
BackgroundBackground Assertive outreachhasAssertive outreachhas

been established to care for‘difficulttobeen established to care for‘difficultto

engage’patients, yet little is known aboutengage’patients, yet little is known about

howpatients experience theirhowpatients experience their

disengagementwithmainstream servicesdisengagementwithmainstream services

and later engagementwith outreachand later engagementwith outreach

teams.teams.

AimsAims To explore the views ofTo explore the views of

disengagement and engagementheld bydisengagement and engagementheld by

patients of assertive outreachteams.patients of assertive outreachteams.

MethodMethod In-depth interviewswereIn-depth interviewswere

conductedwith 40 purposefully selectedconductedwith 40 purposefully selected

patients and analysedusingcomponents ofpatients and analysedusingcomponents of

boththematic analysis andgroundedboththematic analysis andgrounded

theory.theory.

ResultsResults Patients reported a desire toPatients reported a desire to

be independent, a poor therapeuticbe independent, a poor therapeutic

relationship and a loss of control due torelationship and a loss of control due to

medication effects asmost important formedication effects asmost important for

disengagement.Time and commitmentofdisengagement.Time and commitmentof

staff, social support and engagementstaff, social support and engagement

without a focus onmedication, and awithout a focus onmedication, and a

partnershipmodel ofthe therapeuticpartnershipmodel ofthe therapeutic

relationshipweremost relevant forrelationshipweremost relevant for

engagement.engagement.

ConclusionsConclusions The findingsunderlinetheThe findingsunderlinethe

importance of a comprehensive careimportance of a comprehensive care

model, committed staff with sufficientmodel, committed staff with sufficient

time, and a focus onrelationship issues intime, and a focus onrelationship issues in

dealingwith‘difficultto engage’patients.dealingwith‘difficultto engage’patients.
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In England, assertive outreach teams haveIn England, assertive outreach teams have

been widely established to reach patientsbeen widely established to reach patients

who, in mainstream services, are ‘difficultwho, in mainstream services, are ‘difficult

to engage’ (Department of Health, 2000).to engage’ (Department of Health, 2000).

Research has so far focused on how serviceResearch has so far focused on how service

configuration, for example a low staff–configuration, for example a low staff–

patient ratio, influences outcomes (Burnspatient ratio, influences outcomes (Burns

et alet al, 1999; Priebe, 1999; Priebe et alet al, 2004); yet little is, 2004); yet little is

known about what staff should actuallyknown about what staff should actually

do to engage patients and what psycho-do to engage patients and what psycho-

logical processes might cause previouslylogical processes might cause previously

disengaged patients to engage with assertivedisengaged patients to engage with assertive

outreach teams (Langoutreach teams (Lang et alet al, 1999). This, 1999). This

study therefore explored with qualitativestudy therefore explored with qualitative

methods the reasons why patients firstmethods the reasons why patients first

disengaged with mainstream services anddisengaged with mainstream services and

later engaged with assertive outreach. Parti-later engaged with assertive outreach. Parti-

cular emphasis was put on the experiencecular emphasis was put on the experience

of patients from an African–Caribbeanof patients from an African–Caribbean

background, as this group has been shownbackground, as this group has been shown

to be most dissatisfied with services (Park-to be most dissatisfied with services (Park-

manman et alet al, 1997) and overrepresented in, 1997) and overrepresented in

the case-loads of outreach teams (Sainsburythe case-loads of outreach teams (Sainsbury

Centre for Mental Health, 1998; PriebeCentre for Mental Health, 1998; Priebe etet

alal, 2003)., 2003).

METHODMETHOD

SamplingSampling

Patients were recruited from nine specia-Patients were recruited from nine specia-

lised assertive outreach teams acrosslised assertive outreach teams across

London (WrightLondon (Wright et alet al, 2003). Teams were, 2003). Teams were

selected to cover inner-city and suburbanselected to cover inner-city and suburban

areas, and both statutory and voluntaryareas, and both statutory and voluntary

services. Inclusion criteria for patients were:services. Inclusion criteria for patients were:

(a)(a) previous disengagement with secondaryprevious disengagement with secondary

mental health services;mental health services;

(b)(b) later engagement with an assertivelater engagement with an assertive

outreach team;outreach team;

(c)(c) a diagnosis of functional psychosisa diagnosis of functional psychosis

according to ICD–10 (World Healthaccording to ICD–10 (World Health

Organization, 1992);Organization, 1992);

(d)(d) the ability to give informed consent;the ability to give informed consent;

(e)(e) absence of a significant organic mentalabsence of a significant organic mental

disorder;disorder;

(f)(f) absence of a primary diagnosis ofabsence of a primary diagnosis of

substance misuse and dependence;substance misuse and dependence;

(g)(g) not requiring an interpreter.not requiring an interpreter.

Assertive outreach team workers pro-Assertive outreach team workers pro-

vided patients who fulfilled these selectionvided patients who fulfilled these selection

criteria with verbal and written informationcriteria with verbal and written information

about the study and asked them to takeabout the study and asked them to take

part. Seventy-three participants who volun-part. Seventy-three participants who volun-

teered for the study formed the strategicteered for the study formed the strategic

sampling pool. From this sample pool, 44sampling pool. From this sample pool, 44

participants were contacted and inter-participants were contacted and inter-

viewed through liaison with their assertiveviewed through liaison with their assertive

outreach workers. Four patients were lateroutreach workers. Four patients were later

excluded because it became clear in theexcluded because it became clear in the

interview that they did not fulfil the inclu-interview that they did not fulfil the inclu-

sion criteria. Purposive sampling was usedsion criteria. Purposive sampling was used

to select patients for interviews. Emergingto select patients for interviews. Emerging

themes were tested by interviewing coun-themes were tested by interviewing coun-

terparts, e.g. patients of different gender,terparts, e.g. patients of different gender,

age and ethnic background. Once the typeage and ethnic background. Once the type

of patient for the next interview was identi-of patient for the next interview was identi-

fied, the interviewee was randomly chosenfied, the interviewee was randomly chosen

from the sub-sample of patients with thefrom the sub-sample of patients with the

desired characteristics, and the keyworkerdesired characteristics, and the keyworker

was approached to initiate contact withwas approached to initiate contact with

the patient. Patients were recruited untilthe patient. Patients were recruited until

saturation was reached.saturation was reached.

