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Community mental health teams for older people: variations
in case mix and service receipt (II)
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Objectives: To determine the extent to which services provided to older people via community mental
health teams (CMHTs) vary in duration, composition and intensity. In particular, to identify the degree
to which differences between teams are due to casemix.

Methods: Data were collected about the services provided to a random sample of patients from 15
CMHT caseloads, including contact with CMHT staff, other specialist mental health and social care
services. The relationship between patients’ needs and service receipt was explored.

Results: Information was obtained for 1396 patients. Average time on CMHT caseloads was
11.6months, but there were marked between-team differences. The proportion of re-referrals also
varied from under a tenth to over half. People with functional mental health problems and complex
needs were most likely to be long-term CMHT clients. The proportion of patients seen by a consultant
in the previous 6months ranged from approximately a fifth to almost all. Differences with respect to
contact with other qualified practitioners were less marked. Older people with functional disorders,
challenging behaviour and at least one medium risk had the most regular contact with CMHT staff. Risk
of self-harm, delusions and paranoia increased the likelihood of consultant involvement. Support
workers were more likely to see people at risk of self-neglect. The receipt of other services, including
day hospitals and inpatient care varied greatly.

Conclusions: Considerable diversity was found in the length, nature and frequency of services provided
to patients with different needs. Differences between teams were not wholly explained by case mix.
Copyright # 2014 John Wiley & Sons, Ltd.
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Introduction

Older people with mental health problems can expect to
have a broad range of services available to them, depend-
ing on their particular needs. However, international
consensus suggests the first tier of specialist provision
should consist of community-based services that bring
together the skills and expertise of consultant psychia-
trists, mental health nurses, social workers, occupational
therapists and psychologists (WHO and WPA, 1997). In
England today, the cornerstone of such support is
formed by multidisciplinary community mental health
teams (CMHTs), which take a central role in assessment,
diagnosis, treatment and care coordination across

disparate health and social care services (DH and CSIP,
2005). Two linked papers in this issue explore the extent
of variation in CMHT models through data collected
from 15 teams. Whereas the first paper focused on
CMHTs’ caseloads (Tucker et al., 2014), this paper
examines the services they deliver.

Sources of variation in service provision

As part of an emerging ‘localism’ agenda, a degree of
diversity has recently been encouraged in the National
Health Service (NHS), with individual organisations
urged to tailor services to community preferences
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and priorities (Allen, 2006). Local commissioning
consortia, whereby general practitioners and commu-
nity representatives establish the specification for
secondary provision, are perhaps the most visible
manifestation of this agenda (DH, 2010). However,
other sources of variation may be less purposive,
including a limited evidence base regarding optimal ser-
vice structures, a lack of clear direction from government
agencies, inconsistent policy implementation and the
strong influence of historical patterns of local delivery
(Macdonald, 2005; McCrae and Banerjee, 2011).

Sources of variation in CMHT provision can be
found at both service structure and practitioner levels.
At the macro level, the National Service Framework for
Older People and accompanying guidance (DH, 2001;
Lingard and Milne, 2004) established the importance
of CMHTs but provided only limited direction on their
role. Furthermore, as outlined in the first paper (Tucker
et al., 2014), in recent years, a range of new specialist
services have evolved, including memory clinics, out-
reach and liaison teams. Additionally, some areas now
have separate dementia-specific CMHTs (Challis et al.,
forthcoming). This has created a diverse network of
provision, and although more recent national clinical
guidance provides care pathways for common psychiatric
conditions (e.g.NICE, 2006, 2011), it does not specifywhich
services should be responsible for which aspects of care.

At the practitioner level, the promotion of multidis-
ciplinary working across the NHS and local authorities
(responsible for long-term social care) has given consid-
erable latitude for variation in professionals’ roles,
including the extent to which staff from different disci-
plines undertake generic rather than profession-specific
tasks (Brown et al., 2000). Another relatively recent
issue concerns the growing number of support workers,
employed under a broad range of job titles, with corre-
spondingly diverse responsibilities (Wilberforce et al.,
2013). Finally, although New Ways of Working aspired
to make better use of consultants’ skills within multidis-
ciplinary teams, focusing their input on complex,
high-risk patients (DH, 2005), the evidence to date
(albeit sparse) demonstrates disagreement and inconsis-
tency in its delivery (Dale and Milner, 2009).

