatment of mentally ill patients was the discovery of effective medication 

for the treatment of mental illness, typified by the first use of chlorpromazine in mental illness in 1952 (3) 

by Laborit, Deniker and  Delay (4). 

 

The presence of effective treatments in turn led to, over the 1970’s to 2000’s to the gradual 

implementation in many parts of Europe of more and more community based treatments, with reduction in 

number of bed days spent in hospital, increased treatment in the community, closure of many wards in 

psychiatric hospitals, and the implementation of a system of community teams to provide support to 

patients in the community. It simultaneously led to the re-development of the remaining psychiatric wards 

so that they became more oriented towards recovery from mental illness. The orientation of these wards 

towards recovery can now, at least in the British system, be audited by such a tool as DREEM, which will 

demonstrate that a ward treats patients in a way which respects their human rights including such issues as 

enabling them to express their spirituality (5). 

 

Also contributing to the development of community psychiatry has been the development of the bio-

psychosocial Model of mental illness. The discovery of DNA by Watson and Crick has led to the 

development of an understanding of the genetics of psychotic illness, in particular the idea that mental 

illness is caused by many genes, each of which has a small effect (6), and it has become increasingly evident 

how the impact of psychological influences such as childhood adversity affects the brain’s response to 

http://en.wikipedia.org/wiki/Pierre_Deniker
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stress (7,8) and its plasticity (9), causing an increased propensity to mental illnesses such as depression 

[10]. Furthermore the development of epigenetics has shown how, and by what mechanisms, the 

environment impacts on mental illness (11).  Hence we now have a much greater understanding than 

heretofore of the influence that society, psychological factors and the environment have on mental illness. 

Meanwhile, it has become possible, with the aid of neuroimaging techniques such as MRI, to view the 

changes which take place in the brain as a result of mental illness (12), and even to begin to stage such 

illnesses as schizophrenia, much as we can stage cancers, so that treatment of mental illness can be 

planned and outcomes measured (13,14). MRI also enables changes to morphology  caused by medical 

treatment to be observed (15,16). 

 

Thus, there is now a strong and ever developing  scientific underpinning for the development of more 

community oriented treatments for mental illness, and these are becoming more and more effective.  

 

The teams which are used to manage mental illness in the community are generically known as Community 

Mental Health Teams. 

 

All of these teams are composed by psychiatrists, nurses (Community Psychiatric Nurses), social workers, 

occupational therapists, psychologists, and are lead by a consultant [senior] psychiatrist. 

It is of great importance that the teams work in conjunction with the patient’s general practitioner. Indeed, 

there is evidence that, where effective shared care protocols are in place with general practitioners, the 

outcomes of  treatment of such illnesses as depression are significantly improved (17,18). 

 

Within the British system, a number of different community psychiatric teams are described. Each of these 

teams are ‘interlocked’ with the others so as to produce a complete service. The teams include : 

Community Mental Health Teams, Crisis and Home Treatment Teams, Assertive Outreach Teams, Early 

Intervention in Psychosis Teams. 

 

Community Mental Health Teams 

The Community Mental Health Teams [CMHT] are staffed by psychiatrists, nurses, social workers, 

occupational therapists , clinical psychologists and others. They cover a locality or catchment area in a 

particular location. They were the first teams to be set up, and are still the mainstay of community mental 

health services. They now are devised into two sub-teams for greater efficiency, one of which is concerned 

with the assessment of patients , while the other sub-team continues to work with patients in the medium 

to long term in such a way as to facilitate recovery from mental health problems. They take all cases of 

moderate-severe severity, and take patients in the medium to long term. The case load per staff member 

should be about 30 each. One issue with community mental health teams is that they do tend to discharge 

patients back to their general practitioners if they do not attend. CMHTs may use brokerage case 

management.  