Of the 40 patients whose interviewsOf the 40 patients whose interviews

were analysed, 11 were women and 29were analysed, 11 were women and 29

men. The mean age was 40 years. Thirty-men. The mean age was 40 years. Thirty-

two patients were single and 36 unem-two patients were single and 36 unem-

ployed. The ethnic background wasployed. The ethnic background was

African–Caribbean for 18 patients (7 first-African–Caribbean for 18 patients (7 first-

generation and 11 second-generation),generation and 11 second-generation),

White UK for 16 patients, African for 4White UK for 16 patients, African for 4

patients and ‘other’ for 3 patients. Thirty-patients and ‘other’ for 3 patients. Thirty-

three patients had been diagnosed as havingthree patients had been diagnosed as having

schizophrenia or psychosis-related disorderschizophrenia or psychosis-related disorder

and 7 as having psychotic symptoms as partand 7 as having psychotic symptoms as part

of a mood disorder. Only 2 participantsof a mood disorder. Only 2 participants

had no experience of hospital, and 24had no experience of hospital, and 24

reported experiences of sectioning.reported experiences of sectioning.

MaterialMaterial

Patients were interviewed by a trainedPatients were interviewed by a trained

researcher who was not involved in treat-researcher who was not involved in treat-

ment. The researcher explained the naturement. The researcher explained the nature

and purpose of the study and obtainedand purpose of the study and obtained

informed consent. Twenty-five participantsinformed consent. Twenty-five participants

were interviewed in their own home and 15were interviewed in their own home and 15

in the base of their assertive outreach team.in the base of their assertive outreach team.

Participants were asked to recount theirParticipants were asked to recount their

experiences of using mental health servicesexperiences of using mental health services

from the time of their first contact. Specialfrom the time of their first contact. Special

attention was paid to episodes of disen-attention was paid to episodes of disen-

gagement and engagement with services,gagement and engagement with services,

the circumstances surrounding them, andthe circumstances surrounding them, and

patients’ explanations as to why and howpatients’ explanations as to why and how

they disengaged and engaged. Emergingthey disengaged and engaged. Emerging
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themes were explored throughout the datathemes were explored throughout the data

gathering process. These themes were speci-gathering process. These themes were speci-

fically addressed in further interviews, andfically addressed in further interviews, and

re-analysed and further developed in anre-analysed and further developed in an

iterative process. The length of interviewsiterative process. The length of interviews

ranged between 25 min and 75 min. Allranged between 25 min and 75 min. All

interviews were audiotaped and fullyinterviews were audiotaped and fully

transcribed for analysis.transcribed for analysis.

AnalysisAnalysis

We analysed the material using a methodWe analysed the material using a method

comprising components of both thematiccomprising components of both thematic

analysis (Boyatzis, 1998; Flick, 2002)analysis (Boyatzis, 1998; Flick, 2002)

and grounded theory (Glaser & Strauss,and grounded theory (Glaser & Strauss,

1967). The QSR*Nudist, 4 database1967). The QSR*Nudist, 4 database

software was used for managing andsoftware was used for managing and

analysing data. Themes, categories andanalysing data. Themes, categories and

memos were coded into a database, whichmemos were coded into a database, which

was used for continuous comparisons andwas used for continuous comparisons and

referencing across interviews. The firstreferencing across interviews. The first

25% of interviews were coded line by25% of interviews were coded line by

line. Once assumptions about themes toline. Once assumptions about themes to

be further explored were reached, longerbe further explored were reached, longer

passages were coded, unless there werepassages were coded, unless there were

statements of particular interest, whenstatements of particular interest, when

coding reverted to line by line. Onecoding reverted to line by line. One

important aspect of the analysis wasimportant aspect of the analysis was

to identify which themes out of the rangeto identify which themes out of the range

reported by patients were actually linkedreported by patients were actually linked

to processes of disengagement andto processes of disengagement and

engagement. For example, a negativeengagement. For example, a negative

experience in a hospital might have beenexperience in a hospital might have been

significant, but not necessarily have influ-significant, but not necessarily have influ-

enced the patient’s decision to disengageenced the patient’s decision to disengage

or engage with services.or engage with services.

The interviewer carried out analysesThe interviewer carried out analyses

of all interviews. Two researchers ofof all interviews. Two researchers of

second-generation African–Caribbean eth-second-generation African–Caribbean eth-

nic origin helped to analyse interviewsnic origin helped to analyse interviews

with African–Caribbean patients. Twowith African–Caribbean patients. Two

other researchers separately analysed theother researchers separately analysed the

interviews to check the validity of the ana-interviews to check the validity of the ana-

lysis – one of them re-analysed the firstlysis – one of them re-analysed the first

20% of interviews in the initial phase of20% of interviews in the initial phase of

the study, and the second researcherthe study, and the second researcher

reviewed all interviews at the end ofreviewed all interviews at the end of

the analysis. Findings and emergingthe analysis. Findings and emerging

themes were discussed – in both one-to-themes were discussed – in both one-to-

one and group meetings – by an interdisci-one and group meetings – by an interdisci-

plinary team comprising researchers withplinary team comprising researchers with

psychiatric, psychological and nursingpsychiatric, psychological and nursing

backgrounds and both with and withoutbackgrounds and both with and without

clinical experience.clinical experience.

RESULTSRESULTS

Three main themes emerged from theThree main themes emerged from the

analysis of patients’ accounts of disengage-analysis of patients’ accounts of disengage-

ment and engagement (Table 1).ment and engagement (Table 1).

Processes of disengagementProcesses of disengagement

Desire to be an independent and able personDesire to be an independent and able person

Twenty-six patients identified a difficultyTwenty-six patients identified a difficulty

in accepting mental illness and the role ofin accepting mental illness and the role of

the patient as main themes in the break-the patient as main themes in the break-

down of their relationship with mentaldown of their relationship with mental

health services. The patient role required ahealth services. The patient role required a

shift in their perception of themselves asshift in their perception of themselves as

independent individuals:independent individuals:

‘It was a kind of state where you think you are‘It was a kind of state where you think you are
aware of things but you don’t know what youaware of things but you don’t know what you
are doing’ (Interview 6, man aged 51).are doing’ (Interview 6, man aged 51).

