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1.

Introduction

1.1 Context
1.1.1
1.1.2
1.1.3
1.1.4

1.1.5

1.1.6

1.1.7

This report has been prepared by The Public Health Action Support Team (PHAST) in response to a
request by Cynthia Lyons, Deputy Director of Public Health, NHS East Sussex.
PHAST is a not-for-profit group of experienced public health consultants who provide evidence
based, high quality, outcome-focused public health services and support.
The overall work package comprises a collection of seven literature reviews addressing the seven
priority areas outlined in the Health and Wellbeing Strategy for East Sussex 20121. See Table 1.1.
This report deals with Priority Area 5: Enabling people to manage and maintain their mental health
and wellbeing. The sub-topics within this priority area are:
a. Interventions to promote early identification, diagnosis, support and treatment of mental
health conditions (all ages)
b. Interventions to promote community based mental health services and support (all ages)
c. Interventions to promote utilisation of comprehensive care plans for people with severe
mental health needs (all ages)
d. Interventions to reduce the incidents of self-harm and suicide (all ages)
e. Interventions to improve the physical health of people with mental health conditions (all
ages)
f. Interventions to promote better mental health outcomes and quality of life for carers (all
ages)
The literature review focus on delivering a summary of clear and concise evidence statements
based on the 5-10 most recent and relevant systematic reviews or meta-analyses for each sub-topic.
The review provides commissioners with a robust basis for decision making and directing needs
assessments based on the evidence that is well accepted across the scientific community.
The review has been based on the framework methods previously developed for East Sussex. The
review has been systematic and clearly documented, but does not represent the standards of a full
systematic review. Due to the broad scope and finite resources available the review is necessarily a
rapid review. This means that whilst the review aims to identify the most important and relevant
messages that are well supported by the scientific literature; the findings do not extend to: all
interventions and outcomes; nuances for different populations and contexts; or areas where the
evidence is inconclusive.
The main outputs of the literature review are a series of evidence based recommendations which
are set out in Section 2. Following this: Section 3 describes the detailed methods statement for the rapid
review; Section 4 sets out the detailed results; and finally full details of search terms and sources are set
out in the appendices.

1 East Sussex Health and Wellbeing Board. Healthy Lives, Healthy People. East Sussex Health and Wellbeing
Strategy 2013-2016. October 2012. Available at: http://www.eastsussex.gov.uk

Table 1.1: The seven priority areas and their sub-topics for the overall literature review
Priority area
The best
possible start
1

Sub-topic
a.

Interventions to support smoking cessation during pregnancy Interventions

b.

to support breastfeeding initiation and continuation Interventions to support

c.

parents of babies with special educational needs/ disabilities Interventions

and young

d.

to improve rates of infant immunisation & vaccination Interventions to

children

e.

for all babies

achieve healthy weight during childhood (addressing obese & underweight
children)

Safe, resilient
and secure
2

parenting for
all children
and young
people
Enabling

a.

Interventions to support parents who are struggling

b.

Quality training as an intervention for those who work with vulnerable families

c.

Effective parenting interventions to support children/ young people
Interventions to reduce the number of young people entering the criminal

d.

justice system
Interventions to improve outcomes for children in families supported by social

e.

care services
Interventions to reduce the number of young people/ adults drinking alcohol at a high

a.

risk level

people of
3

all ages to

b.

Interventions to lower rates of smoking amongst young people/adults

live healthy

c.

Interventions to support primary prevention of smoking in children/ young adults

lives and

d.

Interventions to support people to change behaviour (all ages)

have healthy

e.

Interventions to promote physical activity (all ages)

lifestyles

f. Interventions to promote healthy eating (all ages)
a.

Interventions to prevent falls, accidents and injuries amongst children and
young people

Preventing
4

and reducing

b.

Interventions to prevent falls, accidents and injuries (adults)

falls, accidents c.

Interventions to prevent falls, accidents and injuries (elderly)

and injuries

d.

Integration of services to manage falls, accidents & injuries

e.

(elderly) Interventions to prevent road traffic injuries

a.

Interventions to promote early identification, diagnosis, support and treatment
of mental health conditions (all ages)

5

Enabling

b.

Interventions to promote community based mental health services & support (all

people to

c.

ages) Interventions to promote utilisation of comprehensive care plans for people
with severe mental health needs (all ages)

manage and
maintain their

d.

Interventions to reduce the incidents of self-harm and suicide (all ages)

mental health

e.

Interventions to improve the physical health of people with mental health

and wellbeing

conditions (all ages)
f.

Interventions to promote better mental health outcomes and quality of life for
carers (all ages)

a.

Interventions to support person centred care in the community for people with
special educational needs

Supporting
those with

Interventions to support person centred care in the community for people

b.

with disabilities

special
6

educational

Interventions to support person centred care in the community for people with

c.

long term conditions

needs,
disabilities

d.

Interventions to support self-management for people with long term conditions

and long term

e.

Interventions to promote better physical health outcomes and quality of life for
carers (all ages)

conditions
f.

Integrated services as an intervention to avoid inappropriate attendance at A&E/

admissions/ bed days

High quality
and choice of
end of life
care

7

a.

Interventions to increase the number of people identified as approaching end of life

b.

Interventions to increase the number of people identified as approaching end of life with
advanced care plans
Interventions to promote the number of people dying in their preferred place of care &
reduce the number dying in hospital

c.
d.

Interventions to promote end of life care staff training

e.

Interventions to support people who are bereaved

2.

Recommendations

2.1

Interpreting recommendations

2.1.1

The objective of this section is to make evidenced based recommendations that support
commissioners with a robust basis for decision making.
Scoring of recommendations is based on the SIGN methodology as set out in the methods
statement, section 3.4. Recommendations graded ‘A’ are based on the highest quality evidence and
those graded ‘D’ the least.
Recommendations for interventions are made where there is ‘high’ or ‘moderate’ strength
evidence provided by ‘1++, 1+ or 2++’ quality studies. For details of scoring of ‘strength of
evidence’ and ‘quality of studies’ see sections 3.4.4 and 3.4.3.
The ‘Evidence’ column provides links to the sources set out in Appendix 2 that support each
recommendation.
It is recommended that commissioners review the entire evidence base set out in this report, but
that service planning focus on those issues highlighted by this recommendations section.
Recommendations are based on evidence from systematic reviews and meta-analyses.

2.1.2

2.1.3

2.1.4
2.1.5
2.1.6

2.2

Recommendations for interventions to promote early identification,
diagnosis, support and treatment of mental health conditions (all ages)

This evidence review recommends:

Intervention

Evidence Grade

Assessment tools
2.2.1
•
•

Ensure when assessing a person with a suspected common mental
health disorder, staff consider using:
A diagnostic or problem identification tool or algorithm
A validated measure relevant to the disorder or problem being
assessed

A1

A

Identification
2.2.2

2.2.3

Ensure that if the identification questions indicate a possible
common mental health disorder, a practitioner who is competent to
perform a mental health assessment, reviews the person's mental state
and associated functional, interpersonal and social difficulties.
Ensure that for people with significant language or communication
difficulties staff consider using the Distress Thermometer and/or ask a
family member or carer about the person's symptoms to identify a
possible common mental health disorder.

A1

A

A1

A

A1

A

Assessment
2.2.4

Ensure that all staff carrying out the assessment of suspected
common mental health disorders are competent to perform an
assessment of the presenting problem in line with the service setting in
which they work.

2.2.5

Ensure that if the presentation and history of a common mental
health disorder is of recent onset, suggest that it may be mild and
self-limiting and consider providing psycho-education and active
monitoring before providing or referring for further assessment or
treatment.

A1

A

Treatment
2.2.6

2.2.7

2.2.8
2.2.9

Ensure when discussing treatment options with a person with a
common mental health disorder, consider the wider factors that may
impact on the treatment options.
Ensure that when staff discuss treatment options with a person with
a common mental health disorder, they provide additional
supportive information.

A1

A

A1

A

Ensure that staff take account of patient preference when choosing
from a range of evidence-based treatments.
Ensure that staff follow the stepped-care approach, usually offering

A1

A

or referring for the least intrusive, most effective intervention first.

A1

2.2.10 Ensure that if a person with a common mental health disorder needs social,
educational or vocational support, staff consider: informing them about
self-help groups, or support groups and other local and national
resources, or befriending or a rehabilitation programme or

A1

A

A

educational and employment support services
2.2.11
Promote the following evidence based interventions:
• Assertive community treatment for people with severe mental
disorders.
• Crisis intervention for people with severe mental illnesses
• Music therapy for schizophrenia or schizophrenia-like illnesses
• Psycho-education for schizophrenia

A5

B

Treatment - anxiety and depression symptoms
2.2.12

Ensure that people with persistent sub-threshold depressive
symptoms are offered one or more low-intensity interventions:

2.2.13 Promote primary care depression screening and care management
programs with staff assistance, such as case management or mental
health specialist involvement, to increase depression response and
remission.
2.2.14

Promote close monitoring of all adult patients who initiate
antidepressant treatment, particularly those younger than 30 years,
to ensure optimal treatment and improved safety.

A1

A

A11

B

A11

B

Treatment - learning disability
2.2.15 Ensure that for people with a common mental health disorder and a mild
learning disability or mild cognitive impairment, are where possible
referred for the same interventions relevant to people with the same
common mental health disorder.

A1

A

Developing local care pathways
2.2.16 Ensure managers and commissioners collaborate to develop local
care pathways that promote access to services for people with
common mental health disorders
2.2.17 Ensure local care pathways are developed to promote
implementation of key principles of good care.
2.2.18 Ensure that the development, management and evaluation of local
care pathways lies with a designated leadership team, which
should include primary and secondary care clinicians, managers
and commissioners.
2.2.19 Promote local care pathways with a stepped-care model of service
delivery
2.2.20 Promote pathways that offer prompt assessments and interventions
that are appropriately adapted to the cultural, gender, age and
communication needs of people with common mental health
disorders and keep to a minimum the number of assessments
needed to access interventions.
2.2.21 Promote pathways that minimise the need for transition between
different services or providers and allow services to be built around
the pathway and not the pathway around the services
2.2.22
Ensure that the local care pathway has protocols for:
• Sharing and communicating information with people with common
mental health disorders, and where appropriate families and carers,
about their care
• Sharing and communicating information about the care of service

A1

A

A1

A

A1

A1

A1

A1

A1

A

A

A

A

A

users with other professionals (including GPs)
• Communicating information between the services provided within the
pathway
• Communicating information to services outside the pathway.
2.2.23 Ensure local care pathways have robust systems for outcome
measurement in place, which should be used to inform all involved in A1
a pathway about its effectiveness.

A

Ensure information is provided about mental health services and interventions A1
that constitute the local care pathway.

A

Access and uptake of services
2.2.24 Promote access to services and increase the uptake of interventions
by:
• Ensuring systems are in place to provide for the overall coordination and
continuity of care of people with common mental health disorders
• Designating a healthcare professional to oversee the whole period of
care (usually a GP in primary care settings).
2.2.25
Ensure services for people with common mental health disorders are
provided in a variety of settings and use an assessment of local needs as
a basis for the structure and distribution of services.
2.2.26

Provide all information about mental health services in a range of
languages and formats (visual, verbal and aural) and ensure that it is
available from a range of settings throughout the whole community

A1

A

A1

A

A1

A

Older adults with mental health conditions
2.2.27 Promote psychosocial interventions for older adults to improve
quality of life and positive mental health
2.2.28 Promote social activities interventions to improve positive mental
health, life satisfaction and quality of life and reduce depressive
symptoms.
2.2.29 Promote interventions lasting more than three months over shorter
interventions.
2.2.30

A8

A8
A8

Consider meaningful social activities, tailored to the older individual's A8
abilities and preferences

B

B
B
B

High risk people with mental health conditions
2.2.31 Ensure that assessors of mental health disorders always ask people
directly about suicidal ideation and intent. If there is a risk of selfharm or suicide:
2.2.32 assess whether the person has adequate social support and is aware of
sources of help
2.2.33 arrange help appropriate to the level of risk
2.2.34 advise the person to seek further help if the situation deteriorates
2.2.35 Ensure that if a person with a common mental health disorder, in
particular depression, is assessed to be at risk of suicide:
2.2.36 Then take into account toxicity in overdose, if a drug is prescribed,
and potential interaction with other prescribed medication; if
necessary, limit the amount of drug(s) available
2.2.37 Consider increasing the level of support, such as more frequent direct or
telephone contacts
2.2.38 consider referral to specialist mental health services

A1

A1

A

A

2.2.39

Ensure that if a person with a common mental health disorder
presents considerable and immediate risk to themselves or others,
refer them urgently to the emergency services or specialist mental
health services.

A1

A

Psychosis with mental health conditions
2.2.40 Promote early intervention services over standard care for people
with early psychosis
2.2.41

A2

B

Promote family interventions services for people with early psychosis A2

B

School interventions for people with mental health conditions
2.2.42

Promote school based interventions with the following
characteristics:
•

teaching skills focusing on positive mental health;

•

balancing universal and targeted approaches;

•

starting early with the youngest children and continuing with
older ones;

•

operating for a lengthy period of time and embedding work within

A9

B

a multi-modal/whole-school approach.
2.2.43

Ensure that school based interventions are completely and accurately
implemented: this applied particularly to whole-school interventions
A9
which could be ineffective if not implemented with clarity, intensity
and fidelity.

B

This evidence review does not recommend:
Intervention
2.2.44
2.2.45

Do not offer antidepressants routinely for people with persistent
sub threshold depressive symptoms or mild depression,
There is evidence from nine fair- or good-quality trials that
depression screening programs without substantial staffassisted depression care supports, are unlikely to improve
depression outcomes.

Evidence
A1

Grade

A

A11

B

2.3

Recommendations for interventions to promote community based mental
health services and support (all ages)

This evidence review recommends:

Intervention

Evidence Grade

Community treatment Interventions

2.3.1

Promote community mental health team management over nonteam standard care to promote greater acceptance of treatment, B6
reduced hospital admission and avoid deaths by suicide.

2.3.2

For assertive community treatment, promote community treatment B3
that uses a team approach with small case loads.

2.3.3

Promote social skills training for recovery in the areas of community
integration and normative life roles for adults with serious mental
illness.

B13

B
B

B

Promote the following interventions to aid adults with serious
mental illness in community integration and normative life roles -

2.3.4

•

Social skills training

•

Life skills and instrumental activities of daily living training

•

Neurocognitive training paired with skills training in the areas of work

•

Social participation, and instrumental activities of daily living

•

Client-centred interventions

B13
B

Intensive case management interventions

2.3.5

Promote intensive case management interventions to better many B4
outcomes relevant to people with severe mental illnesses.

2.3.6

Promote intensive case management over standard care to reduce
hospitalisation, increase retention in care and Improve social
functioning.

2.3.7

A

B4

A

Promote intensive case management for people with severe mental
illnesses who are in the sub-group of those with a high level of B4

A

hospitalisation (about 4 days/month in past 2 years)
Collaborative care interventions

2.3.8
2.3.9

2.3.10

Promote collaborative care for adult patients with depression and B7
anxiety.
Promote collaborative care models in the treatment of depressive
disorders. Promote collaborative care for management of depressive
disorders provides good economic value.
Promote collaborative care interventions to provide a supportive
network of professionals and peers for patients with depression,
especially at the primary care level.

B11
B14

A
A
B

B11

A

B5

B

Crisis interventions

2.3.11

2.3.12

Promote care based on crisis intervention, with or without an
ongoing home care package to treat people with serious mental
illnesses.
Promote care based on crisis intervention principles over standard
care to reduce repeat admissions to hospital, reduce family burden, to
provide a more satisfactory form of care for both patients and
families and to improve mental state three months after crisis.

B5
B

Outreach interventions
2.3.13

Promote multidisciplinary working within assertive outreach services B10

2.3.14 Ensure that government and service providers make sure that
practitioners within assertive outreach services receive sufficient
training and managerial and clinical supervision, in order to do the
best for a very challenging and chaotic client group.

B

B10

B

Low-income urban youth
2.3.15 Promote community- based mental health and behavioural
interventions that a focus on the environment for low-income urban B12
youth.
2.3.16 Promote programs that focus on the youth plus one or more
environmental targets or environmental targets alone.

B
B12

B

This evidence review does not recommend:
Intervention

Evidence

Grade

2.3.17 There is evidence that compulsory community treatment results in no
significant difference in service use, social functioning or quality of life B8
compared with standard care.

B

2.3.18 There is evidence that youth only interventions were not found to be
effective in community-based mental health and behavioural
programs for low-Income urban youth.

B

B12

2.4

Recommendations for interventions to promote utilisation of
comprehensive care plans for people with severe mental health needs
(all ages)

This evidence review recommends:

Intervention

Evidence Grade

Collaborative care interventions
2.4.1

•

•

•

•

There is evidence to support Collaborative care; collaborative care
has been described as a ‘system level’ intervention with four key
elements Collaboration between a GP and at least one other healthcare
professional (for example, a psychiatrist, clinical psychologist, social
worker, or nurse) in a person’s care.
The use of a structured management protocol or guidelines. The
intervention may include pharmacological and/or
psychological/psychosocial interventions.
Scheduling regular follow-up appointments to provide specific
interventions, facilitate treatment adherence, and monitor symptoms or
adverse effects.
A system or mechanism to facilitate and enhance inter-professional
communication regarding the care plan. This could include team
meetings, case reviews, shared electronic patient records, and
professional supervision of the care manager.

C16

A

The healthcare professional collaborating with the GP in a person’s care is
sometimes described as a ‘case manager’, where a key element of the role
involves coordinating care with the GP including referral on to secondary care.
Case managers may not always be from traditional healthcare professional
backgrounds; they may be specifically trained to undertake this and/or related
roles.
2.4.2

Promote collaborative chronic care models across a wide variety of
care settings to provide a robust clinical and policy framework for care
C8
integration and to improve mental and physical outcomes for
individuals with mental disorder

B

Organisational structure and strategy interventions
2.4.3

Ensure that organisational structures and strategies such as rewards
systems are aligned to allow teams to function and ensure that
C9
training is provided to enable healthcare professionals to gain the
knowledge and skills required for effective team working.

B

Patient self-care interventions
2.4.4

Ensure that clear, comprehensible information and support for selfcare in adult mental health is provided.

C1

2.4.5

Ensure that needs-oriented continuity of care is provided for people
with mental illness.
Ensure personal continuity of care is provided in order to avoid
fragmented therapeutic relationships in complex mental health care
provision.

C6

2.4.6

C6

A
B

B

Health Professional interventions
2.4.7

Ensure that health professionals review the needs of families and
carers and offer an assessment of their caring, physical and mental
health needs if one has not been offered previously.

2.4.8

Promote practice-based interprofessional collaboration (IPC)interventions to improve healthcare processes and outcomes
Collaboration between health professionals and patient or carers
2.4.9
Ensure that mental health service users are fully involved and active
in the design and delivery of care plans, and that any documents
created in collaboration are signed by the health and social care
professionals and service users. A copy of the care plan should be
provided for the service user and a review date should be agreed.

•
•
•
•
•
•
•
•
2.4.11

2.4.10 Ensure that people using mental health services who may be at risk
of crisis are offered a crisis plan. The crisis plan should be developed
by the service user and their care coordinator, which should be
respected and implemented, and incorporated into the care plan. The
crisis plan should include Possible early warning signs of a crisis and coping strategies
Support available to help prevent hospitalisation
Where the person would like to be admitted in the event of
hospitalisation
The practical needs of the service user if they are admitted to hospital
Details of advance statements and advance decisions
Whether and the degree to which families or carers are involved
Information about 24-hour access to services
Named contacts
Ensure that service users routinely have access to their care plan and
care record, including electronic versions. Care records should contain a
section in which the service user can document their views and
preferences, and any differences of opinion with health and social care
professionals.

C16

A

C10

B

C1

A

C1

A

C1

A

2.4.12

Ensure that mental health service users help to develop any advance
statements and advance decisions for their care plans and that
C1
copies of the care plan are held by the service user and in primary
and secondary care records.
2.4.13
Ensure that health professionals provide effective and empathic
packages of care and that they offer informal means of
C3
communication as well as formal interventions to assist and
encourage families.

A

B

2.4.14 Ensure health professionals get adequate training to work with
informal carers and in particular with culturally diverse families.

C3

B

2.4.15

C3

B

Ensure that families are included in treatment and decision-making

2.4.16 Promote a covenant between mental health services and the people
who depend on services, to clarify what professionals and others
expect of family carers in respect of their relative, with a starting
point being that carers give ongoing support, and practitioners
engage supportively and empathetically with carers.

C3

B

Mental health services interventions
2.4.17

Ensure that mental health service providers strive to involve family
carers in the construction and provision of services and make it
easier to access these services.
2.4.18 Ensure that clear principles are published to guide information
sharing between mental health services and carers that take account C3
of confidentiality, consent and the needs of family carers.
2.4.19 Promote the implementation of discharge interventions in mental
health care to reduce hospital stays and to improving patient’s
adherence to aftercare as well as symptomatic impairment.
Primary care interventions
2.4.20
Promote the following interventions in primary care settings.
• Collaborative mental health care for case review meetings in primary
care settings.
• Regular review of mutual patients by primary care staff and visiting
psychiatrist
• Coordination of all care planning and management by occupational
therapists
• Collaboration of primary care staff with accommodation staff
Community care interventions
2.4.21 Use diverse media to communicate with community care service
users, including letters, phone calls, emails or text messages,
according to the service user’s preference.
2.4.22

C3

B

B

C6

C5

C1

B

B

A

Ensure that care plans are developed jointly with community care
service user, and include activities that address -

•

Social inclusion such as education, employment, volunteering and other
occupations such as leisure activities and caring for dependants
• Providing support to help the service users realise the plan
• Providing the service user with an up-to-date written copy of the care
plan, and agree a suitable time to review it
Depression
2.4.23 Ensure that people with depression have the option to develop
advance decisions and advance statements for their care plan.
2.4.24 Ensure that copies of the care plan are placed in primary and
secondary care records and copies given to the person and to their
family or carer, if the person agrees.

C1

A

C14

A

2.4.25 Ensure that teams working with people with depression develop
comprehensive multidisciplinary care plans in collaboration with the
individual with depression (& their family or carer with permission)
2.4.26
The care plan should: identify clearly the roles and responsibilities
C14
of
all health and social care professionals involved; develop a crisis plan
that identifies potential triggers that could lead to a crisis and
strategies to manage such triggers; be shared with the GP and the
person with depression and other relevant people involved in the
2.4.27 Promote care management with the following features: patient
education and self-management, monitoring of depressive
C2
symptoms and treatment adherence, decision support for
medication management, a patient registry and mental health
supervision of care managers.
2.4.28

Promote collaborative care interventions for depression in older
people

Children and young people with depression

C2

A

B

B

2.4.29

Ensure that children and young people with depression have the
opportunity to make informed decisions about their care and
treatment, but this does depend on their age and capacity to make
decisions. It is good practice for healthcare professionals to involve
the young person’s parent(s) or carer(s) in the decision-making
process.
Where a child or young person is not old enough or does not have
the capacity to make decisions, healthcare professionals should
follow the Department of Health guidelines – Reference guide to
consent for examination or treatment (2001).

