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SECTION ONE: SUMMARY 
 
This report describes a project to review the work of the 
Community Mental Health Teams (CMHTs) for working age adults 
in the Royal Borough of Kingston. The project was carried out 
between April and June 2009. 
 
Why was this project undertaken? 
 
Since the CMHTs were established in the 1990s a number of 
additional mental health community teams have been established, 
such as: the Early Intervention Team, the Crisis Resolution Team, 
the Assertive Outreach Team, the ACCESS Team, the Mental Health 
Liaison Team and the Improving Access to Psychological Therapies 
initiative. This project was undertaken in order to clarify what the 
role, function and number of CMHTs should be in Kingston in light 
of these service developments. 
 
How was this project undertaken? 
 
The project comprised a brief literature review, a review of data 
about the number of people seen by services, and a substantial 
series of meetings and interviews with local people involved in 
some way with the CMHTs. 
 
We found that there was much to be proud of in relation to the 
service being delivered by the CMHTs. The teams are staffed by 
many skilled, experienced and dedicated staff who are committed 
to the recovery model and to the delivery of personalised care. 
Overall the teams are accessible and there are systems in place to 

ensure that urgent referrals can be seen. There are effective line 
management and supervision structures in place. 
 
We did however identify some concerns about support for carers 
and liaison with GPs.  There are gaps in services for some small but 
important client groups.  We also noted some administrative and 
organisational issues which could be improved. 
 
What conclusions and recommendations are made by the project 
team? 
 
The role of the CMHTs in Kingston is to continue to work with 
people with serious and enduring mental illness. Their function 
remains: to assess and offer advice on the management of patients 
treated in primary care; to care for and deliver a range of 
interventions for people with time limited disorders which are too 
complex or severe to be treated in primary care; and to provide 
care and treatment for people with enduring and severe mental 
health problems. 
 
We believe that is there is nothing to be gained by reducing or 
increasing the number of CMHTs in Kingston. There was hardly any 
support for changing the number of CMHTs and we do not believe 
that the areas which require attention will be resolved by changing 
the number of CMHTs. ¢Ƙƛǎ ƛǎ ƴƻǘ ŀƴ Ψŀƭǿŀȅǎ ŀƴŘ ŦƻǊŜǾŜǊΩ ǾƛŜǿΤ ƛǘ ƛǎ 
of course possible that future developments could change the local 
situation in ways which would make a different number of CMHTs 
more appropriate.  
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At present, however, the amount of time and energy required to 
make such a change could better be channelled into addressing the 
action points we raise via our recommendations. 
 
We make a total of thirteen recommendations (not in any priority 
order): 
 
1. Increase the support available to carers 
2. /ƻƴǎƛŘŜǊ ǎǘǊŜŀƳƭƛƴƛƴƎ ǘƘŜ ƴǳƳōŜǊ ƻŦ ά5ǳǘȅ {ȅǎǘŜƳǎέ 
3. Improve communications and liaison with local GPs  
4. Ensure that the needs of people with ADHD, Obsessive 

Compulsive Disorder, Aspergers or Agoraphobia are being 
adequately met  

5. Ensure that lesbian, gay, bisexual and transgendered 
individuals receive an equitable service from skilled and 
sensitive CMHT staff 

6. Ensure that one system of caseload management is adopted 
and used in the same way across all four CMHTs 

7. Address the problems associated with the split consultant 
position in the Surbiton CMHT 

8. Consider revising the line management arrangements for the 
Employment Specialists 

9. Increase clinical psychology sessions within the CMHTs 
10. Consider increasing the number of Clozapine Clinics to two 

and housing them within two of the three proposed 
polyclinics 

11. Agree what clinical, social and vocational outcome measures 
will be used across the CMHTs  
 

 
12. Monitor the impact on the CMHTs of releasing staff to work 

intensively with people with personality disorder 
13. Audit interventions in the CMHTs against NICE standards. 
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SECTION TWO: CONTEXT 
 
2.1  Policy context 
 
National health policy emphasises the importance of ensuring that 
patients receive care close to their home. Since the 1950s, with the 
closure of large asylums and mental institutions, CMHTs have 
played a key role in the transfer of patients and care from large 
institutions into the community. Their remit has always been to 
support people with serious mental illness in the community. When 
trying to find a definition of a CMHT, researchers (Onyett et al 
1994) found that teams were CMHTs on the basis that they had 
been told that they were one!   
 
Over the years the importance of developing integrated health and 
social care community mental health teams has been stressed.  
 
Over the last ten years a number of specialised community mental 
health teams have been established across the UK, including Crisis 
Review Home Treatment Teams, Assertive Outreach Teams, Early 
Intervention Teams and Improving Access to Psychological Services. 
Questions about the role and function of CMHTs in light of these 
changes now require consideration. 
 
2.2   The purpose of this project 
 
The purpose of this project was to recommend the future role, 
functions and number of community mental health teams required 
for the Royal Borough of Kingston in light of the development of a 

number of other community mental health teams since their 
establishment in the 1990s. 
 
Whilst undertaking the review of the four CMHTs for adults of 
working age in the Royal Borough of Kingston, the project team 
considered the following key areas: 
 
a) ¢ƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ ǘƘŜǊŜ ǿŀǎ ŀƎǊŜŜƳŜƴǘ ŀōƻǳǘ ǘƘŜ άǘŀǊƎŜǘ 

populŀǘƛƻƴέΣ ƛƴŎƭǳŘƛƴƎ Dt ǊŜƎƛǎǘŜǊŜŘ κ ǊŜǎƛŘŜƴǘ ǇƻǇǳƭŀǘƛƻƴǎΣ 
age cut off points and alignments with primary mental health 
care 

b) The CMHT referral criteria and operational policy 
c) The team establishment and skill mix 
d) Who in the team is working with whom and why? 
e) The assessment process, interventions on offer and not 

offered and the degree of consultation, advice and support 
offered by the teams 

f) The degree of generic versus specialist working 
g) Accessibility including the service operating hours 
h) The extent to which the existing arrangements help to deliver 

personalised care 
i) The extent to which care pathways are in place 
j) The extent to which the Recovery model (or any other model) 

has been adopted 
k) The use of outcome measures 
l) Workload, demand management and prioritisation 
m) The extent to which the CMHTs have embraced New Ways of 

Working and nurse prescribing 
n) Caseload composition and management, including the 

management of stable cases 
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o) Care Co-ordination and CPA 
p) Resource allocation 
q) Inter referrals systems, interface issues, liaison, sign posting 

and the degree to which there is evidence of joint working 
with other mental health, primary care, acute, voluntary 
sector and social care services 

r) The degree of health and social care integration within each 
CMHT 

s) Line management and supervision structures 
t) Levels of autonomy and decision making reported via 

individual team members 
u) Information available on the service user and carer 

experience. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Final report: 24
th

 June 2009 

7 
 

 

SECTION THREE: OUR APPROACH 
 
The project commenced on 3rd April 2009 and completed at the end 
of June 2009. There were five phases to the project. 
 

 
 

 
 
 
 
 
 
 
 
 
 

 
Phase One: Establish a project steering group 
 
A project steering group was established at the commencement of 
the project. The project steering group consisted of the following 
members: 
 

Name Designation & organisation 
Sylvie Yeo Head of non Acute Commissioning, NHS 

Kingston 

Simon Pearce Head of Community Care Services, RBK 

Sue Denby Service Director, Richmond & Kingston, 
SWLStGs MH NHS Trust 

Richard Standen LƴǘŜǊƛƳ DŜƴŜǊŀƭ aŀƴŀƎŜǊΣ {²[{ǘDΩǎ aI bI{ 
Trust 

Mari Cameron-Taber CEO, MIND in Kingston 

Peter Nash Assistant Service Director, Richmond & 
YƛƴƎǎǘƻƴΣ {²[{ǘDΩǎ aI bI{ ¢Ǌǳǎǘ 

Dr Phil Moore GP, Kingston 

Dr Diana Cassell Assistant Medical Director, Kingston and 
/ƻƴǎǳƭǘŀƴǘ tǎȅŎƘƛŀǘǊƛǎǘΣ /!aI{Σ {²[{ǘDΩǎ 
MH NHS Trust 

Laura MacLehose Public Health Specialist 

Elizabeth Downey Project Manager, Non Acute Commissioning, 
NHS Kingston 

James Fitton Director, Mental Health Strategies 

Sue Salas Senior Consultant, Mental Health Strategies 
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Members of the project steering group were responsible for 
agreeing the Project Initiation Document. They also enabled the 
project team to access key stakeholders to interview and access to 
activity performance data. The project steering group met a total of 
four times during the life time of the project.  
 
Phase Two: Conduct a Literature review 
 
The project team reviewed good practice guidance and relevant 
research papers in relation to this review of CHMTs for adults of 
working age.  The method employed and the key questions we 
sought to answer are presented in Section Four of this report.  
 
Phase Three: Establish stakeholder perspectives 
 
The project team aimed to interview approximately fifty 
stakeholders either in focus groups or individually. In practice, 
twice that number were seen. Richard Standen devised a list of key 
stakeholders to be interviewed for the project. Around one 
hundred and fifty service users were also invited to participate in 
the project via MIND in Kingston. In addition, the CMHT Team 
Managers and the Consultant Psychiatrists for the CMHTs were 
asked to identify any service users that might be willing to 
participate in the interviews with stakeholders. The project team 
devised an Information Sheet for service users and carers 
describing the aims of the project and inviting them to participate, 
see Appendix One. Reassurance was given to service users that 
their anonymity would be protected and that any care that they are 

currently receiving or may receive in future would not be affected 
by anything they said or did not say to members of the project 
team. The same reassurance was offered to carers.  Carers were 
invited to participate in the project via MIND in Kingston, the 
/ŀǊŜǊΩǎ CƻǊǳƳ ƛƴ Yƛƴgston and via Philip Cohen, Social Work Lead in 
Kingston.  
 