Often, this led to a period of adjustmentOften, this led to a period of adjustment

during which the patient tended to avoidduring which the patient tended to avoid

mental health services and tried to carrymental health services and tried to carry

on with life as before in order to ‘proveon with life as before in order to ‘prove

them wrong’. A patient who describedthem wrong’. A patient who described

himself as ‘having a good head on hishimself as ‘having a good head on his

shoulders’ prior to illness said:shoulders’ prior to illness said:

‘I think that a major problem mentally ill people‘I think that a major problem mentally ill people
face is their having to accept their diagnosis. . . . Ifface is their having to accept their diagnosis. . . . If
they tellyouyouhave cancer andyouhave aboutthey tell youyouhave cancer andyouhave about
6 months to live, you feelmuchbetter thanifthey6months to live, you feelmuchbetter thanifthey
tell you you have a . . . mental illness’ (Int.9, mantell you you have a . . . mental illness’ (Int.9, man
aged 32).aged 32).

A psychotic mental disorder can affect allA psychotic mental disorder can affect all

aspects of a patient’s life:aspects of a patient’s life:

‘the kind of identity of like who you are, like‘the kind of identity of like who you are, like
your job and other things that define, kind ofyour job and other things that define, kind of
disappear [because] you are just trying to getdisappear [because] you are just trying to get
better. . . you become your sickness’ (Int.34,better. . . you become your sickness’ (Int.34,
man aged 33).man aged 33).

However, even when patients accept thatHowever, even when patients accept that

they are ill, the desire to be ‘as normal asthey are ill, the desire to be ‘as normal as

possible’ may persist and is often the reasonpossible’ may persist and is often the reason

why some people disengaged after severalwhy some people disengaged after several

years of regular use of medication in a bidyears of regular use of medication in a bid

to regain their old identity:to regain their old identity:

‘probably that 6 months where I stopped the‘probably that 6 months where I stopped the
injection is more likely me trying to get out ofinjection is more likely me trying to get out of
the system and getting my life back to nor-the system and getting my life back to nor-
mal. . . it’s been 8 years on the injection, seeingmal. . . it’s been 8 years on the injection, seeing
doctors’ (Int.20, man aged 28).doctors’ (Int.20, man aged 28).

This sometimes happens after a switch ofThis sometimes happens after a switch of

medication, which may increase a sense ofmedication, which may increase a sense of

well-being and a belief in one’s ability towell-being and a belief in one’s ability to

cope without medication. Patients also havecope without medication. Patients also have

to deal with a changed perception by otherto deal with a changed perception by other

people. Relationships with partners, familypeople. Relationships with partners, family

and friends are altered or break down. Theand friends are altered or break down. The

stigma attached to mental illness and thestigma attached to mental illness and the

complexity of changes patients face cancomplexity of changes patients face can

lead to a disengagement from services:lead to a disengagement from services:

‘Sometimesyou are scared thattheywill find out‘Sometimesyou are scared thattheywill find out
youhave amentalhealthproblemandtheywon’tyouhave amentalhealthproblemandtheywon’t
want to know you anymore. I mean schizo-want to know you anymore. I mean schizo-
phrenia is quite a frightening world, because thephrenia is quite a frightening world, because the
media made itthat way’ (Int.4, woman aged 48).media made itthat way’ (Int.4, woman aged 48).

However, relatives can sometimes facilitateHowever, relatives can sometimes facilitate

acceptance of illness and treatment:acceptance of illness and treatment:

‘They saw that I was becoming ill and. . . it hap-‘They saw that I was becoming ill and. . . it hap-
pened two or three times, my mum and dadpened two or three times, my mum and dad
could see it coming on but I couldn’t [because] Icould see it coming on but I couldn’t [because] I
was ill. I thought that I weren’t ill but I was’was ill. I thought that I weren’t ill but I was’
(Int.10, man aged 47).(Int.10, man aged 47).

Lack of active participation and poorLack of active participation and poor
therapeutic relationshipstherapeutic relationships

Twenty-two patients specifically mentionedTwenty-two patients specifically mentioned

not being listened to by clinicians and anot being listened to by clinicians and a

lack of active participation in treatmentlack of active participation in treatment

decisions as a reason for disengagement.decisions as a reason for disengagement.

Patients felt alienated when clinicians failedPatients felt alienated when clinicians failed

to acknowledge their experience and theirto acknowledge their experience and their

view of illness:view of illness:

‘I felt liketheyneverlistenedtome andtheywere‘I felt liketheyneverlistenedtome andtheywere
justmaking choices forme and if they listened tojustmaking choices forme and if they listened to
me a bit more then I might have felt a bit moreme a bit more then I might have felt a bit more
like Iwas. I just felt thatmy life was out of controllike Iwas. I just felt thatmy life was out of control
and I didn’t have a say in what I was doing’and I didn’t have a say in what I was doing’
(Int.20, man aged 28).(Int.20, man aged 28).

Communication with psychiatrists was seenCommunication with psychiatrists was seen

as especially difficult and marred by poweras especially difficult and marred by power

issues. Eleven patients mentioned not beingissues. Eleven patients mentioned not being

listened to by their psychiatrist as anlistened to by their psychiatrist as an

important reason for disengagement:important reason for disengagement:

‘I just felt I was fobbed off . . . it was definitely a‘I just felt I was fobbed off . . . it was definitely a
case with some psychiatrists of ‘‘Them and Us’’.case with some psychiatrists of ‘‘Them and Us’’.
And you couldn’t talk on the level at all, so in theAnd you couldn’t talk on the level at all, so in the
end you just didn’t say very much. . .I used toend you just didn’t say very much. . .I used to
think who it benefits, and thought, not me’think who it benefits, and thought, not me’
(Int.23, woman aged 48).(Int.23, woman aged 48).

It is also the manner in which mental healthIt is also the manner in which mental health

staff behave towards patients:staff behave towards patients:

‘It’s like just general gestures they give out with‘It’s like just general gestures they give out with
theirbodylanguage andtheirposture, itjust sug-theirbodylanguage andtheirposture, itjust sug-
gested that they didn’t want to hear what yougested that they didn’t want to hear what you
had to say. . . start answering the question andhad to say. . . start answering the question and
you’d be in the middle of what you were sayingyou’d be in the middle of what you were saying
and they’d catch on to one particular word outand they’d catch on to one particular word out
of what you were saying and start talking aboutof what you were saying and start talking about
something they want to talk about, which wassomething they want to talk about, which was
very insulting’ (Int.36, man aged 22).very insulting’ (Int.36, man aged 22).

Nine patients mentioned patronising byNine patients mentioned patronising by

mental health workers:mental health workers:

‘In other words they are trying to take over your‘In other words they are trying to take over your
life, treating you like a kid and some of them arelife, treating you like a kid and some of them are
younger thanyou’ (Int.16, man aged 35).younger thanyou’ (Int.16, man aged 35).