C13

A

2.4.30 Ensure that unless specifically excluded by the child or young
person, parent(s) or carer(s) have the opportunity to be involved in
decisions about the child or young person’s care and treatment. The C13
parent(s) and carer(s) should also be provided with the information
and support they need
2.4.31 Ensure that information is provided to the patient and their
parent(s) and carer(s) at an appropriate time. The information
should be age appropriate and should cover the nature, course and
C13
treatment of depression; including the likely side-effect profile of
medication should this be offered.
2.4.32 Ensure that healthcare professionals involved in the treatment of
children or young people with depression take time to build a
C13
supportive and collaborative relationship with both the patient
and the family or carers.
2.4.33 Ensure that healthcare professionals make all efforts necessary to
engage the child or young person and their parent(s) or carer(s) in
treatment decisions, taking full account of patient and
parental/carer expectations, so that the patient and their parent(s)
or carer(s) can give meaningful and properly informed consent
before treatment is initiated.

A

A

A

C13

Ensure that families and carers are informed of self-help groups and
support groups and are encouraged to participate in such
C13
programmes where appropriate
Psychosis and substance misuse
2.4.35
Ensure that written and verbal information is offered to families,
carers or significant others appropriate to their level of
understanding about the nature and treatment of psychosis and
substance misuse, including how they can help to support the
C12
person. Written information should be available in the appropriate
language or, for those who cannot use written text, in an accessible
format (audio or video).

A

2.4.34

2.4.36 Although advance decisions and advance statements can be
overridden using the Mental Health Act (1983; amended
1995 and 2007), try to honour them wherever possible.
2.4.37

A

A

C12

A

Ensure that healthcare professionals in primary care and secondary
care mental health services, and in specialist substance misuse
services, work collaboratively with voluntary sector organisations
C12
that provide help and support for adults and young people with
psychosis and coexisting substance misuse. Ensure that advocates
from such organisations are included in the care planning and care

A

programming process wherever this is possible and agreed by the
person with psychosis and coexisting substance misuse.
2.4.38 Ensure that protocols are developed between organisations for
routine and crisis care.
2.4.39
Ensure that when healthcare professionals asses adults and young
people with psychosis and coexisting substance misuse, they seek
corroborative evidence from families, carers or significant others
where this is possible and permission is given and review any
changes in the person's use of substances. This should include
changes in: the way the use of substances affects the person over
time, patterns of use, mental and physical state, circumstances and
treatment. Share the summary with the person and record it in their
care plan.
2.4.40 When developing a care plan for an adult or young person with
psychosis and coexisting substance misuse, take account of the
complex and individual relationships between substance misuse,
psychotic symptoms, emotional state, behaviour and the person's
social context.
2.4.41

Ensure that adults and young people with psychosis and coexisting
substance misuse are offered evidence-based treatments for both
conditions.

2.4.42 Ensure that when people with psychosis and coexisting substance
misuse are discharged from an inpatient mental health service, that
they have • An identified care coordinator
• A care plan that includes a consideration of needs associated with
both their psychosis and their substance misuse
• Been informed of the risks of overdose if they start reusing substances,
especially opioids that have been reduced or discontinued during the
inpatient stay.
Children and young people with psychosis
2.4.43
Ensure a care plan is developed with the parents or carers of
younger children, or jointly with the young person and their parents
or carers, as soon as possible after the diagnosis of psychosis and:
include activities that promote physical health and social inclusion,
these include the following –
• Education, employment, volunteering and leisure activities
• Provide support to help the child or young person and their parents or
carers realise the plan
• Give an up-to-date written copy of the care plan to the young person
and their parents or carers if the young person agrees to this
• Give a copy of the care plan to the parents or carers of younger
children
• Agree a suitable time to review it; send a copy to the primary
healthcare professional who made the referral
• Support children and young people to develop strategies, including
risk- and self-management plans, to promote and maintain
independence and self-efficacy, wherever possible
• incorporate these strategies into the care plan
2.4.44

Ensure that all children and young people with a first presentation of C15
sustained psychotic symptoms (lasting 4 weeks or more) are

C12

A

C12

A

C12

C12

A

A

C12

A

C15

A

A

urgently referred to a specialist mental health service, either CAMHS
(up to 17 years) or an early intervention in psychosis service (14
years or over), which includes a consultant psychiatrist with training
in child and adolescent mental health.
2.4.45

Ensure that if the child or young person is at risk of crisis, a crisis
plan is developed with the parents or carers of younger children, or
jointly with the young person and their parents or carers, and with
their care coordinator.
2.4.46 Ensure that when a child or young person with a diagnosis of
psychosis or schizophrenia presents with a suspected relapse (for
example, with increased psychotic symptoms or a significant
increase in the use of alcohol or other substances) and is still
receiving treatment, primary healthcare professionals should refer
to the crisis section of the care plan and consider referral to the key
clinician or care coordinator identified in the crisis plan.
2.4.47 Ensure that the daytime activities of children and young people with
psychosis or schizophrenia are routinely recorded in their care plans,
including educational and occupational outcomes.

C15

A

C15

A

C15

A

Interventions targeting people with schizophrenia to promote utilisation of comprehensive care plans
2.4.48 Ensure people with schizophrenia have a comprehensive biopsychosocial assessment prior to the development of the care
plan. The assessment should provide an understanding of the
presenting problems of the service user within the context of their
life, both past and present, and should facilitate the development
of a care plan that addresses a broad range of client needs
beyond symptom reduction.
Ensure comorbid conditions are identified, including substance
misuse or physical illness, or if there is a forensic history, treatment
and care plans that deal with these wider concerns will need to be
developed.
2.4.50 Ensure that following a full needs assessment, a comprehensive care
plan is implemented whenever a schizophrenia diagnosis is
suspected. Where a diagnosis has been reached, it should be fully
explained and discussed with the service user (and with the carer
where appropriate).

C17

A

C17

A

2.4.49

C17

Ensure effective communication of care plans that follow a clear
structure, are written in understandable language and preferably
typed, provides a crucial contribution to the successful delivery of
management strategies. This is particularly so in respect of providing
clear guidance for emergency contacts and an outline of risks with
C17
associated contingency planning. This process should be managed in
secondary services through the Care Programme Approach (CPA).
Increasingly, the voluntary sector is providing a strong role in
delivery and it is important that there is close working between these
providers and the NHS services and that their specific roles are
clearly identified within care plans.
2.4.52
Ensure issues of consent are appropriately addressed throughout
the care pathway. Professionals must be fully aware of all
C17
appropriate legislation, particularly the Mental Health Act (HMSO,
2007) and the Mental Capacity Act (HMSO, 2005). All reasonable
steps need to be taken to engage individuals in meaningful

A

2.4.51

A

A

discussion about issues relating to consent, and discussion with
individuals should include specific work around relapse signatures,
crisis plans, advance statements and advance decisions.
2.4.53 Ensure that advance decisions and advance statements should be
developed collaboratively with people with schizophrenia, especially
if their illness is severe and they have been treated under the Mental
Health Act. Record the decisions and statements and include copies
in the care plan in primary and secondary care. Give copies to the
service user and their care coordinator, and their carer if the service
user agrees.
2.4.54 Ensure that when a person with schizophrenia is planning on moving
to the catchment area of a different NHS trust, their current
secondary care provider should contact the new secondary and
primary care providers, and send them the current care plan.
2.4.55 2010 NICE Guidance recommends carrying out a full assessment of
people with psychotic symptoms in secondary care, including an
assessment by a psychiatrist. Write a care plan in collaboration with
the service user as soon as possible. Send a copy to the primary
healthcare professional who made the referral and the service user.

C17

A

C17

A

C17

A

2.4.56

Ensure a crisis plan is included in the care plan, based on a full risk
assessment. The crisis plan should define the role of primary and
C17
secondary care and identify the key clinical contacts in the event of an
emergency or impending crisis.
2.4.57
Ensure all teams providing services for people with schizophrenia
offer social, group and physical activities to people with
C17
schizophrenia (including in inpatient settings) and record
arrangements in their care plan.
2.4.58 Ensure staff routinely record the daytime activities of people with
schizophrenia in their care plans, including occupational outcomes.

C17

A

A

A

Interventions targeting people with generalized anxiety disorder to promote utilisation of
comprehensive care plans
2.4.59 Ensure a the person with Generalized Anxiety Disorder (GAD)
receives a specialist assessment of needs and risks, including:
duration and severity of symptoms, functional impairment,
comorbidities, risk to self and self-neglect; a formal review of
C16
A
current and past treatments, including adherence to previously
prescribed drug treatments and the fidelity of prior psychological
interventions, and their impact on symptoms and functional
impairment; home environment; support in the community and
relationships with and impact on families and carers.
2.4.60 Ensure a comprehensive care plan is developed in collaboration with
the person with Generalized Anxiety Disorder that addresses needs,
C16
A
risks and functional impairment and has a clear treatment plan.
Interventions targeting people with bipolar disorder to promote utilisation of comprehensive care
plans
2.4.61

Ensure advance directives covering both mental and physical
healthcare are developed collaboratively by people with bipolar disorder
and healthcare professionals, especially by people who have severe
manic or depressive episodes or who have been treated under the
Mental Health Act. These directives should be

C18

A

documented in care plans, and copies given to the person with
bipolar disorder, and to his or her care coordinator and GP
2.4.62

2.4.63

Ensure that primary care clinicians refer patients with suspected
bipolar disorder for a specialist mental health assessment and for
the development of a care plan, if either of the following are
present: periods of overactive, disinhibited behaviour lasting at
least 4 days with or without periods of depression, or three or
more recurrent depressive episodes in the context of a history of
overactive, disinhibited behaviour.
Ensure primary care clinicians urgently refer patients with mania or
severe depression, and who are a danger to themselves or other
people, to specialist mental health services.

Promote crisis resolution for people with bipolar disorder to be
carried out by home treatment teams to manage crises at home or in
the community and/or support early discharge from hospital.
Ensure the teams have prompt access to existing care plans
2.4.65
Ensure parents or carers of children with bipolar disorder are
involved in developing care plans so that they can give informed
consent, support the psychological goals of treatment, and help to
ensure treatment adherence.

C18

A

C18

A

C18

A

C18

A

2.4.64

2.5

Recommendations for interventions to improve the physical health of
people with mental health conditions (all ages)

This evidence review recommends:

Intervention
Health behaviour interventions
2.5.1
Promote health behaviour interventions to improve the physical
health and general health of individuals diagnosed with a serious
mental illness.
2.5.2
Promote the integration of health promotion interventions targeting
physical activity and eating habits into the daily care of people with
severe mental disorders.
2.5.3

Promote behavioural interventions in outpatients to effectively
prevent and reduced antipsychotic-associated weight gain.

2.5.4

Promote the following to reduce antipsychotic-induced weight gain:
adjunctive non-pharmacological interventions, either individual or
group; cognitive-behavioural therapy and nutritional counselling

Evidence Grade

E3

B

E8

B

E2

E12

B

B

Activity interventions
2.5.5

2.5.6

2.5.7

Promote physical activity interventions for people with severe
mental disorders. This results in positive effects on: metabolic
outcomes, physical fitness, health-related behaviour and mental
health.)
Ensure that physical therapists take into account the emotional
(negative symptoms, self-esteem, self-efficacy, and stress) and
physiological (cardio-metabolic parameters) components of mental
illness when offering physical activity interventions.
Ensure that physical activity stimulus is adapted to the individual's
physical fitness level and that any side effects of antipsychotic
medications are considered.

E11

B

E11

B

E11

B

E12

B

Treatment Interventions
2.5.8

2.5.9

Promote non-pharmacological weight-management interventions as
a priority, particularly during the early stages of antipsychotic
treatment.

For the management of patients with mood disorders and comorbid
metabolic disorders with excess weight, the best-studied
E7
pharmacologic approaches are metformin and topiramate, with
emerging evidence for liraglutide and modafinil.

2.5.10 For the management of patients with mood disorders and comorbid
metabolic disorders with binge eating disorder, the best evidence in
mood disorders was for cognitive-behavioural therapy as well as
E7
topiramate, zonisamide, and in select cases selective serotonin
reuptake inhibitors.
2.5.11 For the management of patients with mood disorders and comorbid
metabolic disorders with dysglycemia, dyslipidemia, and
E7
hypertension, evidence supports cognitive-behavioural interventions
and anti-diabetic, antilipidemic, and antihypertensive treatments.
Diabetes education Interventions

B

B

B

2.5.12

Promote diabetes education that incorporates diet and exercise
components, as well as addressing challenges such as cognition,
motivation, and weight gain that may result from antipsychotics.

E6

B

E7

B

Screening Interventions
2.5.13

Ensure that those individuals with major depressive disorder and
bipolar disorder are routinely screened for risk factors that increase
risk for metabolic syndrome.

Mental Health Nurses
2.5.14 Promote a change in the culture of mental health service provision to
allow the role of the mental health nurse to include the physical health E4
needs of people with serious mental illness
2.5.15
Ensure mental health nurses have a positive attitude to help make
changes in their role and engage patients in change in physical
E4
activity to improve health outcomes.
2.5.16
Ensure that mental health nurses have the right support and training
to help improve the physical health needs of people with serious
E4
mental illness

B

B

B

Interventions for children and young people with psychosis and schizophrenia
2.5.17 Ensure practice case registers are developed and used to monitor
the physical and mental health of children and young people with
psychosis or schizophrenia in primary care.
2.5.18 Ensure that GPs and other primary healthcare professionals monitor the
physical health of children and young people with psychosis or
schizophrenia at least once a year. They should bear in mind that
people with schizophrenia are at higher risk of cardiovascular disease
than the general population.
2.5.19
Ensure that children and young people with psychosis or
schizophrenia who smoke or who have high blood pressure, raised
lipid levels or increased waist measurement are identified at the
earliest opportunity and monitored for the emergence of
cardiovascular disease and diabetes.
2.5.20 Ensure that children and young people with psychosis or schizophrenia
who have diabetes and/or cardiovascular disease are treated in
primary care.
2.5.21
Ensure that healthcare professionals in secondary care make sure
(as part of the care programme approach) that children and young
people with psychosis or schizophrenia receive physical healthcare
from primary care while continuing to maintain responsibility for
monitoring and managing any side effects of antipsychotic
medication.

E1

A

E1

A

E1

A

E1

A

E1

A

Preventive interventions
2.5.22 Promote preventive approaches as they have the potential to be
more effective, acceptable, cost-efficient and beneficial.

E12

B

This evidence review does not recommend:
Intervention
2.5.23 There is evidence that inpatient settings are correlated with a less
positive role attitude.

Evidence
E4

Grade
B

2.5.24 There is evidence that poor primary-secondary care interface
communication compounds the problem of this vulnerable
population (those with serious mental illness) having their
physical health needs identified and met.

E4

B

2.6

Recommendations for interventions to reduce the incidents of self-harm
and suicide (all ages)

This evidence review recommends:
Evidence

Intervention
Planning services to reduce the incidents of self-harm and suicide
2.6.1

2.6.2

2.6.3

2.6.4

Grade

Emergency departments, PCTs and local mental health services, in
conjunction with local service users and carers wherever possible,
should jointly plan the configuration and delivery of integrated
physical and mental healthcare services within emergency
departments for people who self-harm.

D1

A

Emergency departments catering for children and young people
under 16 years of age, PCTs and local children's mental health
services, in conjunction with local carers and service users, should
jointly plan the configuration and delivery of integrated physical and
mental healthcare services within emergency departments for children
and young people who self-harm.

D1

A

Strategic Health Authorities, Primary Care Trusts (PCTs), acute
trusts and mental health trusts should ensure that people who
self-harm are involved in the commissioning, planning and
evaluation of services for people who self-harm.
In jointly planning an integrated emergency department service
for people who self-harm, service managers should consider
integrating mental health professionals into the emergency
D1
department, both to improve the psychosocial assessment and initial
treatment for people who self-harm, and to provide routine and
regular training to non-mental-health professionals working in the
emergency department.

D1

A

A

2.6.5

Emergency department and local mental health services should
jointly plan effective liaison psychiatric services available 24 hours a
D1
day.
Interventions to reduce the incidents of self-harm and suicide
2.6.6
Promote effective suicide prevention interventions, these include:
training general practitioners to recognize and treat depression
D7
and suicidality; improving accessibility of care for at-risk people;
and restricting access to means of suicide.
Respect, understanding and choice for people who have self-harmed
2.6.7
Ensure people who have self-harmed are treated with the same
care, respect and privacy as any patient. In addition, healthcare
D1
professionals should take full account of the likely distress
associated with self-harm.
2.6.8
Ensure all staff undertaking this work have regular clinical
supervision in which the emotional impact upon staff members is
D1
discussed and understood
2.6.9

Ensure people who have self-harmed are offered the choice of
male or female staff for both assessment and treatment

2.6.10

Ensure each episode of self-harm is treated in its own right as the
individual's reasons for self-harming may be different on each
occasion and therefore

D1

D1

A

A

A

A

A

A

2.6.11 Provide people who self-harm with full information about the
different treatment options available

D1

A

D2

A

D2

A

D1

A

D1

A

Consent and confidentiality
2.6.12

Health and social care professionals who work with people who
self-harm should be trained to: understand consent and
confidentiality and apply the principles of the Mental Capacity Act
(2005) and Mental Health Act (1983; amended 1995 and 2007);
assess mental capacity, and make decisions about when treatment
and care can be given without consent.

2.6.13

Health and social care professionals who have contact with
children and young people who self-harm should be trained to
understand the different roles and uses of the Mental Capacity Act
(2005), the Mental Health Act (1983; amended 1995 and 2007)
and the Children Act (1989; amended 2004) in the context of
children and young people who self-harm.
Risk assessments to reduce the incidents of self-harm and suicide
2.6.14 Ensure anyone who has self-harmed has a comprehensive
assessment of needs and risk; engaging the service user is a
prerequisite.
2.6.15 Ensure all people who have self-harmed are offered an assessment of
needs, which should be comprehensive and include evaluation of
the social, psychological and motivational factors specific to the act
of self-harm, current suicidal intent and hopelessness, as well as a
full mental health and social needs assessment.
2.6.16

Ensure when assessing the risk of repetition of self-harm or risk of
suicide, identify and agree with the person who self-harms the
specific risks for them

Ensure that social and health policy, and interventions relating to
prevention of suicide should focus not only on individual
psychiatric factors (high risk, low prevalence) but also the
potential effects of interventions relating to broader socioeconomic factors (low risk, high prevalence).
Treatment and care to reduce the incidents of self-harm and suicide
2.6.18 Ensure people who have self-harmed are offered treatment for
the physical consequences of self-harm, regardless of their
willingness to accept psychosocial assessment or psychiatric
treatment.

D2

A

2.6.17

2.6.19 Summarise the key areas of needs and risks identified in the
assessment and use them to develop a care plan and a risk
management plan in conjunction with the person who self-harms
and their family, carers or significant others if this is agreed with
the person. Provide printed copies for the service user and share
them with the GP.

D6

D1

D2

2.6.20 Discuss, agree and document the aims of longer-term treatment in D2
the care plan with the person who self-harms
Risk management plans
2.6.21

Ensure a risk management plan is a clearly identifiable part of the
care plan and ensure the risk plan: address each of the long-term
and more immediate risks identified in the risk assessment;
address the specific factors (psychological, pharmacological, social

B

A

A

A

D2

A

and relational) identified in the assessment as associated with
increased risk, with the agreed aim of reducing the risk of
repetition of self-harm and/or the risk of suicide and include a crisis
plan outlining self-management strategies and how to access
services during a crisis when self-management strategies fail.
2.6.22

Ensure that the risk management plan is consistent with the longD2
term treatment strategy.

2.6.23

Ensure the person who self-harms is informed of the limits of
confidentiality and that information in the care and risk plan may be
shared with other professionals.

2.6.24 Ensure the risk management plans are updated regularly for people
who continue to be at risk of further self-harm. Monitor changes
in risk and specific associated factors for the service user, and
evaluate the impact of treatment strategies over time.

A

D2

A

D2

A

Provision of care for children who self-harm
2.6.25

Ensure mental health services, including community mental health
teams and liaison psychiatry teams are generally responsible for the
routine assessment and the longer-term treatment and
D2
management of self-harm. In children and young people this should
be the responsibility of tier 2 and 3 child and adolescent mental
health services (CAMHS)

Treatment of any associated mental health conditions
2.6.26
Ensure that people who self-harm, and their families, carers and
significant others where this is agreed with the person, have access
to information about the short-term management of self-harm for
the public that is provided by 2011 NICE guideline
Interventions for self-harm
2.6.27 Consider offering 3 to 12 sessions of a psychological intervention
that is specifically structured for people who self-harm, with the
aim of reducing self-harm
Harm reduction
2.6.28

Consider strategies aimed at harm reduction; reinforce existing
coping strategies and develop new strategies as an alternative to
self-harm where possible.

2.6.29 Treat associated mental health conditions by providing
psychological, pharmacological and psychosocial interventions for
any associated conditions

A

D2

D2

A

A

D2

A

D2

A

2.6.30

Ensure health professionals are aware that when prescribing drugs
to people who self-harm for associated mental health conditions,
D2
they take into account the toxicity of the prescribed drugs in
overdose.
Referral, admission, and discharge to reduce the incidents of self-harm and suicide
2.6.31
2.6.32

Ensure that referral, treatment and discharge following self-harm
is based on the overall assessment of needs and risk.
Ensure referral for further treatment and help is based upon a
comprehensive psychiatric, psychological and social assessment,
including an assessment of risk, and is not be determined solely on the
basis of having self-harmed.

A

D1

A

D1

A

2.6.33

Ensure the referral for further assessment and/or treatment is
based upon a comprehensive psychosocial assessment, and aims
to treat a person's underlying problems or particular diagnosis

D1

A

rather than simply treating self-harming behaviour.
Managing endings and supporting transitions to reduce the incidents of self-harm and suicide

2.6.34 Anticipate that for people who self-harm, the ending of treatment,
services or relationships, as well as transitions from one service to
another, can provoke strong feelings and increase the risk of self-

D2

A

harm.