The project team devised a semi structured interview schedule to 
support them in their interviews with stakeholders, see Appendix 
Two. However, the questions asked were tailored according to the 
person / people being interviewed. Stakeholders were seen 
together in a focus group or on an individual basis.  Some 
stakeholders, such as the Team Manager and Consultant 
Psychiatrists, were seen both in a group and individually. A list of 
stakeholders seen is shown in Appendix Three. The interviews were 
conducted in a total of fourteen sites. The list of sites visited is 
shown in Appendix Four. In addition, four telephone interviews 
were conducted. A list of people interviewed via the telephone is 
shown in Appendix Five. A list of documents received by the project 
team whilst undertaking this project is shown in Appendix Six. 
 
Whilst conducting the interviews with stakeholders, the team 
member conducting the interviews took notes which were later 
typed up, saved onto a secure server and shared with the other 
member of the project team. Upon completion of all of the 
stakeholder interviews, both members of the project team 
discussed and analysed the project data via Thematic Analysis 
(Aronson 1992). A total of six key areas were identified with a 
number of themes arising from each area. 
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There were a small number of stakeholders the project team would 
like to have interviewed but did not have time to do so: 
 

 Members of the Kingston Advocacy Service 
 The Ward Manager of Shamrocks ward 
 The Manager of the Employment Specialist Service 

 
Phase Four: Review activity data 
 
Peter Nash, Assƛǎǘŀƴǘ 5ƛǊŜŎǘƻǊΣ wƛŎƘƳƻƴŘ ϧ YƛƴƎǎǘƻƴΣ {²[{ǘDΩǎ aI 
Trust supported the project team in accessing activity data.  This 
included a detailed two-year presentation of referrals, discharges 
and caseload, as well as analysis by gender and ethnicity. 
 
Phase Five: Production of a final written report with 
recommendations 
 
The project team produced this draft final written report with 
recommendations regarding our views in light of good practice 
guidance, research evidence, the data collected and the needs of 
the population of the Royal Borough of Kingston on the role, 
function and number of CMHTs. This report will be discussed with 
members of the project steering group at a meeting on the 22nd 
June 2009. 
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SECTION FOUR: LITERATURE REVIEW 
 
In this section we summarise the findings of our literature review 
on selected relevant national policy, good practice guidance and 
recent research evidence around the following eight key questions 
regarding the role, function and number of CMHTs for an identified 
population: 
 

 
The questions we sought to answer via this literature review 
 

 
 Who are the CMHT for? What are the role and functions of a 

CMHT? 
 What should CMHTs do? 
 What is the ideal size and composition of a CMHT? 
 Which clients should GPs refer to the CMHTs? 
 What is a suitable and balanced caseload in a CMHT? 
 How should reviews of team and individual case loads be 

conducted? 
 What treatment options should a CMHT offer? 
 What outcome measures should be used by CMHTs? 

 

 
It is important to note that complex service models, such as CMHTs, 
ȅƛŜƭŘ ŀ ŘƛŦŦŜǊŜƴǘ ǎƻǊǘ ƻŦ άŜǾƛŘŜƴŎŜέ ǘƘŀƴ ǘǊŜŀǘƳŜƴǘ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦ  
/ƻƳǇƭŜȄ ǎŜǊǾƛŎŜ ƳƻŘŜƭǎ άǿƻǊƪέ for a wide variety of reasons, and 
are often very context-dependent, i.e. their success is down to the 

actions of particular individuals in particular places, not inherent in 
the model itself.  This literature should therefore be read as context 
for the review, and as a source of potentially valuable opinion, but 
not as a firm guide as to how services must develop in Kingston. 
 
4.1   Method 
 
A search of the following websites/search engines was undertaken 
in order to complete this task: 
 

 The Department of Health 
 The Royal College of Psychiatrists 
 NHS - National Library for Health 
 Pubmed 
 Ingenta Connect 
 Blackwell Synergy 
 Sage publications 
 Social Care Institute for Excellence 
 The Cochrane Collaboration 
 The Kings Fund 
 The Care Quality Commission 
 The Sainsbury Centre for Mental Health 
 NICE (National Institute for Health and Clinical Excellence) 

 
In determining which materials to present in this review, 
preference was given to UK publications from 2000 onwards. 
However, some older studies are presented due to their degree of 
relevance. Materials identified were reviewed by both members of 
the project team and a decision was taken about whether to 
include or exclude them in this review.  
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4.2   Who are the CMHTs for? What are the role and functions of a 
       CMHT? 
 
CMHTs are multi-disciplinary teams which are responsible for 
άŘŜƭƛǾŜǊƛƴƎ ŀƴŘ Ŏƻ-ordinating a specialised level of community 
ōŀǎŜŘ ŎŀǊŜ ŦƻǊ ŘŜŦƛƴŜŘ ǇƻǇǳƭŀǘƛƻƴǎέ ό/ŀǊǇŜƴǘŜǊ Ŝǘ ŀƭ нллоύΦ In 2002 
ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ǇǳōƭƛǎƘŜŘ άaŜƴǘŀƭ IŜŀƭǘƘ tƻƭƛŎȅ 
Implementation Guide: Commǳƴƛǘȅ aŜƴǘŀƭ IŜŀƭǘƘ ¢ŜŀƳǎέΦ ¢ƘŜ 
good practice guidance discusses who the CMHTs are for and their 
function: 
 

 Most patients treated by the CMHT will have time limited 
disorders and will be referred back to their GPs after a period 
of weeks or months (an average of 5 ς 6 contacts  (Burns et al 
1993) when their condition has improved 

 A substantial minority will, however, remain with the team 
for ongoing treatment, care and monitoring for periods of 
several years. They will include specialist care for:  
 
1) Severe and persistent mental disorders associated with 

significant disability, predominately psychoses such as 
schizophrenia and bi polar disorder  

2) Longer term disorders of lesser severity but which are 
characterised by poor treatment adherence requiring 
proactive follow up  

3) Any disorder where there is significant risk of self harm 
or harm to others or where the level of support required 
exceeds that which primary care can offer  

4) Disorders requiring skilled or intensive treatments not 
available in primary care, complex problems  

5) Complex problems of management and engagement 
such as presented by patients requiring interventions 
under the Mental Health Act 1983, except where these 
have been accepted by the assertive outreach team  

6) Severe disorders of personality where it can be shown 
ǘƘŜȅ ǿƛƭƭ ōŜƴŜŦƛǘ ōȅ ŎƻƴǘƛƴǳŜŘ ŎƻƴǘŀŎǘΦΦΦΦέ ό5ŜǇŀǊǘƳŜƴǘ 
of Health 2002, p4). 

 
Three specific functions have been identified in relation to CMHTs: 
 
 
 
 
 
 
 
 
 
 
 
4.3   What do CMHTs do? 
 
CMHTs should be able to (Department of Health 2002): 

 Provide support and advice to primary care services  
 P

rovide joint educational facilities for all members of the 
primary health care team.  

 Assessment and advice on management to patients 
treated in primary care 

 Providing care and treatment for time limited disorders 
which are more complex or severe than those treatable in 
primary care 

 Providing treatment and care for those with severe and 
enduring needs 

 
(Burns 2004, p 11) 
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 P
rovide prompt and expert assessment of mental health 
problems   

 P
rovide effective, evidence based treatments to reduce and 
shorten distress and suffering and in the process ensure that 
inappropriate or unnecessary treatments are avoided.  

 Es

tablish a detailed understanding of all local resources relevant 
to support of individuals with mental health problems and 
promote effective interagency working.  

 Assist patients and carers in accessing such support, both to 
reduce distress but also to maximize personal development 
and fulfilment.  

 Provide advice and support to service users, families and 
carers.  

 Gain a detailed understanding of the local population, its 

mental health needs and priorities, and provide a service that 
is sensitive to this and religious and gender needs.  

 Provide a culturally competent service, including ready access 
to interpreter services for minority languages and British Sign 
Language 

 
4.4   What is the ideal size and composition of a CMHT? 
 
Previous studies have found a wide variation in the size and 
composition of CMHTs (Onyett et al 1994). The Mental Health 
Policy Implementation Guidance states that the optimum staffing 
for a standard CMHT is 1 full time Consultant Psychiatrist, 1 ς 1.5 

non Consultant Psychiatrists and 8 whole time equivalent care  co-
ordinators.  
 
 
 
 
4.5   Which clients should GPs refer to the CMHTs? 
 
Great variations around which patients are referred by GPs to 
CMHTs have been found (Walker et al 2005). Previous studies have 
shown that fewer than 50% of people with mental health problems 
will be identified by GPs (Slade et al 2008). A rate of 20% 
disagreement in referrals from primary care to CMHTs has 
previously been reported (Slade et al 2002). The challenges 
ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ŘŜŦƛƴƛǘƛƻƴǎ ƻŦ ǿƘŀǘ ƛǎ άƴƻǊƳŀƭέ ŀƴŘ ŀōƴƻǊƳŀƭέ 
remain. The blurred boundaries between social pathology and 
mental illness at a primary care level can lead to inappropriate 
demands being made to mental health services (Singh 2003).  
 