The issues of poor relationships and theThe issues of poor relationships and the

passive role of patients were amplifiedpassive role of patients were amplified

further when it came to the experience offurther when it came to the experience of

hospitalisation, which 11 patients reportedhospitalisation, which 11 patients reported

as a reason for disengagement. Fourteenas a reason for disengagement. Fourteen

patients described the first admission as apatients described the first admission as a

negative experience which affected theirnegative experience which affected their

view of mental health services for a longview of mental health services for a long

time:time:

‘So our relationship started out really badly, just‘So our relationship started out really badly, just
me and psychiatric services, it was just so violentme and psychiatric services, it was just so violent
so . . . it’s taken me a long time to develop anyso . . . it’s taken me a long time to develop any
sort of trust between me and psychiatricsort of trust between me and psychiatric
services’ (Int.28, man aged 45).services’ (Int.28, man aged 45).
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It also can be an isolating experience:It also can be an isolating experience:

‘By not being in an environment I knew, under-‘By not being in an environment I knew, under-
stood, I had never been in hospital before, I feltstood, I had never been in hospital before, I felt
completely alienated from everyone, fromcompletely alienated from everyone, from
society’ (Int.8, woman aged 23).society’ (Int.8, woman aged 23).

Thirty patients reported their dislike of theThirty patients reported their dislike of the

rigid rules, regulations and restrictions onrigid rules, regulations and restrictions on

freedom they face in hospital, with 14 offreedom they face in hospital, with 14 of

them using the word ‘prison’. Ten patientsthem using the word ‘prison’. Ten patients

reported incidences of perceived injusticereported incidences of perceived injustice

and even abuse, including rape and beat-and even abuse, including rape and beat-

ings, and 25 reported they were subjectedings, and 25 reported they were subjected

to enforced medication:to enforced medication:

‘I did not like it one bit, they treat you bad and‘I did not like it one bit, they treat you bad and
they hold you down on the floor and they injectthey hold you down on the floor and they inject
you. . . they lock you in your room, you can’t goyou. . . they lock you in your room, you can’t go
outside, it was horrible’ (Int.33, woman agedoutside, it was horrible’ (Int.33, woman aged
27).27).

However, bad hospital experiences on theirHowever, bad hospital experiences on their

own did not necessarily lead to disengage-own did not necessarily lead to disengage-

ment. Fear of hospitals motivated somement. Fear of hospitals motivated some

patients to cooperate with services andpatients to cooperate with services and

comply with medication to avoid furthercomply with medication to avoid further

admissions.admissions.

Loss of control due to medicationLoss of control due to medication
and its effectsand its effects

The side-effects of medication and asso-The side-effects of medication and asso-

ciated loss of control were discussed by 28ciated loss of control were discussed by 28

patients, and 15 said or inferred that thispatients, and 15 said or inferred that this

was a main reason for them to disengage.was a main reason for them to disengage.

Sometimes, unpleasant effects were so over-Sometimes, unpleasant effects were so over-

whelming that they defeated the intendedwhelming that they defeated the intended

therapeutic purpose:therapeutic purpose:

‘I stopped hearing voices but the side-effects‘I stopped hearing voices but the side-effects
were so bad I’d prefer to hear voices’ (Int.39,were so bad I’d prefer to hear voices’ (Int.39,
man aged 43).man aged 43).

Patients found that their experience ofPatients found that their experience of

adverse effects was not acknowledgedadverse effects was not acknowledged

enough by clinicians. Losing control overenough by clinicians. Losing control over

some important area of life owing to thissome important area of life owing to this

neglect led to disengagement:neglect led to disengagement:

‘I can’t do things that Iwantto do. Iwantto come‘I can’tdo things that Iwantto do. Iwantto come
off this depot . . . it makes me put on weight, itoff this depot . . . it makes me put on weight, it
stiffens thejoints, it’s affectingmy fertility, myeja-stiffens the joints, it’s affectingmy fertility, myeja-
culation system.Iwantto have children but I can’tculation system.Iwantto have children but I can’t
have children if I am on depot. So I think it hashave children if I am on depot. So I think it has
taken overmylife sortofthing’ (Int.29, man agedtaken overmylife sortofthing’ (Int.29, man aged
31).31).

Patients in education reported a wish toPatients in education reported a wish to

discontinue medication because of adversediscontinue medication because of adverse

effects on concentration:effects on concentration:

‘Whenthe examswere fast approaching, when I‘Whenthe examswere fast approaching, when I
have to study. . . you feel drowsy and everythinghave to study. . . you feel drowsy and everything
like that’ (Int.26, man aged 37).like that’ (Int.26, man aged 37).

Although interrelated with the themes ofAlthough interrelated with the themes of

poor therapeutic relationships and thepoor therapeutic relationships and the

desire to be an independent person, com-desire to be an independent person, com-

plaints about the effects of medication andplaints about the effects of medication and

resulting loss of control were often focusedresulting loss of control were often focused

on a single and potentially negotiable issue.on a single and potentially negotiable issue.

When these problems were left unattended,When these problems were left unattended,

patients felt alienated when they werepatients felt alienated when they were

otherwise willing to engage.otherwise willing to engage.

Processes of engagementProcesses of engagement
Time and commitmentTime and commitment

Twenty-two patients reported that assertiveTwenty-two patients reported that assertive

outreach workers invest more time andoutreach workers invest more time and

show more commitment to the care ofshow more commitment to the care of

patients. They were described as easy topatients. They were described as easy to

contact and able to visit patients at home:contact and able to visit patients at home:

‘Well, the outreachteamarebetterbecausethey‘Well, the outreachteamarebetterbecausethey
havemore people around.Imeanif Ineed some-havemore people around.Imeanif Ineed some-
thing, I just pick up the phone and they comething, I just pick up the phone and they come
down. I don’t have to make an appointment ordown. I don’t have to make an appointment or
anything which is good’ (Int.1, man aged 46).anything which is good’ (Int.1, man aged 46).

Staff’s willingness to listen to problems andStaff’s willingness to listen to problems and

help was appreciated:help was appreciated:

‘Well, themainthingis theylisten andyoucantalk‘Well, themainthingis theylisten andyoucantalk
to them when you need someone to talk to’to them when you need someone to talk to’
(Int.30, woman aged 46).(Int.30, woman aged 46).