The resulting diversity in CMHT models has signifi-
cant ramifications for the productive and allocative
efficiency of the healthcare system. To the extent that
any differences in provision reflect patients’ needs, this
would appear consistent with efforts to ensure that
public resources are targeted at those with the greatest
clinical need. However, where case mix fails to explain
variation, there is the potential for resource misalloca-
tion and a need to understand why differences exist.
Against this background, this paper explores the degree

to which services delivered through individual CMHTs
vary in their duration, composition and intensity and
to what extent between-team differences are due to
caseload variation.

Methods

Caseload and service provision data were collected from
15 CMHTs from two separate, but related, studies of
old-age psychiatric services in England. Nine geograph-
ically spread teams (A–I) in separate NHS Mental
Health Trusts participated in the first (CMHT) study.
Six teams (J–O) from two trusts in north-west England
participated in the second (balance of care) study.
Teams ranged in size from nine to almost 40 members.
All included at least one team manager, consultant,
nurse, occupational therapist and support worker,
whilst social workers and psychologists were present in
nine and eight teams, respectively. Of 11 teams for
which information was available, eight worked along-
side separate memory clinics (the other three had no
such services available locally). Data collection for the
study was achieved via bespoke paper-based tools for a
random selection of community-dwelling patients,
excluding individuals under 65 years and those not yet
assessed. Further details of the teams included within
the study, the data collection and development of ‘case
types’ are provided in the first of these linked papers
(Tucker et al., 2014).

Box 1 summarises the content of the service receipt
data collection, which included information on
referrals, CMHT contacts, input from other specialist
mental health services and social care. The classifica-
tion of the latter requires elaboration. Detailed
information was collected on receipt of personal care,
domestic support, sitting services, meals, day care,
respite care and contacts with local authority social
workers. These were summarised in a single variable
with four categories: ‘no or minor support’ (no
services or only social worker input), ‘intermittent
support’ (less than daily support; most care provided
outside the home, e.g. day or respite services), ‘limited
care package’ (1–9 h/week personal care/domestic
help/sitting service or seven or more meals per week)
and ‘intensive care package’ (10+ h per week personal
care/domestic help/sitting service). Analysis was
conducted in STATA (release 12, StataCorp, College
Station, TX) and took the form of simple descriptive
statistics, complemented by logistic regressions using
binary forms of the number of consultant visits (0 vs
1+) and the frequency of support worker contact
(fortnightly or more vs monthly or less).

606 M. Wilberforce et al.

Copyright # 2014 John Wiley & Sons, Ltd. Int J Geriatr Psychiatry 2015; 30: 605–613



Box 1. Summary of service receipt data collection

Referral data:

• Date of referral to CMHT (current episode)

• Whether an individual was previously known
to CMHT (Teams A–I only)

Contacts with CMHT members:

• Number of consultant contacts in the previous
6months

• Frequency of regular contacts with other
qualified practitioners (four categories)1

• Frequency of regular contacts with
support workers (four categories)1

Other service receipts from allied services:

• Number of day hospital visits (days per week)

• Number of mental health inpatient episodes
in the last 6months

• Frequency and composition of social care
support (four categories)2

12

Findings

Data were collected on 1396 patients. Referral dates
were provided for 1360 (Table 1). At the point of data
collection, the average (median) time on teams’
caseloads was just under a year (11.6months). More
than a quarter had been seen for less than 6months,
and a similar proportion for 2+ years. However, a long
tail was evident in the distribution, with 5% referred
more than 6 years previously. Much of the variance
reflected between-team differences. For example, the
median time on Team M’s caseload was 7.4months,
compared with 23.0months in Team A. The propor-
tion of recent referrals (within the previous 6months)
similarly varied from a tenth (Team N) to four-tenths
(Team F). Further differences were found in the
proportion of patients known to teams before their
current care episode (data available for Teams A–I
only). Hence, although a third of the full sample was
re-referrals, this ranged from just 7% in Team D to
more than half in Team G.