In a recent qualitative study (Chew-Graham et al 2008) conducted 
within a randomised controlled trial of primary care and CMHTs in 
Manchester and Croydon, the tensions around the primary ς 
secondary care interface were studied. GPs, psychiatrists and 
clinical leads were interviewed. GPs reported wanting access to 
specialist knowledge which they felt could best be provided via 
access to a psychiatrist. Referral to a CMHT was perceived as not 
facilitating this access. GPs described a perceived threat to their 
professional autonomy in decision making about referrals by having 
to negotiate with CMHTs about them. Different GPs were found to 
have personal thresholds for referring patients to secondary care. 
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The conclusions arising from this study included a need to facilitate 
doctor to doctor communication without marginalising other team 
members; and that poor communication and arguments about 
referral criteria can have a negative effect on patient care. 
 
 
 
4.6   What is a suitable and balanced caseload in a CMHT? 
 
The Mental Health Policy Implementation Guide states that the 
population served by a CMHT may vary from 10,000 to 60,000. 
Each CMHT should have a maximum case load of between 300 to 
350 cases. Each full time care co-ordinator is recommended to have 
a maximum of 35 cases. The need is acknowledged to modify these 
figures in light of case complexity, local demography and the stage 
of development of other functional teams.  
 
4.7   How should reviews of individual and team caseloads be  
        conducted? 
 
There is no consensus on how to measure caseloads (Greenwood et 
al 2000). There is a need to ensure that the workload is equitably 
spread across CMHT team members. However, in practice 
monitoring case loads can be a complicated process for a number 
of reasons including issues associated with subjectivity. Some 
mental health Trusts have piloted the use of criterion based 
monitoring tools: one such example was piloted in Bedfordshire & 
Luton Health and Social Care Partnership Trust (Butler et al 2005).  
The authors of this particular paper recommend that in addition to 
the introduction of an appropriate system to manage case loads 

and provide supervision to care co-ordinators an externally 
validated audit of team case loads should be conducted either 
annually or bi annually to ensure that the workload is equitably 
distributed amongst team members. As one might expect, caseload 
size has been found to have a direct effect on levels of patient 
contact (Burns et al 2000). 
 
4.8   What treatment interventions should a CMHT offer? 
 
CMHTs should be able to provide a range of treatment 
interventions (Burns 2004): 
 

 All CMHTs should apply evidence based interventions 
 All staff within CMHTs should be trained in psychological 

therapies and psychosocial interventions 
 CMHTs should provide types A and B of NHS classification of 

psychological interventions and some form of type C . Type A 
consists of psychological treatment as part of a programme 
of healthcare, type B consists of counselling and eclectic 
interventions such as cognitive behavioural therapy and type 
C consists of formal psychotherapies such as psychoanalysis. 

 CMHTs should provide pharmacotherapy and assess for the 
side effects of drugs 

 Outcome measures should include social, vocational and 
leisure pursuits 

 CMHTs should offer comprehensive assessment and support 
in relation to substance misuse 

 CMHTs should offer basic monitoring of physical health 
 Family, carer support and education should be offered  
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4.9   What outcome measures should be used by CMHTs? 
 
The validity and reliability of any outcome measure has to be 
considered prior to the introduction of any measure. The extent to 
which any outcome measure can effectively be used across service 
users with different clinical conditions requires prior consideration. 
Separate measures for people with psychotic disorders and for 
people with depressive disorders have been suggested (Burns 
2008).  Burns supports the use of the Brief Psychiatric Rating Scale 
for people with psychosis and the Hospital Anxiety Scale for people 
with depression. General wellbeing is usually measured via the 
General Health Questionnaire 12.  
 
Burns has also recently stated that he would advise against 
subjecting all service users to the routine collection of outcome 
measures (Burns 2008). He advocates the setting of a reasonable 
target around a percentage of service users with an agreed 
condition over an agreed period of time.  
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SECTION FIVE: THEMES ARISING FROM INTERVIEWS AND OTHER 
DATA 
 
In this section we will present the key themes arising from both the 
interviews and other data.  The themes emerging for the data can 
be organised under the following six headings: 
 

Key Areas 

 Access & Referrals 

 The Target Population 

 Skills & Interventions 

 Caseload & Interventions 

 Caseload Management 

 Working with Inpatient Services 

 
AREA ONE: ACCESS & REFERRALS 
 

 Accessibility 
 
Aside from some of the carers interviewed, most stakeholders 
described CMHTs as being accessible. They can be contacted and 
return calls as required. The CMHTs have piloted extended opening 
hours in previous years with very little take up and so are reluctant 
to try this again. All of the CMHTs bar the Chessington CMHT are 
based within the geographical area they cover. Chessington work 
hard to see clients both in Chessington and in other areas of 
Kingston. This places further time pressures especially on the 
Chessington team. The degree to which the CMHTs have time to 

offer clients a choice of where to meet, including the option of a 
home visit was questioned by a small number of stakeholders from 
outside the CMHTs. 
 
Few stakeholders discussed the issue of the extent to which people 
with disabilities can access the CMHTs. Aside from one carer, little 
was discussed on the extent to which people from different 
religious communities are able to access the service.  
 
All CMHTs discussed whether people from across the age spectrum 
can access the CMHTs. They stressed that the service they provide 
is a needs based service. Dr Banjo works within the Early 
Intervention Service (EIS) and also within Chessington CMHT which 
was considered to be very helpful in ensuring clients are referred to 
the EIS by the CMHT. 
 

 Referrals 
 
The majority of the clients the CMHTs work with seem to be 
registered with a GP. Local GPs play a key role in who is referred, 
assessed and treated by the CMHTs. The CMHTs reported that their 
referrals in the main come from GPs, Lilacs ward and the Crisis 
Resolution & Home Treatment Team. Some GPs interviewed 
reported preferring the former service model whereby a CPN was 
based within the GP practice and there was also a sessional 
counsellor and a clinical psychologist. Some GPs thought that this 
model reduced the number of inappropriate referrals to the CMHT. 
GPs refer clients to the CMHTs with a range of problems. A degree 
of CMHT time is spent conducting assessments and then sign 
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posting clients onto other services, e.g. the Community Drug & 
Alcohol Team (CDAT) or the Eating Disorder Services. 
 
The CMHTs were clear that they did not think that it was 
appropriate for them to work with people requiring counselling. 
They often get referrals from GPs to assess clients with depression 
and / or anxiety. The CMHTs all reported that many GPs referred 
clients without trying the client on a second alternative anti 
depressant if the first is not proving to be effective (as outlined in 
the NICE guidance). They also reported that sometimes GPs refer 
clients because they need reassurance about how to manage them. 
GPs also often refer clients to the CMHTs because the client has 
stated that they feel like self harming.  
 
The CMHTs often receive referrals in relation to clients with dual 
diagnosis or clients who have a mental health problem and may 
also be misusing alcohol. All stakeholders were aware that CDAT 
has been through a difficult time and are about to have a new 
Consultant Psychiatrist and a new Dual Diagnosis worker take up 
post. CDAT often ask CMHT staff to undertake joint assessments 
with them. CMHTs try to meet this request where possible. There 
was no evidence of any longer-term joint working between CDAT 
and the CMHTs. Clients were allocated to one or the other team or 
sometimes άōƻǳƴŎŜ ōŜǘǿŜŜƴ ǘƘŜ ǘǿƻ ǳƴǘƛƭ ƻƴŜ ǘŜŀƳ ŀŎŎŜǇǘǎ 
tƘŜƳέΦ  
 
All four CMHTs reported being able to respond to urgent referrals 
ƻƴ ǘƘŜ ǎŀƳŜ ŘŀȅΦ !ƭƭ ŦƻǳǊ /aI¢ǎ ƻǇŜǊŀǘŜ ŀ ά5ǳǘȅ {ȅǎǘŜƳέ which 
enables them to assess urgent referrals on the same day.  However, 

there are a number of duty systems in place, e.g. the Approved  
Mental Health Professional (AMHP) rota and the CRHTT rota. 
 

 The extent to which the CMHT caseload is representative of 
the local population 

 
The Team Managers have been reviewing their activity data and 
were able to identify who the team are and are not working with 
across the six equality streams.  In terms of ethnicity, the 
ǇƻǇǳƭŀǘƛƻƴ ǿƘƻ Řƻ ƴƻǘ ŘŜǎŎǊƛōŜ ǘƘŜƳǎŜƭǾŜǎ ŀǎ Ψ²ƘƛǘŜ .ǊƛǘƛǎƘΩ 
appear to be significantly over-represented within CMHT caseloads.  
Over the past 2 years, this proportion has been 27% in Surbiton, 
33% in Kingston, 34% in Chessington and 52% in New Malden, well 
in excess of the 26% estimate for the general population in 
Kingston.  The Korean community who are residing mainly in New 
Malden are not however accessing the CMHTs in the numbers we 
might expect. However, MIND Kingston have established a 
telephone counselling project for South and North Koreans which 
operates every Tuesday morning and is run by a Korean counsellor. 
The project is trying to engage with the Korean community and to 
work on reducing the stigma associated with mental illness. There 
is also a Korean member of staff employed by the mental health 
Trust.  
 
Over the past two years, 53% of CMHTs caseload has on average 
been female and 47% male.  This is suggestive of an emphasis on 
serious and enduring illness, where the gender balance (in terms of 
illness prevalence) is more even than neurotic illness. 
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Two stakeholders raised the issue of the extent to which lesbian, 
gay, bisexual and transgendered individuals are accessing the 
CMHTs and the extent to which they receive an equitable service 
from skilled and sensitive staff. The CMHTs plan to introduce the 
monitoring of service user sexuality on their minimum data set.  
 