Time and commitment invested in careTime and commitment invested in care

gave assertive outreach team staff thegave assertive outreach team staff the

potential to build mutually trusting rela-potential to build mutually trusting rela-

tionships, and the consistency over longtionships, and the consistency over long

periods of time appeared particularlyperiods of time appeared particularly

important:important:

‘I think, because what the team and I have been‘I think, because what the team and I have been
through, they have seen me in a good positionthrough, they have seen me in a good position
and the teamhave seenme in bad conditions, soand the teamhave seenme in bad conditions, so
theyhave an idea, amuch better idea andunder-theyhave an idea, amuch better idea andunder-
standingofmymoods andhow toreacttothings,standingofmymoods andhow toreacttothings,
so we have a good working relationship’ (Int.9,so we have a good working relationship’ (Int.9,
man aged 32).man aged 32).

The time and commitment of team staff areThe time and commitment of team staff are

particularly valued in comparison withparticularly valued in comparison with

previous experiences:previous experiences:

‘I’ve done a lot of intense work with one of my‘I’ve done a lot of intense work with one of my
social workers before I was in the assertive out-social workers before I was in the assertive out-
reach team, but since I have been in the teamreach team, but since I have been in the team
there is always someone to talk to, if youwanttothere is always someone to talk to, if youwantto
talk to someone. Even if one of the people is off,talk to someone. Even if one of the people is off,
there is always someone else there to talk to’there is always someone else there to talk to’
(Int.2, man aged 28).(Int.2, man aged 28).
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Table 1Table 1 Frequencies of themes (including combinations) reported by participants as reasons for disengagement withmainstream services and engagement withFrequencies of themes (including combinations) reported by participants as reasons for disengagement withmainstream services and engagement with

assertive outreach teams (assertive outreach teams (nn¼40)40)

DisengagementDisengagement EngagementEngagement

ThemeTheme PatientsPatients

nn

ThemeTheme PatientsPatients

nn

D1 Desire to be an autonomous and able personD1 Desire to be an autonomous and able person 2626 E1 Time and commitmentE1 Time and commitment 2222

Single themeSingle theme 1212 Single themeSingle theme 77

With D2With D2 77 With E2With E2 1212

With D3With D3 22 With E3With E3 00

With D2 and D3With D2 and D3 55 With E2 and E3With E2 and E3 33

D2 Lack of active participation andpoor therapeutic relationshipsD2 Lackof active participation andpoor therapeutic relationships 2222 E2 Social support and engagement without a focus onmedicationE2 Social support and engagement without a focus onmedication 3131

Single themeSingle theme 66 Single themeSingle theme 99

With D1With D1 77 With E1With E1 1212

With D3With D3 44 With E3With E3 77

With D1 and D3With D1 and D3 55 With E1 and E3With E1 and E3 33

D3 Loss of control due to medication and its effectsD3 Loss of control due to medication and its effects 1515 E3 Partnership model of therapeutic relationshipE3 Partnership model of therapeutic relationship 1111

Single themeSingle theme 44 Single themeSingle theme 11

With D1With D1 22 With E1With E1 00

With D2With D2 44 With E2With E2 77

With D1 and D2With D1 and D2 55 With E1 and E2With E1 and E2 33
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Social support and engagement without aSocial support and engagement without a
focus on medicationfocus on medication

The social and practical nature of the asser-The social and practical nature of the asser-

tive outreach service was perceived astive outreach service was perceived as

a positive distinguishing feature by 31a positive distinguishing feature by 31

patients, and 11 reported receiving socialpatients, and 11 reported receiving social

support in a form of companionship, joinedsupport in a form of companionship, joined

outings and activities. Team workers wereoutings and activities. Team workers were

frequently described as being interestedfrequently described as being interested

and friendly:and friendly:

‘They talk about day-to-day stuff with me you‘They talk about day-to-day stuff with me you
know. It’s interesting really, they take an interestknow. It’s interesting really, they take an interest
inmy life’ (Int.1, man aged 46).inmy life’ (Int.1, man aged 46).

They were willing to see patients as personsThey were willing to see patients as persons

not just as ‘illness on legs’:not just as ‘illness on legs’:

‘I talk to him about films and theatre and books‘I talk to him about films and theatre and books
and arts, and which balances it out because Iand arts, and which balances it out because I
don’t really want someone coming to my flatdon’t really want someone coming to my flat
makingme feelmad’ (Int.19, woman aged 39).makingme feelmad’ (Int.19, woman aged 39).

Patients saw an option to engage with ser-Patients saw an option to engage with ser-

vices in a way that was not entirely focusedvices in a way that was not entirely focused

on medication:on medication:

‘You don’t talk to them purely about how I have‘You don’t talk to them purely about how I have
taken my tablets and this. I mean it is broadertaken my tablets and this. I mean it is broader
than that’ (Int.23, woman aged 48).than that’ (Int.23, woman aged 48).

Patients stressed that mental illness oftenPatients stressed that mental illness often

led to a breakdown of close relationshipsled to a breakdown of close relationships

and was a very isolating experience. Theand was a very isolating experience. The

attempts of the assertive outreach team toattempts of the assertive outreach team to

increase their social activities by takingincrease their social activities by taking

them to restaurants and organising leisurethem to restaurants and organising leisure

activities and outings was frequentlyactivities and outings was frequently

discussed:discussed:

‘Sometimes wemight just go out and have a cup‘Sometimes wemight just go out and have a cup
of tea or coffee at the cafe, we might go swim-of tea or coffee at the cafe¤ , we might go swim-
ming, we might go on an outing or whatever,ming, we might go on an outing or whatever,
that’s what I like, that’s what’s good about themthat’s what I like, that’s what’s good about them
they are quite, like sociable’ (Int.7, man aged18).they are quite, like sociable’ (Int.7, man aged18).

Help with practical day-to-day issues wasHelp with practical day-to-day issues was

also appreciated and mentioned by 20also appreciated and mentioned by 20

patients. Help with financial matters suchpatients. Help with financial matters such

as dealing with the social services, housingas dealing with the social services, housing

department and banks was most popular.department and banks was most popular.

Assertive outreach teams were also creditedAssertive outreach teams were also credited

with bringing more structure to the liveswith bringing more structure to the lives

of participants by organising educationalof participants by organising educational

opportunities and paid or voluntaryopportunities and paid or voluntary

employment, and by helping with organis-employment, and by helping with organis-

ing housing and necessary repairs, shoppinging housing and necessary repairs, shopping

and escorting participants to appointments:and escorting participants to appointments:

‘You’ve got to realise that apart from being sick,‘You’ve got to realise that apart from being sick,
you’ve got your financial life as well which is dif-you’ve got your financial life as well which is dif-
ferent fromyourmedication, youknow, becauseferent fromyourmedication, youknow, because
social security tend to mess you around. Yousocial security tend to mess you around. You
need someone to standup for you, giveyouyourneed someone to standup for you, giveyouyour
giro’ (Int.39, man aged 43).giro’ (Int.39, man aged 43).