Table 2 details the frequency of contact with
CMHT practitioners. Over two-thirds of patients had
seen a consultant psychiatrist in the previous
6months, but this proportion varied greatly between

teams, from a fifth in Team F to four-fifths or more in
Teams A and K–O. Indeed, all bar three individuals in
Team L (97.2%) had had consultant contact. Such
variation was less marked with respect to contact from
other qualified staff (nurses, occupational therapists,
social workers and psychologists). Hence, 43.9% of
the full sample received regular contact (at least fort-
nightly), and the figures for six CMHTs were within
10 percentage points of this. Nevertheless, the range
spread from under a third (29.2%) in Team F to more

1Less than monthly/monthly/fortnightly/weekly or more often
2No or minor support/intermittent support/limited care package/intensive
care package

Table 1 Time since referral and prior team contact

Full
sample
(%)

Min–max
% across
teams

Full
sample

(n)

Time
since
referral

<6months 27.1 10.0–40.5 397
6<12months 21.5 13.4–35.3 297
12<24months 21.1 11.6–29.5 300
24+months 29.9 18.3–57.5 366

Whether
known to
team
before

Yes 33.8 7.0–54.5 304

current
episodea

No 66.2 45.5–93.0 596

Weighted percentages to adjust for different sampling ratios applied
to functional and organic cases.
aOnly available for Teams A–I.

Table 2 Frequency of contact with community mental health team
practitioners

Full
sample
(%)

Min–max
% across
teams

Full
sample

(n)

Consultant
(contacts in
previous
6months)

None 30.3 2.8–80.0 465
One 44.7 15.0–68.4 576
Two or more 25.0 5.0–47.3 322

Nurse,
occupational
therapist,
social
worker,
psychologist
(frequency of
contact)

Less than
monthly

19.9 0.0–43.6 282

Monthly 36.1 13.7–55.2 479
Fortnightly 28.9 12.9–47.4 411
Weekly/
more often

15.0 6.8–40.9 191

Support
worker
(frequency
of contact)

Less than
monthly

78.2 59.3–96.5 1088

Monthly 5.2 0.0–14.4 75
Fortnightly 6.4 0.0–15.4 97
Weekly/
more often

10.1 0.9–21.1 119

Weighted percentages to adjust for different sampling ratios applied
to functional and organic cases.
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than three-quarters (77.4%) in Team O. Support
workers visited a narrower range of individuals than
consultants or qualified practitioners. Overall, just a
sixth of patients received regular support worker con-
tact, ranging from 3.5% in Team E to over a quarter in
Teams J, L and H, with the availability of such staff
varying greatly (Tucker et al., 2014).

In terms of other support services received by the
full sample, less than a tenth regularly attended a day
hospital (Table 3), although there were no such facilities
available to Teams A, B, C and F. However, day hospitals
were a prominent feature of the support provided in
Teams J and O, where 40.5% and 30.6%, respectively,
were regular attendees. Similarly, although approximately
a tenth of the full sample had been admitted to a psychi-
atric bed in the previous 6months, this ranged from fewer
than five individuals (a negligible proportion) in Teams
A, F, H and M to approaching a quarter in Teams L
and N (22.1% and 24.1%, respectively).

A narrow majority of individuals received no social
care beyond (at most) input from a social worker,
whereas over a third (37.1%) received regular support
(combining the limited and intensive care options in
Table 3). Some variation was evident across teams,
with more than half the sample from Teams J, M
and O receiving regular care packages (51.6%, 51.1%
and 50.2%, respectively), but less than a quarter from
Teams A and F (24.6% and 21.3%, respectively).

Taken together, these findings paint a patchy, in-
consistent pattern of service provision across teams.
Patients seen by Team F appeared to receive the least
intensive support, being least likely to have seen a con-
sultant in the previous 6months or to have received
regular contact with other qualified practitioners.

The proportion receiving regular support worker in-
put was also below average, although few had had re-
cent inpatient care and there was no day hospital
service. Individuals from Team F were also least likely
to have regular social services support. No team stood
out as providing consistently high input across all
service types, but people from Teams L and O were
considerably more likely than average to have seen a
consultant and to have received regular visits from
qualified practitioners and support workers.

Explaining variation in service receipt: case types

Two different approaches were taken to explore whether
certain client groups received more support than others
and the extent to which this explained the aforemen-
tioned picture of service variation. First, using the
classification detailed in the previous paper (Tucker
et al., 2014), Table 4 presents a summary of the services
received by 12 common case types (groups of people
with similar needs for care, as determined by their
diagnoses, need for help with activities of daily living
(ADLs), level of challenging behaviour and risk).