 Interface with primary mental health 
 

The CMHTs reported no difference in referral rates since the 
introduction of Improving Access to Psychological Therapies (IAPT) 
in January 2009. In fact CMHT referrals over the January to March 
quarter were slightly above the average for the last 2 years.  Two 
stakeholders stated that no client should be simultaneously 
receiving care from both primary and secondary mental health. 
hƴŜ Dt ǊŜǇƻǊǘŜŘ ǇǊƻōƭŜƳǎ ǊŜŦŜǊǊƛƴƎ ǳǊƎŜƴǘ ǊŜŦŜǊǊŀƭǎ ǘƻ άwƛƎƘǘ 
{ǘŜǇǎέΦ wŜŦŜǊǊŀƭǎ ƳŀǊƪŜŘ ǳǊƎŜƴǘ ǿŜǊŜ ƴƻǘ ōŜƛƴƎ ŎƻƴǘŀŎǘed by 
telephone and triaged. This GP felt that the CMHTs are much more 
responsive towards urgent referrals in comparison. Some CMHTs 
reported receiving urgent referrals from GPs to see clients who had 
deteriorated whilst waiting to be seen in primary mental health. 
One GP stated that they would like to refer clients to a psychiatrist 
in order for a diagnosis to be made. However, most referrals made 
by the GP are seen by clinical psychologists.  
 
AREA TWO: MEETING THE NEEDS OF THE TARGET POPULATION 
 

 Clarity around the target population 
 
Stakeholders were in agreement that the CMHTs are focused on 
meeting the needs of people either residing in or registered with a 

GP in the Royal Borough of Kingston. All CMHTs stated that they 
focus on meeting the needs of the severely mentally ill including 
those with personality disorder. All CMHTs reported continuing to 
work with individuals and take new referrals of individuals over the 
age of 65 years unless the team feels thaǘ ǘƘŜ ŎƭƛŜƴǘΩǎ ƴŜŜŘǎ ǊŜǉǳƛǊŜ 
specialist input of the CMHT for Older People.  
 

 Gaps in service provision 
 

A large number of stakeholders stated that there are inadequate 
ǎŜǊǾƛŎŜǎ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ !ǎǇŜǊƎŜǊΩǎ ƻǊ !5I5Φ /aI¢ ǎǘŀŦŦ Řƻ ƴƻǘ 
feel that they have the necessary level of expertise in this area, 
although there is one clinical psychologist working within one of 
the CMHTs who does have the expertise required. 
 
Many stakeholders stated that they did not think that people with 
obsessive compulsive disorder or agoraphobia requiring home 
treatment necessarily got access to the (sometimes intensive) 
treatment they require via primary mental health or the CMHTs. 
The extent to which either service has the capacity to undertake 
this kind of work was questioned. Access to anger management 
courses was also raised. 
 

 The extent to which carersΩ needs are being met 
 
A total of six carers were interviewed for this project. Many spoke 
about how helpful and supportive the two Carers Co-ordinators 
who used to be in post had been.  There is currently one person in 
post. A carer with a disability spoke about how she cannot get out 
to attend the CarersΩ Forum and misses the visits she used to 
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ǊŜŎŜƛǾŜ ŀǘ ƘƻƳŜ ŦǊƻƳ ǘƘŜ /ŀǊŜǊΩǎ /ƻ-ordinator. Some carers felt the 
care that the person they are looking after is receiving is excellent 
via the CMHT. Some carers however felt that their views were not 
always listened to by the CMHT especially if they raised concerns 
about a deterioration in the person they are caring for mental 
health. Some carers felt that their own safety needs were not 
considered by the CMHTs. Overall the carers interviewed felt that 
more work could be done by the CMHTs with carers. Several of the 
staff within CMHTs spoke about wishing to undertake more work 
with carers and to enhance their skills in this area. 
 
AREA THREE: SKILLS & INTERVENTIONS 
 

 The team skill mix 
 
Stakeholders reported that the present skill mix of all four CMHTs is 
effective. One CMHT suggested that it might be useful to have a 
data entry clerk within the team.  
 

 Degree of specialist versus generic working 
 
All CMHTs consist of a multi disciplinary team. The CMHTs balance 
the degree of specialist versus generic working. The OTs within the 
CMHTs overall tended to find this the most challenging. Social 
workers within the CMHTs discussed the range of social care 
responsibilities, e.g. around the safe keeping of vulnerable adults 
and around being an Approved Mental Health Professional. 
 

 Interventions 
 

Two stakeholders from within the CMHTs commented on the 
extent to which the interventions offered are NICE compliant. 
Several staff within the CMHTs would like to enhance their skills in 
relation to working with service users who are parents.  
 
Three of the four CMHTs have released staff members to attend 
Dialectical Behavioural Training. The same staff have now 
established a service for people with personality disorder. Some 
stakeholders wondered whether this service is commissioned. The 
establishment of this service has reduced the amount of time the 
team members are available to work within the CMHTs. Several 
stakeholders in the CMHTs reported having to see the same volume 
of clients but with less of a team.  
 
Two carers felt that there should be more than one Clozapine clinic 
in Kingston. Some stakeholders reported that in instances where 
clients cannot attend the Clozapine Clinic, individual arrangements 
are made. The relatively low number of nurses within the CMHTs 
was reported by one CMHT as a reason for it probably not being 
practical to run two clinics. 
 

 Models of care 
 
All CMHTs appeared to be highly committed to the Recovery model 
and to be delivering personalised care. 
 

 The use of outcome measures 
 
One CMHT collects HoNOS data on a regular basis on all clients. 
Some stakeholders questioned the usefulness of collecting HoNOS 
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data. Both clinical psychologists and occupational therapists 
reported using various outcome measures on a case by case basis. 
One stakeholder raised the issue of the costs associated with using 
certain outcome measures.  
 

 Line management and supervision arrangements 
 
No problems were reported by any of the stakeholders interviewed 
in relation to line management and supervision arrangements. The 
CMHT managers and Service Manager for Kingston were praised on 
several occasions by stakeholders interviewed. Clear supervision 
systems were evident. A small number of stakeholders commented 
on the fact that the Employment Specialists are not line managed 
by the Team Managers of the CMHTs and have a separate line 
manager. Some people felt that the Employment Specialists should 
be line managed via the Team Manager in line with all other 
professional groups. 
 

 Staff turnover 
 
Staff turnover in the Chessington and Kingston teams has been very 
low (0% and 4%) over the past year respectively.  Both the Surbiton 
and New Malden teams have however experienced turnover of 
26%. 
 
AREA FOUR: CASELOAD MANAGEMENT 
 

 Caseload review 
 

None of the CMHTs operate a waiting list. Urgent referrals can be 
seen on the same day. Non urgent referrals are taken to the weekly 
allocation meeting.  
Across the borough, over the past 2 years, an average of 104 CMHT 
referrals (std dev 16) have been received per month, and an 
average of 107 (std dev 22) discharges made.  The total caseload 
has averaged 1162 (std dev 34).  This pattern suggests very active 
caseload management, maintaining a very stable caseload overall. 
 

 Utilisation of staff time  
 
Staff within the CMHTs reported that a considerable amount of 
their time is taken up entering data onto RIO and SWIFT. At the 
same time the value of both systems was also recognised. Many 
stakeholders felt that they could do more with RIO but just do not 
have time to learn more about the system and what it can do. 
 
One CMHT reported spending time supporting the Community Drug 
& Alcohol Team in organising Freedom passes for their clients.  
 
All CMHTs have a small number of homeless clients who are usually 
placed out of borough. The CMHTs will continue to work with these 
clients until they are re housed within borough due to the levels of 
risk and complexity. Homeless clients can have a wide range of 
health and social care needs which can take up a considerable 
amount of staff time.  
 
The Chessington team reported meeting clients as much as possible 
outside of the CMHT base at Tolworth Hospital. This inevitably has 
an impact on their time.  
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The organisation of Direct Payments and Individual Budgets can 
also be time consuming.  
 

 Interface with other services 
 
The CMHTs can refer clients to the Department of Psychotherapy. 
The latter are currently working with a number of clients with 
personality disorder. The CMHTs also demonstrated that they have 
a good working relationship with Mental Health Care of Older 
tŜƻǇƭŜ {ŜǊǾƛŎŜǎΦ ¢ƘŜǊŜ ƛǎ ƴƻ άŎǳǘ ƻŦŦ Ǉƻƛƴǘέ ŀǘ ср ȅŜŀǊs. The adult 
CMHTs will accept new clients or continue to work with clients over 
the age of 65 years providing that they can meet their needs.  The 
CMHTs work well with the Early Intervention Service. This is 
probably facilitated by the fact that Dr Banjo works in both services 
and many of the staff within the E.I.S used to work in the CMHTs. 
Good relationships exist between the ACCESS team and the CMHTs. 
The CMHTs work with voluntary sector organisations such as 
Fircroft and MIND. The CMHTs conduct initial assessments with 
Community Drug & Alcohol Team but there was no evidence of 
joint working. The CMHTs demonstrated that they are referring 
clients onto the Assertive Outreach Team (AOT). Two stakeholders 
commented that the AOT rarely refer clients back to the CMHTs. 
 
AREA SIX: WORKING RELATIONSHIPS WITH INPATIENTS 
 

 Relationships between the CMHTs and inpatient wards 
 
Almost all stakeholders reported very good relationships across the 
CMHTs and the inpatient wards.  