2.6.35

Child and adolescent mental health services and adult health and
social care professionals should work collaboratively to minimise
any potential negative effect of transferring young people from

D2

A

child and adolescent mental health services to adult services.
Consent, mental capacity and mental ill health to reduce the incidents of self-harm and suicide

2.6.36

Ensure issues of consent, mental capacity and mental ill health in
the assessment and treatment of people who self-harm is
understood and addressed by all healthcare professionals

D1

A

D1

A

D2

A

involved in the care of this group.
Staff interventions to reduce the incidents of self-harm and suicide

2.6.37

All healthcare practitioners involved in the assessment and
treatment of people who self-harm should ensure that the care
they offer address as a priority the fact that the experience of care
for people who self-harm is often unacceptable.

2.6.38 Promote high quality care from health and social care
professionals working with people who self-harm.

Staff training and supervision interventions to reduce the incidents of self-harm and suicide

2.6.39

2.6.40

Promote dedicated training to all staff that come into contact with
people who self-harm to improve both their understanding of self- D1
harm and the treatment and care they provide.
Promote Effective collaboration of all local health organisations is D1
essential to develop properly integrated services.

A

A

2.6.41 Ensure all health professionals, including junior psychiatrists, social
workers and psychiatric nurses, who undertake for people who
have self-harmed, are properly trained and supervised to
undertake psychosocial assessment of needs and risk specifically
for people who self-harm.

D1

A

D1

A

D2

A

D2

A

2.6.42

Ensure ambulance staff are trained in the assessment and early
management of self-harm. Training should particularly address
the different methods of self-harm and the appropriate
treatments, the likely effects if untreated, and issues of consent
and mental capacity, as these apply both to adults, and to children
and young people.
2.6.43
Ensure children’s and young people's triage nurses are trained in
the assessment and early management of mental health problems
and, in particular, in the assessment and early management of
children and young people who have self-harmed.
2.6.44 Ensure staff who have emergency contact with children and young
people who have self-harmed should be adequately trained to
assess mental capacity in children of different ages and to
understand how issues of mental capacity and consent apply to
this group. They should also have access at all times to specialist
advice about these issues.

2.6.45

2.6.46

Ensure health and social care professionals who work with people
who self-harm, including children and young people) are: trained in
the assessment, treatment and management of self-harm, and
educated about the stigma and discrimination usually associated
with self-harm and the need to avoid judgemental attitudes.

D2

A

Ensure that health and social care professionals who provide
training about self-harm: involve people who self-harm in the
planning and delivery of training; ensure that the training
specifically aims to improve the quality and experience of care for
people who self-harm; assess the effectiveness of training using
service-user feedback as an outcome

D2

A

Primary care interventions to reduce the incidents of self-harm and suicide
2.6.47 Promote the important role primary care has in the assessment
and treatment of people who self-harm.
2.6.48
Ensure when an individual presents in primary care following an
episode of self-harm, healthcare professionals urgently establish
the likely physical risk, and the person's emotional and mental
state, in an atmosphere of respect and understanding.
2.6.49 Ensure that if urgent referral to an emergency department is not
considered necessary for people who have self-injured in primary
care, a risk and needs assessment is undertaken to assess the case
for urgent referral to secondary mental health services.

D1

D1

D1

Ensure that for service users who are considered at risk of selfpoisoning, healthcare professionals prescribe, whenever possible,
D1
those drugs which, whilst effective for their intended use, are least
dangerous in overdose, and encourage healthcare professionals to
prescribe fewer tablets at any one time.
2.6.51
Ensure primary healthcare professionals are aware that if a person
presents in primary care with a history of self-harm and a risk of
repetition, they should consider referring them to community mental
D1
health services for assessment. If they are under 18 years, should
consider referring them to child and adolescent mental health
services for assessment.
2.6.52 Promote cooperative working when those people who self-harms
are receiving treatment or care in primary care as well as
secondary care, primary and secondary health and social care
D1
professionals should ensure they work cooperatively, routinely
sharing up-to-date care and risk management plans. In these
circumstances, primary health and social care professionals
should attend care programme approach (CPA) meetings

A

A

A

2.6.50

Ambulance service interventions to reduce the incidents of self-harm and suicide
2.6.53 Support ambulance staff’ s important role in the assessment and
early treatment of self-harm through effective collaboration with
D1
other professional groups.

A

A

A

A

Emergency department interventions to reduce the incidents of self-harm and
suicide

2.6.55 Ensure for those people who have self-harmed and presented to

D1

A

2.6.54 Ensure emergency department staff have the knowledge and skills to
assess risk and emotional, mental and physical state quickly, as well
as skills to encourage people who have self-harmed to stay for further
psychosocial assessment.

D1

A

services, but wishes to leave before psychosocial assessment has
been undertaken, an assessment of mental capacity and the
presence of mental illness should be undertaken before the
person leaves the service. This assessment should be clearly
recorded in the individuals’ notes. The assessment should be
passed on to the person's GP and to the relevant mental health
services as soon as possible to enable rapid follow-up.
2.6.56 Ensure for those people who have self-harmed and present to
services and wish to leave before psychosocial assessment has
been undertaken, and in whom diminished capacity and/or the
presence of a significant mental illness is established, they are
D1
referred for urgent mental health assessment. Appropriate
measures should also be taken to prevent the individuals leaving
the service.
Support and advice interventions to reduce the incidents of self-harm and suicide
2.6.57 Promote support and advice for people who repeatedly self-harm.
2.6.58

Ensure service users who repeatedly self-poison, and their carers
where appropriate, are offered advice about the risks of selfpoisoning.

D1
D1

2.6.59 Ensure for those who people who repeatedly self-harm by selfinflicting superficial injuries receive advice regarding selfD1
management of superficial injuries, harm minimisation techniques,
alternative coping strategies and how best to deal with scarring.
Interventions for relatives or carers to reduce the incidents of self-harm and suicide
2.6.60 Ensure people who self-harm are allowed, if they wish, to be
accompanied by a family member, friend or advocate during
assessment and treatment. However, for the initial psychosocial
assessment, the interview should take place with the service user
alone to maintain confidentiality.
2.6.61

Ensure healthcare professionals provide emotional support and
help if necessary to the relatives/carers of people who have selfharmed, as they may also be experiencing high levels of distress
and anxiety.

A

A
A

A

D1

A

D1

A

Children and young people (under 16 years) interventions to reduce the incidents of self-harm and
suicide
2.6.62 Ensure children and young people under 16 years of age who have
self-harmed should be triaged, assessed and treated by
appropriately trained children's nurses and doctors in a separate
children's area of the emergency department.
2.6.63
Ensure that children, young people and adults from black and
minority ethnic groups who self-harm have the same access to
services as other people who self-harm based on clinical need and
that services are culturally appropriate.
2.6.64

2.6.65

Ensure that when language is a barrier to accessing or engaging
with services for people who self-harm, they are provided with:
information in their preferred language and in an accessible
format; psychological or other interventions, where needed, in their
preferred language and independent interpreters.
Ensure all child and adolescent mental health services (CAMHS)
professionals who work with children and young people who self-

D1

A

D2

A

D2

D2

A

A

harm are advised to consider whether the child's or young person's needs
should be assessed according to local safeguarding procedures.

2.6.66 Ensure that there are the correct procedures in place for when children or
young people who self-harm are referred to CAMHS under local
safeguarding procedures •

Use a multi-agency approach, including social care and education, to
ensure that different perspectives on the child's life are considered

•

Consider using the common assessment framework;

-

If serious concerns are identified, develop a child protection plan

D2

A

D11

B

When working with people who self-harm, consider the risk of
domestic or other violence or exploitation and consider local safeguarding
procedures for vulnerable adults and children in their care

Review information available locally on websites and ensure it is
evidence based. There is evidence that many websites need to improve
the evidence-based quality of the information provided on teen suicide.

2.6.67

Older people (older than 65 years) interventions to reduce the incidents of self-harm and suicide

2.6.68 Ensure all people older than 65 years of age who have self-harmed are assessed
by mental healthcare practitioners experienced in the assessment of older
people who self-harm. Assessment should follow the same principles as for
younger adults who self-harm, but should also pay particular attention to the D2
potential presence of depression, cognitive impairment and physical ill health,
and should include a full assessment of their social and home situation.
Ensure that acts of self-harm in people older than 65 years of age
are regarded as evidence of suicidal intent until proven otherwise because
the number of people in this age range who go on to
complete suicide is much higher than in younger adults.

A

2.6.69

D2

A

2.6.70 Ensure that given the high risks amongst older adults who have selfharmed, consideration should be given to admission for mental health
risk and needs assessment, and time given to monitor changes in
mental state and levels of risk.

D2

A

Ensure all people over 65 years who self-harm should be assessed
by mental health professionals experienced in the assessment of older
people who self-harm. Assessment should follow the same principles as
for working-age adults.

D2

A

Consider using telecommunications to reach vulnerable older
adult, and evaluate the effects of means restriction and physicians
education on elderly suicide.

D8

B

2.6.71

2.6.72

Interventions for people with learning disabilities to reduce the incidents of self-harm and suicide

2.6.73

Ensure people with a mild learning disability who self-harm have
access to the same age-appropriate services as other people.

D2

A

Community mental health services Interventions to reduce the incidents of self-harm and suicide

2.6.74 Offer an integrated and comprehensive psychosocial assessment
of needs and risks to understand and engage people who selfharm and to initiate a therapeutic relationship.

D2

A

This evidence review does not recommend:
Intervention
2.6.75

Evidence

There is evidence that risk categorization of individual patients has
no role to play in preventing the suicide of psychiatric inpatients.

2.6.76 Although evidence exists that school-based programmes to prevent
suicide among adolescents improve knowledge, attitudes, and helpseeking behaviours, no evidence yet exists that these prevention
programmes reduce suicide rates.
2.6.77 There is a current lack of evidence to support universal school
education programmes to prevent youth suicide. However,
holistic, multidimensional self-esteem based programmes were
found to have positive impacts on young people’s mental
wellbeing.

D4

D5

D3

Grade
B

B

C

2.7

Recommendations for interventions to promote better mental health
outcomes and quality of life for carers (all ages)

This evidence review recommends:

Intervention
Commissioners
2.7.1
Commissioners, working through Cancer Networks, and with statutory
and voluntary health and social care agencies should ensure that a range of
information, support and bereavement services are in place to meet the
spectrum of need

Evidence Grade

F1

2.7.2

Commissioners should ensure sufficient capacity to meet the distinct
needs of this group.
Provider organisations
2.7.3
Ensure that provider organisations nominate a lead to oversee the
development and implementation of services that specifically focus on the
needs of families and carers. This role might involve –
•
Leading on the development of criteria and routes of referral to sources of
specialist support and advice
•
appraising written information currently provided to families and carers and,
in conjunction with the NHS trust information lead, developing further
resources where necessary
•
Regularly appraising sources of local and national support for families and
carers
•

2.7.4

F1

2.7.8

A

F1

Acting as a resource for teams considering the development of
programmes of support for families and carers
Ensure providers offer carers a separate assessment and respond

A

F1

positively when a carer asks for one.
2.7.5
Ensure organisation teams offer all family members and carers
information on a variety of topics from a simple ‘who’s who’ of
professionals to more detailed accounts of cancer, its treatment and
consequences and services available locally.
2.7.6
Ensure organisation teams ‘signpost’ all family members and carers to
local and national sources of information, advice and practical support,
including sources of emotional and psychological support
2.7.7

A

A

F1

Ensure services for carers and families are listed in the directories
developed at Cancer Network level.
Ensure organisation teams provide families and carers with a clear
indication of the personnel they might contact in relation to a range of
needs

Ensure organisation teams have the ability to offer information and
training on practical issues to carers who are looking after patients
requiring extra help with activities of daily living or approaching the
terminal stage of illness. This might include manual handling, managing
distressing symptoms and dealing with incontinence and other body
fluids. As death approaches, they should also be given information about
what to expect and what to do after the death.
Support interventions

A

F1

A

F1

A

F1

A

2.7.9

2.7.10 Ensure that family members and carers are offered the opportunity
for their needs for support and information to be assessed

F1

F1

A

A

separately from those of patients, particularly at stages in the patient
pathway acknowledged as especially demanding and when extra help
might be needed. Cultural and ethnic preferences on family
involvement should be taken into account.

2.7.11 Ensure that family members and carers are made aware of, and have
easy access to, sources of local information, advice and support
designed to meet their own needs.
2.7.12 Ensure that families and carers have access to professionals capable
of providing confidential emotional support and, if there is variance
between the needs, choices and judgements of a family member or
carer and those of the patient, the professional is independent of
normal services offered to the patient.
2.7.13 Ensure that all staff working with people who are dying have access
to a range of opportunities to address concerns and explore the
difference between personal and professional responses to loss. This
might involve a number of processes, such as clinical supervision and
one-to-one and group support.
2.7.14 Ensure that practitioners enquire about the concerns of caregivers

F1

A

F1

A

F1

A

F5

and consider that they may benefit from additional support.

2.7.15 Promote support groups for carers to improve carers psychological
F14
well-being, depression, burden and social outcomes.
2.7.16 Ensure the following factors are considered when providing support
groups for carers, to improve carers psychological well-being and
F14
depression: theoretical models, session length and session intensity
2.7.17 Involve carers in discussions about patient treatment
2.7.18 Ensure that whenever possible and appropriate, family members and
carers are invited to accompany patients during clinical encounters
F1
and are involved in discussions about treatment and care, in
accordance with the patient’s wishes.
2.7.19 Multicomponent interventions
2.7.20 Promote fully developed multicomponent interventions that
encompass a diversity of services for carers to decrease burden,
improve quality of life, and enable carers to provide at-home care
for longer periods prior to institutionalization.
2.7.21 Promote networked ICT interventions that are multifaceted with
elements of networked peer support to moderately improve carer
stress and depression.

A
B

B

A

F9

B

F8

B

2.7.22 Promote combined intervention programmes for people with
dementia living at home and their caregivers

F10

B

2.7.23 Promote multicomponent interventions for caregivers of people
with dementia to reduce the risk of institutionalization.
2.7.24 Bereavement support interventions

F11

B

2.7.25 Ensure that family members and carers who are bereaved are, in the first
instance, encouraged to use existing support systems. Where these
prove insufficient, or it is predicted that those involved are likely to
experience difficult grief reactions, access to additional help and support
should be provided.
2.7.26 Ensure that the providers of specialist bereavement support work
closely with other care providers (both statutory and voluntary) to
make sure that carers and family members can access services when
needed.

F1

A

F1

A

2.7.27 Promote the development and implementation of a threecomponent model of bereavement support to ensure that people’s
individual needs are addressed through variety in service provision. The
components should be flexible and accessible when needed around the
time of bereavement.
•

Component 1: Grief is normal after bereavement and most people
manage without professional intervention. Many people, however, lack
understanding of grief after immediate bereavement. All bereaved
people should be offered information about the experience of
bereavement and how to access other forms of support. Family and
friends will provide much of this support, with information being
supplied by health and social care professionals providing day-to-day
care to families.

•

Component 2: Some people may require a more formal opportunity
to review and reflect on their loss experience, but this does not
necessarily have to involve professionals. Volunteer bereavement
support workers/befrienders, self-help groups, faith groups and
community groups will provide much of the support at this level.
Those working in Component 2 must establish a process to ensure
that when cases involving more complex needs emerge, referral is
made to appropriate health and social care professionals with the
ability to deliver Component 3 interventions

F1

A

F1

A

•

Component 3: A minority of people will require specialist
interventions. This will involve mental health services, psychological
support services, specialist counselling/psychotherapy services,
specialist palliative care services and general bereavement services,
and will include provision for meeting the specialist needs of
bereaved children and young people.
2.7.28 Ensure that provider organisations are equipped to offer the first
component of bereavement support and have strategies in place to
access the other components. Services should be accessible from all
settings.
2.7.29

Ensure that health and social care professionals involved in
delivering care in the terminal phase of illness assess individual
and family coping ability, stress levels, available support and
actual and potential needs with respect to the anticipated or
actual bereavement.
2.7.30 Ensure that protocols are developed to inform the level of
bereavement support offered and the need for follow up and
specialist referral, particularly for those at risk of complicated grief
reactions. They should apply wherever the patient dies – at home,
in hospital, hospice or care home – and should include a system to
engage proactively with those assessed to be at risk, involving, for
example, follow-up telephone calls or letters to individuals around
eight weeks after death. Issues of consent and data protection
should be considered carefully.
2.7.31

Ensure that a leaflet is made available to families and carers around
the time of the bereavement. Ideally, this should be developed
locally, agreed by those involved in the provision of bereavement
services, and include information on anticipated feelings and how to
access local and national services.

F1

A

F1

A

F1

A

2.7.32

Ensure that specialist bereavement services are sufficiently
resourced to enable them to contribute to the preparation and ongoing
support of health and social care professionals in relation to this aspect
of care.

F1

2.7.33 Ensure that those who offer bereavement services that include
volunteer support workers should ensure mechanisms for recruiting,
training, supervising and managing volunteers are in place. It is
F1
desirable that the workforce reflects the gender, age distribution and
ethnicity of the clients they serve.
Interventions for Health and social care professionals
2.7.34
Ensure that health and social care professionals that provide day-today care to patients also assess and address the needs of family
members and carers on an ongoing basis.
2.7.35 Ensure that a system is established to allow family members and
F1
carers to have regular opportunities to discuss particular concerns.
This might be achieved by offering them an appointment with the
‘key worker’ at times acknowledged to be particularly challenging
(diagnosis, end of treatment, recurrence, palliation, time of death).
2.7.36 Ensure that a health or social care professional capable of dealing
F1
with complex family situations is available to offer social support,
spiritual support, specialist palliative care or psychological support.
2.7.37

Ensure that all health care professionals involved in the delivery of
supportive and palliative care services have access to basic training in
understanding and meeting the needs of families and carers. This
should include knowledge to underpin the delivery of ethnically and
culturally sensitive care. They should also ensure ongoing education
and training about bereavement and loss are available. The aim should
be to enable professionals to develop a basic knowledge of
characteristics increasing vulnerability to the loss experience or which
impede adjustment to bereavement, and to help to recognise their own
needs for further education and support.

F1

A

A

A

A

A

Interventions involving other families and carers
2.7.38 Ensure that providers set up arrangements for families and carers to
meet other families and carers who have experienced similar
situations, if wished. Support groups for family members and
carers, either professionally or peer-led, may also be welcomed by
some. These services are ideally provided in partnership with the
voluntary sector.
Interventions for different ethnicities and cultures

F1

A

2.7.39 Ensure that the needs of family members from different ethnic
populations, including differences in language, religious practice and
culture, are considered. Ensure that providers have access to
reference guides on the cultural differences surrounding a diagnosis
of cancer, death and dying, and that information on accessing
interpreters, relevant health advocates (where available) and faith
leaders is readily accessible.

F1

A

3.

Methods statement:

3.1

General approach

Overview
3.1.1

3.1.2
•

3.1.3
•
•
•

PHAST adopted a focussed, pragmatic rapid review approach consistent with the time & financial
resources. The method was systematic and clearly documented, but it did not attempt to meet all
standards of a comprehensive systematic review.
The rapid reviews consisted of the following stages:
Review of systematic reviews and meta-analyses to identify the 5-10 most robust publications relevant to
each topic. Where such evidence did not exist randomised controlled trial evidence was identified where
possible.
International literature has been included where it is relevant and generalisable i.e. largely this has
been research conducted in ‘Western-style’ countries and not from developing countries.
Evidence searches are from literature published since 2003 (last 10 years).
The evidence searches have been based on an agreed inclusion criteria and search strategy.
Commentary has been provided on the quality and relevance of the evidence.

The key stages
3.1.4
3.1.5

3.1.6
3.1.7

3.1.8

3.1.9
3.1.10

Identification of the seven priority areas, including inclusion and exclusion criteria for: sub-topics;
populations (age, gender, ethnicity, geographical or social context); interventions; and outcomes.
Review of NICE guidance2 relevant to each sub-topic, including: any review work supporting
relevant NICE guidance; any key recommendations or evidence statements; and the use of key
terminology that should form part of the search strategy.
Search term selection for each sub-topic of the review based on a review the U.S. National Library
of Medicine3. See Appendix 1: Search terms.
PUBMED4, NHS Evidence5 and Cochrane library6 publication searches based on Appendix 1 search
terms, including: records of search strings, number of hits and number of inclusions; a review of titles
and abstracts for relevance; and sourcing of selected full articles.
Full publication review, including: scoring of publication quality based on the publications
methodology section; identification of succinct evidence statements (quotes where possible) drawn
primarily from the results and conclusion sections; and scoring of evidence statements for the strength
of evidence. See Appendix 2.
Completion of Section 3 (Results) using Appendices 2, based on the key evidence statements for
each topic.
Completion of Section 2 (Recommendations) based on summarises of the results for each sub-topic,
including: grading of the recommendations according to the recommendations classification
methodology (Grade A recommendations first); clear identification of relevant NICE guidance; and
clear links to the evidence statements that support each recommendation (using Appendix codes
(e.g. [A1]).

2 http://www.nice.org.uk/Guidance/Topic
3 http://www.nlm.nih.gov/mesh/2012/meshbrowser/MBrowser.html

4 http://www.ncbi.nlm.nih.gov/pubmed/advanced
5 http://www.evidence.nhs.uk/
6 http://onlinelibrary.wiley.com/cochranelibrary/search/

3.2

Scope

3.2.1
a.
b.
c.
d.
e.
f.
3.2.2

3.2.3
•
•
•
•
•

This report deals with Priority Area 5: Enabling people to manage and maintain their mental health
and wellbeing. The sub-topics within this priority area are:
Interventions to promote early identification, diagnosis, support and treatment of mental health
conditions (all ages)
Interventions to promote community based mental health services and support (all ages)
Interventions to promote utilisation of comprehensive care plans for people with severe mental health
needs (all ages)
Interventions to reduce the incidents of self-harm and suicide (all ages)
Interventions to improve the physical health of people with mental health conditions (all ages)
Interventions to promote better mental health outcomes and quality of life for carers (all ages)
The overall work package aim is to carry out a series of rapid evidence and literature reviews that
will address the seven priority areas outlined in the Health and Wellbeing Strategy for East Sussex
2012.
The objectives are:
To collate, analyse and summarise national and international published evidence relevant to each
priority area.
To assess the quality of the available evidence for each topic area.
To present information on the research question that pertains to both health and social care needs.
To report on the evidence for effectiveness of services and interventions.
Within each of the priority areas the sub-topics listed in Table 1.1 review evidence to support health and
social care interventions and services.

3.3

Search Strategy

3.3.1

The review searched the following databases: PubMed; NHS Evidence; Cochrane Library; AMED;
CINAHL; HMIC; Embase; Medline; PsycINFO.
Where appropriate the reference lists of selected high quality recent studies were reviewed and
selected citations followed up.
See Appendix 1 (Section 5) for a list of the search terms used for each of the sub-topics.