With respect to time on caseload, patients with
functional mental health problems were consistently
more likely to be long-term CMHT clients, particu-
larly if they exhibited challenging behaviour. Indeed,
regardless of diagnosis, the tendency was for people
with more complex clinical profiles to stay longer on
teams’ caseloads. Nevertheless, around a third and a
fifth of the lowest-level needs groups (Case Types 1
and 6, respectively) had been seen for over 2 years.
For teams A–I, it was also possible to investigate the
proportion of each case type known to the team before
the current care episode (not shown). Thus, a third
(33.8%) had been seen before, representing 50.9% of
people captured by functional case types and 20.4%
captured by organic ones, the latter largely concen-
trated in case types with challenging behaviour.

Consultants were more likely than not to have seen
the people represented by all 12 case types in the previ-
ous 6months. However, this likelihood peaked for
those with functional mental health problems,
challenging behaviour and at least one medium risk
(Case Types 4 and 5). Other qualified practitioners
were also most likely to see these case types and least
likely to be in regular contact with those who were
ADL independent and displayed no/low levels of
challenging behaviour or risks (Case Types 1 and 6).

Support workers were similarly more likely to support
people with functional mental health problems, particu-
larly where they displayed challenging behaviours or
risks. Thus, support workers were in regular contact with

Table 3 Receipt of support from other services

Full
sample
(%)

Min–max
% across
teams

Full
sample

(n)

Other specialist mental
health input
Proportion attending day
hospital on a regular basis

8.3 0.0–40.5 89

Proportion admitted to a
mental health ward in the
last 6months

10.1 1.4–24.1 115

Social care supporta

No/minor support 55.2 37.0–72.3 701
Intermittent support 7.7 3.1–13.8 106
Limited care package 25.5 12.8–37.7 327
Intensive care package 11.6 4.6–18.2 158

Weighted percentages to adjust for different sampling ratios applied
to functional and organic cases.
aBased on categorisation described in the methods.
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22.4% of patients with functional diagnoses who were
ADL independent and displayed some level of risk but
no/low challenging behaviour (Case Type 2), but just
9.3% of those with the same ADL, risk and behaviour
profile but organic/mixed diagnoses (Case Type 7).
With respect to other specialist mental health input,
Case Types 4, 11 and 12 (representing individuals
with functional and organic disorders who exhibited
challenging behaviour and risks) were amongst the
most likely to attend day hospital and to have been
admitted to inpatient care.

Explaining variation in service receipt: regression
analyses

Logistic regression analyses were used to explore the
likelihood of having seen a consultant in the previous
6months and receiving regular support worker con-
tact. These were the two inputs the preceding analysis
suggested varied most between teams, and this ap-
proach enabled any team effects to be observed whilst
holding the range of clinical characteristics used in the
case type constant. Instead of broad diagnostic groups,
dependence, risks and behavioural difficulties, individ-
ual variables denoting specific clinical characteristics,
were entered into the models.

With respect to consultant contact, the model
presented in Table 5 suggests that although clinical
and team-related characteristics were important in
determining whether people saw a consultant, many
unobserved factors were also influential. Individuals
with symptoms of depression and/or organic/mixed
diagnoses were more likely to see a consultant than
people without a diagnosis (although this may be an
artefact, as diagnosis is often provided on the basis of
consultant assessment). The risk of self-harm and
delusional/paranoid behaviours also increased the
likelihood of seeing a consultant, whereas the risk of
self-neglect reduced it. Perhaps not surprisingly,
people with a recent inpatient admission were five
times more likely than those without to have seen a
consultant. Even controlling for clinical characteris-
tics, however, team variance was stark, with patients
in Teams L and O considerably more likely to see a
consultant than patients in Teams F and H.

Table 6 presents the equivalent analyses for support
worker contacts. As can be seen, these confirmed that
people with functional mental health problems,
including symptoms of depression and a diagnosis of
schizophrenia, were more likely to be seen by a sup-
port worker than those needing significant help with
ADLs or with organic/mixed diagnoses. Patients at risk
of self-neglect also had a greater than average

Table 5 Likelihood of having seen a consultant in the previous 6months (logistic regression)

Odds ratio Standard error p-value

Socio-demographic characteristics
Age 0.977 0.010 0.022
Receiving informal care 1.305 0.209 0.097

Clinical profile and diagnosis
High functional dependence 0.290 0.103 <0.001
Positive depression screen
(Patient Health Questionnaire 2)