 
 
 

 Access to acute psychiatric admission beds 
 
All stakeholders reported that there are no problems in accessing 
acute psychiatric admission beds. A small number of stakeholders 
raised the fact that perhaps it is too easy to access beds which can 
lead to inappropriate admissions. However, stakeholders also 
reported that the CRHTT are always working with the inpatient 
wards to facilitate early discharge 
 

 RMO responsibility across inpatient and the community 
 
In the Kingston, New Malden and Chessington CMHTs the 
Consultant Psychiatrists retain RMO responsibility for their clients 
and have access to beds on Lilacs ward. No stakeholders 
interviewed reported any problems with this arrangement.  There 
was recognition that the present arrangement results in four ward 
rounds on Lilacs ward per week but many stakeholders were keen 
to stress that the system works well. There was no support for a 
model whereby one consultant has responsibility for a ward and 
one consultant has responsibility for a CMHT. It was felt by many 
that this would have a negative impact on the continuity of care. 
Several stakeholders reported that this model has been introduced 
in Richmond and that they had heard it was not working well. 
 
In the Surbiton CMHT there is a split Consultant position with one 
consultant working 0.6 WTE with responsibility for the CMHT and 
another working 0.4 WTE with responsibility for inpatients. In 
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addition there is a Specialist Associate in post also working part 
time.  During the course of conducting this review it became 
evident that this consultant split post is not working as well as it 
could. There are operational issues around cross cover and annual 
leave cover. The medical staff within the Surbiton CMHT come to 
work at the CMHT base on the same days which is exacerbating the 
problems as medical cover from the team is therefore not evenly 
distributed across the week.  
 
 
SUMMARY QUESTION ς The number of CMHTs 
 
Only five or six stakeholders expressed a wish to see the number of 
CMHTs reduce. The majority of stakeholders were clear that the 
number of CMHTs should remain the same. Some stakeholders 
stated that the number of CMHTs has been reduced in Richmond 
where they have heard it is not working that effectively, others 
stated that a considerable amount of management time would be 
required to support changing the numbers of CMHT, and others 
questioned whether a larger team could be effectively managed or 
where they could be housed. There was no support to increase the 
numbers of CMHTs above four. 
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SECTION SIX: DISCUSSION  
 
There is much to be proud of in relation to the service being 
delivered by the four CMHTs in Kingston. We found that: 
 
1. All CMHTs are integrated across health and social care 
2. All teams are multi disciplinary in nature and are made up of 

a number of very skilled and experienced staff 
3. There are low numbers of vacancies within the CMHTs in 

comparison to other London Mental Health Trusts.  Where 
there are vacancies, in the majority of instances cover 
arrangements have been put into place 

4. The CMHTs are all committed to the Recovery model and to 
delivering personalised care 

5. Team members all attend a weekly allocation and team 
meeting 

6. There are effective systems in place in relation to care co-
ordination 

7. There is clarity around who is working with whom and why 
8. The majority of stakeholders reported that the CMHTs are 

accessible 
9. Team managers negotiate with team members the degree of 

specialist versus generic working being undertaken 
10. There are systems in place to ensure that urgent referrals can 

be seen on the same day 
11. The CMHTs demonstrated that they are working closely with 

the Crisis Resolution & Home Treatment Team 

12. The CMHTs can access psychiatric admission beds without 
any difficulty 

13. All CMHTs have a system in place to manage the team and 
individual caseloads 

14. There are effective line management and supervision 
structures in place 

15. In three of the four CMHTs medical input was working well 
16. Staff within the CMHT clearly support one another  in a range 

of ways 
17. The CMHTs appear to have good links with other mental  

health teams 
 

During the course of this project there were a relatively small 
number of areas which we identified as requiring attention which 
include the following: 
 

 The extent to which carersΩ needs are being met 
 The extent to which there is regular liaison with GPs and 

other primary care colleagues 
 The extent to which there is adequate clinical psychology 

provision within each CMHT 
 The need to consider the possibility of streamlining the 
ǾŀǊƛƻǳǎ ά5ǳǘȅ {ȅǎǘŜƳǎέ ǿƘƛŎƘ ŀǊŜ ŎǳǊǊŜƴǘƭȅ ǊǳƴƴƛƴƎ 
simultaneously 

 The extent to which the needs of people with Aspergers, 
Attention Deficit Disorder, Obsessive Compulsive Disorder or 
Agoraphobia are being met in primary or secondary mental 
health 
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 The need to ensure that Lesbian, Gay, Bi-sexual and 
Transgendered individuals receive equitable care from skilled 
and sensitive staff 

 A need to review the extent to which the interventions being 
offered by the CMHTs are compliant with NICE guidance on 
various mental health conditions 

 
In some instances, having clarified the reasons behind the way in 
which the CMHTs are working we were able to understand why 
particular service interventions are being delivered in a certain way. 
For example, there are only one or two nurses who have shown an 
interest in nurse prescribing across all of the community mental 
health teams. However, the fact that there are few nurses in any 
case in each of the teams, many of whom have other interests, this 
is not surprising. Another example is the fact that there is one 
Clozapine Clinic covering Kingston. However, it is unlikely that given 
the numbers of nurses within the CMHTs at present it would be 
feasible to run more than one clinic. On questioning it is clear that 
the CMHTs make individualised arrangements if users cannot 
attend the Clozapine Clinic. In the future the development of three 
polyclinics are planned in Kingston. The possibility of housing the 
existing clinic in one and perhaps establishing another in a second 
polyclinic should be considered, providing there are adequate 
numbers of nurses to staff the clinic. 
 
We note that,  from the activity data, the numbers of clients who 
do not describe themselves as ά²ƘƛǘŜ .ǊƛǘƛǎƘέ appear to be 
significantly over represented on the CMHT caseloads and well in 
excess of the numbers we would expect. It is not possible without 
further exploration of individual cases and variables such as 

ethnicity (as defined by the client), religious affiliation, age, 
presenting problem, diagnosis etc, to comment on the over 
representation. There is a risk of simplistic conclusions without 
careful further analysis, Such matters are usually far more complex.  
This is an area which each CMHT can continue to  monitor and 
reflect upon when looking at the profile of their caseload. 
 
As regards the central question of the number of teams, we start 
from the principle that the evidence in favour of management 
restructuring must always be very strong to justify the work 
required.  There is no national or research evidence in favour of 
reducing team numbers ς the current caseload is close to the 
optimum for 4 teams as recommended by national policy.  Perhaps 
more importantly, there is simply no groundswell of local support 
for reducing teams.  We can see no case to justify an action which 
has neither research nor local stakeholder support. 
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SECTION SEVEN: CONCLUSIONS & RECOMMENDATIONS

We conclude that the four CMHTs in Kingston should remain intact. 
Action should not be taken to either increase or decrease the 
number of CMHTs. A reduction or increase in the number of CMHTs 
could damage the good work being undertaken and is unlikely to 
resolve some of the areas we have identified as requiring attention.  
 
The CMHTs need to continue to do what they are doing well but 
they need also to focus their attentions on meeting the needs of 
carers and of GPs. We know little about the user perspective as 
only two users participated in this project. The extent to which staff 
in the CMHTs liaise with organisations such as MIND in Kingston 
should be increased with a view to developing a clearer idea of 
usersΩ views on the services being offered via the CMHTs. 
 
In this section we make a total of thirteen recommendations. For 
each recommendation we summarise the rationale and the 
action/s required. 
 
We recognise that services in Kingston may read other implications 
and derive other priorities from the findings of this review.  Our 
recommendations represent essentially where we would focus our 
efforts if we had the responsibility for commissioning or managing 
these services. 
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RECOMMENDATIONS 

RECOMMENDATION ONE Increase the support available to Carers 

Rationale 
 

Many of the carers we met felt that their needs were not being taken into consideration. Many spoke 
about the valuable support they had received in the past via two Carer Co-ordinators. In many cases 
supporting carers is the most effective means of supporting a service user.  

How? 
 

 Ensure that there are two Carer Co-ordinators in post to be able to offer support and advice to 
carers and users. They must also be able to undertake some home working  

 /aI¢ǎ ǎƘƻǳƭŘ ŀƭǿŀȅǎ ƭƛǎǘŜƴ ǘƻ ŎŀǊŜǊǎΩ ŎƻƴŎŜǊƴǎ ŜǎǇŜŎƛŀƭƭȅ ŎƻƴŎŜǊƴǎ ǘƘŜȅ ƘŀǾŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŜƛǘƘŜǊ ŀ 
deterioration in the mental health of the person they are caring for and / or concerns relating to 
their safety 

 /aI¢ ǎǘŀŦŦ ǎƘƻǳƭŘ ŜƴǎǳǊŜ ǘƘŀǘ ǘƘŜȅ ƳŜŜǘ ǳǇ ǿƛǘƘ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ /ŀǊŜǊǎΩ CƻǊǳƳ ŀƴŘ ŀƭǎƻ aLb5 ƻƴ ŀ 
regular basis to develop a closer working relationship and to clarify what is working well and what is 
not. 

 Expand the skills of CMHT staff in working with carers and families via the provision of specialist 
supervision and training 

 In conjunction with carers and users develop a CarersΩ Strategy which is based on the needs of carers 
in Kingston. 