Two patients complained about assertiveTwo patients complained about assertive

outreach teams encouraging dependencyoutreach teams encouraging dependency

by offering this type of support, butby offering this type of support, but

acknowledged the willingness of the teamacknowledged the willingness of the team

workers to negotiate reducing the contactworkers to negotiate reducing the contact

if requested.if requested.

The partnership model for therapeuticThe partnership model for therapeutic
relationshipsrelationships

A need to be treated seriously and affordedA need to be treated seriously and afforded

an active role in making decisions aboutan active role in making decisions about

their treatment was emphasised by manytheir treatment was emphasised by many

participants and explicitly outlined as theparticipants and explicitly outlined as the

reason for engagement by 11 patients.reason for engagement by 11 patients.

However, examples of positive experiencesHowever, examples of positive experiences

as reasons for engagement were harder toas reasons for engagement were harder to

come by. Nine patients acknowledged theircome by. Nine patients acknowledged their

relationship with their psychiatrist as arelationship with their psychiatrist as a

facilitating factor in their engagement withfacilitating factor in their engagement with

services. They reported that assertiveservices. They reported that assertive

outreach team psychiatrists, like otheroutreach team psychiatrists, like other

members of the team, listened to themmembers of the team, listened to them

and saw them as people, not just sets ofand saw them as people, not just sets of

case notes:case notes:

‘He wants to know about everyday things, not‘He wants to know about everyday things, not
just how are your pills. . . . It is broader. Thatjust how are your pills. . . . It is broader. That
makes up youknow, it’s a better relationship andmakes up youknow, it’s a better relationship and
you feel oh, you know I wouldn’t mind sharingyou feel oh, you know I wouldn’t mind sharing
what I do. . . .But when it was very patronising Iwhat I do. . . .But when it was very patronising I
just put shutters up’ (Int.4, woman aged 48).just put shutters up’ (Int.4, woman aged 48).

Patients felt that their experience of illnessPatients felt that their experience of illness

was taken on board and that they werewas taken on board and that they were

acknowledged as active participants inacknowledged as active participants in

therapeutic decision-making:therapeutic decision-making:

‘When I suggested that I wanted to stop medi-‘When I suggested that I wanted to stop medi-
cation for a while, he actually let me and he didcation for a while, he actually let me and he did
actually come across as if he were concernedactually come across as if he were concerned
about me hallucinating again and he wasn’t tooabout me hallucinating again and he wasn’t too
pushy about things . . . he warned me I maypushy about things . . . he warned me I may
become delusional again, but he did not comebecome delusional again, but he did not come
across as though he was trying to prevent meacross as though he was trying to prevent me
from doing it . . . he wanted me to be morefrom doing it . . . he wanted me to be more
involved in my own health’ (Int.8, woman agedinvolved in my own health’ (Int.8, woman aged
23).23).

The gradual building of relationshipsThe gradual building of relationships

enables assertive outreach staff to win theenables assertive outreach staff to win the

trust of people and communicate effectivelytrust of people and communicate effectively

about treatment:about treatment:

‘I trust him to dowhat’s best forme evenwhen I‘I trust him to dowhat’s best forme evenwhen I
don’t know what’s best for me. . . . It took time,don’t know what’s best for me. . . . It took time,
initially I was very suspicious of him when I firstinitially I was very suspicious of him when I first
got put in contact with him. I was mostly ingot put in contact with him. I was mostly in
crises. . . . I did think initially he was like anothercrises. . . . I did think initially he was like another
CPN [community psychiatric nurse] that I had,CPN [community psychiatric nurse] that I had,
thathe’dbinme for the smallestreason, butthat’sthathe’dbinme for the smallestreason, butthat’s
not been the case actually’ (Int.19, woman agednot been the case actually’ (Int.19, woman aged
39).39).

This sort of trust enabled some patients toThis sort of trust enabled some patients to

stop hiding symptoms for fear of being sentstop hiding symptoms for fear of being sent

to hospital and to assume a more active roleto hospital and to assume a more active role

in managing their health:in managing their health:

‘I always tell them, when I have a difficulty in‘I always tell them, when I have a difficulty in
sleeping now I talk to them, I tell themmy prob-sleeping now I talk to them, I tell themmy prob-
lems. Before I used to deny that, . . .I’m not ill, Ilems. Before I used to deny that, . . .I’m not ill, I
don’t wantto go to hospital, I don’t wantto knowdon’t wantto go to hospital, I don’t wantto know
you, I didn’t want to openmy door, you’ll have toyou, I didn’t wantto openmy door, you’ll have to

break inwith police and they arrestme and takebreak inwith police and they arrestme and take
me in. But now I openly talk to them’ (Int.25,me in. But now I openly talk to them’ (Int.25,
man aged 31).man aged 31).

Findings in African^CaribbeanFindings in African^Caribbean
patientspatients

African–Caribbean patients did not men-African–Caribbean patients did not men-

tion qualitatively different views to othertion qualitatively different views to other

patients. If differences appeared, it waspatients. If differences appeared, it was

rather the degree and frequency of somerather the degree and frequency of some

experiences that varied between ethnicexperiences that varied between ethnic

groups. Some African–Caribbean patientsgroups. Some African–Caribbean patients

(4 out of 18) particularly emphasised the(4 out of 18) particularly emphasised the

effects of stigma and peer-group pressureeffects of stigma and peer-group pressure

for disengagement. Twelve patients of thisfor disengagement. Twelve patients of this

group expressed views suggesting they hadgroup expressed views suggesting they had

a compliant rather than an engageda compliant rather than an engaged

relationship with the psychiatrist (com-relationship with the psychiatrist (com-

pared with 6 out of 15 White UK patients):pared with 6 out of 15 White UK patients):

‘I’ve been taking my medication just for the fact‘I’ve been taking my medication just for the fact
that I don’t wantto go back to hospital . . . but, ifthat I don’t wantto go back to hospital. . . but, if
I had a choice of taking the depot or not takingI had a choice of taking the depot or not taking
it,Iwouldn’ttake it’ (Int.29, man aged 31).it,Iwouldn’ttake it’ (Int.29, man aged 31).