1.496 0.223 0.007

Organic/mixed diagnosis 1.526 0.272 0.018
No diagnosis 0.583 0.157 0.045

Risks and challenging behaviours
At risk of self-neglect 0.620 0.099 0.003
At risk of self-harm (deliberate) 1.899 0.599 0.042
Displays delusions, hallucinations
or paranoia

1.580 0.262 0.006

Other service receipt
Inpatient admission in the last
6months

5.059 1.915 <0.001

Team dummies
Team A 1.838 0.649 0.085
Team F 0.081 0.025 <0.001
Team H 0.395 0.094 <0.001
Team L 10.681 7.893 0.001
Team M 3.330 1.274 0.002
Team O 12.667 13.260 0.015
Constant 8.360 6.669 0.008

Model fit: pseudo-R2 = 0.186; likelihood ratio χ2(16) = 271.56, p< 0.000; Hosmer–Lemeshow χ2 = 9.40; p = 0.310.
Diagnostics: n = 1169; link test coefficient (y-hat2) p = 0.690.
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likelihood of seeing a support worker. Once caseload
characteristics were controlled for, team variations
were largely muted, with the reduced proportion of
variance explained by the model (pseudo-R2 = 0.090),
suggesting other unobserved variables were more
important in determining who saw a support worker.
That said, the chances of seeing a support worker were
slightly higher in Team I and a little less in Teams D, E
and K regardless of clinical profile.

Discussion

Although the first paper identified a limited literature
on the caseloads held by CMHTs (Tucker et al.,
2014), contemporary information about the input
required by patients with different needs profiles and
the services they receive is similarly sparse (Hunter
et al., 2002). In addressing this gap, this paper offers
an account of the support provided to a large cross
section of older people seen by 15 CMHTs in England
and suggests that what people receive is (at least in
part) dependent on the particular team they see. Thus,
considerable diversity was found in the length, nature
and frequency of input provided, which could not be
wholly attributed to clinical profiles.

Methodological considerations

In addition to the issues raised in the previous paper, it
should be acknowledged that the description of the
support patients received refers only to face-to-face

contacts. Telephone contacts were not included. More-
over, the data tell us nothing about the content and/or
quality of this input.

Variations in service receipt between patients

In keeping with past studies of CMHTs for older and
working-age adults (Brown et al., 1996; Macdonald
et al., 2007; Hunter et al., 2002), this analysis found
that the duration of CMHT support varied consider-
ably according to the types of people concerned. Thus,
individuals with functional mental health problems or
more complex needs tended to have longer care
episodes than people with organic diagnoses or less
complex needs. This relationship with care needs is
not surprising and suggests a targeted response to
acuity. The link with diagnosis, however, is worthy
of further exploration, for organic illnesses are, by
definition, generally chronic and progressive (Ballard
and Bannister, 2010), and the proportion of people
with dementia on CMHT caseloads may itself be
declining (Tucker et al., 2014).

One obvious explanation relates to age, as patients
with organic disorders were generally older than those
with functional disorders, increasing the probability of
institutionalisation and mortality. Reflecting the
discussion by Tucker et al., 2014, another possibility
is that further to assessment and the resolution of
acute problems, people with dementia were more
often referred onto other services, including social
services. This is particularly likely where teams lacked
social work staff, as it is considerably harder to access

Table 6 Likelihood of regularly seeing a support worker (logistic regression)

Odds ratio Standard error p-value

Socio-demographic characteristics
Age 1.022 0.011 0.045
Lives alone 2.026 0.312 <0.001

Clinical profile and diagnosis
Functionally independent 1.493 0.283 0.034
Positive depression screen
(Patient Health Questionnaire 2)

1.350 0.207 0.050

Diagnosis of schizophrenia 1.815 0.560 0.053
Risks and challenging behaviours
At risk of self-neglect 1.413 0.228 0.032
At risk of self-harm (deliberate) 1.715 0.482 0.055
Wanders away from home/carer 1.536 0.330 0.046

Team dummies
Team D 0.422 0.143 0.011
Team E 0.117 0.061 <0.001
Team I 2.649 0.665 <0.001
Team K 0.478 0.134 0.008
Constant 0.018 0.160 <0.001

Model fit: pseudo-R2 = 0.0898; likelihood ratio χ2(113.30), p< 0.001; Hosmer–Lemeshow χ2(8) = 3.05;
p = 0.931. Diagnostics: n = 1263; link test coefficient (y-hat2) p = 0.849.
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social care resources in such circumstances (Challis
et al., forthcoming). Indeed, there were no social
workers in either of the teams providing the lowest so-
cial care packages in this study.