 

RECOMMENDATION TWO /ƻƴǎƛŘŜǊ ǎǘǊŜŀƳƭƛƴƛƴƎ ǘƘŜ ƴǳƳōŜǊ ƻŦ ά5ǳǘȅ {ȅǎǘŜƳǎέ 

Rationale 
 

At present each CMHT operates a Duty System to respond to urgent referrals. All stakeholders reported 
this system is working well. However, the system could possibly be streamlined to reduce duplication and 
release staff for other duties. The possibility of running one system to cover two CMHTs or one to cover 
all four CMHTs could be explored. In addition, there are also a number of other rotas in place e.g. to 
access an AHMP or the CRHTT There is a need to explore whether there is any scope to merge any of the 
existing duty systems. 

How? 
 

 Explore the possibility of running one centralised duty system covering all CMHTs  

 Consider whether other duty systems could merge in some way with the CMHT Duty System 

 In reviewing these arrangements, it will be important to ensure that there is continuing clarity as to 
differential handling of urgent and routine referrals, and as to referrals handled via allocation 
meetings or in other ways. 
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RECOMMENDATION THREE Improve communications and liaison with local GPs 

Rationale 
 

Overall many GPs would like to see more of CMHT staff, either by them working out of a room at their 
practice or visiting more regularly and attending primary health care meetings on a frequent basis 
(fortnightly). This was felt to enhance joint working and to reduce inappropriate referrals 

How? 
 

 Increase the frequency of meetings with primary care staff  

 Explore the possibility of basing one or more CMHT staff at some of the GP practices for a few days a 
week 

 Increase the frequency of meetings between CMHT manager and Consultant Psychiatrist with local 
GPs from six monthly 

 Explore the possibility of Consultant Psychiatrists being able to conduct a regular outpatient clinic at 
some GP practices  

 Ensure that GPs are always sent a copy of the outcome of any patient review meetings 

 The reinstatement of clinical psychology sessions into GP practices should be explored (linked to 
both IAPT and to serious mental illness services) 

 

RECOMMENDATION FOUR Ensure the needs of people with Aspergers, obsessive compulsive disorder, ADHD or agoraphobia are 
being adequately met    

Rationale 
 

Many of the stakeholders interviewed stated that there are gaps in service provision for people with 
Aspergers, Obsessive Compulsive Disorder, Agoraphobia or Attention Deficit Hyperactivity Disorder. 
Some staff in the CMHTs stated that they did not have the necessary skills and / or time to work 
intensively with clients as required 

How? 
 

 Whilst there was recognition that there is a Clinical Psychologist within the CMHT with the expertise 
and interest in working with people with Aspergers, NHS Kingston has now commissioned a service 
for this client group 

 The care pathways for people with ADHD, Agoraphobia and Obsessive Compulsive disorder should 
be reviewed; an estimate should be made of local demand for these services.  Attention should be 
paid to the recommendations made in NICE guidance relating to these conditions 

 Fearfighter, for which the PCT has a licence, may be suited for a role within some of these services  
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RECOMMENDATION FIVE Ensure that Lesbian, Gay, Bi-sexual and Transgendered individuals receive an equitable service from 
skilled and sensitive CMHT staff 

Rationale 
 

There is a need to ensure that LGBT people receive an equitable service from CMHTs 

How? 
 

 Begin to monitor the sexuality of clients on the CMHT caseload 

 Identify staff within each CMHT who are interested in developing their existing skills in working with 
members of  LGBT communities 

 Develop working relationships with voluntary sector organisations who work with LGBT communities 
locally, in London and nationally 

 Liaise with Stonewall regarding best practice 

 Work with LGBT communities, users and carers to identify local needs and also to clarify the what 
the key components are of an equitable service which is sensitive to the needs of LGBT communities 

 Clarify what training needs exist for each of the CMHTs 

 In conjunction with voluntary sector organisations, service users and carers devise and deliver a 
training programme  

 Ensure that staff have access to ongoing supervision to ensure transfer of training into practice 

 

RECOMMENDATION SIX Ensure one system of caseload management is adopted and used in the same way across all four CMHTs 

Rationale 
 

All CMHTs are actively managing their caseloads. However, some are using the zoning system which was 
introduced across all CMHTs more rigorously than others.  

How? 
 

 Ensure that one system of caseload management is being utilised in a similar fashion across all four 
CMHTs 

 Explore the possibility of introducing an electronic caseload system which links  to RIO 

 Support the Surbiton CMHT in reviewing their existing caseload and in discharging patients as 
appropriate 
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RECOMMENDATION SEVEN Address the problems associated with the split consultant position in Surbiton CMHT 

Rationale The consultant split position in the Surbiton CMHT is not working effectively. 

How? 
 

 Review medical input into the Surbiton CMHT with a particular focus on the split consultant post 

 Review the role and working hours of the Associate Specialist in the Surbiton CMHT in relation to the 
consultant split 

 Medical cover arrangements across the five day week should be agreed and clarified in writing to all 
members  of the CMHT 

 There should be clarity around what degree of medical input the Surbiton CMHT can expect for each 
day of the week 

 There should be a monthly minuted meeting with the consultants in the consultant split post and the 
Team Managers for the CMHT and inpatient ward which is chaired by either the Service Manager, 
Associate Medical Director or the General Manager. This will allow problems and issues to be 
discussed and solutions to be agreed 

 

RECOMMENDATION EIGHT Consider revising the line management arrangements for the Employment Specialists 

Rationale 
 

Each CMHT has an employment specialist within the team who is not managed by the CMHT Team 
Manager but by a separate manager. However, in effect the CMHT Team Managers are very involved in 
their management resulting in a degree of duplication 

How? 
 

 Reduce duplication by introducing a system of line management whereby each CMHT Team 
Manager manages the Employment Specialist working in their team 

 It is recognised that the Employment Specialists may require specialist supervision which can be 
provided in addition to the proposed line management arrangements 

 In addition, consider whether there is any possibility of providing the ACCESS team with an 
Employment Specialist 
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RECOMMENDATION NINE Increase Clinical Psychology sessions within the CMHTs 

Rationale 
 

A large number of stakeholders interviewed stated that there is not sufficient clinical psychology 
provision within the CMHTs to either supervise CMHT staff conducting psychological interventions or to 
undertake psychological work themselves. There is a waiting list to be seen by clinical psychologists 
within the CMHTs. 

How? 
 

 Increase the number of clinical psychology sessions available to all four CMHTs to reduce waiting 
lists 

 

RECOMMENDATION TEN Via the introduction of polyclinics, consider increasing the number of Clozapine Clinics to two 

Rationale 
 

¢ƘŜǊŜ ŀǊŜ ǇǊƻǇƻǎŀƭǎ ƛƴ ŦǳǘǳǊŜ ǘƻ ŘŜǾŜƭƻǇ ǘƘǊŜŜ άǇƻƭȅŎƭƛƴƛŎǎέ ƛƴ ǘƘŜ wƻȅŀƭ .ƻǊƻǳƎƘ ƻŦ YƛƴƎǎǘƻƴΦ ¢Ƙƛǎ Ƴŀȅ 
provide Kingston with the opportunity to increase the number of Clozapine Clinics to two and to operate 
them from two of the polyclinics. 

How? 
 

 Via the development of poly clinics consider relocating the existing Clozapine Clinic to one of the 
new clinics and also the possibility of developing a second Clozapine Clinic in another policy clinic. 

 

RECOMMENDATION ELEVEN Agree what clinical, social and vocational outcome measures will be used within the CMHTs 

Rationale 
 

At present there is no standardised agreement around what outcome measures should be collected on a 
routine basis by CMHTs or on a case by case basis.  Such information is vital for service managers, 
clinicians, commissioners and referrers to understand the impact of CMHTs and to focus efforts on 
meaningful outcomes. 

How? 
 

 Agree what outcome measures, including HoNOS, will be collected on all clients routinely 

 Agree what other outcome measures should be used on a case by case basis. In each instance, there 
should be clarity around when to use each outcome measure, who should administer it, whether 
and how often it should be repeated and how the data collected can be used.  

 Any staff training issues around the use of outcome measures should be addressed 

 Following on from the above, an information sheet for service users on the use of any of the 
outcome measures which the CMHTs decide to adopt should be produced 

 Ensure that each CMHT has a nominated budget to enable them to purchase those outcome 
measures which have a cost 
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RECOMMENDATION TWELVE Monitor the impact on the CMHTs of releasing staff to work intensively with people with personality 
disorder 

Rationale 
 

Three of the four CMHTs released staff to undertake specialist training to help them work with people 
with a personality disorder. The staff who have undergone the training are working one and a half days a 
week with this client group. However, this has placed a strain on the workload of the remainder of the 
staff within the CMHTs.  Many stakeholders interviewed stated that they were unclear whether this 
service was a commissioned one and what outcome measures have been agreed in relation to the 
provision of this serviceΦ  Lǘ ƛǎ ƴƻǿ ǘƛƳŜ ŦƻǊ ǘƘƛǎ Ǉƛƭƻǘ ǇǊƻƎǊŀƳƳŜΩǎ ōŜƴŜŦƛǘǎ ŀƴŘ ƛƳǇŀŎǘ ǘƻ ōŜ ŜǾŀƭǳŀǘŜŘΦ 

How? 
 

 Clarify with stakeholders what service has been commissioned for people with personality disorder  

 Clarify what outcome measures are in place in relation to this new service 

 Monitor referrals made by CMHTs to this service 

 

RECOMMENDATION THIRTEEN Audit interventions in the CMHTs against NICE standards 

Rationale 
 

The extent to which interventions being offered by the CMHTs are NICE compliant was questioned by 
two stakeholders. 

