
THE MAPPING STUDY AND THE PSSRU

The PSSRU undertakes research into
social and health care issues, and
receives its main funding from the
Department of Health. The focus of
the Unit's work is community-based
and long-term care, and increasingly it
addresses issues relating to the inter-
face between health and social care.

The Department of Health commis-
sioned the Mapping Study to evaluate
the different forms, types and models
of care management which have
emerged since 1993 for the two major
groups: older people and those with

mental health problems.

The study started in 1996 and will
have three phases:
� In the first phase, questionnaires on

assessment and care management
were sent to all local authorities in
England. 85% returned the over-
view questionnaire for all adult ser-
vice user groups, and 77% returned
the separate questionnaires for older
people and those with mental health
problems.

� In the second phase, more detailed
data were collected in a small subset

of authorities representative of the
different care management types for
the two service user groups.

� In the third phase, a small number
of different sets of arrangements for
these two service user groups will be
evaluated, to examine their relative
efficiency and effectiveness.

The first three issues of Research and

Policy Update presented results from
the overview and the old age services
questionnaires. This issue presents
results from the mental health services
questionnaire.
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EDITORIAL

Integrated care for adults with men-
tal health problems has been the
principal theme in successive policy
initiatives, particularly in the last
decade. Currently, service develop-
ment toward this goal is taking place
within the National Service Frame-
work for Mental Health (NSFMH),
which specifies seven standards of
expected good practice addressing
five areas:
� mental health promotion
� primary care and access to services
� effective services for people with

severe mental illness
� assistance to carers
� prevention of suicide

It places an emphasis on the imple-
mentation of changes necessary to
achieve an increase in the quality of

services and a reduction in unaccept-
able variations in health and social
care, and on measuring progress. The
Commission for Health Improve-
ment, the National Performance
Indicators and the National Survey
of Patients have been accorded a key
role in promoting quality in the
NHS. For social care it is anticipated
that this will be achieved through the
Performance Assessment Framework,
including performance indicators. In
the Department of Health’s policy
booklet relating to the modernisation
of the Care Programme Approach
(CPA), arrangements for integration
with care management were speci-
fied, in order to provide a single care
co-ordination approach for adults
with mental health problems.

This bulletin presents research and
practical initiatives relevant to the
themes of service integration, mod-
ernising services and performance
management. We report findings from
a national study of care management
arrangements, the Mapping Study.
These provide baseline measures from
which changes must be made to
achieve the goals outlined in the
NSFMH. Continuing this theme, we
describe a small research study which
audited links between care manage-
ment and the CPA. Additionally,
Andrew Butters comments on the
process of establishing a formal part-
nership agreement between health and
social care designed to deliver more
integrated services for users of mental
health services and their carers, and
the strengths of the new organisation.
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The PSSRU staff conducting this study are David Challis, Jane Hughes, Paula Mandall and Karen Stewart at PSSRU,
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KEY FINDINGS ON MENTAL HEALTH SERVICES

This article presents some of the key
findings from the Mapping Study
questionnaire on mental health ser-
vices. This was sent out in autumn
1997 to 111 local authorities in Eng-
land who had responded to the initial
overview questionnaire on care man-
agement arrangements for the main
adult service user groups. Responses
were received from 101 authorities.

Risk assessment

The majority of authorities (84 per
cent) reported that their assessment
documents included a specific section
relating to risk. Almost three-quarters
(73 per cent) explicitly covered the
areas of danger to others and the same
number covered deliberate self-harm.
Sixty-nine per cent covered accidental
self-harm and 59 per cent covered
abuse/exploitation. Authorities were
also asked about the people from whom
information was routinely sought for
the risk assessment. This was most
commonly from three groups: psychia-
trists, psychiatric nurses and the service
users’ families (by 60, 59 and 58 per
cent of authorities respectively). Fewer
than half of the authorities routinely
required collection of information from
GPs or other groups.

Joint commissioning

The number of health providers
(trusts) with which authorities negoti-
ated ranged from one to 11, approxi-
mately two-fifths negotiating with only
one provider. Nearly all authorities (95
per cent) had formal arrangements
with their NHS colleagues for sharing
information at the level of the individ-
ual service user. This most commonly
involved multidisciplinary locality
meetings, exchange of written informa-

tion, shared assessment documents
and access by care managers to hospi-
tal patient records. Each of these
arrangements was used by more than
three-quarters of authorities with at
least one of the trusts with which they
worked in partnership. At an author-
ity-wide level, most authorities had
joint plans and planning processes in
place. About two-fifths had some joint
management arrangements and a simi-
lar proportion had examples of joint
specification and overseeing of con-
tracts. Figure 1 shows details of the
types of services that were jointly com-
missioned. The most common services
were day care, vocational programmes
and residential care.