Contradictory evidenceContradictory evidence

The analysis did not reveal substantialThe analysis did not reveal substantial

evidence that contradicted the reportedevidence that contradicted the reported

themes. Yet, as already mentioned, negativethemes. Yet, as already mentioned, negative

hospital experience can be a reason for en-hospital experience can be a reason for en-

gagement when compliance with treatmentgagement when compliance with treatment

is motivated by the desire to avoid furtheris motivated by the desire to avoid further

hospitalisation. Also, the experience of con-hospitalisation. Also, the experience of con-

sequences of disengagement might havesequences of disengagement might have

contributed to a willingness to engage:contributed to a willingness to engage:

‘Yeah, I have stopped taking it . . . and then I‘Yeah, I have stopped taking it . . . and then I
become ill so now I know I have got to stay on itbecome ill so now I know I have got to stay on it
completely’ (Int.10, man aged 47).completely’ (Int.10, man aged 47).

DISCUSSIONDISCUSSION

Despite a high individual variability in theDespite a high individual variability in the

circumstances and experiences involved incircumstances and experiences involved in

engagement and disengagement with ser-engagement and disengagement with ser-

vices, the study identified a small numbervices, the study identified a small number

of fundamental processes. The identifiedof fundamental processes. The identified

themes appear plausible, clear and partlythemes appear plausible, clear and partly

linked.linked.

Methodological issuesMethodological issues

The study had some methodological limita-The study had some methodological limita-

tions. Most importantly, it focused ontions. Most importantly, it focused on

patients who had originally disengagedpatients who had originally disengaged

from services and later engaged with asser-from services and later engaged with asser-

tive outreach teams. Thus, patients whotive outreach teams. Thus, patients who

even the assertive outreach teams failed toeven the assertive outreach teams failed to

engage were not included. Such patientsengage were not included. Such patients

might have different reasons for disenga-might have different reasons for disenga-

ging from services, and obviously wereging from services, and obviously were

not motivated by the processes describednot motivated by the processes described
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here leading to engagement. However, evenhere leading to engagement. However, even

for patients who do accept assertive out-for patients who do accept assertive out-

reach team care, the sample was probablyreach team care, the sample was probably

not representative. Only patients who werenot representative. Only patients who were

prepared to participate in research and con-prepared to participate in research and con-

duct an interview with a researcher wereduct an interview with a researcher were

included. Moreover, the study was con-included. Moreover, the study was con-

ducted in London, and assertive outreachducted in London, and assertive outreach

team patients in other areas and other ser-team patients in other areas and other ser-

vices may have had different experiences.vices may have had different experiences.

The study placed users’ views and testimo-The study placed users’ views and testimo-

nies at the centre of the methodologicalnies at the centre of the methodological

approach. In the vast majority of cases,approach. In the vast majority of cases,

the researchers believed the participants’the researchers believed the participants’

accounts to be accurate and pertinent. Clin-accounts to be accurate and pertinent. Clin-

icians may have expressed different viewsicians may have expressed different views

and stated good reasons for their behaviourand stated good reasons for their behaviour

that was criticised by the patients, but theirthat was criticised by the patients, but their

views were not assessed in this study.views were not assessed in this study.

DisengagementDisengagement

The key themes that emerged in our studyThe key themes that emerged in our study

are often interrelated and coexistent in theare often interrelated and coexistent in the

experiences of individual participants and,experiences of individual participants and,

to some extent, reasons for disengagementto some extent, reasons for disengagement

and engagement are two sides of the sameand engagement are two sides of the same

coin. Disengagement was often a result ofcoin. Disengagement was often a result of

the struggle against loss of autonomy andthe struggle against loss of autonomy and

identity as a part of the experience of men-identity as a part of the experience of men-

tal illness. Not all clients with a history oftal illness. Not all clients with a history of

disengagement were people who resenteddisengagement were people who resented

mental health services. In fact, when askedmental health services. In fact, when asked

to describe the characteristics that made ato describe the characteristics that made a

bad keyworker, 9 out of 20 participantsbad keyworker, 9 out of 20 participants

answered that they had never had a badanswered that they had never had a bad

keyworker. In line with research related tokeyworker. In line with research related to

chronic physical illness (Charmaz, 1997),chronic physical illness (Charmaz, 1997),

this finding would indicate that identitythis finding would indicate that identity

issues are vital for coming to terms withissues are vital for coming to terms with

the impact of mental illness (Watts &the impact of mental illness (Watts &

Priebe, 2002; TaitPriebe, 2002; Tait et alet al, 2003). Moreover,, 2003). Moreover,

issues around psychological adjustmentissues around psychological adjustment

may still be dormant in some patients withmay still be dormant in some patients with

long-established illness and not just occurlong-established illness and not just occur

in the newly diagnosed (Spencerin the newly diagnosed (Spencer et alet al,,

2001). Some participants had been in a2001). Some participants had been in a

compliant relationship with services forcompliant relationship with services for

many years before they made their ‘boltmany years before they made their ‘bolt

for freedom’.for freedom’.

Autonomy was also compromised byAutonomy was also compromised by

the powerlessness patients felt in theirthe powerlessness patients felt in their

relationship with services in general andrelationship with services in general and

psychiatrists in particular. The studypsychiatrists in particular. The study

demonstrated that feelings of not beingdemonstrated that feelings of not being

listened to can often lead to a fundamentallistened to can often lead to a fundamental

breakdown in the therapeutic relationshipbreakdown in the therapeutic relationship

and consequently to disengagement. This isand consequently to disengagement. This is

especially true when a patient’s complaintsespecially true when a patient’s complaints

about undesirable side-effects associatedabout undesirable side-effects associated

with medication are disregarded despitewith medication are disregarded despite

profound effects on important areas of aprofound effects on important areas of a

patient’s life (Sainsbury Centre for Mentalpatient’s life (Sainsbury Centre for Mental

Health, 1998; Gerber & Prince, 1999).Health, 1998; Gerber & Prince, 1999).

EngagementEngagement

The results indicate that patients whoseThe results indicate that patients whose

relationship with mental health servicesrelationship with mental health services

has broken down can become morehas broken down can become more

engaged if they feel listened to and have aengaged if they feel listened to and have a

genuine say in decisions about their care.genuine say in decisions about their care.

