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The	
  bad	
  news	
  about	
  services	
  
•  50-70% can recover or significantly improve according to 

research. 
•  75% entering community MH treatments in US no 

improvement. 
•  15% in UK achieve recovery (CMHT, IAPT).  
•  No improvement in population MH in Australia last 2 decades– 

poor ‘Mental Health knowledge’ a protective factor! 
•  24% entering community CAMHS get worse. 
•  Drop out rates of 40-60% in some CAMHS. 



Long	
  term	
  pa6ents	
  
•  US:	
  Supplemental	
  Security	
  Income	
  (SSI)	
  or	
  Social	
  Security	
  Disability	
  

Insurance	
  (SSDI)	
  increased	
  nearly	
  two	
  and	
  a	
  half	
  6mes	
  between	
  
1987	
  and	
  2007—from	
  one	
  in	
  184	
  Americans	
  to	
  one	
  in	
  76.	
  For	
  
children	
  –	
  a	
  35-­‐fold	
  increase	
  in	
  the	
  same	
  two	
  decades.	
  Mental	
  
illness	
  is	
  now	
  the	
  leading	
  cause	
  of	
  disability	
  in	
  children,	
  well	
  ahead	
  
of	
  physical	
  disabili6es	
  like	
  cerebral	
  palsy	
  or	
  Down	
  syndrome,	
  for	
  
which	
  the	
  federal	
  programs	
  were	
  created.	
  

•  UK:	
  Mental	
  illness	
  became	
  the	
  leading	
  reason	
  for	
  DLA	
  in	
  2011.	
  
About	
  50%	
  is	
  for	
  the	
  diagnosis	
  ‘depression’.	
  



Cultural	
  and	
  poli6cal	
  drivers	
  
•  Scien6sm	
  (discovering	
  laws)	
  
•  Neo-­‐liberalism	
  

(commodifica6on)	
  

•  Colonial	
  globalisa6on	
  
(expor6ng	
  beliefs,	
  values	
  and	
  
prac6ces)	
  



The	
  Vision	
  of	
  a	
  psychiatric	
  technology	
  
•  A	
  valid	
  classifica6on	
  
system.	
  

•  biological	
  and	
  
psychological	
  causal	
  
pathways.	
  	
  

•  Technological	
  treatments	
  
that	
  can	
  be	
  applied	
  
independently	
  of	
  
context.	
  



The	
  technical	
  model	
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Capitalist	
  world	
  of	
  Mental	
  Health	
  



McDonaldisa6on	
  
•  ‘Branding’	
  exploits	
  fears	
  and	
  desires.	
  
•  Danger	
  of	
  approaches	
  being	
  

‘commodified’	
  
•  Found	
  in	
  individualised	
  no6ons	
  such	
  as	
  

diagnosis,	
  drug	
  treatment.	
  
•  Psychotherapy	
  ba_le	
  of	
  the	
  brands.	
  
•  Evidence	
  shows	
  li_le	
  ‘extra	
  value’	
  for	
  

any	
  Mental	
  Health	
  brand.	
  



A	
  game	
  of	
  seman6cs	
  
What is ADHD?

What is Diabetes?
This kid is hyperactive and can’t concentrate, what’s 

causing that?
How do you know it’s ADHD?



A	
  lack	
  of	
  evidence	
  for	
  psychiatric	
  diagnosis	
  
•  No	
  ae6ological	
  markers/findings	
  just	
  assump6ons.	
  
•  Poor	
  validity	
  –	
  e.g.	
  high	
  co-­‐morbidity	
  
•  Poor	
  reliability	
  –	
  some	
  no	
  be_er	
  than	
  chance.	
  
•  Increases	
  s6gma.	
  
•  Not	
  relevant	
  for	
  outcome	
  from	
  treatment.	
  
•  Public	
  educa6on	
  campaigns	
  –	
  increase	
  rates	
  of	
  
diagnosis,	
  use	
  of	
  psychiatric	
  medica6on,	
  but	
  doesn’t	
  
improve	
  outcomes.	
  



Key	
  findings	
  from	
  outcome	
  research	
  
•  Research	
  finds	
  therapy	
  is	
  effec6ve	
  for	
  mental	
  health	
  problems	
  
•  Model	
  or	
  technique	
  has	
  a	
  minimal	
  impact	
  on	
  outcomes.	
  