3.3.2
3.3.3

3.4

Evidence classification

Type of evidence
3.4.1
3.4.2

•
•
•
•
•
•
•

The review focused on: systematic reviews, meta-analyses and randomised controlled trials.
In reviewing sources of information to include, the following hierarchical evidence classification
system was used based on the quality of the study design, (with systematic reviews being the
strongest type of evidence and grey literature the weakest):
Systematic reviews (or meta-analyses)
Individual randomised controlled trials
Quasi-experimental studies
Controlled observational studies
Observational studies without control group
Reviews (non-systematic)
Grey literature

Quality of studies
3.4.3

The level of evidence was classified based on the Scottish Intercollegiate Guidelines Network
(SIGN) 7 methodology. SIGN work in collaboration with the National Institute of Clinical Excellence
(NICE) to develop evidence based clinical practice guidelines for the National Health Service
(NHS). SIGN has in part based its assessments on the MERGE (Method for Evaluating Research
and Guideline Evidence) checklists developed by the New South Wales Department of Health 8. As
this review does not include a full systematic assessment of study quality, a professional
judgement has been made in relation to perceived levels of bias and probabilities of causal
relationships, based on a high level assessment of each source’s methodology. Scorings are
therefore indicative rather than definitive.
Table 3.1: Study Quality Classification
1++

High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias

1+

Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias

1-

Meta-analyses, systematic reviews, or RCTs with a high risk of bias

2++ High quality systematic reviews of case control or cohort or studies
High quality case control or cohort studies with a very low risk of confounding or bias and a high
probability that the relationship is causal
2+
2-

Well-conducted case control or cohort studies with a low risk of confounding or bias and a
moderate probability that the relationship is causal
Case control or cohort studies with a high risk of confounding or bias and a significant risk that the
relationship is not causal

3

Non-analytic studies, e.g. case reports, case series

4

Expert opinion

Strength of evidence

7 See: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
8 Liddle J, Williamson M, Irwig L. Method for evaluating research and guideline evidence. Sydney: New South
Wales Department of Health; 1996

3.4.4

The strength of evidence reported for each source has been scored using a simplified version of the
Cochrane GRADE approach9 . This scoring reflects how complete the scientific literature is in
relation to an issue, not the quality of the reporting review study. There are four ratings: ‘high’,
‘moderate’, ‘low’ and ‘very low’. ‘High’ signifies the strongest evidence and ‘very low’ the weakest.
Where appropriate a range of ratings have been used. Scorings for strength of evidence used
professional judgement based on an assessment of the overall quality and weight of evidence
reported in the selected systematic reviews or evidence summaries. This review has not
exhaustively examined the primary sources for each population, intervention or outcome
subcategory within each topic. Scorings are therefore indicative rather than definitive. Factors
taken into consideration in scoring the strength of evidence are listed in the right hand column of
Table 3.2 below. The greater the number or severity of such factors, the lower the rating for
strength of evidence.
Table 3.2: Evidence Strength Classification
Rating

Factors that may decrease the strength rating of the evidence

High

•

Moderate

•

Low

•
•

Very low

•
•

High quality studies identifying that the strength of evidence is
moderate, low or very low.
Limitations in the design and implementation of available studies
suggesting high likelihood of bias.
Indirectness of evidence (indirect population, intervention, control,
outcomes).
Unexplained heterogeneity or inconsistency of results (including
problems with subgroup analyses).
Imprecision of results (wide confidence intervals).
High probability of publication bias.

Grades of recommendations
3.4.5

This review’s recommendations for each topic have been classified based on the overall quality of
identified evidence using the SIGN methodology:

Table 3.3: Recommendation Strength Classification
A

At least one meta-analysis, systematic review, or RCT rated as 1++, and directly applicable to the
target population; or a body of evidence consisting principally of studies rated as 1+, directly
applicable to the target population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target population,
and demonstrating overall consistency of results; or extrapolated evidence from studies rated as 1++
or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target population and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or extrapolated evidence from studies rated as 2+

9 Higgins JPT, Green S (editors). Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0
[updated March 2011]. The Cochrane Collaboration, 2011. Available from www.cochrane-handbook.org

4.

Results

4.1

Interpreting results

4.1.1

Each evidence statement is accompanied by four codes presented in columns to the right of each
statement. These codes provide the reader with a quick summary of: the type of study from which the
evidences statement is derived; the quality of that study; the strength of the evidence
statement; and finally a reference ID that links to the full citation and further details of the study in the
appendices. See the methods section for further details.

Abbreviations
Type of evidence
Systematic review
Meta-analysis
Randomised control trial
Quasi-experimental study
Controlled observational study
Observational study without control group
Review (non-systematic)
Grey literature
Cost-utility analysis

SR
MA
RCT
QES
COS
OS
R
GL
CA

Strength of evidence
High
Moderate
Low
Very low

H
M
L
VL

4.2

Evidence of the effectiveness of interventions to promote early
identification, diagnosis, support and treatment of mental health
conditions (all ages)

4.2.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study Quality

2011 NICE Guidance recommends being alert to possible depression, particularly
in people with a past history of depression.

SR

1++

H

A1

2011 NICE Guidance recommends being alert to possible anxiety disorders,
particularly in people with a past history of an anxiety disorder.

SR

1++

H

A1

2011 NICE Guidance recommends for people with significant language /
communication difficulties / sensory impairments / learning disability, consider
using the Distress Thermometer and/or asking a family member or carer about the
person's symptoms to identify a possible common mental health disorder

SR

1++

H

A1

2011 NICE Guidance recommends if identification questions indicate a possible
common mental health disorder and the practitioner is not competent to perform a
mental health assessment, refer the person to an appropriate healthcare professional.

SR

1++

H

A1

2011 NICE Guidance recommends if identification questions indicate a possible
common mental health disorder, a practitioner who is competent to perform a
mental health assessment should review the person's mental state and
associated functional, interpersonal and social difficulties.

SR

1++

H

A1

Evidence statements

2011 NICE Guidance recommends that all staff carrying out the assessment of
suspected common mental health disorders should be competent to perform
an assessment of the presenting problem in line with the service setting in
which they work, and be able to:
determine the nature, duration and severity of the presenting disorder
•
•

take into account not only symptom severity but also the
associated functional impairment

•

Identify appropriate treatment and referral options in line with relevant
NICE guidance.

SR

1++

H

ix ID

Strength Append

Evidence statements

Quality Evidence

Study type Study

Theme 2: Interventions to assess and diagnose people with mental health conditions

A1

Appendix ID

Study type

Evidence Stre ngth

Theme 1: Interventions to identify people with mental health conditions

2011 NICE Guidance recommends all staff carrying out the assessment of common
mental health disorders should be competent in: relevant verbal and non-verbal
communication skills, and the use of formal assessment measures and routine
outcome measures in a variety of settings and environments.

SR

1++

H

A1

2011 NICE Guidance recommends that staff assessing a person with a suspected
common mental health disorder should be aware of any learning disabilities or
acquired cognitive impairments, and if necessary consider consult with a relevant
specialist when developing treatment plans and strategies.

SR

1++

H

A1

2011 NICE Guidance recommends that if the presentation and history of a
common mental health disorder suggest that it may be mild and self-limiting
(that is, symptoms are improving) and the disorder is of recent onset, consider
providing psycho-education and active monitoring before offering or referring for
further assessment or treatment. These approaches may improve less severe
presentations and avoid the need for further interventions.

SR

1++

H

A1

SR

1++

H

AppeEvidencendixSt rength

Study Quality

Evidence statements
2011 NICE Guidance recommends when assessing a person with a suspected
common mental health disorder, consider using: a diagnostic or problem
identification tool or algorithm or a validated measure relevant to the disorder or
problem being assessed.

Study type

Theme 3: Assessment tools to assess and diagnose people with mental health conditions

A1

2011 NICE Guidance recommends when discussing treatment options with a person with
a common mental health disorder, consider the wider factors that may impact on the
treatment options. Ensure that when staff discuss treatment options with a person with
a common mental health disorder, they consider:
• their past experience of the disorder
• their experience of, and response to, previous treatment
• the trajectory of symptoms

•
•

the diagnosis or problem specification, severity and duration of the problem
the extent of any associated functional impairment arising from the disorder itself
or any chronic physical health problem

•

the presence of any social or personal factors that may have a role in the
development or maintenance of the disorder

1++

H

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 4: Treatment interventions for people with mental health conditions

A1

•

The presence of any comorbid disorders.

2011 NICE Guidance recommends when discussing treatment options with a person with
a common mental health disorder, provide additional supportive information.

SR

1++

H

A1

2011 NICE Guidance recommends staff should take into account of patient preference
when choosing from a range of evidence-based treatments.
2011 NICE Guidance recommends when staff offer treatment for a common mental
health disorder or making a referral, they should follow the stepped-care approach,
usually offering or referring for the least intrusive, most effective intervention first.

SR

1++

H

A1

SR

1++

H

A1

2011 NICE Guidance recommends when a person presents with a common mental
health disorder and harmful drinking or alcohol dependence, refer them for treatment
of the alcohol misuse first as this may lead to significant improvement in depressive or
anxiety symptoms.

SR

1++

H

A1

2011 NICE Guidance recommends not routinely varying the treatment strategies and
referral practice for common mental health disorders either by personal characteristics
(for example, sex or ethnicity) or by depression subtype as there is no convincing
evidence to support such action.

SR

1++

H

A1

2011 NICE Guidance recommends if a person with a common mental health disorder
needs social, educational or vocational support, consider: informing them about self-help
groups; befriending or a rehabilitation programmes and educational and employment
support services

SR

1++

H

A1

There is evidence of strong support for the following intervention meriting
application: Assertive community treatment for people with severe mental disorders.
Intervention: ACT is a multidisciplinary team-based approach and provides all
psychiatric and social care for the patient.

R

2++

H

A5

There is evidence of strong support for the following intervention meriting
application: Crisis intervention for people with severe mental illnesses
Intervention: Usually involves a multidisciplinary team that is available 24 h a day, 7
days a week. Used for patients with a severe mental illness whose illness has
exacerbated to a crisis situation. The team promptly provides intense treatment and
management of illness in the community Mobile crisis teams, crisis assessment
teams, and crisis day treatment centres are examples of crisis intervention models.

R

2++

H

A5

There is evidence of strong support for the following intervention meriting
application: Music therapy for schizophrenia or schizophrenia-like illnesses
Intervention: Music therapy is a stepped process by which musical experiences are
used to develop relationships and tackle stressors that have not been able to be
addressed for patients in other ways
There is evidence of strong support for the following intervention meriting
application: Psycho-education for schizophrenia. Psycho-education is a process by
which knowledge is imparted from one person or group to another person or group.
Learning is implied through changes in a person’s acts, attitudes, or behaviour. There
are different forms of education; these include the imparting of knowledge one on
one, small groups, and the use of printed material, including DVDs and CDs.

R

2++

H

A5

R

2++

H

A5

R

2++

M

A5

There is evidence of moderate support for the following intervention warranting
consideration of application: Cognitive behaviour therapy for schizophrenia
Intervention: Cognitive behavioural therapy looks at the associations made between
a person’s mind-set and their thoughts, which influence the way they behave.
Effective in: Decreasing risk associated with hospital stays, Improved mental state in
the short term. Ineffective in: Reducing relapse or hospital re-admission

There is evidence of moderate support for the following intervention warranting
consideration of application: Family intervention for schizophrenia. Intervention:
Involves the use of education, assistance, and other strategies that reduce the
amount of expressed emotion within family units. May be effective in the following
areas: Decreasing the number of relapses, Reducing hospital admissions, Improving
compliance with medication, Improving general social deficits, Reducing levels of
highly expressed emotion.

R

2++

M

A5

There is evidence of moderate support for the following intervention warranting
consideration of application: Topic: Interventions for helping people recognize early
signs of recurrence in bipolar disorder
Intervention: Bipolar disorder is characterized by episodes of either mania or
depression. Early warning signs or ‘prodromal’ symptoms are used to detect a full
reoccurrence with a lead time of up to 2–4 weeks. This study looks at self-help
treatments and psychological treatments that are used to teach patients to recognize
these early warning signs, and therefore, better manage their illness

R

2++

M

A5

There is evidence of moderate support for the following intervention warranting
consideration of application: Prompts to encourage appointment attendance for
people with serious mental illness. Intervention: Involves the use of text-based,
electronic, telephone, personal visit, or financial/reward prompts

R

2++

M

A5

There is evidence of moderate support for the following intervention warranting
consideration of application: Token economy for schizophrenia. Intervention: This is a
behavioural therapy technique. Patients are rewarded with tokens for changed
predefined behaviours. The patients can then exchange these tokens for items of
value.

R

2++

M

A5

2011 NICE Guidance recommends regarding identifying correct treatment options,
when a person presents with symptoms of anxiety and depression, carefully assess the
nature and extent of the symptoms, and prioritise the most appropriate symptom first.
Ensure that when a person presents with symptoms of anxiety and depression, staff
assess the nature and extent of the symptoms, and if the person has:
• depression that is accompanied by symptoms of anxiety, the first priority
should usually be to treat the depressive disorder, in line with the NICE
guideline on depression
• an anxiety disorder and comorbid depression or depressive symptoms,
consult the NICE guidelines for the relevant anxiety disorder and consider
treating the anxiety disorder first
both anxiety and depressive symptoms, with no formal diagnosis, that are associated
with functional impairment, discuss with the person the symptoms to treat first and
the choice of intervention

SR

1++

H

Appe ndix ID

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 5: Treatment for patients with mental health conditions and anxiety and depression symptoms

A1

2011 NICE Guidance recommends for people with persistent sub-threshold depressive

SR

1++

H

A1

2011 NICE Guidance recommends for pregnant women who have sub-threshold
symptoms of depression and/or anxiety that significantly interfere with personal and
social functioning, consider providing or referring for: individual brief psychological
treatment (four to six sessions), such as interpersonal therapy (IPT) or CBT for women
who have had a previous episode of depression or anxiety; social support during
pregnancy and the postnatal period for women who have not had a previous episode of
depression or anxiety; such support may consist of regular informal individual or groupbased support

SR

1++

H

A1

2011 NICE Guidance recommends not offering antidepressants routinely for

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

symptoms or mild to moderate depression, offer or refer for one or more of the lowintensity interventions such as individual facilitated self-help based on CBT,
computerised CBT, a structured group physical activity programme, a group-based
peer support (self-help) programme or non-directive counselling delivered at home.

people with persistent sub-threshold depressive symptoms or mild depression,
but considering them for, or referring for an assessment.

2011 NICE Guidance recommends for people with generalised anxiety disorder that
has not improved after psycho-education and active monitoring, offer or refer for
one of the following low-intensity interventions: individual non-facilitated self-help;
individual facilitated self-help or psycho-educational groups

2011 NICE Guidance recommends for people with mild to moderate panic
disorder, offer or refer for one of the following low-intensity interventions:
individual non-facilitated self-help or individual facilitated self-help.

2011 NICE Guidance recommends for people with mild to moderate OCD: offer
or refer for individual CBT or refer for group CBT.
2011 NICE Guidance recommends for people with PTSD, including those with mild
to moderate PTSD, refer for a formal psychological intervention (trauma-focused
CBT or eye movement desensitisation and reprocessing [EMDR]).

SR

1++

H

A1

SR

1++

H

A1

2011 NICE Guidance recommends for people with persistent sub-threshold

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

depressive symptoms or mild to moderate depression that has not responded to
a low-intensity intervention, offer or refer for: antidepressant medication or a
psychological intervention (CBT, IPT, behavioural activation or behavioural
couples therapy).

2011 NICE Guidance recommends for people with an initial presentation of
moderate or severe depression, offer or refer for a psychological intervention (CBT
or IPT) in combination with an antidepressant.

2011 NICE Guidance recommends for people with moderate to severe depression
and a chronic physical health problem consider referral to collaborative care if there
has been no, or only a limited, response to psychological or drug treatment alone or
combined in the current or in a past episode.

2011 NICE Guidance recommends for people with depression who decline an
antidepressant, CBT, IPT, behavioural activation and behavioural couples therapy,
consider providing or referring for: counselling or short-term psychodynamic
psychotherapy.

2011 NICE Guidance recommends for people with generalised anxiety disorder who
have marked functional impairment or have not responded to a low-intensity
intervention, offer or refer for one of the following: CBT or applied relaxation or if
the person prefers, drug treatment.

2011 NICE Guidance recommends regarding for people with moderate to severe
panic disorder (with or without agoraphobia), consider referral for: CBT or an
antidepressant if the disorder is long-standing or the person has not benefitted from
or has declined psychological interventions.

SR

1++

H

A1

2011 NICE Guidance recommends for people with OCD and moderate or severe
functional impairment, and in particular where there is significant comorbidity with
other common mental health disorders, offer or refer for: CBT (including ERP) or
antidepressant medication for moderate impairment; CBT (including ERP) combined
with antidepressant medication and case management for severe impairment. Or
offer home-based treatment where the person is unable or reluctant to attend a
clinic or has specific problems (for example, hoarding).

SR

1++

H

A1

2011 NICE Guidance recommends regarding treatment and referral advice for
persistent sub-threshold depressive symptoms or mild to moderate common mental
health disorders with inadequate response to initial interventions, or moderate to
severe common mental health disorders, for people with long-standing OCD or with
symptoms that are severely disabling and restrict their life, consider referral to a
specialist mental health service.

SR

1++

H

A1

2011 NICE Guidance recommends for people with OCD who have not benefitted from two
courses of CBT (including ERP) combined with antidepressant medication, refer to a
service with specialist expertise in OCD.

SR

1++

H

A1

2011 NICE Guidance recommends for people with PTSD, offer or refer for a
psychological intervention (trauma-focused CBT or EMDR). Do not delay the
intervention or referral, particularly for people with severe and escalating symptoms
in the first month after the traumatic event.

SR

1++

H

A1

2011 NICE Guidance recommends regarding treatment and referral advice for
persistent sub-threshold depressive symptoms or mild to moderate common mental
health disorders with inadequate response to initial interventions, or moderate to
severe common mental health disorders, for people with PTSD, offer or refer for drug
treatment only if a person declines an offer of a psychological intervention or
expresses a preference for drug treatment.

SR

1++

H

A1

There is evidence to indicate that primary care depression screening and care
management programs with staff assistance, such as case management or mental
health specialist involvement, can increase depression response and remission.

SR

1+

M

A11

There is evidence that depression screening programs without substantial staffassisted depression care supports are unlikely to improve depression outcomes.

SR

1+

M

A11

There is evidence that close monitoring of all adult patients who initiate
antidepressant treatment, particularly those younger than 30 years, is important both
for safety and to ensure optimal treatment.

SR

1+

M

A11

There is evidence to indicate no increased risk for completed suicide deaths with
antidepressant treatment. Risk for suicidal behaviours was increased in young adults
(aged 18 to 29 years) who received antidepressants, particularly those who received
paroxetine, but was reduced in older adults.

SR

1+

M

A11

Theme 6: Treatment for patients with mental health conditions and at risk of relapse

Appendix ID

Study Quality
Evidence Stre ngth

Study type

Evidence statements
2011 NICE Guidance recommends for people with a common mental health disorder who
are at significant risk of relapse or have a history of recurrent problems, discuss with the
person the treatments that might reduce the risk of recurrence.

SR

1++

H

A1

2011 NICE Guidance recommends for people with a previous history of depression
who are currently well and who are considered at risk of relapse despite taking
antidepressant medication, or those who are unable to continue or choose not to
continue antidepressant medication, offer or refer for one of the following: individual
CBT or mindfulness-based cognitive therapy.
2011 NICE Guidance recommends for people who have had previous treatment for
depression but continue to have residual depressive symptoms, offer or refer for one of
the following: individual CBT; mindfulness-based cognitive therapy.

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

Appendix ID

Study Quality

2011 NICE Guidance recommends when a person with a mild learning disability or
mild cognitive impairment presents with a common mental health disorder where
possible provide or refer for the same interventions as for other people with the same
common mental health disorder. If providing interventions, adjust the method of
delivery or duration of the assessment or intervention to take account of the disability
or impairment.
2011 NICE Guidance recommends when a person presents with a common mental
health disorder and has a moderate to severe learning disability or a moderate to
severe cognitive impairment, consult a specialist concerning appropriate referral and
treatment options.

Study type

Evidence statements

Evidence Strength

Theme 7: Treatment for patients with mental health conditions and learning disability

2011 NICE Guidance recommends local care pathways should be developed to
promote implementation of key principles of good care. Pathways should be:
• negotiable, workable and understandable for people with common mental
health disorders, their families and carers, and professionals
• accessible and acceptable to all people in need of the services served by the

1++

H

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 8: Developing local care pathways for people with mental health conditions

A1

•
•
•

pathway
responsive to the needs of people with common mental health disorders and
their families and carers
integrated so that there are no barriers to movement between different
levels of the pathway
Outcomes focused (including measures of quality, service-user experience
and harm).

2011 NICE Guidance recommends responsibility for the development, management
and evaluation of local care pathways should lie with a designated leadership
team, which should include primary and secondary care clinicians, managers and
commissioners. The leadership team should have particular responsibility for:
• developing clear policy and protocols for the operation of the pathway
• providing training and support on the operation of the pathway
• Auditing and reviewing the performance of the pathway.
2011 NICE Guidance recommends primary and secondary care clinicians, managers and
commissioners should work together to design local care pathways that promote a
stepped-care model of service delivery that:
• provides the least intrusive, most effective intervention first
• has clear and explicit criteria for the thresholds determining access to and
movement between the different levels of the pathway
• does not use single criteria such as symptom severity to determine movement
between steps
• Monitors progress and outcomes to ensure the most effective interventions are
delivered and the person moves to a higher step if needed.

SR

1++

H

A1

SR

1++

H

A1

2011 NICE Guidance recommends primary and secondary care clinicians, managers and
commissioners should work together to design local care pathways that promote a range
of evidence-based interventions at each step in the pathway and support people with
common mental health disorders in their choice of interventions.

SR

1++

H

A1

2011 NICE Guidance recommends all staff should ensure effective engagement with
families and carers, where appropriate, to: inform and improve the care of the person
with a common mental health disorder and meet the identified needs of the families
and carers.

SR

1++

H

A1

2011 NICE Guidance recommends primary and secondary care clinicians, managers
and commissioners should work together to design local care pathways that
promote the active engagement of all populations served by the pathway. Pathways
should: offer prompt assessments and interventions that are appropriately adapted
to the cultural, gender, age and communication needs of people with common
mental health disorders and keep to a minimum the number of assessments needed
to access interventions.

