Manchester Mental Health & Social Care Trust


Unit 4  - Navigating Mental Health Services

Exercise 1 – Case Study 

This case study has four separate sections and each section should be read individually. The questions following each section should be answered and written down before moving onto the next section. 

There will be a group discussion following each section 

Section One – First contact with services

David is a 19-year-old living on a large inner-city housing estate. His mum reports that was doing ‘OK’ at school but by his final year he started truanting and got into trouble with the police after involvement with a group of young people engaged in anti-social behaviour. Mum was concerned that it was only in the last month that his behaviour changed markedly. He stopped seeing friends, except for one mate who his mum thinks brings cannabis round to the house for him. He is spending increasing amounts of time in his bedroom and is uncommunicative towards other family members. David appears preoccupied and distracted and his self-care has shown a marked deterioration.  More recently he has started to behave “oddly”. He appears suspicious of anyone visiting the house and Mum has heard him talking to himself in his bedroom,. She is increasingly worried about him, although he denies that there is anything wrong.

Question One: Where do you think his mum should go to for help at this stage? 

Question Two: What might happen following the first appointment?

Question Three: What should happen next?

Question Four: If David gets a nominated CPA care co-ordinator, what would their role be?

Section Two - Continuing involvement with services

At first, David responded well to the treatment he received from the Home Treatment team. He appeared to have engaged well with team and agreed to daily home visits to administer his medication as well as attending the base for appointments with the Occupational Therapy team. However, after four weeks of reasonably steady progress, he began to disengage from the team. He refused to come to the home treatment base, and then began to refuse visits from the team at home, despite his mum’s full co-operation with workers. Mum believed he had started smoking cannabis again and when she started to give him responsibility for his own medication she reported having found some of his tablets hidden in the bathroom. The Home Treatment team became increasingly concerned about a further deterioration in David’s mental health. When they managed to gain access to the house they saw that David had covered up the mirrors in his bedroom and in the bathroom and taped the windows with masking tape. He was seen responding to unseen phenomena by turning round and shouting and was also seen concealing a knife by putting it under his pillow. He refused to discuss any of these things with staff, telling them to “go away”.

Question One: What steps would the care co-ordinator and the Home Treatment team take to ensure that David’s safety to  himself and others could be maintained?

Question Two: What section of the Mental Health Act (1983) would be used?

Question Three: How exactly would this assessment be carried out and who by?

Question Four: Does David have the right to appeal against the decision?

Section Three - Resolution of the acute crisis

David made a rapid recovery from this acute episode. He was re-established on medication and his symptoms appeared to have disappeared. Although his appeal against his detention under Section 2 (MHA 1983) was unsuccessful, it was decided that this Section 2 did not have to be translated into a section 3 (MHA 1983). He agreed to comply with his medication and to stay as an informal patient at the end of the 28-day period. Within 6 weeks of his admission David was ready to be discharged back to the family home.

Question One: Given that there is still no specialist Early Intervention team available to engage with David, and given the breakdown in engagement with existing services prior to his admission to hospital, to which type of service could David now be referred?

Question Two: Who will be responsible for David’s care on discharge?

Question Three: How will David’s subsequent care be reviewed and co-ordinated?

Question Four: How will David access his medication? Who else might be involved in his ongoing care and addressing his needs?
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Section One – First contact with services

Question One: Where do you think his mum should go to for help at this stage? 

The first port of call to access mental health services is David’s GP. Mum might have tried to get help from family or friends before going to the GP or gone to the church minister or teachers at his college. However, the quickest way for David to access professional help is from his GP. 

Question Two: What might happen following the first appointment?

It is hard to predict what will happen immediately following this first appointment with the GP. He is unlikely to engage effectively in the first appointment and likely to be guarded or hostile. The GP would probably have extreme difficulty in undertaking an effective assessment but he/she should also be seeking information from David’s mum and alongside evidence from observed behaviour should have enough information to be able to make a referral to the Community Mental Health Team connected to her practice.
Question Three: What should happen next?

The GP referred David to the Community Mental Health Team who will have carried out a detailed assessment of David’s current mental state. This might take several sessions. Once again, David may refuse to speak to them at first. He may decide that he doesn’t want to be seen at home and insist on meeting them at the team’s base; he may then not attend that interview. However, eventually the CMHT will reach the conclusion that, based on the evidence they have managed to acquire, David is showing the signs of a 1st onset of psychosis. It is clear from the difficulties they have had in engaging and assessing David and the symptoms of acute psychosis that have become apparent that he needs to be treated in a service that is able to provide more intensive intervention than they can offer as a CMHT. In a well-developed and resourced service there would be provision for referral to a specialist Early Intervention Service. However,  there is no specialist service in the catchment area (though there is a commitment to developing one). Therefore, the CMHT would be referring to an acute Home Treatment team. This team would carry out its own assessment for suitability. This would include an assessment of David’s risk to himself and/or others and his willingness to engage with the service. If accepted into the service, David would be assured a comprehensive period of engagement and assessment and a range of evidence-based interventions, including up-to-date use of antipsychotic medication, cognitive-behavioural family interventions, CBT for residual symptoms and a relapse prevention package. He would also be able to access a range of supported activities at the team’s base.