•  Extra-­‐therapeu6c	
  factors	
  such	
  as	
  social	
  circumstances	
  and	
  

mo6va6on	
  have	
  biggest	
  impact	
  on	
  outcomes	
  
•  Quality	
  of	
  therapeu6c	
  alliance	
  important.	
  
•  Regular	
  monitoring	
  of	
  progress	
  and	
  alliance	
  improves	
  

outcomes	
  (10	
  RCTs	
  of	
  Feedback	
  based	
  systems).	
  	
  



Technique	
  or	
  rela6onship?	
  



Key	
  ideas	
  
•  Believe	
  everyone	
  can	
  recover	
  and	
  knows	
  how	
  to	
  –	
  the	
  
challenges	
  they	
  face	
  are	
  human	
  more	
  than	
  ‘technical’.	
  

•  Monitor	
  outcomes	
  and	
  have	
  discussion,	
  do	
  something	
  
different	
  if	
  no	
  improvement.	
  

•  Aim	
  to	
  discharge	
  as	
  soon	
  as	
  you	
  can.	
  
•  Risk	
  is	
  best	
  managed	
  by	
  meaningful	
  alliance.	
  



Feedback	
  in	
  clinical	
  seings	
  (PCOMS):	
  
Partners	
  for	
  Change	
  Outcomes	
  Management	
  Systems	
  

•  Community	
  Health	
  and	
  Counselling	
  Services	
  in	
  Maine:	
  Number	
  
of	
  pa6ents	
  seen	
  for	
  more	
  than	
  two	
  years	
  reduces	
  by	
  two-­‐thirds	
  
post-­‐PCOMS	
  implementaMon.	
  	
  

•  Southwest	
  Behavioral	
  Health	
  Services,	
  Arizona	
  (all	
  age	
  mental	
  
health	
  services):	
  Average	
  length	
  of	
  an	
  episode	
  of	
  care	
  in	
  
children’s’	
  services	
  from	
  315	
  days	
  to	
  188.	
  	
  Length	
  of	
  stay	
  in	
  adult	
  
322	
  days	
  to	
  158.	
  DNAs	
  down	
  by	
  47%.	
  

•  Center	
  for	
  Family	
  Service,	
  Florida.	
  Using	
  40%	
  fewer	
  sessions	
  to	
  
achieve	
  program	
  goals.	
  DNAs	
  down	
  by	
  25%.	
  





The	
  CORE	
  of	
  OO-­‐CAMHS	
  
•  CONSULTATION:	
  pay	
  a_en6on	
  to	
  extra-­‐therapeu6c	
  
factors	
  

•  OUTCOME:	
  Monitor	
  outcome	
  session-­‐by-­‐session/
regularly.	
  If	
  no	
  change	
  by	
  session	
  5,	
  review	
  with	
  pa6ent	
  
and	
  MDT.	
  	
  

•  RELATIONSHIP:	
  Monitor	
  the	
  alliance	
  regularly.	
  
•  ETHICS	
  OF	
  CARE:	
  	
  Develop	
  a	
  whole	
  team	
  ethos.	
  Teams	
  
are	
  the	
  drivers	
  of	
  change.	
  



Consulta6on	
  
•  Pa6ent/extra-­‐therapeu6c	
  =	
  40-­‐87%	
  variance	
  of	
  outcome.	
  
•  Who	
  is	
  best	
  placed	
  to	
  have	
  a	
  meaningful	
  rela6onship	
  with	
  pa6ent?	
  

Mul6-­‐agency	
  consulta6on.	
  
•  Are	
  circumstances	
  favourable	
  for	
  treatment?	
  How	
  stable	
  is	
  the	
  extra-­‐

therapeu6c	
  context.	
  
•  Is	
  more	
  than	
  one	
  agency	
  working	
  on	
  same	
  problem?	
  Avoid	
  duplica6on.	
  

Complex	
  cases	
  are	
  onen	
  created.	
  
•  Match	
  clinician	
  to	
  pa6ent	
  from	
  first	
  appointment.	
  
•  Avoid	
  long	
  term	
  treatment	
  with	
  no	
  discernable	
  or	
  measurable	
  benefit.	
  	
  



ORS:	
  Measuring	
  Outcome	
  
•  At	
  each	
  session,	
  a	
  brief	
  four-­‐

item	
  self-­‐report	
  instrument.	
  