SR

1++

H

A1

2011 NICE Guidance recommends primary and secondary care clinicians, managers
and commissioners should work together to design local care pathways that
respond promptly and effectively to the changing needs of all populations served by
the pathways. Pathways should have in place: clear and agreed goals for the
services offered to a person with a common mental health disorder; robust and
effective means for measuring and evaluating the outcomes associated with the
agreed goals and clear and agreed mechanisms for responding promptly to
identified changes to the person's needs.
2011 NICE Guidance recommends primary and secondary care clinicians, managers and
commissioners should work together to design local care pathways that provide an
integrated programme of care across both primary and secondary care services.

SR

1++

H

A1

SR

1++

H

A1

Pathways should: minimise the need for transition between different services or
providers; allow services to be built around the pathway and not the pathway around
the services and establish clear links to other care pathways and have designated staff
who are responsible for the coordination of people's engagement with the pathway.
2011 NICE Guidance recommends primary and secondary care clinicians, managers
and commissioners should work together to ensure effective communication about
the functioning of the local care pathway. There should be protocols for: sharing
and communicating information with people with common mental health disorders,
and where appropriate families and carers, about their care; sharing and
communicating information about the care of service users with other professionals
(including GPs) ; communicating information between the services provided within
the pathway and communicating information to services outside the pathway.

SR

1++

H

A1

2011 NICE Guidance recommends primary and secondary care clinicians, managers
and commissioners should work together to design local care pathways that have
robust systems for outcome measurement in place, which should be used to inform
all involved in a pathway about its effectiveness. This should include providing:
individual routine outcome measurement systems; effective electronic systems for
the routine reporting and aggregation of outcome measures and effective systems
for the audit and review of the overall clinical and cost-effectiveness of the pathway.

SR

1++

H

A1

2011 NICE Guidance recommends that primary and secondary care clinicians,
managers and commissioners should collaborate to develop local care pathways that
promote access to services for people with common mental health disorders.
2011 NICE Guidance recommends providing information about mental health services and
interventions that constitute the local care pathway.

SR

1++

H

A1

SR

1++

H

A1

2011 NICE Guidance recommends that when providing information about local care
pathways to people with common mental health disorders and their families and carers,
all healthcare professionals should: take into account the person's knowledge and
understanding of mental health disorders and their treatment and ensure that such
information is appropriate to the communities using the pathway.

SR

1++

H

A1

2011 NICE Guidance recommends a stepped-care model to organise the provision of
services and to help people with common mental health disorders, their families, carers
and healthcare professionals to choose the most effective interventions.
With regards to the management of depression in primary care, there is evidence that
programs in which primary care providers and mental health specialists collaborate
effectively using principles of measurement-based stepped care and treatment to
target can substantially improve patients' health and functioning while reducing overall
health care costs.

SR

1++

H

A1

R

2+

M

A7

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 9: Access and uptake of services for people with mental health conditions

2011 NICE Guidance recommends supporting access to services and increasing the
uptake of interventions by providing services for people with common mental health
disorders in a variety of settings. Use an assessment of local needs as a basis for
the structure and distribution of services, which should typically include delivery of:
assessment and interventions outside normal working hour; interventions in the
person's home or other residential settings; specialist assessment and interventions
in non-traditional community-based settings (for example, community centres and
social centres) and where appropriate, in conjunction with staff from those settings
and both generalist and specialist assessment and intervention services in primary
care settings.

SR

1++

H

A1

2011 NICE Guidance recommends that primary and secondary care clinicians,
managers and commissioners should consider a range of support services to facilitate
access and uptake of services. These may include providing: crèche facilities;
assistance with travel and advocacy services.

SR

1++

H

A1

2011 NICE Guidance recommends considering modifications to the method and mode
of delivery of assessment and treatment mental health interventions and outcome
monitoring, which may typically include using: technology for people who may find it
difficult to, or choose not to, attend a specific service and bilingual therapists or
independent translators.
2011 NICE Guidance recommends supporting access to services and increase the
uptake of interventions by: ensuring systems are in place to provide for the overall
coordination and continuity of care of people with common mental health disorders
and designating a healthcare professional to oversee the whole period of care (usually
a GP in primary care settings).

SR

1++

H

A1

SR

1++

H

A1

Study Quality

2011 NICE Guidance recommends providing all information about mental health services in
a range of languages and formats (visual, verbal and aural) and ensure that it is available
from a range of settings throughout the whole community to which the service is
responsible.

SR

1++

H

A1

2011 NICE Guidance recommends that primary and secondary care clinicians,
managers and commissioners should collaborate to develop local care pathways
that promote access to services for people with common mental health disorders
from a range of socially excluded groups including: black and minority ethnic
groups; older people; those in prison or in contact with the criminal justice system
and ex-service personnel

SR

1++

H

A1

Evidence statements

Appendix ID

Study type

Evidence Strength

Theme 10: Include services social groups for people with mental health conditions

2011 NICE Guidance recommends being respectful of, and sensitive to, diverse
cultural, ethnic and religious backgrounds when working with people with common
mental health disorders, and be aware of the possible variations in the presentation
of these conditions. Ensure competence in: culturally sensitive assessment; using
different explanatory models of common mental health disorders; addressing cultural

SR

1++

H

A1

and ethnic differences when developing and implementing treatment plans an d
working with families from diverse ethnic and cultural backgrounds.

H

A1

SR

1++

There is evidence that psychosocial interventions for older adults had a positive effect on
quality of life and positive mental health. The pooled interventions also had a statistically
significant effect on reduction in depressive symptoms.

MA

1+

M

A8

There is evidence that social activities interventions for older adults significantly
improved positive mental health, life satisfaction and quality of life and reduced
depressive symptoms.

MA

1+

M

A8

There is evidence that duration of interventions for older adults is of importance, since
interventions lasting for >3 months exhibited more positive effects compared with
shorter interventions.

MA

1+

M

A8

There is evidence that meaningful social activities, tailored to the older individual's
abilities and preferences should be considered in aiming to improve mental health
among older people.

MA

1+

M

A8

2011 NICE Guidance recommends not significantly varying the content and structure of
assessments or interventions to address specific cultural or ethnic factors, except as part of
a formal evaluation of such modifications to an established intervention, as there is little
evidence to support significant variations to the content and structure of assessments or
interventions.

2011 NICE Guidance recommends regarding risk assessment and monitoring, if a
person with a common mental health disorder presents a high risk of suicide or

Evidence Strength
Appen dix I D

SR

1++

H

A1

SR

1++

H

A1

Appen dix ID

Evidence Strength

Evidence statements
2011 NICE Guidance recommends to always ask people with a common mental health
disorder directly about suicidal ideation and intent. If there is a risk of self-harm or
suicide: assess whether the person has adequate social support and is aware of
sources of help, arrange help appropriate to the level of risk and advise the person to
seek further help if the situation deteriorates.

Study Quality

Theme 12:
Interventions for people
with mental health
conditions and high risk
of self-harm or suicide

Study type

Evidence statements

Study type

Study Quality

Theme 11: Interventions for older adults with mental health conditions

potential harm to others, a risk of significant self-neglect, or severe functional
impairment, assess and manage the immediate problem first and then refer to
specialist services. Where appropriate inform families and carers.

2011 NICE Guidance recommends regarding risk assessment and monitoring, if a
person with a common mental health disorder presents considerable and immediate
risk to themselves or others, refer them urgently to the emergency services or
specialist mental health services.

SR

1++

H

A1

2011 NICE Guidance recommends regarding risk assessment and monitoring, if a
person with a common mental health disorder, in particular depression, is assessed to
be at risk of suicide: take into account toxicity in overdose, if a drug is prescribed, and
potential interaction with other prescribed medication; if necessary, limit the amount
of drug(s) available; consider increasing the level of support, such as more frequent
direct or telephone contacts and consider referral to specialist mental health services

SR

1++

H

A1

2011 NICE Guidance recommends during pregnancy or the postnatal period, women
requiring psychological interventions should be seen for treatment normally within 1
month of initial assessment, and no longer than 3 months afterwards. This is because
of the lower threshold for access to psychological interventions during pregnancy and
the postnatal period arising from the changing risk–benefit ratio for psychotropic
medication at this time.

SR

1++

H

A1

2011 NICE Guidance recommends when considering drug treatments for common
mental health disorders in women who are pregnant, breastfeeding or planning a
pregnancy, consult 'Antenatal and postnatal mental health' for advice on prescribing.

SR

1++

H

A1

Appe ndix ID

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 13: Interventions for women with antenatal and postnatal mental health

Appen dix I D

Evidence Strength

Evidence statements

Study type

Study Quality

Theme 14: Interventions for people with mental health conditions and psychosis

1+

M

A2

There is evidence that for people with early psychosis, including CBT that family
interventions may contribute to improved outcomes in this critical period.

SR

1+

M

A2

There is evidence that cognitive therapy plus monitoring did not significantly
reduce transition to psychosis or symptom related distress but reduced the
severity of psychotic symptoms in young people at high risk.

RCT

1+

M

A6

SR

1++

M

A3

There is evidence that mental health services should consider routinely providing EWS
(early warning symptoms and signs) interventions to adults with bipolar disorder, as
they appear to reduce hospitalisation and therefore may be cost-effective. This review
shows a beneficial effect of EWS in time to recurrence, percentage of people
hospitalised and functioning in people with bipolar disorder.

Study type

Study Quality

Theme 15:
Interventions for people
with mental health
conditions and
substance use disorder

SR

1+

Appe ndix ID

SR

Evidence Strength

There is evidence that for people with early psychosis, early intervention
services appear to have clinically important benefits over standard care. Early
intervention services reduced hospital admission, relapse rates and symptom
severity, and improved access to and engagement with treatment.

Evidence statements
There is evidence to suggest that clinicians should have increased expectation that a
patient with a substance use disorder (SUD) has a co-occurring mental disorder if the
SUD is relatively severe, if the patient began using substances (including tobacco) at
an early age, is female, is dependent on nicotine, or has a drug use disorder.

M

A4

There is evidence that patients identified as having at least one substance use
disorder and one co-occurring mental disorder should be assessed to identify other
likely co-occurring substance use and other mental disorders, because disorders
are not normally distributed and tend to cluster in relatively few individuals.

SR

1+

M

A4

Appen dix I D

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 16: Interventions for people with mental health conditions in schools

There is evidence regarding mental health promotion and problem prevention in
schools that characteristics of more effective interventions included: teaching skills,
focusing on positive mental health; balancing universal and targeted approaches;
starting early with the youngest children and continuing with older ones; operating
for a lengthy period of time and embedding work within a multi-modal/whole-school
approach which included such features as changes to the curriculum including
teaching skills and linking with academic learning, improving school ethos, teacher
education, liaison with parents, parenting education, community involvement and
coordinated work with outside agencies.

SR

1+

M

A9

There is evidence regarding mental health promotion and problem prevention in
schools that interventions were only effective if they were completely and accurately
implemented: this applied particularly to whole-school interventions which could be
ineffective if not implemented with clarity, intensity and fidelity.

SR

1+

M

A9

ix ID

Strength Append

Quality Evidence

Evidence statements
There is evidence that peer support interventions help reduce symptoms of
depression.

Study type Study

Theme 17: Peer support intervention for people with mental health conditions and depression

MA

1+

M

A10

There is evidence that peer support interventions were superior to usual care in
reducing depressive symptoms.

MA

1+

M

A10

There is evidence that there were no statistically significant difference between
group CBT and peer interventions.

MA

1+

M

A10

4.3

Evidence of the effectiveness of interventions to promote community based
mental health services and support (all ages)

4.3.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Evidence statements
There is evidence that the Assertive Community Treatment approach is more
acceptable to clients deemed by community mental health teams as "hard to
engage".
There is evidence that two aspects of Assertive Community Treatment appeared
important for engagement: small case loads and the team approach. Successful
client engagement appeared to be associated with greater staff satisfaction.

Study Quality

Study type

Theme 2: Assertive Community Treatment Interventions to promote community based mental
health services and
support

Appendix ID

Evidence Strength
M

B6

Appen dix ID

1++

Evidence Strength

SR

Study Quality

Evidence statements
There is evidence that community mental health team management is superior in
promoting greater acceptance of treatment and is not inferior to non-team standard
care in any important respects. It may also be superior in reducing hospital
admission and avoiding death by suicide.

Study type

Theme 1: Community mental health team management Interventions to promote community
based mental health services and support

OSWCG

2+

M

B3

OSWCG

2+

M

B3

•
•

•

Evidence StrengtF'

Appendix ID

Evidence statements
There is evidence to support the following interventions to aid adults with
serious mental illness in community integration and normative life roles:
• Social skills training

Study Quality

Study type

Theme 3: Community integration and normative life roles training as part of community based mental
health services and support

Life skills and instrumental activities of daily living training
Neurocognitive training paired with skills training in the areas of
work, social participation, and instrumental activities of daily
living.
Client-centred interventions

There is moderate to strong evidence to indicate the effectiveness of social skills
training for recovery in the areas of community integration and normative life roles
for adults with serious mental illness.

SR

2++

M

B13

There is moderate evidence for the effectiveness of life skills and instrumental
activities of daily living (IADLs) training to improve performance for recovery in the
areas of community integration and normative life roles for adults with serious
mental illness.

SR

2++

M

B13

There is moderate evidence for neurocognitive training paired with skills
training in the areas of work, social participation, and instrumental activities of
daily living IADLs) for recovery in the areas of community integration and
normative life roles for adults with serious mental illness.

SR

2++

M

B13

There is limited but positive evidence for client-centred intervention and
increased intensity and duration of treatment for recovery in the areas of
community integration and normative life roles for adults with serious mental
illness.

SR

2+

L

B13

Evidence statements
There is evidence that compulsory community treatment results in no significant
difference in service use, social functioning or quality of life compared with standard
care.
There is evidence that people receiving compulsory community treatment were, less
likely to be victims of violent or non-violent crime.

Appendix ID

Evidence StrengtF'

Study Quality

Study type

Theme 4: Compulsory Community Treatment Interventions to promote community based mental
health services and
support

SR

1++

M

B8

SR

1++

M

B8

Study Quality

SR

1++

H

B4

There is evidence that compared to standard care, intensive case management was
shown to reduce hospitalisation and increase retention in care. It also globally improved
social functioning.

SR

1++

H

B4

There is evidence that intensive case management is of value at least to people with
severe mental illnesses who are in the sub-group of those with a high level of
hospitalisation (about 4 days/month in past 2 years) and the intervention should be
performed close to the original model.

SR

1++

H

B4

Evidence statements
There is evidence that intensive case management was found effective in
ameliorating many outcomes relevant to people with severe mental illnesses.

Appendix ID

Study type

Evidence Strength

Theme 5: Intensive case management interventions to promote community based mental health
services and support

Study Quality

SR

1++

H

B7

There is robust evidence that demonstrates the effectiveness of collaborative care
models in the treatment of depressive disorders. Collaborative care models are
effective in achieving clinically meaningful improvements in depression outcomes and
public health benefits in a wide range of populations, settings, and organizations.

SR

1+

H

B11

There is evidence that collaborative care interventions provide a supportive network of
professionals and peers for patients with depression, especially at the primary care
level.

SR

1+

M

B11

There is evidence of effectiveness of collaborative care in improving depression
symptoms; adherence to treatment; response to treatment; remission of symptoms;
recovery from symptoms; quality of life/functional status; and satisfaction with care for
patients diagnosed with depression.

SR

1+

M

B11

There is evidence indicating that collaborative care for management of depressive
disorders provides good economic value.

SR

2++

M

B14

Evidence statements
There is evidence that collaborative care is associated with significant improvement in
depression and anxiety outcomes compared with usual care, and represents a useful
addition to clinical pathways for adult patients with depression and anxiety.

Appendix ID

Study type

Evidence Strength

Theme 6: Collaborative care interventions to promote community based mental health services
and support

Study Quality

There is evidence that care based on crisis intervention principles, with or without an
ongoing home care package, appears to be a viable and acceptable way of treating
people with serious mental illnesses.
There is evidence that crisis intervention appears to reduce repeat admissions to
hospital after the initial 'index' crises investigated in the included studies, this was
particularly so for mobile crisis teams supporting patients in their own homes.

SR

1++

M

B5

SR

1++

M

B5

There is evidence that crisis intervention reduces family burden, is a more satisfactory form
of care for both patients and families and at three months after crisis, mental state is
superior to standard care.

SR

1++

M

B5

Evidence statements

Appendix ID

Study type

Evidence Strength

Theme 7: Crisis interventions to promote community based mental health services and support

Appen dix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 8: Outreach interventions to promote community based mental health services and support

There is evidence that multidisciplinary working within assertive outreach services
allows for some ethical dilemmas to be resolved.

R

2++

M

B10

Regarding assertive outreach, there is evidence that the competing demands placed on
nurses, including risk assessment verses engagement, may lead to high stress levels and
burnout.

R

2++

M

B10

Evidence highlights that without experienced and knowledgeable staff the provision of an
assertive outreach model is not feasible.

R

2++

M

B10

There is evidence that the Government and service providers need to ensure that
practitioners within assertive outreach services, receive sufficient training, managerial and
clinical supervision, in order to do the best for a very challenging client group.

R

2++

M

B10

Appendix ID

R

2+

M

B9

R

2+

M

B9

Study type

StudyQualityEvidence
Strength

Theme 9: Leadership interventions to promote community based mental health services and support

Evidence statements

There is evidence that active leadership strategically devoted to redesigning the flow
of work and reinforcing implementation through measurement and feedback. was
correlated with implementation success
There is evidence that active leaders should focus on redesigning the flow of work to
support the implementation and on reinforcing program improvements.

Theme 10: Low-income urban youth interventions to promote community based mental health

Study Quality

There is evidence to suggest that community- based mental health and behavioural
interventions are modestly effective for low-income urban youth.

MA

1+

M

B12

There is evidence suggesting that a focus on the environment is crucial for
producing positive effects for low-income urban youth. The interventions included in
this review targeted the environment primarily through working with the youth’s
family as opposed to the school or neighbourhood.

MA

1+

M

B12

There is evidence that the type of intervention had a significant impact on program
effectiveness. Programs that focused only on the individual youth were significantly
less effective than interventions that focused on the youth plus one or more
environmental targets or environmental targets alone.

MA

1+

M

B12

There is evidence that youth only interventions are not effective in communitybased mental health and behavioural programs for low-Income urban youth.

MA

1+

M

B12

Evidence statements

Appendix ID

Study type

Evidence Strength

services and support

4.4

Evidence of the effectiveness of interventions to promote utilisation of
comprehensive care plans for people with severe mental health needs
(all ages)

4.4.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Ap pen d ix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 1: Collaborative care interventions to promote utilisation of comprehensive care plans for
people with severe mental health needs

Collaborative chronic care models (CCMs) can improve mental and physical outcomes for
individuals with mental disorders across a wide variety of care settings, and they provide a
robust clinical and policy framework for care integration.

MA

1+

M

C8

2011 NICE Guidance states that collaborative care has been described by researchers
(Gunn et al., 2006) as a ‘system level’ intervention with four key elements:

SR

1++

H

C16

Collaboration between a GP and at least one other healthcare professional (for
example, a psychiatrist, clinical psychologist, social worker, or nurse) in a person’s
care.
The use of a structured management protocol or guidelines. The intervention may
include pharmacological and/or psychological/psychosocial interventions.
Scheduling regular follow-up appointments to provide specific interventions,
facilitate treatment adherence, and monitor symptoms or adverse effects.
A system or mechanism to facilitate and enhance inter-professional communication
regarding the care plan. This could include team meetings, case reviews, shared electronic
patient records, and professional supervision of the care manager.
The healthcare professional collaborating with the GP in a person’s care is sometimes
described as a ‘case manager’, where a key element of the role involves coordinating
care with the GP including referral on to secondary care. Case managers may not
always be from traditional healthcare professional backgrounds; they may be
specifically trained to undertake this and/or related roles.

Study type

Evidence statements
There is evidence that organisational structures and strategies such as rewards
systems must be aligned if team functioning is to be sustained, and training needs
to be provided to enable healthcare professionals to gain the knowledge and skills
required for effective team working.

Study Quality

Theme 2: Organisational structure and strategy interventions to promote utilisation of
comprehensive care plans for people with severe mental health needs

R

2+

M

C9

Study Quality

Evidence Stre ngth

Append ix ID

SR

1++

H

C1

There is evidence for a tentative practice recommendation to make every effort to
provide needs-oriented continuity of care for people with mental illness, and making
a special effort to ensure personal continuity in order to avoid fragmented
therapeutic relationships in complex mental health care provision.

SR

2++

M

C6

Study Quality

Evidence Strength

SR

1++

H

Evidence statements

Theme 4: Health Professionals interventions to promote utilisation of comprehensive care
plans for people with
severe mental health
needs

Evidence statements
2011 NICE Guidance recommends reviewing the needs of families and carers and offer
an assessment of their caring, physical and mental health needs if one has not been
offered previously.

Ap pe n d ix ID

Study type

2012 NICE Guidance recommends clear, comprehensible information and support for selfcare in adult mental health.
The qualitative reviews and the survey both suggested that many service users were not
getting sufficient information about the assessment process, their diagnosis and their
care plan.

Study type

Theme 3: Patient (Self Care) interventions to promote utilisation of comprehensive care plans for
people with severe mental health needs

C16

There is evidence to conclude that the functions of interprofessional healthcare
teams working in the 21st century are complex, being influenced by many
interrelating factors.

R

2+

M

C9

There is evidence that governmental support for teamwork in healthcare is ongoing,
although further work needs to be conducted at both a team and organisation level to
ensure that enhancement and maintenance of teamwork leads to an improved quality of
healthcare provision over the coming decades.

R

2+

M

C9

Taking this review’s suggestions into consideration may facilitate healthcare teams’
ability to meet the demands of an ever-changing healthcare system.
Even though these suggestions might be substantial, the prospective benefits for
health services provision and patients’ well-being are well worth the pursuit.

R

2+

M

C9

There is evidence to suggest that practice-based interprofessional collaboration (IPC)
- interventions can improve healthcare processes and outcomes, but due to the
limitations in terms of the small number of studies, sample sizes, problems with
conceptualising and measuring collaboration, and heterogeneity of interventions and
settings, it is difficult to draw generalisable inferences about the key elements of IPC
and its effectiveness.

SR

1++

M

C10

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 5: Interventions promoting collaboration between Health Professionals and patient or carers to
promote utilisation of comprehensive care plans for people with severe mental health needs

2012 NICE Guidance recommends involvement in decisions and respect for service
users in advance of preferences in adult mental health.
Service users should be fully involved and active in the design and delivery of the care
plan, and health and social care professionals and service users should sign the document
and a copy should be given to the service user

SR

1++

H

C1

2012 NICE Guidance recommends people using mental health services jointly develop a
care plan with mental health and social care professionals, and are given a copy and an
agreed date to review it.