 

Crisis Resolution and Home Treatment Team 

The Crisis Resolution Team [CRT] is for adults with severe mental Illness who are in crisis, and would 

otherwise require hospitalisation. The illnesses dealt with include: schizophrenia/ other psychoses, 

depression and bipolar affective disorder. The CRT offers the patient home treatment and follows the 

patient up for 6 weeks. The patient is then referred on to an appropriate team for longer term follow up or 

discharged. 
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The  Crisis Resolution Team is aiming to achieve treatment in least restrictive environment, with minimum 

disruption to patient’s life. It works in a range of settings, including  having access to ‘crisis beds’, for very 

short term assessment and treatment if this is necessary . The Crisis Resolution Team acts as  a ‘gatekeeper’ 

to mental health services. It provides  immediate community based treatment 24 hours a day, 7 days a 

week. It  remains involved till the crisis is  resolved and the patient is  linked with ongoing care. If patient is 

admitted to hospital, the Crisis Team may help with discharge planning and early discharge.  

 

The  Crisis Resolution Team aims to reduce patients’ vulnerability to crisis and to maximise resilience. 

Home treatment is used because people like to be treated at home. This particularly refers to ethnic 

minorities like South Asians. Furthermore, if the only treatment is an antipsychotic or an antidepressant 

and regular benzodiazepines, it may not be necessary to  admit to hospital, provided appropriate 

supervision can be given and the  home  environment has ben  assessed so as to be sure home treatment is 

safe and effective.  

 

A home treatment team should deliver a model of care which includes  providing a designated named 

worker for each patient, offering intensive support with frequent contact and visits, as well as ongoing risk 

assessment and assessment of needs . It should work assertively. It should offer appropriate medication, 

practical help with daily living, including benefits, psychological interventions including problem solving, 

stress management and counselling. It should  improve the patient’s social networks, and work with 

families or carers. It should offer psycho-education to both patients and their carers, and should implement 

relapse prevention, by helping patients identify early signs of relapse, and sharing the  relapse prevention 

plan with the patient, general practitioner, carers and family. Finally it should be able to, where necessary, 

offer respite care using appropriate beds and work with inpatient services and other teams (19). 

 

Assertive Outreach Team 

An assertive outreach team is for patients with serious mental illness - usually chronic, e.g. schizophrenia or 

bipolar affective illness or borderline personality disorder. These patients will have a high level of disability, 

and are usually difficult to engage with. 

They include patients who are frequent relapsers, and are frequently admitted to hospital. They also 

include patients with complex needs, including  violence, persistent offending, persistent self harm, 

neglect, poor response to treatment, dual diagnosis of substance misuse and serious mental illness, having 

been detained under the mental health act, having unstable accommodation or homelessness. Any 

combination of these situations may make the patient appropriate for the assertive outreach team. 

An assertive outreach team should be able to deliver the development of  meaningful engagement with 

patients, and provide evidence-based interventions to promote recovery. It should increase stability within 

the patients’ lives, facilitate personal growth and provide opportunities for personal fulfilment. It should 

provide a service that is sensitive and responsive to service users’ cultural, religious and gender needs. It 

should support the patient  and his/her family/carers for sustained periods. It should promote effective 

interagency working, and ensure effective risk assessment and management. 

Working assertively means working assertively with patients ‘as you find them, where they are’. It means 

assessing patients needs, and offering  to help them with those needs, and meaning it, so that the patient 

can have confidence in the team. It means not giving up on people. It means not  discharging people if they 

do not attend, but instead finding out why they have not done so (they may be relapsing). 

It means being  willing to meet people where they want to meet - the shops, a pub, the football ground, 

etc. It means keeping plugging your message, but not aggressively. Working assertively as a method is 
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common to crisis intervention, early intervention and assertive outreach teams.  To achieve this, the staff 

must have a limited caseload - 12 each as a maximum. 

 

The principles of care on which assertive outreach is based are that the team is self-contained, responsible 

for providing the full range of interventions, that it includes a  single responsible medical officer who is an 

active member of the team, that treatment is provided on a long-term basis with an emphasis on continuity 

of care, that the majority of services are delivered in community, that the emphasis is  on maintaining 

contact with service users and building relationships, that care co-ordination is provided by the assertive 

outreach team, and that the individual members of the team have a small caseload. 