Team structure

About two-fifths of authorities had the
formal title of care manager in services
for people with mental health prob-
lems. A variety of staff acted as care
managers or undertook the equivalent
role. Qualified social workers did this
in all authorities. Social work assis-
tants, community care workers and
support workers were involved to a
lesser extent (in 28, 19 and 18 per
cent of authorities respectively). In
addition, NHS staff worked as care
managers in approximately two-fifths
of authorities. This most commonly
involved community psychiatric nurses,
but also included occupational thera-
pists or psychologists in some authori-
ties. Care management staff for people
with mental health problems, or staff
undertaking the equivalent role, were
based in community mental health
teams in three-quarters of authorities
and in specialist mental health teams
within social services departments in
half of the authorities. Fewer than a
quarter of authorities had such staff
based in generic adult services teams.

CPA & care management

Approximately four-fifths of the
authorities had formal links between
assessment and care management and
the Care Programme Approach with at
least one of the trusts with which they
worked in partnership. This mainly
involved the tiered approach specified
in Building Bridges1 or other tiered
approaches. It should be noted that the
mental health questionnaire preceded
the introduction of two standardised
levels of CPA, as specified in Modern-

ising the Care Programme Approach2. A
large proportion of authorities had
shared arrangements for the provision
of specialist psychiatric services with at
least some of the trusts with which
they worked in partnership. These cov-
ered the screening process, allocation
of key workers and care managers and
the monitoring responsibilities of these
groups of staff (see figure 2). Social
services department staff acted as key
workers for users subject to the CPA
in all but two authorities, and this role
was combined with the role of care
manager in about four-fifths of author-
ities. Furthermore, assessments of need
made under the CPA were accepted
for care management in approximately
70 per cent of authorities. In terms of
the overall arrangements at the time of
the survey, about 30 per cent of
authorities prioritised assessment and
care management arrangements, while
40 per cent prioritised the CPA. The
remaining 30 per cent did not accord
priority to either system.

1 Department of Health (1996) Building

Bridges. A Guide to Arrangements for

Inter-Agency Working for the Care and Protec-

tion of Severely Mentally Ill People, Department
of Health, London.

2 Department of Health (1999) Effective Care

Co-ordination in Mental Health Services: Mod-

ernising the Care Programme Approach: A Pol-

icy Booklet, Department of Health, London.
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MERGING MENTAL HEALTH SERVICES IN MANCHESTER

Andrew Butters, Chief Executive, Manchester Mental Health Partnership

Introduction

In October 2000, the mental health
services of Manchester pooled NHS
and social care resources to commis-
sion and provide integrated statutory
services across the city. The commis-
sioning budget is managed by a joint
commissioning executive, and statutory
services are provided by the Manches-
ter Mental Health Partnership
(MMHP), a subcommittee of the health
authority. It has a budget in excess of
£50 million and employs some 1300
people. The partners investing in this
service do so through an agreement
made possible by section 31 of the
1999 Health Act, which defines their
relationship and obligations under the
pooled fund arrangements (figure 1).

Structure

The MMHP board is designed along
the lines of a NHS body, with posi-
tions on it divided between executive
and non-executive. Apart from the
nominations from the health authority
and local authority to the board, all
other positions were the subject of
open advertisement. The non-execu-
tive posts are designed to reflect the
range of stakeholders in the services.
In establishing the executive team, a
conscious decision was made to move
away from a single profession approach
and to attempt to model the team

around the delivery of services. The
governance directorate defines the
framework within which the services
should be delivered, and this is moni-
tored by performance management
which feeds back to the directorate
(figure 2). The voluntary sector, com-
munity health councils (CHCs) and
staff side participate in board meetings,
while not being formally part of the
board.

Experience to date

The MMHP has now been in opera-
tion for about a year. Local authority
staff were seconded into the Partner-
ship, although most new posts are
recruited on NHS contracts. It is
planned that most local authority staff
will transfer across to NHS contracts
after the initial two and a half years.
Recruitment and retention of nursing
and medical staff has improved since
MMHP came into being.

Property used by MMHP is leased
from the various owners, and many of
the support services are provided
under service level agreements with
either the acute trust or the local
authority. This allows the Partnership
management to focus on issues arising
from the delivery of mental health ser-
vices, rather than the day-to-day main-
tenance of support services.

There have also been a number of nota-
ble practice developments. Bringing
together people from different back-
grounds has facilitated the design of a
common risk assessment, needs assess-
ment and care planning tool, reflecting
experience from across the range of
services. A complaints procedure has
been created within the Partnership,
whilst retaining the ultimate different
appeal routes of the principal partici-
pating organisations. Furthermore,
MMHP has enabled users and carers
to debate the shortcomings and devel-
opment of mental health services
across the city by their involvement in
most of the planning and co-ordination
committees across the organisation. An
advocacy strategy for Manchester has
also been published.