SR

1++

H

C1

2012 NICE Guidance recommends that people using mental health services who may be
at risk of crisis are offered a crisis plan.

SR

1++

H

C1

2012 NICE Guidance recommends for people who may be at risk of crisis, a crisis plan
should be developed by the service user and their care coordinator, which should be
respected and implemented, and incorporated into the care plan. The crisis plan should
include:
possible early warning signs of a crisis and coping strategies
support available to help prevent hospitalisation
where the person would like to be admitted in the event of hospitalisation
the practical needs of the service user if they are admitted to hospital (for example,
childcare or the care of other dependants, including pets) [QS]
details of advance statements and advance decisions
whether and the degree to which families or carers are involved
information about 24-hour access to services

SR

1++

H

C1

Evidence statements

named contacts.
Ensure that service users routinely have access to their care plan and care record,
including electronic versions. Care records should contain a section in which the
service user can document their views and preferences, and any differences of
opinion with health and social care professionals.
SR

1++

H

C1

There is evidence to recommend for individual professionals: Family carers are
entitled to empathy, respect and recognition for the complex and emotionally
challenging job they do. To help provide effective and empathic packages of care
professionals should assist and encourage families and offer informal means of
communication as well as formal interventions. Families want to be included in
treatment and decision-making. To this end professionals also need more training to
work with informal carers, and in particular with culturally diverse families.

SR

2++

M

C3

There is evidence to recommend a discussion on a covenant between society
represented by mental health services and the people who depend on services. A
covenant is a contract in which the parties agree to come together to either engage
in a specified action or to refrain from a specified action. In the situation between
practitioners and carers in mental health, the contract would clarify what
professionals and others expect of family carers in respect of their relative, with a
starting point being that carers give ongoing support, and practitioners engage
supportively and empathetically with carers.

SR

2++

M

C3

2012 NICE Guidance recommends regarding decisions, capacity and safeguarding,,
develop advance statements and advance decisions with the person using mental health
services if they wish to do so, especially if their illness is severe and they have been
previously treated under the Mental Health Act (1983; amended 1995 and 2007).
Document these in their care plans and ensure copies are held by the service user and in
primary and secondary care records.

Study Quality

Evidence Strength

There is evidence to recommend for mental health service providers: They should
strive to involve family carers in the construction and provision of services and make
it easier to access these services. For carers who do access and use services, clear
principles need to be published to guide information sharing that take account of
confidentiality, consent and their needs as family carers.

SR

2++

M

C3

There is evidence to support the implementation of discharge interventions in mental
health care. They can contribute to reducing hospital stays and to improving patients’
adherence to aftercare as well as symptomatic impairment.

SR

2++

M

C6

2010 NICE Guidance states that mental health assessments are conducted for a

SR

1++

H

C17

Evidence statements

number of reasons: to reach a diagnosis, to develop a psychological formulation and
identify strengths and needs, for screening purposes (including the detection of risk) and
to measure outcomes.

Ap pe n d ix ID

Study type

Theme 6: Mental health services interventions to promote utilisation of comprehensive care
plans for people with severe mental health needs

Append ix ID

There is evidence regarding collaborative mental health care for case review meetings in
the primary care setting. Regular review of mutual patients by primary care staff and
visiting psychiatrist. Coordination of all care planning and management by OT.
Collaboration of primary care staff with accommodation staff.
Outcome: 95% of patients began to engage and 92% continued engagement with the
program.
Outcome: Improved social functioning after 12 months (p<.001)

SR

2++

M

C5

There is evidence regarding collaborative mental health care for co-location. Family
practitioner acted as liaison to physicians in the psychiatry and general medicine clinics
and attended weekly team meetings. Two-way communication about changes in medical
or mental status/treatment.
Outcome: Patients in the integrated clinic more likely than those in the general
medicine clinic to make a primary care visit in the year after referral (p=.006).

SR

2++

M

C5

There is evidence regarding collaborative mental health care for informing primary health
care team about each patient contact. Giving face to face or verbal feedback to the
primary care team on at least 2 occasions. Discussing use of patient held shared care
record; Facilitating involvement of relevant primary care team members in review
meetings; Reviewing patients at the GP’s surgery.
Outcome: 42% of key workers felt that they had been unable to implement the
intervention.
There is evidence of a potential role for interactive communication for improving the
effectiveness of collaboration between primary care physicians and specialists in the
clinical areas of psychiatry and diabetes care.

SR

2++

M

C5

MA

1+

M

C4

Study type

Study Quality

Evidence Strength

Theme 7: Primary care interventions to promote utilisation of comprehensive care plans for people
with severe mental health needs

Evidence statements

Evidence Stre ngth

Append ix ID

2012 NICE Guidance recommends regarding community care, develop care plans
jointly with the service user, and:
include activities that promote social inclusion such as education, employment,
volunteering and other occupations such as leisure activities and caring for

Study Quality

Evidence statements
2012 NICE Guidance recommends in relation to community care, when
communicating with service users use diverse media, including letters, phone calls,
emails or text messages, according to the service user’s preference.

Study type

Theme 8: Community care interventions to promote utilisation of comprehensive care plans for
people with severe
mental health
needs

SR

1++

H

C1

SR

1++

H

C1

dependants

provide support to help the service user realise the plan
give the service user an up-to-date written copy of the care plan, and agree a
suitable time to review it

Ap pe n d ix ID

Evidence statements

Study Quality

Study type

Theme 9: Interventions targeting depression to promote utilisation of comprehensive care
plans for people with severe mental health needs

SR

1+

H

C7

There is evidence that collaborative care interventions were more effective for
depression in older people than usual care and were of high value.

SR

1+

M

C2

There is evidence that co-morbid medical illness may not influence the efficacy of
collaborative care interventions for depression in the elderly.

SR

1+

M

C2

There is evidence that antidepressant use was an effective component of
collaborative care interventions for depression in the elderly, but communication
between care providers was not.

SR

1+

M

C2

There is evidence that effects of psychotherapy in collaborative care interventions for
depression in the elderly should be further explored.

SR

1+

M

C2

2009 NICE Guidance recommends for people with recurrent severe depression or
depression with psychotic symptoms and for those who have been treated under the
Mental Health Act, consider developing advance decisions and advance statements
collaboratively with the person. Record the decisions and statements and include copies in
the person's care plan in primary and secondary care. Give copies to the person and to
their family or carer, if the person agrees.

SR

1++

H

C14

2009 NICE Guidance recommends teams working with people with complex and
severe depression should develop comprehensive multidisciplinary care plans in
collaboration with the person with depression (and their family or carer, if agreed with
the person). The care plan should:
identify clearly the roles and responsibilities of all health and social care professionals
involved
develop a crisis plan that identifies potential triggers that could lead to a crisis and

SR

1++

H

C14

There is strong evidence supporting the short-term benefits of care management for
depression; critical elements for successful programs are emerging.
Twenty of 28 interventions improved depression outcomes over 3-12 months.
Sustained improvements at 24-57 months were demonstrated in three studies
addressing acute-phase and continuation-phase treatments.
All interventions involved care management and required additional resources or
staff reassignment to implement; interventions were delivered exclusively or
predominantly by telephone in 16 studies.
The most commonly used intervention features were: patient education and selfmanagement, monitoring of depressive symptoms and treatment adherence,
decision support for medication management, a patient registry and mental health
supervision of care managers. Other intervention features were highly variable.

strategies to manage such triggers
Be shared with the GP and the person with depression and other relevant
people involved in the person's care.

Study type

Study Quality

Evidence Strength

AppendixID

Theme 10: Interventions targeting children and young people with depression to promote utilisation of
comprehensive care plans for people with severe mental health needs

SR

1++

H

C13

SR

1++

H

C13

2005 NICE Guidance recommends that unless specifically excluded by the child or
young person, parent(s) or carer(s) should have the opportunity to be involved in
decisions about the child or young person’s care and treatment. The parent(s) and
carer(s) should also be provided with the information and support they need

SR

1++

H

C13

2005 NICE Guidance recommends that children and young people and their families
need good information, given as part of a collaborative and supportive relationship
with healthcare professionals, and need to be able to give fully informed consent.

SR

1++

H

C13

2005 NICE Guidance recommends that healthcare professionals involved in the
detection, assessment or treatment of children or young people with depression
should ensure that information is provided to the patient and their parent(s) and
carer(s) at an appropriate time. The information should be age appropriate and
should cover the nature, course and treatment of depression, including the likely
side-effect profile of medication should this be offered.
2005 NICE Guidance recommends healthcare professionals involved in the
treatment of children or young people with depression should take time to
build a supportive and collaborative relationship with both the patient and
the family or carers.

SR

1++

H

C13

SR

1++

H

C13

2005 NICE Guidance recommends healthcare professionals should make all efforts

SR

1++

H

C13

Evidence statements
2005 NICE Guidance recommends children and young people with depression
should have the opportunity to make informed decisions about their care and
treatment, but this does depend on their age and capacity to make decisions. It is
good practice for healthcare professionals to involve the young person’s parent(s) or
carer(s) in the decision-making process.
Where a child or young person is not old enough or does not have the capacity to
make decisions, healthcare professionals should follow the Department of Health
guidelines – Reference guide to consent for examination or treatment (2001).
2005 NICE Guidance recommends that good communication between
healthcare professionals and children or young people and their parent(s)
or carer(s) is essential.
It should be supported by the provision of evidence-based information offered in a
form that is tailored to the needs of the individual. The treatment, care and
information provided should be culturally appropriate and in a form that is
accessible to people who have additional needs, such as people with physical,
cognitive or sensory disabilities, and people who do not speak or read English.

necessary to engage the child or young person and their parent(s) or carer(s) in
treatment decisions, taking full account of patient and parental/carer expectations,
so that the patient and their parent(s) or carer(s) can give meaningful and properly
informed consent before treatment is initiated.
2005 NICE Guidance recommends families and carers should be informed of selfhelp groups and support groups and be encouraged to participate in such
programmes where appropriate

SR

1++

C13

H

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 11: Interventions targeting psychosis and substance misuse to promote
utilisation of comprehensive care plans for people with severe mental health needs

2011 NICE Guidance recommends offering families, carers or significant others a
carer's assessment of their caring, physical, social, and mental health needs. Where
needs are identified, develop a care plan for the family member or carer.

SR

1++

H

C12

2011 NICE Guidance recommends offering written and verbal information to
families, carers or significant others appropriate to their level of understanding
about the nature and treatment of psychosis and substance misuse, including how
they can help to support the person. Written information should be available in the
appropriate language or, for those who cannot use written text, in an accessible
format (audio or video).

SR

1++

H

C12

2011 NICE Guidance recommends developing advance decisions and advance
statements in collaboration with adults with psychosis and coexisting substance
misuse, especially if their condition is severe and they have been treated under the
Mental Health Act (1983; amended 1995 and 2007). Record the decisions and
statements and include copies in the care plan in primary and secondary care. Give
copies to the person, their care coordinator, and their family, carer or a significant
other if the person agrees.

SR

1++

H

C12

2011 NICE Guidance recommends taking advance decisions and advance statements
into account in accordance with the Mental Capacity Act (2005). Although advance
decisions and advance statements can be overridden using the Mental Health Act
(1983; amended 1995 and 2007), try to honour them wherever possible.

SR

1++

H

C12

2011 NICE Guidance recommends that healthcare professionals in primary care and
secondary care mental health services, and in specialist substance misuse services,
should work collaboratively with voluntary sector organisations providing services for
adults and young people with psychosis and coexisting substance misuse to develop
agreed protocols for routine and crisis care.

SR

1++

H

C12

2011 NICE Guidance recommends when assessing adults and young people with
psychosis and coexisting substance misuse, seek corroborative evidence from families,
carers or significant others where this is possible and permission is given. Summarise
the findings, share this with the person and record it in their care plan. Review any
changes in the person's use of substances. This should include changes in: the way
the use of substances affects the person over time, patterns of use, mental and
physical state, circumstances and treatment.

SR

1++

H

C12

Evidence statements

Share the summary with the person and record it in their care plan.

2011 NICE Guidance recommends when developing a care plan for an adult or young
person with psychosis and coexisting substance misuse, take account of the complex
and individual relationships between substance misuse, psychotic symptoms,
emotional state, behaviour and the person's social context.

SR

1++

H

C12

2011 NICE Guidance recommends ensuring that adults and young people with
psychosis and coexisting substance misuse are offered evidence-based treatments for
both conditions.

SR

1++

H

C12

2011 NICE Guidance recommends not discharging adults and young people with
psychosis and coexisting substance misuse from an inpatient mental health service
solely because of their substance misuse.

SR

1++

H

C12

2011 NICE Guidance recommends when adults and young people with psychosis and
coexisting substance misuse are discharged from an inpatient mental health service,
ensure that they have:
An identified care coordinator
A care plan that includes a consideration of needs associated with both their
psychosis and their substance misuse
Been informed of the risks of overdose if they start reusing substances, especially
opioids that have been reduced or discontinued during the inpatient stay.

SR

1++

H

C12

2013 NICE Guidance recommends developing a care plan with the parents or carers of
younger children, or jointly with the young person and their parents or carers, as soon
as possible, and:
include activities that promote physical health and social inclusion, especially
education, but also employment, volunteering and other occupations such as leisure
activities
provide support to help the child or young person and their parents or carers realise the
plan

SR

1++

H

C15

SR

1++

H

C15

SR

1++

H

C15

Ap pe n d ix ID

Evidence Strength

2013 NICE Guidance recommends urgently referring all children and young people
with a first presentation of sustained psychotic symptoms (lasting 4 weeks or more)
to a specialist mental health service, either CAMHS (up to 17 years) or an early
intervention in psychosis service (14 years or over), which includes a consultant
psychiatrist with training in child and adolescent mental health.
2013 NICE Guidance recommends that antipsychotic medication in children and
young people with a first presentation of sustained psychotic symptoms should
not be started in primary care unless it is done in consultation with a consultant
psychiatrist with training in child and adolescent mental health.

Study Quality

Evidence statements

Study type

Theme 12: Interventions targeting children and young people with psychosis to promote
utilisation of comprehensive care plans for people with severe mental health needs

give an up-to-date written copy of the care plan to the young person and their
parents or carers if the young person agrees to this; give a copy of the care plan
to the parents or carers of younger children; agree a suitable time to review it
Send a copy to the primary healthcare professional who made the referral. Support
children and young people to develop strategies, including risk- and selfmanagement plans, to promote and maintain independence and self-efficacy,
wherever possible. Incorporate these strategies into the care plan.
2013 NICE Guidance recommends if the child or young person is at risk of crisis,
develop a crisis plan with the parents or carers of younger children, or jointly with the
young person and their parents or carers, and with their care coordinator. The plan
should be respected and implemented, incorporated into the care plan and include:
possible early warning signs of a crisis and coping strategies
support available to help prevent hospitalisation
where the child or young person would like to be admitted in the event of
hospitalisation
definitions of the roles of primary and secondary care professionals and the degree to
which parents or carers are involved
information about 24-hour access to services
the names of key clinical contacts
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1++

H
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2013 NICE Guidance recommends when a child or young person with a diagnosis of
psychosis or schizophrenia presents with a suspected relapse (for example, with
increased psychotic symptoms or a significant increase in the use of alcohol or other
substances) and is still receiving treatment, primary healthcare professionals should
refer to the crisis section of the care plan. Consider referral to the key clinician or
care coordinator identified in the crisis plan.
2013 NICE Guidance recommends routinely recording the daytime activities of
children and young people with psychosis or schizophrenia in their care plans,
including educational and occupational outcomes.
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2013 NICE Guidance recommends anticipating that withdrawal and ending of
treatments or services, and transition from one service to another, may evoke strong
emotions and reactions in children and young people with psychosis or schizophrenia
and their parents or carers. Ensure that:
such changes, especially discharge and transfer from CAMHS to adult services,
or to primary care, are discussed and planned carefully beforehand with the
child or young person and their parents or carers, and are structured and
phased the care plan supports effective collaboration with social care and other
care providers during endings and transitions, and includes details of how to
access services in times of crisis
when referring a child or young person for an assessment in other services (including for
psychological interventions), they are supported during the referral period and
arrangements for support are agreed beforehand with them
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Study Quality

Evidence statements

Study type

Theme 13: Interventions targeting schizophrenia to promote utilisation of comprehensive care
plans for people with severe mental health needs

This 2010 NICE guideline addressing schizophrenia interventions can only be
implemented following a comprehensive bio-psychosocial assessment. The
assessment should provide an understanding of the presenting problems of the
service user within the context of their life, both past and present, and should
facilitate the development of a care plan that addresses a broad range of client
needs beyond symptom reduction.
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2010 NICE Guidance recommends that when comorbid conditions are identified,
including substance misuse or physical illness, or if there is a forensic history,
treatment and care plans that deal with these wider concerns will need to be
developed, although these are outside the scope of this guideline.
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2010 NICE Guidance recommends that given the uncertainties surrounding the
diagnosis of schizophrenia, it is important that following a full needs assessment, a
comprehensive care plan is implemented whenever this diagnosis is suspected.
Where a diagnosis has been reached, it should be fully explained and discussed with
the service user (and with the carer where appropriate). The service user (and carer)
may ask for a second opinion as many people are distressed about receiving the
diagnosis and its potential implications.
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2010 NICE Guidance recommends that carers, relatives and friends of individuals with
schizophrenia are important both in the process of assessment and engagement, and in
the long-term successful delivery of effective interventions. Their views and needs must
be acknowledged and should not be minimised or ignored.
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2010 NICE Guidance recommends that effective communication of care plans that
follow a clear structure, are written in understandable language and preferably typed,
provides a crucial contribution to the successful delivery of management strategies.
This is particularly so in respect of providing clear guidance for emergency contacts
and an outline of risks with associated contingency planning. This process should be
managed in secondary services through the Care Programme Approach (CPA).
Increasingly, the voluntary sector is providing a strong role in delivery and it is
important that there is close working between these providers and the NHS services
and that their specific roles are clearly identified within care plans.
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2010 NICE Guidance recommends that issues of consent remain important
throughout the care pathway. Professionals must be fully aware of all appropriate
legislation, particularly the Mental Health Act (HMSO, 2007) and the Mental
Capacity Act (HMSO, 2005). All reasonable steps need to be taken to engage
individuals in meaningful discussion about issues relating to consent, and discussion
with individuals should include specific work around relapse signatures, crisis plans,
advance statements and advance decisions. The above statutory framework does
provide for individuals with schizophrenia to make a contemporaneous decision to
refuse treatment, though this could potentially be overruled by detention under the
Mental Health Act.
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2010 NICE Guidance recommends that advance decisions and advance statements
should be developed collaboratively with people with schizophrenia, especially if
their illness is severe and they have been treated under the Mental Health Act.
Record the decisions and statements and include copies in the care plan in primary
and secondary care. Give copies to the service user and their care coordinator, and
their carer if the service user agrees.
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2010 NICE Guidance recommends that advance decisions and advance statements
should be honoured in accordance with the Mental Capacity Act. Although decisions
can be overridden using the Mental Health Act, healthcare professionals should
endeavour to honour advance decisions and statements wherever possible.
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2010 NICE Guidance recommends that when a person with schizophrenia is planning on
moving to the catchment area of a different NHS trust, their current secondary care
provider should contact the new secondary and primary care providers, and send them
the current care plan.
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2010 NICE Guidance recommends urgently referring all people with first presentation
of psychotic symptoms in primary care to a local community-based secondary mental
health service (for example, crisis resolution and home treatment team, early
intervention service, community mental health team). Referral to early intervention
services may be from primary or secondary care. The choice of team should be
determined by the stage and severity of illness and the local context.
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2010 NICE Guidance recommends carrying out a full assessment of people with
psychotic symptoms in secondary care, including an assessment by a psychiatrist.
Write a care plan in collaboration with the service user as soon as possible. Send a
copy to the primary healthcare professional who made the referral and the service
user.

SR
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Include a crisis plan in the care plan, based on a full risk assessment. The crisis plan
should define the role of primary and secondary care and identify the key clinical
contacts in the event of an emergency or impending crisis.
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2010 NICE Guidance recommends that when a person with an established diagnosis
of schizophrenia presents with a suspected relapse (for example, with increased
psychotic symptoms or a significant increase in the use of alcohol or other
substances), primary healthcare professionals should refer to the crisis section of the
care plan. Consider referral to the key clinician or care coordinator identified in the
crisis plan.
2010 NICE Guidance recommends routinely record the daytime activities of people with
schizophrenia in their care plans, including occupational outcomes.
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Theme 14: Interventions targeting Generalized Anxiety Disorder (GAD) to promote
utilisation of comprehensive care plans for people with severe mental health needs

2011 NICE Guidance recommends offering the person with Generalized Anxiety
Disorder (GAD) a specialist assessment of needs and risks, including:
duration and severity of symptoms, functional impairment, comorbidities, risk to
self and self-neglect
a formal review of current and past treatments, including adherence to
previously prescribed drug treatments and the fidelity of prior psychological
interventions, and their impact on symptoms and functional impairment
home environment
support in the community
relationships with and impact on families and carers.
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2011 NICE Guidance recommends developing a comprehensive care plan in
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Evidence statements

collaboration with the person with GAD that addresses needs, risks and functional
impairment and has a clear treatment plan.

Study Quality

Evidence Strength

2006 NICE Guidance recommends that advance statements (directives) covering
both mental and physical healthcare should be developed collaboratively by people
with bipolar disorder and healthcare professionals, especially by people who have
severe manic or depressive episodes or who have been treated under the Mental
Health Act. These should be documented in care plans, and copies given to the
person with bipolar disorder, and to his or her care coordinator and GP
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2006 NICE Guidance recommends that primary care clinicians should normally refer
patients with suspected bipolar disorder for a specialist mental health assessment
and development of a care plan, if either of the following are present:
periods of overactive, disinhibited behaviour lasting at least 4 days with or
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2006 NICE Guidance recommends that primary care clinicians should urgently
refer patients with mania or severe depression, and who are a danger to
themselves or other people, to specialist mental health services.
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2006 NICE Guidance recommends that primary care clinicians should ask
about hypomanic symptoms when assessing a patient with depression and
overactive, disinhibited behaviour.
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2006 NICE Guidance recommends that when a patient with existing bipolar
disorder registers with a practice, the GP should consider referring them for
assessment by specialist.
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2006 NICE Guidance recommends that crisis resolution and home treatment
teams (which should have prompt access to existing care plans) should be
considered for people with bipolar disorder to:
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Evidence statements

AppendixID

Study type

Theme 15: Interventions targeting Bipolar disorder to promote utilisation of comprehensive
care plans for people with severe mental health needs

without periods of depression, or
three or more recurrent depressive episodes in the context of a history
of overactive, disinhibited behaviour.

manage crises at home or in the community
support early discharge from hospital.
2006 NICE Guidance recommends that when delivering crisis care at home, particular
attention should be given to managing risk, monitoring behavioural disturbance
(particularly during episodes of mania), and the burden on family and carers.