How? 
 

 Conduct a review of interventions in relation to NICE guidance on mental health conditions 

 Address any shortfalls in compliance 
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LETTER FOR SERVICE USERS & CARERS 
8/4/09 
 
Dear  
 
Re: Review of Community Mental Health Teams for working age adults in Kingston 
 
We have engaged Mental Health Strategies, a management consultancy team to conduct a review of the work being undertaken by the four 
Community Mental Health Teams (CMHTs) for adults of working age in the Royal Borough of Kingston. Over the last ten years, a number of 
specialist teams have been developed such as the Crisis Review Home Treatment Team, the Assertive Outreach Team, and the Improving 
Access to Psychological Therapies Service. This has led to an increasing need to review the role and functions of our CMHTs in light of 
these changes. The purpose of the project is to make recommendations around the future role, function and number of CMHTs required in 
Kingston.  
 
We would very much like service users and carers to be involved in this process. Mental Health Strategies are going to be interviewing a 
number of staff from CMHTs, community and inpatient mental health teams, GPs, social services, the voluntary and community sector and 
would also like to interview service users and carers. We are writing to invite you to meet with Sue Salas from Mental Health Strategies to 
discuss your experiences of accessing and of being cared for by the CMHTs, your views on what is working well, what we need to improve 
and any ideas you may have on how we could continue to improve the service we currently offer. Sue is a mental health and general nurse 
and a former NHS manager. She will be conducting either individual or group interviews with service users and carers on 15th May 2009 at 
MIND in Kingston. 
 
Please note that you do not have to participate in this interview if you do not wish to do so. In addition, the care which you are receiving at 
present from us or any care you may receive in future from South West London & St Georgeôs Mental Health NHS Trust or NHS Kingston or 
the Royal Borough of Kingston will not be affected by anything you say, or do not say during the interview. Participation in the interview can 
be on an anonymous basis. The interviews should last no longer than half an hour to forty five minutes and will be held at one of the Trust 
sites. 
 
We hope you will consider taking part. If you would like to find out more or wish to book a time to meet with Sue Salas please contact her 
on 07834 638053 or via sue.salas@mentalhealthstrategies.co.uk. 
 
Yours sincerely 
 

mailto:sue.salas@mental
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Sylvie Yeo 
Head of Non Acute Commissioning  

 

 
 
 
 
 
 
 

APPENDIX TWO: 
Semi structured interview questionnaire 
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Kingston CMHT Review 
Semi structured interview questionnaire 

 
Clarification of role, functions and responsibilities 

 What are the key roles, functions and responsibilities of the four CMHTs? 
 
The extent to which there is agreement around the target population 

 To what extent is there clarity and agreement within the CMHTs and via other stakeholders about the target population CMHTs 
should be working with? 

 
Referral criteria and operating plan 

 Clarification of referral sources.  

 Ongoing engagement work undertaken with referral sources e.g. GPs, A & E liaison etc 

 Tell me about the referral process. How are referrals processed? How are new referrals allocated for assessment? Is there a duty 
system for urgent referrals? Who conducts the assessments, where, how and within what time frame? 

 What would be considered an urgent referral and what would be considered a routine referral? 

 Can you give me some examples of recent referrals? 

 Can you give me an example of some recent referrals which were considered to be inappropriate and were rejected by the teams? 
What work has been conducted to reduce inappropriate referrals? 

 What system/s are in place for documentation management? 

 What clinical governance arrangements are in place? 
 
Team establishment and skill mix 
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 Clarify team establishment and skill mix 

 Are there any issues you would like to raise about the skill mix? 

 What administrative support is in place for the CMHTs? 

 Are there any issues around recruitment and retention you would like to raise? 

 What is the staff turnover, absence and sickness rate in each CMHT? 
 
Line management and supervision arrangements 

 What are the line management, professional management and supervision arrangements? Are there any issues you would like to 
raise in relation to the present arrangements? 

 To what extent are you autonomous and able to make decisions as individuals and to what extent do you refer matters back to the 
team? 

 Are there any training and development issues you would like to raise? 
 
Degree of specialist versus generic working 

 Who sees whom and why? 

 What treatment options do the ǘŜŀƳǎ ƻŦŦŜǊΚ  !ǊŜ ǘƘŜǊŜ ŀƴȅ ǘǊŜŀǘƳŜƴǘ ƻǇǘƛƻƴǎ ǿƘƛŎƘ ǘƘŜ ǘŜŀƳǎ ŎǳǊǊŜƴǘƭȅ ŘƻƴΩǘ ƻŦŦŜǊ ōǳǘ ǿƻǳƭŘ ƭƛƪŜ 
to do so in future? 

 To what extent do the teams offer treatment in line with NICE guidance on schizophrenia, bi polar disorder, depression, borderline 
personality disorder, antenatal and postnatal care, anxiety, OCD and eating disorders? 

 To what extent are the teams working with people with dual diagnosis / a forensic history / medically unexplained symptoms? 

 To what extent do the teams work with the homeless? 

 To what extent do the teams work with asylum seekers or refugees? 

 To what extent do the team work with people from BME communities? 
 
Accessibility including service operating hours 

 To what extent do you think that the target population are able to access the service?  

 What are the operating hours? What attempts have been made to increase accessibility? 

 Where are the teams based / operating from? How much of staff time is spent travelling? 

 Where are users and carers seen and in what proportions? 
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 Are there any issues and concerns in relation to accessibility? 

 ²Ƙŀǘ ǇŜǊŎŜƴǘŀƎŜ ƻŦ 5b!Ωǎ ŀǊŜ ǘƘŜǊŜ ǇŜǊ ǘŜŀƳΚ Iƻǿ ŀǊŜ 5b!Ωǎ ƳƻƴƛǘƻǊŜŘ ŀƴŘ ƳŀƴŀƎŜŘΚ 

 Are there any equality and diversity issues you would like to raise?  To what extent are the teams: Meeting the needs of men and 
women?  Meeting the needs of LGBT people? Meeting the needs of people from diverse cultural backgrounds? Meeting the needs of 
peopƭŜ ǿƛǘƘ ŀ ŘƛǎŀōƛƭƛǘȅΚ aŜŜǘƛƴƎ ǘƘŜ ƴŜŜŘǎ ƻŦ ǇŜƻǇƭŜ ŀŎǊƻǎǎ ǘƘŜ ŀƎŜ ǎǇŜŎǘǊǳƳΚ aŜŜǘƛƴƎǎ ǇŜƻǇƭŜǎΩ ǎǇƛǊƛǘǳŀƭ ŀƴŘ ǊŜƭƛƎƛƻǳǎ ƴŜŜŘǎΚ 

 
The extent to which the existing arrangements help deliver personalised services 

 To what extent do you think the CMHTs have embraced the personalisation agenda? To what extent do users have choice and 
control over the support they receive? 

 To what extent are direct payments and individual budgets being offered and taken up? 
 
The extent to which care pathways are in place 

 Describe existing care pathways 
 
The extent to which the Recovery model (or any model) is in place 

 What model/s have the CMHTs adopted and why? 
 
The use of outcome measures 

 How do you know if a service user has improved or not? 

 What outcome measures are routinely used? 
 
Workload, demand management and prioritisation 

 Utilisation rates. What percentage of time is spent by team members on direct user contact, documentation, meetings, travelling, 
education, supervision etc 

 How are urgent requests accommodated? How is annul leave and sickness / absence managed within each team? 
 
Caseload composition and management 

 Is there a traffic light or other system to monitor case loads? 

 Describe an ideal case load 

 What would be considered an excessive case load? 
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 How do the teams define a crisis? To what extent are the teams able to continue to work with service users and carers in a crisis? 
 
Care co-ordination and CPA 

 Are there any issues you would like to raise about this area and the existing policy? 

 How are reviews of care packages undertaken and by whom? 
 
New Ways of Working and Nurse Prescribing 

 To what extent have the teams embraced New Ways of Working and nurse prescribing? 

 ¢ƻ ǿƘŀǘ ŜȄǘŜƴǘ ƘŀǾŜ ǘƘŜ ǘŜŀƳǎ ŜƳōǊŀŎŜŘ ǘƘŜ ά¢Ŝƴ ŜǎǎŜƴǘƛŀƭ  ǎƘŀǊŜŘ ŎŀǇŀōƛƭƛǘƛŜǎέ 

 Clarify arrangements around medication management and nurse prescribing 
 
Resource allocation 

 Are there any issues around resource allocation you wish to raise?  
 
Inter referral systems, interface, liaison and the extent to which there is evidence of joint working with other mental health, primary 
care, acute, voluntary, community and social care 

 To what extent do the four CMHTs work together and support one another? 

 Under what circumstances might the team make a referral to the AOT / CRHTT / EIS/ IAPT/ Substance Misuse Services / inpatient 
ward / EIS etc 

 Are there any issues you would like to raise around joint working? 

 !ǊŜ ǘƘŜǊŜ ŀƴȅ ƛǎǎǳŜǎ ȅƻǳ ǿƻǳƭŘ ƭƛƪŜ ǘƻ ǊŀƛǎŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŜƴǎǳǊƛƴƎ ǘƘŀǘ ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ƴŜŜŘǎ ŀǊŜ ƛŘŜƴǘƛŦƛŜŘ, monitored 
and met? 

 To what extent are the teams able to support workers in other agencies? 

 To what extent can the teams undertake mental health promotion work or educational work in the community? 

 To what extent are team members able to  develop innovative practice or to undertake research? 
 