The current approach of assertive outreachThe current approach of assertive outreach

with small case-loads seems useful as itwith small case-loads seems useful as it

enables keyworkers to put in time and com-enables keyworkers to put in time and com-

mitment, which is appreciated by patientsmitment, which is appreciated by patients

(Sainsbury Centre for Mental Health,(Sainsbury Centre for Mental Health,

1998). It enables staff to form trusting rela-1998). It enables staff to form trusting rela-

tionships with patients and familiarise them-tionships with patients and familiarise them-

selves with the particular circumstances ofselves with the particular circumstances of

their lives. This facilitates the making oftheir lives. This facilitates the making of

informed decisions about treatment options.informed decisions about treatment options.

For many participants, moving away fromFor many participants, moving away from

an exclusive focus on medication was a cru-an exclusive focus on medication was a cru-

cial element in improving their therapeuticcial element in improving their therapeutic

relationship. The interest of team staff inrelationship. The interest of team staff in

the patients’ lives was regarded as athe patients’ lives was regarded as a

welcome antidote against patients beingwelcome antidote against patients being

reduced to their symptoms, and efforts toreduced to their symptoms, and efforts to

increase social activities and organiseincrease social activities and organise

educational and work opportunities wereeducational and work opportunities were

important. Practical help with housing andimportant. Practical help with housing and

welfare was also seen as an aspect of recog-welfare was also seen as an aspect of recog-

nition of the reality of participants’ livesnition of the reality of participants’ lives

(Hannigan(Hannigan et alet al, 1997; Billings, 1997; Billings et alet al,,

2003). The comprehensive care approach2003). The comprehensive care approach

of assertive outreach should help to avoidof assertive outreach should help to avoid

a sense of being confined to the role of men-a sense of being confined to the role of men-

tal patient. The practical support enabledtal patient. The practical support enabled

patients to regain control over their lives.patients to regain control over their lives.

The sense of autonomy, the loss of whichThe sense of autonomy, the loss of which

has proved so important in disengagement,has proved so important in disengagement,

is further strengthened if people are givenis further strengthened if people are given

the chance to be actively involved in makingthe chance to be actively involved in making

decisions about their treatment and the bestdecisions about their treatment and the best

‘anticipatory action’ to avoid relapse (Wea-‘anticipatory action’ to avoid relapse (Wea-

verver et alet al, 2003). Building the necessary, 2003). Building the necessary

relationship often requires time and reliablerelationship often requires time and reliable

commitment.commitment.

Potential clinical dilemmaPotential clinical dilemma

To feel supported by staff through ‘ups andTo feel supported by staff through ‘ups and

downs’ helps to establish a ‘workingdowns’ helps to establish a ‘working
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& A comprehensive caremodelwith social andpractical support, an avoidance of anA comprehensive caremodelwith social and practical support, an avoidance of an
exclusive focus onmedication, and committed staff with sufficient time, help toexclusive focus onmedication, and committed staff with sufficient time, help to
engage‘difficult to engage’ patients.engage‘difficult to engage’ patients.

&& Relationship issues are central to disengagement and engagement, with patientsRelationship issues are central to disengagement and engagement, with patients
preferring a partnershipmodel and an involvement in clinical decision-making.preferring a partnershipmodel and an involvement in clinical decision-making.

&& African^Caribbean patients do not have qualitatively distinct processes ofAfrican^Caribbean patients do not have qualitatively distinct processes of
disengagement and engagement.disengagement and engagement.

LIMITATIONSLIMITATIONS

&& Patients who engagedwith neithermainstream services nor assertive outreachPatients who engagedwith neithermainstream services nor assertive outreach
teamswere not studied.teamswere not studied.

&& Only patients whowere able andwilling to participate in researchwereOnly patients whowere able andwilling to participate in researchwere
interviewed, so that the samplewas notrepresentative of all assertive outreach teaminterviewed, so that the samplewas notrepresentative of all assertive outreach team
patients.patients.

&& The study was conducted in assertive outreach teams in London and resultsThe study was conducted in assertive outreach teams in London and results
cannot necessarily be generalised to other areas and services.cannot necessarily be generalised to other areas and services.
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relationship’, and the psychiatrist who wasrelationship’, and the psychiatrist who was

prepared to stop medication in line with theprepared to stop medication in line with the

wishes of the patient was perceived as gen-wishes of the patient was perceived as gen-

uinely concerned and caring – but mightuinely concerned and caring – but might

have agreed to a treatment thathave agreed to a treatment that

was incompatible with evidence-basedwas incompatible with evidence-based

medicine. This example highlights a poten-medicine. This example highlights a poten-

tial dilemma around current policies ontial dilemma around current policies on

‘difficult to engage’ patients who might‘difficult to engage’ patients who might

pose a risk to themselves or others (Wattspose a risk to themselves or others (Watts

& Priebe, 2002). A strong focus on risk& Priebe, 2002). A strong focus on risk

containment and an insistence on interven-containment and an insistence on interven-

tions following evidence-based guidelinestions following evidence-based guidelines

may interfere with promoting a partnershipmay interfere with promoting a partnership

model of care that – over time – helpsmodel of care that – over time – helps

those patients to engage. A move awaythose patients to engage. A move away

from controlling the patient towardsfrom controlling the patient towards

exploring and accepting decisions made byexploring and accepting decisions made by

the patient appears essential in facilitatingthe patient appears essential in facilitating

greater engagement. One might concludegreater engagement. One might conclude

that clinicians and services who are ablethat clinicians and services who are able

and willing to engage genuinely withand willing to engage genuinely with

patients on a partnership level are, in turn,patients on a partnership level are, in turn,

easier for the patients to engage with.easier for the patients to engage with.

Implications of the studyImplications of the study

The findings suggest that in order to treatThe findings suggest that in order to treat

‘difficult to engage’ patients in practice it‘difficult to engage’ patients in practice it

is important to have, first, a comprehensiveis important to have, first, a comprehensive

care model with social and practical sup-care model with social and practical sup-

port and no exclusive focus on medication;port and no exclusive focus on medication;

second, committed staff with sufficientsecond, committed staff with sufficient

time; and third, a stronger emphasis ontime; and third, a stronger emphasis on

relationship issues with patients as part-relationship issues with patients as part-

ners. Further research might investigateners. Further research might investigate

whether, and if so, to what extent, the pro-whether, and if so, to what extent, the pro-

cesses identified in this study apply to othercesses identified in this study apply to other

patient groups and other settings in com-patient groups and other settings in com-

munity mental health care, and exploremunity mental health care, and explore

the views of the clinicians involved andthe views of the clinicians involved and

relate them to those of the patients.relate them to those of the patients.
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