An assertive outreach team should deliver  the following interventions: 

 A team approach, being age, culture and  gender sensitive, offering regular review, 

 Working  assertively, offering frequent contact, offering help  with basic daily living, including skills, 

offering appropriate medication, and ensuring that  decisions on medication include the patient,  

 Offering psychological interventions, including CBT,  

 Working with families/carers to give support and understanding of the illness, by offering psycho-

education,  

 Treating co-morbidities, offering social intervention to reduce isolation,  

 Attending  to the patient’s physical health,  

 Helping the patient to access educational and employment opportunities, preventing relapse by 

showing the patient how to identify  early signs of relapse, 

 And finally working effectively with Crisis intervention and inpatient teams (19). 

 

Early Intervention in Psychosis Team 

An Early intervention in psychosis team is an assertive team which works specifically for three years with 

patients who have a first episode of psychosis. It works on the assertive model with these patients for three 

years in order to attempt to optimise treatment outcomes in these young people. 

The Early Intervention team is attempting to reduce stigma, raise awareness of psychosis, reduce  delay, 

engage meaningfully with patients, intervene effectively, and promote recovery. 

It is useful to have specific teams for these patients because the age of onset  of psychosis coincides with a 

critical period in the patients’ life for education, training, employment, sexual relationships, leaving home 

and starting their own family. 

 

In order to achieve this, an early intervention team will follow the guidelines bescribed below (19,20,21): 

 - A strategy for early detection and assessment of frank psychosis is an essential component of 

early intervention. 

 - Following referral of a case, a key worker should be appointed soon, in order to engage with the 

client and family / friends through the first three years (the critical period) within a model of 

assertive case engagement. 

 - An assessment plan and a collaborative assessment of needs, which is both comprehensive and 

collaborative, and driven by the needs and preferences of the client and their relatives and friends 

should be drawn up. 

 - The management of acute psychosis should include low dose, preferably atypical antipsychotics 

and the structured implementation of cognitive therapy. 

 - Family and friends should be actively involved in the engagement, assessment, treatment and 

recovery process. 
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 - A strategy for relapse prevention and to counter treatment resistance should be implemented. 

 - A strategy to facilitate the  client’s return to work and valued occupation should be developed 

within the critical period. 

 - It should be ensured that the basic needs of daily living - housing, money and practical support are 

met. 

 - Assessment and treatment for co-morbidity should be undertaken and the team should ensure 

that a local strategy to promote a positive image for people with psychosis is adopted. 

 We have been able to demonstrate that such an Early Intervention Team does produce better 

outcomes in the treatment of first episode psychosis than treatment as usual, thus justifying the 

assertive approach (22). Once a less assertive approach is adopted, after three years, our results 

show that the benefits are lost (23), but at least one study suggests that if the assertive approach is 

maintained after five years, the improved outcomes are maintained (24). One consequence of this 

is that it seems likely that it is the assertive care provided by care co-ordinators from community 

teams which is crucial to the outcome of the management of psychotic patients in the community 

(25). 

 

The key to mental health treatment in the community is care planning. Care Planning in the UK is referred 

to as the Care Plan Approach (CPA). For each patient,  the care-coordinator carries out a full assessment of 

the risks which the patient poses, and of the patient’s needs. The care-coordinator  will then draw up a 

care-plan , which will detail all the care which the patient will receive, and who will provide the care. This 

plan will be agreed at a meeting which will be attended by the patient, the family, the care-coordinator, the 

psychiatrist, the general practitioner (if he is available), and other team members who will provide some of 

the care.  

 

The plan will be agreed collaboratively with the patient and the family. It  will be signed by all parties 

concerned, including the psychiatrist. The plan will be reviewed at a formal meeting of those concerned. 

Such a meeting will be held every six months or more frequently if necessary. All parties will be given a 

copy of the care plan. This system is essential to the smooth and safe delivery of care.  

 

In Slovenia, a small pilot Community Team, working on an assertive model has been trained and is working 

in Ljubljana. There is also a team in Maribor. Both these teams have visited the UK as part of their training 

(26). 

 

One hopes that there will be further development along these lines. However, although Community Mental 

Health Teams are very useful in the development of psychiatry, they are a very costly human resource. 

Therefore in order for a nation to embrace the commitment to provide its people with community mental 

health services, it is necessary that it be understood that the prime motivation for doing this is not the 

saving of money by closing large outmoded hospitals, but the provision to the people of mental health 

services which respect their rights and dignity, indeed the application of the principle in mental health of 

choosing, when dealing with patients, the least restrictive option. 
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