Question Four: If David gets a nominated CPA care co-ordinator, what would their role be?

Although David is now under the care of a Home Treatment service, the responsibility for care co-ordination rests with the CMHT. It would be vital for the appointed person to liaise closely with the Home Treatment team and to develop and organise CPA meetings, especially during the planning for discharge.

Section Two - Continuing involvement with services

Question One: What steps could the care co-ordinator and the Home Treatment team take to ensure that David’s safety to himself and others could be maintained?

As it is becoming clear that David’s mental state is deteriorating and he is not able to respond to the treatment being offered by community services or by the Home Treatment team, an assessment to determine whether David needs an admission to an acute inpatient ward would have to be undertaken. The hope would, of course, be that he would agree to come into hospital informally. 
Question Two: What section of the Mental Health Act (1983) would be used?

Given his reluctance to engage, he will require an assessment under Section 2 of the Mental Health Act, 1983. If possible, this could be carried out at the Home Treatment team’s base. It may have to be carried out at home. An alternative venue would be at the local A&E department. 

Question Three: How exactly would this assessment be carried out and who by?

Once it was decided that David would need to be admitted to in- patient care for an assessment, the care co-ordinator and the Home Treatment team would liaise to decide the safest and quickest response to this assessment in terms of where the assessments for admission would take place. There are no right and wrong answers to this, as it depends on many complex matters of safety, convenience, family’s wishes and the need to act swiftly but in a manner that causes the least possible distress to David and his family.

The process is as follows:

· A duty Approved Social Worker (ASW) would be informed. Under the strict letter of the MHA (1983) it is the responsibility of the ASW to organise the subsequent stages of this Section. 

· The Responsible Medical Officer (RMO) and the CPA co-ordinator often organises the first part of the process of organising a section, they inform bed manager that medical recommendations have been completed and a bed is needed for the client. 

· The two necessary recommendations are undertaken by the RMO or another psychiatrist trained to the appropriate level and by another doctor, ideally the patient’s GP. 

· The family are kept closely informed at all times during this process and their agreement is sought. In David’s case, his mum was by now well engaged with services and was anxious to obtain all necessary treatment for her son.

· Once a bed is identified, the ASW will then carry out an assessment and a final decision will be made about whether a Section 2 (MHA 1983) is still appropriate. The ASW will then make the necessary arrangements to admit David into hospital, working closely with the family and emergency services if necessary to ensure that this is done safely and with dignity. 

Question Four: Does David have the right to appeal against the decision?
Yes. Any patient can make an appeal against their Section 2 (MHA 1983) at any time during the first 14 days of their admission. They are actively encouraged to do so by ward staff, ASW and hospital managers.

Section Three - Resolution of the acute crisis

Question One: Given that there is still no specialist Early Intervention team available to engage with David, and given the breakdown in engagement with existing services prior to his admission to hospital, to which type of service could David now be referred?

David could now be referred to an Assertive Community Treatment team (ACT team). This is a specialist service set up to work with those who are difficult to engage, often with complex needs such as co-existing substance misuse alongside severe and enduring mental health problems. In reality, though these services have proven efficacy when they maintain fidelity to successful models (see Marshall et al 2005 for a Cochrane systematic review), the local situation is that places within this service are hard to come by, with long waiting lists. 
Question Two: Who will be responsible for David’s care on discharge?

Unless an ACT team formally takes on David, the responsibility for his care automatically reverts to the original CMHT and RMO, as defined by whichever CMHT offers secondary services to his GP.
Question Three: How will David’s subsequent care be reviewed and co-ordinated?

David will have CPA meetings arranged by his care co-ordinator as often as necessary, but at least every six months until a period of stability is established; these meetings can then revert to yearly events. His medical care will be reviewed at outpatient appointments, either with his RMO or by a junior member of the medical team. These meetings can be as frequent as necessary. Generally they take place every three to six months and are an opportunity to monitor issues around medication as well as formally assessing mental state.

If David is accepted into an assertive outreach team the care-coordinator within the team will compete the CPA and this will be reviewed by the responsible psychiatrist.
Question Four: How will David access his medication? Who else might be involved in his ongoing care and addressing his needs?

David may obtain his medication in a variety of ways. If he is on a depot injection, he can either attend a local depot clinic or his Community Psychiatric Nurse can arrange for him to have it at home. If he is on oral medication, as most clients are these days, he can arrange for prescriptions to be ordered via his GP and dispensed at his local pharmacy. Many chemists now provide a free delivery service for patients on regular long-term medication. They will either put the medication into ‘blister packs’ or into ‘dosette boxes’. This makes the task of taking the medication consistently much easier for clients. Other people likely to be involved in David’s ongoing care are:

· An occupational therapist (OT) who is able to assess and support David in maintaining meaningful structure to his daily activities and maintain his roles . This might include liaison with education, training and employment agencies.

· A benefits advisor to help with all aspects of finance and income.

· A specialist housing agency to help David access appropriate housing if and when he wishes to increase his independence.

· A specialist worker from a dual diagnosis service to address issues of drug use and its potential effects on David’s mental health.

· A support worker to help him to engage in a range of activities.