Degree of integration across health and social care 

 To what extent do you think the teams are integrated? What is working well and what remains challenging? 
 
Management of people with enduring mental health problems 
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 Under what circumstances would the CMHTs continue to work with people who are stable with enduring mental health problems 
and under what circumstance would they refer them onto primary care? 

The service user and carer experience 

 What mechanisms are in place to promote and strengthen service user and carer involvement? 

 All service users and carers are individuals and will have many different views, but are there any key themes that have arisen from 
your work with them around what works well within the service and what remains problematic? 

 Do you have any service user and carer satisfaction data to share with us? 
 
General 

 Are there any questions you would like to ask us or issues you would like to discuss? 
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APPENDIX THREE: 
List of stakeholders interviewed 
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List of stakeholders interviewed 
(A * indicates the stakeholder was seen twice) 
 
Dr Olamiyi Ajayi, Associate Specialist, EIS 
Dr Charles Alessi, Chuchill Medical Practice 
Karen Annis, OT, EIS 
Dinoop Antony, Social Worker, Kingston CMHT 
David Baggott, Team Manager, CDAT 
Dr Jumi Banjo, Consultant Psychiatrist Chessington CMHT & EIS  
Dr Anne Baruch, Hook Surgery, Merritt Medical Centre 
Dr Belei, Associate Specialist, Surbiton CMHT 
Marilyn Belton, CPN, New Malden CMHT 
Angela Bower, CPN, Deputy Team Manager, Chessington CMHT 
Jonathan Broad, AMHP, Social Worker, Surbiton CMHT 
Alexis Bradshaw, Locum Social Worker, Surbiton CMHT 
Russell Childs, Team Manager, AOT 
Philip Cohen, Borough Lead Social Worker 
Sylvia Davies, Employment Specialist, New Malden CMHT 
Syril Deage, CPN, Nurse Practitioner, EIS 
Hannah Doody, Service Manager 
Steve Down, Team Manager, Chessington CMHT*  
Rosemary Emanuel, Team Administrator, New Malden CMHT 
David Emmett, Team Manager, Kingston CMHT*  
Helen Emmett, Deputy Team Manager, CPN, EIS 
Dr Al Falahe, Consultant Psychiatrist, Surbiton CMHT*  
Robert Ferguson, Support Worker, Chessington CMHT 
Janet Finn, Admin, Kingston CMHT 
Ms Fox, Medical Secretary, Surbiton CMHT 
Sally French, OT, EIS 
Julia Griffiths, OT, Surbiton CMHT 

Christine Harper, Admin, New Malden CMHT 
Kay Harris, CEO, Fircroft 
Kathy Harvey-Wright, Deputy Team Manager, Nurse, ACCESS 
Michael Heaver, Assistant Director of Nursing 
Dr Anne Hinsley, GP, Claremont Medical Centre 
Anna Iwnicki, Clinical Psychologist, Kingston CMHT 
Val Jackson, Administrator, Surbiton 
Ancy Joy, Social Worker, Chessington CMHT 
Dr Ram Kamat, Senior House Officer, New Malden CMHT 
Dr Maura Killoughey, Consultant Psychiatrist, New Malden 
CMHT* 
Karin, Social Worjer, AMHP, New Malden CMHT 
Mandy Khan, CPN, Surbiton CMHT 
Joanne Lake, CPN, Deputy Manager 
Maggie Lear, Medical Secretary, Chessington CMHT 
Choon Lim, CPN, Kingston CMHT 
Helen Lipinski, OT, Kingston CMHT 
Maria Maura, CPN, Kingston CMHT 
Shelagh McGlashan, AMHP, Social Worker, Team Manager, 
Surbiton CMHT 
Jean Mepstead, Medical Secretary, New Malden CMHT 
Jean Morris, STR worker, Surbiton CMHT 
Julia Morris, Head OT and OT in Chessington CMHT*  
Dr John Murphy, Associate Specialist, New Malden CMHT 
Lynn Murray, Medical Secretary, Kingston CMHT 
Janet Newton, Social Worker, New Malden CMHT 
Beatrice Nyeko, Mental Health Worker, Kingston CMHT 
{ƘŀǊƻƴ hΩIŀǊŀΣ !ŘƳƛƴΣ bŜǿ aŀƭŘŜƴ /aI¢ 
Joanne Olney, OT, New Malden CMHT 
Bertha Otoo, Social Worker, Chessington CMHT 
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Dr Lena Paterson, Clinical Psychologist, Surbiton CMHT 
Anne Plummer, OT, Surbiton CMHT 
Emma Puddy, STR worker, New Malden CMHT 
Angie Rees, Admin, Surbiton CMHT 
Iain Richmond, Team Manager, New Malden, CMHT*  
Simon Rogoff, Trainee Clinical Psychologist, New Malden CMHT 
Dr Joan Rutherford, Consultant Psychiatrist, Kingston CMHT*  
Kate Sagan, Employment Specialist, Surbiton CMHT 
wƛǘŀ {ŜŜǿƻƻǊǳǘǘǳƴΣ {ŜǊǾƛŎŜ aŀƴŀƎŜǊΣ hƭŘŜǊ tŜƻǇƭŜΩǎ /ƻƳƳǳƴƛǘȅ 
Mental Health Services 
Sib Senda, CPN, Surbiton CMHT 
Dr Sheldon, GP, Holmwood Corner Surgery 
Dr Malcolm Simpson, Clinical Psychologist, New Malden CMHT*  
Carolyn Smye, CPN, EIS 
Melanie Snowdon, Employment Specialist, Chessington CMHT 
Richard Standen, Interim General Manager*  
Lis Steeden, Administrator, Kingston CMHT 
Mari Cameron-Taber, General Manager, MIND Kingston 
Nicole Tarrant, Social Worker, Kingston CMHT 
John Tatchley, Forensic Social Worker, AMHP, Kingston CMHT 
Clare Taylor, Care Co-ordinator, OT, Chessington CMHT 
Simon Montague Taylor, Service User Involvement Worker 
Mark Veldmeijer, Team Manager, EIS & Access 
Enid Waller, CPN, Deputy Manager, Surbiton CMHT 
Dr Katie Williams, GP, The Orchard Practice 
Jenny Whilling, OT, New Malden CMHT 
Kevin Wills, Social Worker, New Malden CMHT 
Dr Martin Wolfson, GP, Claremount Medical Centre 
Siobhan Woollett, Head of Clinical Psychology and Psychologist in 
Chessington CMHT*  

Dr Katrina Wynne, Consultant Clinical Psychologist, Team Leader 
Kingston Psychological Services in Primary Care 
Jeremy Wylie, Social Worker, EIS 
Dr Anu Yadava, Consultant Psychiatrist, Surbiton CMHT*  
Ching Yeung, CPN, Chessington CMHT 
Karin, Social Worker, AMHP, New Malden CMHT 
 
In addition two service users who wished to remain anonymous 
and six carers were interviewed individually. 
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List of sites visited 

 
 



Final report: 24
th

 June 2009 

44 
 

 

List of sites visited 
MIND Kingston, Siddley House, 50 Canbury Park Road, Kingston 
New Malden CMHT, Roselands Resource Centre, 163b Kingston Road, New Malden 
A number of services based at Tolworth Hospital, Tolworth. 
Kingston CMHT, Guildhall 1, Kingston 
Surbiton CMHT, South Place Resource Centre, Surbiton 
Fircroft Trust 
Mental Health Liaison Team, Leask Centre, Kingston Hospital 
Primary Mental Health Service, Acre Road Clinic, Kingston 
Kingston Community Drug & Alcohol Team, Acre Road Clinic, Kingston 
Churchill Medical Practice 
Holmwood Corner Surgery 
The Orchard Practice 
Claremont Medical Practice 
Hook Surgery, Merritt Medical Centre 
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APPENDIX FIVE: 
List of stakeholders interviewed over the telephone 

 
 
 
 
 
 
 
 
 
 
 
 
 



Final report: 24
th

 June 2009 

46 
 

 

List of stakeholders interviewed over the telephone 
Anita Harris, Supporting People Officer, Kingston Supporting People Team 
Fadsai Mudoti, Team Manager, CRHTT & Lilacs ward 
Dr Jala Punter, Consultant Psychiatrist in Psychotherapy 
Two carers 
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APPENDIX SIX: 
List of documents received 
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List of documents received 
Copy of the opŜǊŀǘƛƻƴŀƭ ǇƻƭƛŎȅ ŦƻǊ !Řǳƭǘ /aI¢ǎΣ {ƻǳǘƘ ²Ŝǎǘ [ƻƴŘƻƴ ϧ {ǘ DŜƻǊƎŜΩǎ aŜƴǘŀƭ IŜŀƭǘƘ bI{ ¢ǊǳǎǘΣ ŘŀǘŜŘ !ǇǊƛƭ нллф 

 
MIND in Kingston Annual Report 2007 - 2008 
 
MIND in Kingston: Summary of our services 
 
MIND in Kingston: Telephone counselling services for South & North Koreans 
 
Operational policy for the Early Intervention Service 
 
ά½ƻƴƛƴƎΥ CƻŎǳǎŜŘ ǎǳǇǇƻǊǘ ς LƳǇƭŜƳŜƴǘŀǘƛƻƴ .ŜƴŎƘƳŀǊƪƛƴƎ ǘƻƻƭέ 
 
Written suggestions on the format of mental health service provision from Mr & Mrs Alexander, Carers 
 
Taking back control: A guide to planning your own recovery 
 
 
 
 
 
 
 
 
 
 
 