Of particular benefit has been the
establishment of wider links between
the NHS and local authority services,
via the link with social services. Links
are being made to housing and
employment services, and also to ser-
vices for asylum seekers, who are
emerging as significant users of mental
health services. There are, of course,
other difficulties to be overcome. Prog-
ress on the integration of community
mental health teams has been slower
than would have been wished. Discus-
sions with neighbouring providers
about moving to a registered popula-
tion base, although proceeding, are
taking time. You cannot change 20
years of history in nine months!

The aim of MMHP is to work towards
providing a common set of city-wide
standards of the highest quality, with
no geographical barriers and with a
single point of entry into the services.
This will minimise the number of barri-
ers within and between statutory ser-
vices, and should lead to better patient
experience and care.

The future

The current Partnership Agreement
ends in March 2003. The move to
larger health authorities has led us to
review the legal basis for the Partner-
ship. We are currently consulting on
becoming a care trust from April 2002.
The trick will be to manage the inte-
gration of these new factors, whilst
retaining sufficient organisational sta-
bility to realise the service changes
envisaged in the initial consultations.
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RELATED RESEARCH

DEVELOPING AN AUDIT TOOL TO EXAMINE THE RELATIONSHIP BETWEEN THE OPERATION OF CARE

MANAGEMENT AND THE CARE PROGRAMME APPROACH

The PSSRU at Manchester was com-
missioned by a social services depart-
ment to examine the relationship
between the operation of care manage-
ment and the Care Programme
Approach (CPA) throughout the
authority, for adults with mental health
problems under the age of 65 years.
The emphasis of the review was on
administrative process.

The task

Specifically, the authority which com-
missioned the research requested that
systems, procedures and documenta-
tion were examined. The aims of the
study were:
� to explore the similarities and differ-

ences in the arrangements between
four trusts and social services

� to identify areas where health and
social services were more or less in-
tegrated

� to suggest areas for future develop-
ment

A key challenge was to devise a meth-
odology that encompassed the views of
the major stakeholders.

Method

The development of an audit tool was
the most appropriate method of under-
taking this research. Key policy docu-
ments and relevant literature relating
to mental health services, the CPA and
care management were scrutinised to
identify procedures, processes and doc-
umentation indicative of integration
between providers of health and social
care. The aim was to identify factors that
would contribute to the development of
the key features of an integrated system
of CPA and care management, as
detailed in Department of Health
guidance1 (see box 1). Thirty-seven
measures of integration were identified,
and grouped in the five domains sum-
marised in box 2. The domain relating
to organisational arrangements included
the largest number of measures. It was
divided into four sections, which

detailed joint agency arrangements;
practice issues; procedural issues; and
the development of an infrastructure
which spanned the existing organisa-
tions providing health and social care
to adults with mental health problems.

Multiple methods of data collection
were used, with the aim of maximising
the amount of information available
and minimising the demands on staff
time. Wherever possible, use was made
of routinely-collected information, and
permission was obtained to use part of
a special data collection initiated by
central government. In addition, rele-
vant documents were scrutinised, and
the main assessment documents used
for both care management and the
CPA were analysed. This was supple-
mented by the collection of qualitative
data through interviews with key staff

in each organisation. When the
subjective views of respondents were
required, the replies of all relevant staff
groups were obtained. The main recom-
mendations are summarised in box 3.

1 Department of Health (1999) Effective

Care Co-ordination in Mental Health Ser-

vices: Modernising the Care Programme Ap-

proach: A Policy Booklet, Department of
Health, London.
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Box 2. Audit: key domains

� Policy requirements

� Organisational arrangements

� Practice procedures and protocols

� Management information

� Service development

Box 3. Audit: recommendations

� Eligibility criteria which span health
and social care

� Integrated multidisciplinary
community-based specialist mental
health teams

� Clarification of roles and
responsibilities within teams

� One case file for each patient/user,
with shared assessment documents
and care plans

� Systematic data collection to
monitor performance and inform
service development

� A single information leaflet detailing
all service provision

RECENT AND FORTHCOMING PUBLICATIONS

Care management and the Care Prog-
ramme Approach: towards integration
in old age mental health services
Jane Hughes et al., International Journal of Geri-
atric Psychiatry, 2001, 16, 3, 266-272.

Intensive care-management at home:
an alternative to institutional care?
David Challis et al., Age and Ageing, 2001, 30,
5, 409-413.

Care management arrangements for
older people in England: key areas of
variation in a national study
Kate Weiner et al., Ageing and Society
(forthcoming).

Emerging patterns of care manage-
ment for older people in England
David Challis et al., Social Policy and Adminis-
tration (forthcoming).

Box 1. Key features of an integrated system of CPA and care management

� A single operational policy

� Joint training for health and social
care staff

� One lead officer for care co-ordination
across health and social care

� Common and agreed risk assessment
and risk management processes

� A shared information system across
health and social care

� A single complaints procedure

� Agreement on the allocation of
resources and, where possible,
devolved budgets

� A joint serious incident process

� One point of access for health and
social care assessments and
co-ordinated health and social care