In view of the level of re-referrals, however, it
seems likely that at least some people were simply
discharged between acute care episodes. In light of
increasing numbers of CMHT referrals (Banerjee
and Chan, 2008), this may be a necessity. Neverthe-
less, it cannot be desirable, as not only do older
people and their carers value continuity of care, re-
referrals also often present in a less well-managed
state (Macdonald et al., 2007). The finding that
people with dementia also had less regular contact
with CMHT staff (particularly consultants) is also
potentially concerning, and more research is needed
to ascertain the reasons for this.

Variations in service receipt between community mental
health teams

If only modest variation was seen in the proportion of
patients seen by other team members, individuals in
some teams were considerably more likely to see a
consultant or support worker than those in others,
regardless of clinical profile. What might this suggest?
Clearly, one possibility is that CMHTs are not
configured to match patient needs but simply use
whatever resource they have. Certainly, the teams in
this study were configured differently, although
workforce planning in the UK has sometimes been
criticised (Evans et al., 2012). Alternatively, it may be
that the precise professional discipline of team
members is less important than their particular
skills and knowledge in determining their roles
(Macdonald, 1991; Dening, 1992), although a third
explanation might relate to a lack of consensus on
professional boundaries. Whichever of these theories
prevails, however, such variation is surely at least
partly sustained by the lack of research in this area,
with very little known about the different patient
groups different professionals help most and where
such specialist input should be focused (Philpot and
Banerjee, 1997; Banerjee and Chan, 2008).

Implications for service managers and commissioners

Although multidisciplinary CMHTs are widely seen as
the vehicle of choice for delivering community care to
adults of all ages (WHO and WPA, 1997; Lingard and
Milne, 2004; Molodynski and Burns, 2008), Evans et al.
(2012) note that the rationale for team composition has

never been clearly articulated, nor the relative
contribution of particular disciplines explained and
documented. In seeking to determine optimal CMHT
staffing, we would contend that planners first need to
define who teams are serving and then to specify
the input required. Only then can staffing reflect
local needs and appropriate training be identified
(Evans et al., 2012).

The study also raises questions about the balance
of input provided to people with organic and func-
tional disorders and whether this is appropriate. It
suggests the need for further research that seeks to
identify how and by whom different people’s needs
are best met and a mental health workforce strategy
that ensures the availability of the requisite number
of appropriately skilled personnel. Although differ-
ing local needs might at least in part justify the
identified variation in teams’ composition and
caseloads, it is surely harder to make a case for
the differences in input provided to similar people
in different localities.

Conclusions

The enhancement of community-based care and the
provision of mental health services that are compre-
hensive and accessible are long-standing and universal
aims (Challis, 1996; WHO and WPA, 1997; Marshall,
1999). Service providers are thus challenged to deliver
a service to the full range of people that might benefit
from them (horizontal comprehensiveness) and to
ensure that the necessary range of specialist services
are available to those people with the most complex
needs (vertical comprehensiveness; Thornicroft and
Tansella, 1999). Writing about CMHTs for working-
age adults almost two decades ago, Peck (1995) noted
that many teams had interpreted ‘comprehensive’ to
mean delivering a limited range of services to a broad
range of people and did not always provide a compre-
hensive service to people with complex needs. Our
data suggest that at least some CMHTs for older
people similarly fail to meet this challenge today, for
such teams’ caseloads varied greatly, and although
services were targeted at people with particular needs,
similar people seen by different CMHTs received
clearly different levels of input.
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Key points

• The delivery of multidisciplinary community
support is widely advocated as the first tier of
secondary mental health provision. However,
little is known about the length, nature and
frequency of such input.

• This study found marked differences in the
duration of input provided by CMHTs for
older people in England. Individuals with
functional mental health problems or more
complex needs tended to have longer care
episodes than people with organic diagnoses or
less complex needs.

• The proportion of patients seen by consultants
varied greatly between teams. Risk of self-harm,
delusions and paranoia increased the likelihood
of seeing a consultant; risk of self-neglect
increased the likelihood of seeing a support
worker.

• Between-team differences in service receipt
could not be wholly attributed to differences in
caseloads.
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