2006 NICE Guidance recommends that early intervention services for people with
psychosis should be available to people with bipolar disorder and should provide
specialist expertise in diagnosis, and pharmacological, psychological, social,
occupational and educational interventions.
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2006 NICE Guidance recommends that parents or carers (and possibly other family
members) should be involved in developing care plans so that they can give informed
consent, support the psychological goals of treatment, and help to ensure treatment
adherence.
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2006 NICE Guidance recommends that children and adolescents should be offered
separate individual appointments with a healthcare professional in addition to joint
meetings with their family members or carers.
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2006 NICE Guidance recommends that primary care clinicians should normally refer
patients with suspected bipolar disorder for a specialist mental health assessment and
development of a care plan, if either of the following are present:
periods of overactive, disinhibited behaviour lasting at least 4 days with or without
periods of depression, or
three or more recurrent depressive episodes
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2006 NICE Guidance recommends that advance statements (directives) covering both
mental and physical healthcare should be developed collaboratively by people with
bipolar disorder and healthcare professionals, especially by people who have severe
manic or depressive episodes or who have been treated under the Mental Health Act.
These should be documented in care plans, and copies given to the person with
bipolar disorder, and to his or her care coordinator and GP.
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2006 NICE Guidance recommends that many cases of severe bipolar depression could
be managed in the community through crisis resolution and home treatment teams
(CRHTTs) provided an adequate risk assessment and management plan are devised.
CRHTTs need to have access to care plans for bipolar disorder, including those
employing early warning interventions, because they may be able to prevent
admission for manic or depressive episodes by providing a short period of intense
home treatment when the first characteristic symptoms of a manic or depressive
episode arise (Morriss, 2004). Even when patients with bipolar disorder are admitted
to inpatient units discharge and leave from the inpatient unit may be achieved earlier
and more safely through liaison between the inpatient and CRHTTs.
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2006 NICE Guidance recommends that when delivering crisis care at home, particular
attention should be given to managing risk, monitoring behavioural disturbance
(particularly during episodes of mania), and the burden on family and carers.
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Evidence statements

Study type

Theme 16: Interventions targeting pregnant women to promote utilisation of comprehensive care
plans for people with severe mental health needs
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2007 NICE Guidance recommends in all communications (including initial referral) with
maternity services, healthcare professionals should include information on any
relevant history of mental disorder.
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2007 NICE Guidance recommends after identifying a possible mental disorder in a
woman during pregnancy or the postnatal period, further assessment should be
considered, in consultation with colleagues if necessary.
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2007 NICE Guidance recommends that a written care plan covering pregnancy,
delivery and the postnatal period should be developed for pregnant women with a
current or past history of severe mental illness, usually in the first trimester. It
should:
be developed in collaboration with the woman and her partner, family and
carers, and relevant healthcare professionals
include increased contact with specialist mental health services (including, if
appropriate, specialist perinatal mental health services)
be recorded in all versions of the woman’s notes (her own records and maternity,
primary care and mental health notes) and communicated to the woman and all relevant
healthcare professionals.

If the healthcare professional or the woman has significant concerns, the woman
should normally be referred for further assessment to her GP.
If the woman has, or is suspected to have, a severe mental illness (for example,
bipolar disorder or schizophrenia), she should be referred to a specialist mental health
service, including, if appropriate, a specialist perinatal mental health service.
This should be discussed with the woman and preferably with her GP.
The woman’s GP should be informed in all cases in which a possible current
mental disorder or a history of significant mental disorder is detected, even if no
further assessment or referral is made.

4.5

Evidence of the effectiveness of interventions to reduce the incidents of
self-harm and suicide (all ages)

4.5.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Strategic Health Authorities, Primary Care Trusts (PCTs), acute trusts and mental
health trusts should ensure that people who self-harm are involved in the
commissioning, planning and evaluation of services for people who self-harm.
Emergency departments, PCTs and local mental health services, in conjunction
with local service users and carers wherever possible, should jointly plan the
configuration and delivery of integrated physical and mental healthcare services
within emergency departments for people who self-harm.
Emergency departments catering for children and young people under 16 years of
age, PCTs and local children's mental health services, in conjunction with local carers
and service users, should jointly plan the configuration and delivery of integrated
physical and mental healthcare services within emergency departments for children
and young people who self-harm.
In jointly planning an integrated emergency department service for people who selfharm, service managers should consider integrating mental health professionals into the
emergency department, both to improve the psychosocial assessment and initial
treatment for people who self-harm, and to provide routine and regular training to nonmental-health professionals working in the emergency department.
Emergency department and local mental health services should jointly plan effective
liaison psychiatric services available 24 hours a day.

Study type

Evidence statements
2004 NICE guidance recommends regarding planning of services:

Study Quality

Theme1: Planning of Services to reduce the incidents of self-harm and suicide
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Evidence statements

Study Quality

Study type

Theme 2: Interventions to reduce the incidents of self-harm and suicide

There is evidence to suggest that prevention strategies which focus on lower socioeconomic strata have the potential to have similar population-level effects as strategies
which target more proximal psychiatric risk factors in the prevention and control of
suicide.
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1+

M

D6

There is evidence that best practices identified as effective suicide prevention were
as follows: train general practitioners to recognize and treat depression and
suicidality, improve accessibility of care for at-risk people, and restrict access to
means of suicide.
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There is evidence to suggest that an integrated strategy that includes community
facilitator training, general practitioner training and ready access to mental
healthcare offer the greatest potential for synergism. These might also be
combined with more sociological strategies, such as policies targeting the media or
restricting access to means for self-harm.

SR
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There is evidence that restricting public access to lethal means of suicide could be
highly effective and should probably be part of any multilevel intervention.
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There is evidence that if national multilevel approaches are adopted, it is crucial to
ensure adequate suicide surveillance data is brought to the attention of
policymakers on a regular basis, enabling them to devise responsive measures.
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There is some evidence of effectiveness for one local intervention program, the
Nuremberg Alliance Against Depression (NAD). This multilevel approach showed a
clear effect in terms of reducing suicides and suicide attempts
There is evidence for the highly significant effect for CBT in reducing suicide
behaviour.
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Evidence statements
2004 NICE guidance recommends people who have self-harmed should be treated
with the same care, respect and privacy as any patient. In addition, healthcare
professionals should take full account of the likely distress associated with self-harm.
Providing treatment and care for people who have self-harmed is emotionally
demanding and requires a high level of communication skills and support. All staff
undertaking this work should have regular clinical supervision in which the emotional
impact upon staff members can be discussed and understood.
Wherever possible, people who have self-harmed should be offered the choice of

Study type

Theme 3: Respect, understanding and choice for people who have self-harmed
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male or female staff for both assessment and treatment. When this is not possible,
the reasons should be explained to the service user and written in their notes.
When caring for people who repeatedly self-harm, healthcare professionals should
be aware that the individual's reasons for self-harming may be different on each
occasion and therefore each episode needs to be treated in its own right.
Healthcare professionals should involve people who self-harm in all discussions and
decision-making about their treatment and subsequent care. To do this, staff
should provide people who self-harm with full information about the different
treatment options available.
2011 NICE Guidance recommends regarding consent and confidentiality:
Health and social care professionals who work with people who self-harm should be
trained to:
• understand and apply the principles of the Mental Capacity Act (2005) and
Mental Health Act (1983; amended 1995 and 2007)
•
•

assess mental capacity, and
make decisions about when treatment and care can be given without
consent.
Be familiar with the principles of confidentiality with regard to information about a
person's treatment and care, and be aware of the circumstances in which disclosure of
confidential information may be appropriate and necessary.
Offer full written and verbal information about the treatment options for self-harm,
and make all efforts necessary to ensure that the person is able, and has the
opportunity, to give meaningful and informed consent.
Take into account that a person's capacity to make informed decisions may change
over time, and that sometimes this can happen rapidly in the context of self-harm and
suicidal behaviour.
Understand when and how the Mental Health Act (1983; amended 1995 and 2007)
can be used to treat the physical consequences of self-harm.
Health and social care professionals who work with people who self-harm should
have easy access to legal advice about issues relating to capacity and consent.
Health and social care professionals who have contact with children and young
people who self-harm should be trained to:
-understand the different roles and uses of the Mental Capacity Act (2005), the
Mental Health Act (1983; amended 1995 and 2007) and the Children Act (1989;
amended 2004) in the context of children and young people who self-harm
-understand how issues of capacity and consent apply to different age groups
-assess mental capacity in children and young people of different ages.
They should also have access at all times to specialist advice about capacity and
consent.

Theme4: Risk assessments to reduce the incidents of self-harm and suicide
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Evidence statements
2004 NICE guidance recommends psychosocial assessment, everyone who has selfharmed should have a comprehensive assessment of needs and risk; engaging the
service user is a prerequisite.
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For self-harm, 2004 NICE guidance recommends all people who have self-harmed
should be offered an assessment of needs, which should be comprehensive and
include evaluation of the social, psychological and motivational factors specific to the
act of self-harm, current suicidal intent and hopelessness, as well as a full mental
health and social needs assessment.
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2004 NICE guidance recommends all people who have self-harmed should be assessed
for risk; this assessment should include identification of the main clinical and
demographic features known to be associated with risk of further self-harm and/or
suicide, and identification of the key psychological characteristics associated with risk, in
particular depression, hopelessness and continuing suicidal intent.
• The assessment of risk should be written clearly in the service user's notes.
The assessment should also be passed on to their GP and to any relevant
mental health services as soon as possible to enable follow-up.
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2011 NICE Guidance recommends when assessing the risk of repetition of self-harm or
risk of suicide, identify and agree with the person who self-harms the specific risks for
them, taking into account:
-methods and frequency of current and past self-harm
-current and past suicidal intent
-depressive symptoms and their relationship to self-harm
-any psychiatric illness and its relationship to self-harm
-the personal and social context and any other specific factors preceding selfharm, such as specific unpleasant affective states or emotions and changes in
relationships
-specific risk factors and protective factors (social, psychological, pharmacological
and motivational) that may increase or decrease the risks associated with selfharm -coping strategies that the person has used to either successfully limit or
avert self-harm or to contain the impact of personal, social or other factors
preceding episodes of self-harm
-significant relationships that may either be supportive or represent a threat (such as
abuse or neglect) and may lead to changes in the level of risk
-immediate and longer-term risks.
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There is evidence that depressed mood and a prior history of self-harm are the only
well-established independent risk factors for inpatient suicide.
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There is evidence that risk categorization of individual patients has no role to play in
preventing the suicide of psychiatric inpatients.
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There is evidence that both psychiatric factors and socioeconomic factors are
associated with increased risk of suicide in populations.
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There is evidence that magnitude of effect is greater in males than females and
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•

Consideration should be given to combining the assessment of risks into a
needs assessment framework to produce a single integrated psychosocial
assessment process

there was significantly increased risk of suicide found for both psychiatric disorder and
socio-economic deprivation.
There is evidence that population attributable risk estimates for suicide associated with
socio-economic factors are similar in magnitude to those of affective and substance
use disorders.
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There is evidence to indicate that social and health policy, and interventions relating
to prevention of suicide should focus not only on individual psychiatric factors (high
risk, low prevalence) but also the potential effects of interventions relating to
broader socio-economic factors (low risk, high prevalence).
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Evidence statements
For self-harm, 2004 NICE guidance recommends for specific issues regarding treatment and
care:
• People who have self-harmed should be offered treatment for the physical
consequences of self-harm, regardless of their willingness to accept
psychosocial assessment or psychiatric treatment.
• Adequate anaesthesia and/or analgesia should be offered to people who have
self-injured throughout the process of suturing or other painful treatments.
• When physical treatment of self-injury is likely to evoke distressing memories of
any previous sexual abuse, for example when repairing harm to the genital area,
sedation should be offered in advance.
2011 NICE Guidance recommends developing an integrated care and risk management
plan:
• Summarise the key areas of needs and risks identified in the assessment and use
these to develop a care plan and a risk management plan in conjunction with the
person who self-harms and their family, carers or significant others if this is
agreed with the person. Provide printed copies for the service user and share
them with the GP.
• If there is disagreement between health and social care professionals and the
person who self-harms about their needs or risks, consider offering the person the
opportunity to write this in their notes.
2011 NICE Guidance recommends regarding longer-term treatment and management of
self-harm:
Provision of care
Mental health services (including community mental health teams and liaison
psychiatry teams) should generally be responsible for the routine assessment and the
longer-term treatment and management of self-harm. In children and young people
this should be the responsibility of tier 2 and 3 CAMHS.
Care plans
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Theme 5: Treatment and care for people who have self-harmed to reduce the incidents of self-harm and suicide
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•

•

Discuss, agree and document the aims of longer-term treatment in the care
plan with the person who self-harms. These aims may be to:
o prevent escalation of self-harm
o reduce harm arising from self-harm or reduce or stop self-harm
o reduce or stop other risk-related behaviour
o improve social or occupational functioning
o improve quality of life
Improve any associated mental health conditions.

•

Review the person's care plan with them, including the aims of treatment, and
revise it at agreed intervals of not more than 1 year.

•

Care plans should be multidisciplinary and developed collaboratively with the
person who self-harms and, provided the person agrees, with their family, carers
or significant others. Care plans should:
o identify realistic and optimistic long-term goals, including education,
employment and occupation
o identify short-term treatment goals (linked to the long-term goals) and
steps to achieve them
o identify the roles and responsibilities of any team members and the
person who self-harms
o include a jointly prepared risk management plan
o Be shared with the person's GP.

Risk management plans
A risk management plan should be a clearly identifiable part of the care plan and
should:
•

Address each of the long-term and more immediate risks identified in the risk
assessment

•

Address the specific factors (psychological, pharmacological, social and
relational) identified in the assessment as associated with increased risk, with
the agreed aim of reducing the risk of repetition of self-harm and/or the risk of
suicide

•

Include a crisis plan outlining self-management strategies and how to access
services during a crisis when self-management strategies fail

Ensure that the risk management plan is consistent with the long-term treatment
strategy.
Inform the person who self-harms of the limits of confidentiality and that information in
the plan may be shared with other professionals.
Update risk management plans regularly for people who continue to be at risk of
further self-harm. Monitor changes in risk and specific associated factors for the
service user, and evaluate the impact of treatment strategies over time.
Provision of information about the treatment and management of self-harm
Offer the person who self-harms relevant written and verbal information about, and give
time to discuss with them, the following:
• The dangers and long-term outcomes associated with self-harm
•

The available interventions and possible strategies available to help reduce
self-harm and/or its consequences

Treatment of any associated mental health conditions.
Ensure that people who self-harm, and their families, carers and significant others where
this is agreed with the person have access to information for the public that NICE has
produced for this guideline and for the short-term management of self-harm.
Interventions for self-harm
• Consider offering 3 to 12 sessions of a psychological intervention that is
specifically structured for people who self-harm, with the aim of reducing selfharm. In addition:
• The intervention should be tailored to individual need, and could include
cognitive-behavioural, psychodynamic or problem-solving elements.
• Therapists should be trained and supervised in the therapy they are offering to
people who self-harm.
• Therapists should also be able to work collaboratively with the person to
identify the problems causing distress or leading to self-harm.
•
Do not offer drug treatment as a specific intervention to reduce self-harm.
Harm reduction
If stopping self-harm is unrealistic in the short term:
• consider strategies aimed at harm reduction; reinforce existing coping
strategies and develop new strategies as an alternative to self-harm where
possible
• consider discussing less destructive or harmful methods of self-harm with the
service user, their family, carers or significant others where this has been agreed
with the service user, and the wider multidisciplinary team
•
Advise the service user that there is no safe way to self-poison.
2011 NICE Guidance recommends treating associated mental health conditions by
providing psychological, pharmacological and psychosocial interventions for any
associated conditions, for example those described in the following published NICE
guidance:
• Alcohol-use disorders: diagnosis, assessment and management of harmful
drinking and alcohol dependence
•
Depression
•
Schizophrenia
•
Borderline personality disorder
•
Drug misuse
•
Bipolar disorder
When prescribing drugs for associated mental health conditions to people who selfharm, take into account the toxicity of the prescribed drugs in overdose. For
example, when considering antidepressants, selective serotonin reuptake inhibitors
(SSRIs) may be preferred because they are less toxic than other classes of
antidepressants. In particular, do not use tricyclic antidepressants, such as
dosulepin, because they are more toxic.
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For self-harm, 2004 NICE guidance recommends that referral for further assessment
and/or treatment should be based upon a comprehensive psychosocial assessment,
and should be aimed at treating a person's underlying problems or particular
diagnosis rather than simply treating self-harming behaviour, although intensive
therapeutic help with outreach may reduce the risk of repetition. Whatever the
treatment plan, primary care and mental health services should be informed.
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2004 NICE guidance recommends that referral, treatment and discharge following selfharm should be based on the overall assessment of needs and risk.
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2004 NICE guidance recommendations regarding referral, admission and discharge
following self-harm include:
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Evidence statements
For self-harm, 2004 NICE guidance recommends psychological, psychosocial and
pharmacological interventions:
• Following psychosocial assessment for people who have self-harmed, the
decision about referral for further treatment and help should be based upon a
comprehensive psychiatric, psychological and social assessment, including an
assessment of risk, and should not be determined solely on the basis of having
self-harmed.
•

•

AppeEvidencendixSertIDngth

Study type

Theme 6: Referral, admission, and discharge for people who have self-harmed to reduce the incidents of
self-harm and suicide

Clinicians should ensure that service users who have self-harmed are fully
informed about all the service and treatment options available, including the
likely benefits and disadvantages, in a spirit of collaboration, before treatments
are offered. The provision of relevant written material with time to talk over
preferences should also be provided for all service users.
The mental health professional making the assessment should inform both
mental health services (if they are involved already) and the service user's GP,
in writing, of the treatment plan.

The decision to refer for further assessment and/or treatment or to discharge the
service user should be taken jointly by the service user and the healthcare
professional whenever this is possible. When this is not possible, either as a result of
diminished mental capacity or the presence of significant mental illness, this should
be explained to the service user and written in their notes.
Referral for further assessment and treatment should be based upon the combined
assessment of needs and risk. The assessment should be written in the case notes and
passed onto the service user's GP and to any relevant mental health services as soon as
possible to enable follow-up.
The decision to discharge a person without follow-up following an act of self-harm
should be based upon the combined assessment of needs and risk. The assessment
should be written in the case notes and passed onto their GP and to any relevant

mental health services.
In particular, the decision to discharge a person without follow-up following an act
of self-harm should not be based solely upon the presence of low risk of repetition
of self-harm or attempted suicide and the absence of a mental illness, because
many such people may have a range of other social and personal problems that
may later increase risk. These problems may be amenable to therapeutic and/or
social interventions.
Temporary admission, which may need to be overnight, should be considered
following an act of self-harm, especially for people who are very distressed, for
people in whom psychosocial assessment proves too difficult as a result of drug
and/or alcohol intoxication, and for people who may be returning to an unsafe or
potentially harmful environment. Reassessment should be undertaken the following
day or at the earliest opportunity thereafter.

quality
Evidence strength
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Study

Evidence statements
2011 NICE Guidance recommendations regarding managing endings and supporting
transitions

Study type

Theme 7: Managing endings and supporting transitions for people who have self-harmed to reduce
the incidents of self-harm and suicide
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Anticipate that the ending of treatment, services or relationships, as well as
transitions from one service to another, can provoke strong feelings and increase the
risk of self-harm, and:
• Plan in advance these changes with the person who self-harms and provide
additional support, if needed, with clear contingency plans should crises
occur.
• Record plans for transition to another service and share them with other
health and social care professionals involved.
• Give copies to the service user and their family, carers or significant others if
this is agreed with the service user.

CAMHS and adult health and social care professionals should work collaboratively to
minimise any potential negative effect of transferring young people from CAMHS to adult
services.
• Time the transfer to suit the young person, even if it takes place after they
reach the age of 18 years.
• Continue treatment in CAMHS beyond 18 years if there is a realistic
possibility that this may avoid the need for referral to adult mental health
services.
Mental health trusts should work with CAMHS to develop local protocols to govern

arrangements for the transition of young people from CAMHS to adult services.

For self-harm, 2004 NICE guidance recommends regarding issues of consent, mental
capacity and mental ill health in the assessment and treatment of people who selfharm:
All healthcare professionals who have contact, in the emergency situation, with
people who have self-harmed should be adequately trained to assess mental
capacity and to make decisions about when treatment and care can be given
without consent.
Primary healthcare practitioners, ambulance staff, triage nurses and emergency
department medical staff should assess and document mental capacity as part of the
routine assessment of people who have self-harmed. Within the bounds of patient
confidentiality, and subject to the patient's consent, staff should attempt to obtain
relevant information from relatives, friends, carers and other key people, to inform the
assessment.
In the assessment and treatment of people who have self-harmed, mental capacity
should be assumed unless there is evidence to the contrary.
Staff should provide full information about the treatment options, and make all
efforts necessary to ensure that someone who has self-harmed can give, and has
the opportunity to give, meaningful and informed consent before any and each
procedure (for example, taking the person to hospital by ambulance) or treatment
is initiated.
If a person is assessed as being mentally incapable, staff have a responsibility,
under common law, to act in that person's best interests. If necessary, this can
include taking the person to hospital, and detaining them to allow assessment and
treatment against the person's stated wishes.
Staff should take into account that a person's capacity to make informed decisions may
change over time. Whether it has been possible to obtain consent or not, attempts
should be made to explain each new treatment or procedure and obtain consent
before it is initiated.

ApEvidencependixStIDrength

Study Quality

Evidence statements
For self-harm, 2004 NICE guidance recommends that issues of consent, mental
capacity and mental ill health in the assessment and treatment of people who selfharm should be understood and addressed by all healthcare professionals involved
in the care of this group of people.

Study type

Theme 8: Consent, mental capacity and mental ill health for people who have self-harmed to reduce the
incidents of self-harm and suicide
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Staff working with people who self-harm should understand when and how the
Mental Health Act can be used to treat the physical consequences of self-harm.
Staff working with people who self-harm should have easy access to legal advice
about issues relating to capacity and consent at all times.