•  Takes	
  less	
  than	
  one	
  minute	
  to	
  

complete	
  when	
  used	
  to	
  it.	
  
•  Rater	
  tells	
  you	
  what	
  their	
  

ra6ng	
  means.	
  
•  Orients	
  away	
  from	
  symptoms	
  

and	
  toward	
  func6oning.	
  
•  Increase	
  in	
  scores	
  means	
  focus	
  

on	
  strengths	
  enabled.	
  
•  Helps	
  personal	
  goal	
  seing.	
  



No	
  improvement	
  aner	
  5	
  sessions?	
  
•  Discuss	
  with	
  pa6ent.	
  
•  Discuss	
  with	
  family.	
  
•  Discuss	
  with	
  MDT/

supervision.	
  
•  Change	
  approach.	
  
•  Change	
  clinician.	
  
•  Carry	
  on	
  for	
  agreed	
  period.	
  



SRS:	
  tracking	
  the	
  Alliance	
  
•  The	
  Session	
  Ra6ng	
  Scale	
  

introduces	
  ‘checking	
  in’	
  
ritual.	
  

•  Keeps	
  tabs	
  on	
  the	
  on-­‐going	
  
therapeu6c	
  alliance.	
  

•  Also	
  ultra-­‐brief	
  four	
  items.	
  
•  Enables	
  co-­‐construc6on	
  of	
  

therapy.	
  
•  Enables	
  on-­‐going	
  dialogue	
  

about	
  treatment.	
  

	
  



Ethics	
  of	
  care	
  
•  Most	
  ‘transforma6on’	
  projects	
  fail	
  at	
  implementa6on	
  and	
  

then	
  maintenance	
  phases.	
  
•  Like	
  pa6ents,	
  clinicians	
  work	
  be_er	
  when	
  they	
  feel	
  valued,	
  

listened	
  to,	
  and	
  taken	
  seriously.	
  
•  Create	
  culture	
  that	
  is	
  interested	
  in	
  outcomes	
  and	
  values	
  

pa6ents’	
  perspec6ve	
  (like	
  Open	
  Dialogue).	
  	
  
•  Build	
  strong	
  culture	
  of	
  clinical	
  feedback	
  and	
  supervision.	
  
•  Be	
  prepared	
  to	
  fail	
  ‘successfully’	
  
•  Evidence	
  base	
  everything!	
  

	
  



Abandon	
  yes/no	
  diagnos6c	
  constructs	
  
•  De-­‐pathologise,	
  de-­‐s6gma6se.	
  
•  Open	
  to	
  alterna6ve	
  narra6ves	
  and	
  ‘reframes’.	
  
Diagnosis	
  describes	
  but	
  cannot	
  explain.	
  

•  Open	
  to	
  ‘normalising’	
  perspec6ves.	
  
•  Engage	
  with	
  reasons	
  in	
  preference	
  to	
  causes.	
  
•  Open	
  to	
  rela6onal	
  paradigms.	
  
•  Avoid	
  exposure	
  to	
  psychoac6ve	
  medicines.	
  



Data comparison 2011
OO-AMHS team !

104 patients

•  Over 2 years: 9%

•  Over 1 year:  28%

•  Tier 4:           1% (1 pt.)

•  DNA:            7%

•  Cancellation:  11%

!

Non-OO-AMHS team !

168 patients
•  Over 2 years:  34%

•  Over 1 year:    58%

•  Tier 4:             9% (15 pt.)

•  DNA:              11%

•  Cancellation:    10%

Average effect size of change in discharged: 1.2 in OO-CAMHS



Data comparison 2011-2014

Pre-OO-AMHS implementation  
(October 2011)!

168 patients

•  Over 2 years: 34%

•  Over 1 year:  58%

•  Tier 4 (I/P):    9% (15 pts.)

!

post-OO-AMHS implementation 
(March 2014) !

161 patients
•  Over 2 years:  18%

•  Over 1 year:    29%

•  Tier 4 (I/P):      2% (3 pts.)

76% clinically significant change/above cut off by discharge in OO-CAMHS



Discharged	
  Open	
  

Number	
  of	
  cases	
  

Percentage	
  significant	
  
improvement/recovered	
  

Effect	
  size	
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