Evidence statements

Study Quality

Study type

Theme 9: Staff interventions to reduce the incidents of self-harm and suicide

2004 NICE guidance recommends that as the experience of care for people who selfharm is often unacceptable, all healthcare practitioners involved in the assessment and
treatment of people who self-harm should ensure that the care they offer addresses this
as a priority.
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2011 NICE Guidance recommends that health and social care professionals working
with people who self-harm should:
•
Aim to develop a trusting, supportive and engaging relationship with them
• Be aware of the stigma and discrimination sometimes associated with selfharm, both in the wider society and the health service, and adopt a nonjudgemental approach
• Ensure that people are fully involved in decision-making about their
treatment and care
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•
•
•
•

•

Aim to foster people's autonomy and independence wherever possible
Maintain continuity of therapeutic relationships wherever possible
Ensure that information about episodes of self-harm is communicated
sensitively to other team members.
Be familiar with local and national resources, as well as organisations and
websites that offer information and/or support for people who self-harm,
and
Be able to discuss and provide advice about access to these resources.
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Study type

Theme 10: Staff Training and supervision interventions to reduce the incidents of self-harm and suicide

2004 NICE guidance recommends that as self-harm is poorly understood by many
NHS staff, all staff that come into contact with people who self-harm need dedicated
training to improve both their understanding of self-harm and the treatment and
care they provide. Effective collaboration of all local health organisations will be
essential to develop properly integrated services.
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2004 NICE guidance recommends regarding staff training:
• Clinical and non-clinical staff who have contact with people who self-harm in any
setting should be provided with appropriate training to equip them to understand
and care for people who have self-harmed.
• People who self-harm should be involved in the planning and delivery of
training for staff.
• Emergency departments should make training available in the assessment of
mental health needs and the preliminary management of mental health
problems, for all healthcare staff working in that environment.
• Mental health services and emergency department services should jointly
develop regular training programmes in the psychosocial assessment and
early management of self-harm, to be undertaken by all healthcare
professionals who may assess or treat people who have self-harmed.
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2004 NICE guidance recommends all health professionals, including junior
psychiatrists, social workers and psychiatric nurses, who undertake psychosocial
assessment for people who have self-harmed should be properly trained and
supervised to undertake assessment of needs and risk specifically for people who
self-harm.
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2004 NICE guidance recommends ambulance staff should be trained in the
assessment and early management of self-harm. Training should particularly address
the different methods of self-harm and the appropriate treatments, the likely effects
if untreated, and issues of consent and mental capacity, as these apply both to
adults, and to children and young people.
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2011 NICE Guidance recommends children’s and young people's triage nurses
should be trained in the assessment and early management of mental health
problems and, in particular, in the assessment and early management of children
and young people who have self-harmed.
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2011 NICE Guidance recommends staff who have emergency contact with children
and young people who have self-harmed should be adequately trained to assess
mental capacity in children of different ages and to understand how issues of mental
capacity and consent apply to this group. They should also have access at all times to
specialist advice about these issues.
2011 NICE Guidance recommends training and supervision for health and social care
professionals:
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Health and social care professionals who work with people who self-harm (including
children and young people) should be:
• Trained in the assessment, treatment and management of self-harm, and
• Educated about the stigma and discrimination usually associated with selfharm and the need to avoid judgemental attitudes.
Health and social care professionals who provide training about self-harm should:
• Involve people who self-harm in the planning and delivery of training
• Ensure that training specifically aims to improve the quality and experience of
care for people who self-harm

•

Assess the effectiveness of training using service-user feedback as an
outcome measure.
Routine access to senior colleagues for supervision, consultation and support should be
provided for health and social care professionals who work with people who self-harm.
Consideration should be given of the emotional impact of self-harm on the professional
and their capacity to practice competently and empathically.
There is evidence regarding self-harm that negative attitudes and experiences of care
were associated with lack of education and training, the impact of differences in
perceptions of health professionals' role and the influence of clinical culture as well as
how self-harm was perceived as a health need.
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There is evidence regarding self-harm that more positive attitudes were associated with
a greater understanding of experiences of self-harm and improved training.
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Study type

Evidence statements
2004 NICE guidance recommends that primary care has an important role in the
assessment and treatment of people who self-harm.

Study Quality

Theme 11: Primary care interventions to reduce the incidents of self-harm and suicide
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Careful attention to prescribing drugs to people at risk of self-harm, and their
relatives, could also help in prevention. In remote areas, access to TOXBASE (the
national database of the National Poisons Information Service [NPIS]) may be
necessary.
2004 NICE guidance recommends when an individual presents in primary care
following an episode of self-harm, healthcare professionals should urgently
establish the likely physical risk, and the person's emotional and mental state, in
an atmosphere of respect and understanding.
All people who have self-harmed should be assessed for risk, which should include
identification of the main clinical and demographic features and psychological
characteristics known to be associated with risk, in particular depression,
hopelessness and continuing suicidal intent. The outcome of the assessment should
be communicated to other staff and organisations who become involved in the care
of the service user.
In the assessment and management of self-injury in primary care, healthcare
professionals should refer service users for urgent treatment in an emergency
department, if assessment suggests there is a significant risk to the individual who has
self-injured.
In most circumstances, people who have self-poisoned and present to primary care
should be urgently referred to the nearest emergency department, because the nature
and quantity of the ingested substances may not be clearly known to the person who
has self-poisoned, making accurate risk assessment difficult.
If there is any doubt about the seriousness of an episode of self-harm, the general

practitioner should discuss the case with the nearest emergency department
consultant, as management in secondary care may be necessary.
Consideration should be given to the service user's welfare during transportation to any
referral organisation and, if necessary, this should be supervised by an appropriate
person where there is a risk of further self-harm or reluctance to attend other care
centres, or the service user is very distressed.
In remote areas at considerable distance from an emergency department or where
access is likely to be delayed, consideration should be given to initiating assessment and
treatment of self-harm in the primary care setting, following discussion with the nearest
emergency department consultant.
2004 NICE guidance recommends that if urgent referral to an emergency
department is not considered necessary for people who have self-injured in primary
care, a risk and needs assessment should be undertaken to assess the case for
urgent referral to secondary mental health services.
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Assessment of the service user's needs should be comprehensive and should include
evaluation of the social, psychological and motivational factors specific to the act of selfharm, current intent and hopelessness, as well as a full mental health and social needs
assessment.
Following assessment and treatment of self-harm in primary care, the outcome of
the risk and needs assessment, and full details of the treatment provided, should
be forwarded to the appropriate secondary mental health team at the earliest
opportunity.
Healthcare professionals who may have to assess and/or treat people who have selfharmed should ensure that they are properly trained and competent to undertake
assessment and treatment as necessary.
2004 NICE guidance recommends that for service users who are considered at risk of
self-poisoning, healthcare professionals should prescribe, whenever possible, those drugs
which, whilst effective for their intended use, are least dangerous in overdose, and
should consider prescribing fewer tablets at any one time.
Consideration should be given to preventing or reducing the prescription of coproxamol, especially for people who are at risk of self-poisoning.
As medication intended for relatives is often used in self-poisoning, healthcare
professionals should prescribe, whenever possible, those drugs which, whilst
effective for their intended use, are least dangerous in overdose when prescribing
medication to relatives who live with a person who is considered at risk of selfpoisoning. They should also consider prescribing fewer tablets at any one time.
Care must be taken, however, to preserve confidentiality appropriately.
2011 NICE Guidance recommends if a person presents in primary care with a history of
self-harm and a risk of repetition, consider referring them to community mental health
services for assessment. If they are under 18 years, consider referring them to CAMHS
for assessment. Make referral a priority when:
• levels of distress are rising, high or sustained
• the risk of self-harm is increasing or unresponsive to attempts to help
• the person requests further help from specialist services
• Levels of distress in parents or carers of children and young people are

rising, high or sustained despite attempts to help.
If a person who self-harms is receiving treatment or care in primary care as well
as secondary care, primary and secondary health and social care professionals
should ensure they work cooperatively, routinely sharing up-to-date care and risk
management plans. In these circumstances, primary health and social care
professionals should attend CPA meetings.

For self-harm, 2004 NICE guidance recommends for the assessment and initial
management of self-harm by ambulance services:
When ambulance staff attend a person who has self-harmed, they should urgently
establish the likely physical risk, and the person's emotional and mental state, in an
atmosphere of respect and understanding.
Ambulance staff should be trained in the assessment and early management of selfharm. Training should particularly address the different methods of self-harm and the
appropriate treatments, the likely effects if untreated, and issues of consent and mental
capacity, as these apply both to adults, and to children and young people.
In cases where, following an act of self-injury, the service user does not require
emergency treatment in the emergency department, ambulance staff should
consider, having taken full account of the service user's preferences, taking the
service user to an alternative appropriate service, such as a specialist mental health
service. The decision to do so should be taken jointly between the ambulance staff,
the service user and the receiving service.
Ambulance Trusts, the emergency department and Mental Health Trusts should work
in partnership to develop locally agreed protocols for ambulance staff to consider
alternative care pathways to emergency departments for people who have selfharmed, where this is appropriate and does not increase the risks to the service
user.
In cases of self-poisoning, ambulance staff should obtain all substances and/or
medications found at the scene of an emergency call, whether thought to be
involved in the overdose or not, and pass these to staff upon arrival at the
emergency department.
Unless the service user's clinical condition requires urgent treatment that should not be
delayed, ambulance staff should record relevant information about the service
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Study Quality

Evidence statements
2004 NICE guidance recommends that as ambulance staff have an increasingly important
role in the assessment and early treatment of self-harm, this role needs to be well
supported through effective collaboration with other professional groups.

Study type

Theme 12: Ambulance service interventions to reduce the incidents of self-harm and suicide

user's home environment, social and family support network, and history leading to selfharm, as well as the service user's initial emotional state and level of distress.
This information should be passed to emergency department staff.
When transporting people who have self-harmed to an emergency department,
wherever possible, ambulance staff should take into account the service user's
preferences when more than one emergency department facility exists within a
reasonable distance, unless doing so significantly increases the risk to the service
user, or when one department has specialised in the treatment of people who have
self-harmed.
When a person who has self-poisoned presents to the ambulance service within 1
hour of ingestion and is fully conscious and able to protect his or her own airway,
ambulance staff should consider offering activated charcoal at the earliest
opportunity. Activated charcoal should be offered only when the substance(s)
ingested are likely to be adsorbed by activated charcoal and when the person is
considered to be at risk of significant harm.
Activated charcoal may also be considered between 1 and 2 hours after ingestion as
there is some evidence that activated charcoal may still be effective in reducing
absorption, especially if the ingested substance delays gastric emptying, such as tricyclic
antidepressants. Activated charcoal should be offered only when the substance(s)
ingested are likely to be adsorbed by activated charcoal and when the person is
considered to be at risk of significant harm.
In the emergency treatment of opioid overdose when using intravenous naloxone,
ambulance staff should adhere to the guidelines established by the Joint Royal
Colleges Ambulance Liaison Committee. Particular attention should be given to the
possible need for repeated doses of naloxone and frequent monitoring of vital signs,
because the effects of naloxone are short-lived in comparison with the effects of
most opioids and service users frequently relapse once the effect of naloxone has
worn off. All people who have overdosed with opioids should be conveyed to
hospital, even if the initial response to naloxone has been good.
The ambulance services should ensure that there is rapid access to TOXBASE and the
NPIS so that their crew can gain additional information on substances and/or drugs
ingested in cases of self-poisoning in order to assist in decisions regarding urgent
treatment and the transfer of patients to the most appropriate facilities.
When people who have self-harmed are considering refusing further treatment,
ambulance staff should assess mental capacity and provide information about the
potential consequences of not receiving treatment when attempting to gain valid
consent. When consent is withheld, the guidance on consent and capacity in this
guideline should be followed.
PCTs, in conjunction with acute and mental health trusts, should consider the level of
support needed for the delivery of an adequate pre-hospital care system for self-harm.
Specific consideration should be given to the provision of telephone advice to ambulance
staff from crisis resolution teams, approved social workers and Section
12 approved doctors, regarding the assessment of mental capacity and the possible use
of the Mental Health Act in the urgent assessment of people who have self-

harmed.
Ambulance Trusts should regularly update ambulance staff about any change in local
arrangements for services available for the emergency treatment of people who have
self-harmed.
Ambulance Trusts should routinely audit incidents of overdose, both to ensure that
interventions are being used consistently and effectively, and to monitor adverse
incidents.
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Theme 13: Emergency department interventions to reduce the incidents of self-harm and suicide

2004 NICE guidance recommends that as the emergency department provides the main
services for people who self-harm, emergency department staff should assess risk and
emotional, mental and physical state quickly, and try to encourage people to stay to
organise psychosocial assessment.
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For self-harm, NICE guidance recommends for the treatment and management
of self-harm in emergency departments regarding people waiting for physical
treatments:
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2004 NICE guidance recommends for a person who has self-harmed and presents to
services, but wishes to leave before psychosocial assessment has been undertaken,
assessment of mental capacity and the presence of mental illness should be
undertaken before the person leaves the service. This assessment should be clearly
recorded in his or her notes. The assessment should be passed on to the person's GP
and to the relevant mental health services as soon as possible to enable rapid followup.
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2004 NICE guidance recommends for people who have self-harmed and present to
services and wish to leave before psychosocial assessment has been undertaken, and in
whom diminished capacity and/or the presence of a significant mental illness is
established, should be referred for urgent mental health assessment. Appropriate
measures should also be taken to prevent the person leaving the service.
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A psychosocial assessment should not be delayed until after medical treatment is
complete, unless life-saving medical treatment is needed, or the patient is
unconscious or otherwise incapable of being assessed.
People who have self-harmed should be provided with clear and understandable
information about the care process, both verbally and as written material in a
language they understand.
If a person who has self-harmed has to wait for treatment, he or she should be
offered an environment that is safe, supportive and minimises any distress. For
many patients, this may be a separate, quiet room with supervision and regular
contact with a named member of staff to ensure safety.

2004 NICE guidance recommends regarding activated charcoal:
Ambulance and emergency department services whose staff may be involved in the
care of people who have self-harmed by poisoning should ensure that activated
charcoal is immediately available to staff at all times.
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Evidence statements
2004 NICE guidance recommends for the majority of drugs taken in overdose, taking
activated charcoal as early as possible, preferably within 1 hour of ingestion, can prevent
or reduce absorption of the drug. Activated charcoal should be immediately available for
rapid and appropriate use.

Study type

Theme 14: Overdose, self-poisoning interventions to reduce the incidents of self-harm and suicide

All healthcare professionals who are able to offer activated charcoal to people who
have self-poisoned should ensure that they know how and when this should be
administered. This should include:
• Knowing for which poisons activated charcoal should & should not be used
• The potential dangers and contraindications of giving activated charcoal
• The need to encourage and support service users when offering activated
charcoal.
For self-harm, 2004 NICE guidance recommends regarding medical and surgical
management of self-harm that self-poisoning can be treated by reducing absorption,
increasing elimination and/or countering the biological effects of the poison,
depending upon the nature of the poison and the route of intake. Superficial
uncomplicated wounds can be closed with tissue adhesive, whilst more complicated
injuries will need surgical assessment and possibly exploration

Study type

Study Quality
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Theme 15: Support and advice interventions to reduce the incidents of self-harm and suicide

NICE guidance recommends support and advice for people who repeatedly selfharm.
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2004 NICE guidance recommends service users who repeatedly self-poison, and their
carers where appropriate, may need advice about the risks of self-poisoning.
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Evidence statements

Harm minimisation strategies should not be offered for people who have selfharmed by poisoning. There are no safe limits in self-poisoning.
Where service users are likely to repeat self-poisoning, clinical staff (including

pharmacists) may consider discussing the risks of self-poisoning with service users, and
carers where appropriate.
SR

2004 NICE guidance recommends advice regarding self-management of superficial
injuries, harm minimisation techniques, alternative coping strategies and how best to
deal with scarring should be considered for people who repeatedly self-injure.
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For people presenting for treatment who have a history of self-harm, clinicians
may consider offering advice and instructions for the self-management of
superficial injuries, including the provision of tissue adhesive. Discussion with a
mental health worker may assist in the decision about which service users should
be offered this treatment option.
Where service users are likely to repeat self-injury, clinical staff, service users and carers
may wish to discuss harm minimisation issues/techniques. Suitable material is available
from many voluntary organisations.
Where service users are likely to repeat self-injury, clinical staff, service users and
carers may wish to discuss appropriate alternative coping strategies. Suitable material
is available from many voluntary organisations.
Where service users have significant scarring from previous self-injury, consideration
should be given to providing information about dealing with scar tissue.
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2004 NICE guidance recommends healthcare professionals should provide emotional
support and help if necessary to the relatives/carers of people who have self-harmed, as
they may also be experiencing high levels of distress and anxiety.
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2011 NICE Guidance recommends asking the person who self-harms whether they
would like their family, carers or significant others to be involved in their care. Subject
to the person's consent and right to confidentiality, encourage the family, carers or
significant others to be involved where appropriate.
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Evidence statements
2004 NICE guidance recommends people who self-harm should be allowed, if they
wish, to be accompanied by a family member, friend or advocate during assessment
and treatment. However, for the initial psychosocial assessment, the interview should
take place with the service user alone to maintain confidentiality and to allow
discussion about issues that may relate to the relationship between the service user
and carers.

When families, carers or significant others are involved in supporting a person who
self-harms:
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Theme 16: Interventions for relatives or carers to reduce the incidents of self-harm and suicide

-offer written and verbal information on self-harm and its management, including how
families, carers and significant others can support the person
-offer contact numbers and information about what to do and whom to contact in a
crisis
-offer information, including contact details, about family and carer support
groups and voluntary organisations, and help families, carers or significant others
to access these
-inform them of their right to a formal carer's assessment of their own physical and
mental health needs, and how to access this.
CAMHS professionals who work with young people who self-harm should balance the
developing autonomy and capacity of the young person with perceived risks and the
responsibilities and views of parents or carers.

Children's and young people's triage nurses should be trained in the
assessment and early management of mental health problems and, in
particular, in the assessment and early management of children and young
people who have self-harmed.
All children or young people who have self-harmed should normally be admitted
overnight to a paediatric ward and assessed fully the following day before
discharge or further treatment and care is initiated. Alternative placements may be
required, depending upon the age of the child, circumstances of the child and their
family, the time of presentation to services, child protection issues and the physical
and mental health of the child; this might include a child or adolescent psychiatric
inpatient unit where necessary.
For young people of 14 years and older who have self-harmed, admission to a
ward for adolescents may be considered if this is available and preferred by the
young person.
A paediatrician should normally have overall responsibility for the treatment and
care of children and young people who have been admitted following an act of
self-harm.
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For self-harm, 2004 NICE guidance recommends children and young people under
16 years of age who have self-harmed should be triaged, assessed and treated by
appropriately trained children's nurses and doctors in a separate children's area of the
emergency department.

Study Quality

Evidence statements
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Theme 17: Children and young people (under 16 years) interventions to reduce the incidents of selfharm and suicide
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Following admission of a child or young person who has self-harmed, the admitting
team should obtain parental (or other legally responsible adult) consent for mental
health assessment of the child or young person.
Staff who have emergency contact with children and young people who have selfharmed should be adequately trained to assess mental capacity in children of
different ages and to understand how issues of mental capacity and consent apply
to this group. They should also have access at all times to specialist advice about
these issues.
In the assessment and treatment of self-harm in children and young people, special
attention should be paid to the issues of confidentiality, the young person's consent
(including Gillick competence), parental consent, child protection, the use of the Mental
Health Act in young people and the Children Act.
During admission to a paediatric ward following self-harm, the Child and Adolescent
Mental Health Team should undertake assessment and provide consultation for the
young person, his or her family, the paediatric team and social services and education
staff as appropriate.
All children and young people who have self-harmed should be assessed by
healthcare practitioners experienced in the assessment of children and adolescents
who self-harm. Assessment should follow the same principles as for adults who
self-harm, but should also include a full assessment of the family, their social
situation, and child protection issues.
Child and adolescent mental health service practitioners involved in the assessment
and treatment of children and young people who have self-harmed should:
-be trained specifically to work with children and young people, and their families,
after self-harm
-be skilled in the assessment of risk
-have regular supervision
-have access to consultation with senior colleagues.
Initial management should include advising carers of the need to remove all
medications or other means of self-harm available to the child or young person who
has self-harmed.
For the further management of young people who have self-harmed, see 'Selfharm: longer-term management'.
2011 NICE Guidance recommends children and young people who self-harm should
have access to the full range of treatments and services recommended in this guideline
within child and adolescent mental health services (CAMHS).
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Ensure that children, young people and adults from black and minority ethnic groups
who self-harm have the same access to services as other people who self-harm based
on clinical need and that services are culturally appropriate.
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When language is a barrier to accessing or engaging with services for people who
self-harm, provide them with: information in their preferred language and in an
accessible format; psychological or other interventions, where needed, in their
preferred language and independent interpreters.

SR

1++

H

D2

2011 NICE Guidance recommends CAMHS professionals who work with children
and young people who self-harm should consider whether the child's or young
person's needs should be assessed according to local safeguarding procedures.

SR

1++

H

D2

SR

1+

M

D11

If children or young people who self-harm are referred to CAMHS under local
safeguarding procedures:
-use a multi-agency approach, including social care and education, to ensure that
different perspectives on the child's life are considered
-consider using the Common Assessment Framework; advice on this can be sought
from the local named lead for safeguarding children
-if serious concerns are identified, develop a child protection plan.
When working with people who self-harm, consider the risk of domestic or other
violence or exploitation and consider local safeguarding procedures for vulnerable
adults and children in their care. Advice on this can be obtained from the local named
lead on safeguarding adults
There is evidence that many websites need to improve the evidence-based quality of
the information provided on teen suicide.

Study type

Evidence statements
When older people self-harm, treatments will be much the same as for younger adults,
but the risk of further self-harm and suicide are substantially higher and must be taken
into account.
2004 NICE guidance recommends special issues for people older than 65 years: all
people older than 65 years of age who have self-harmed should be assessed by
mental healthcare practitioners experienced in the assessment of older people who
self-harm. Assessment should follow the same principles as for younger adults who
self-harm, but should also pay particular attention to the potential presence of
depression, cognitive impairment and physical ill health, and should include a full
assessment of their social and home situation.
2004 NICE guidance recommends acts of self-harm in people older than 65 years of age
should be regarded as evidence of suicidal intent until proven otherwise because the
number of people in this age range who go on to complete suicide is much higher than in
younger adults.
2004 NICE guidance recommends given the high risks amongst older adults who have
self-harmed, consideration should be given to admission for mental health risk and
needs assessment, and time given to monitor changes in mental state and levels of
risk.
In all other respects, the assessment and treatment of older adults who have selfharmed should follow the recommendations given for adults.

Study Quality

Theme18: Older people (older than 65 years) interventions to reduce the incidents of self-harm and suicide

SR

1++

H

D1

All people over 65 years who self-harm should be assessed by mental health
professionals experienced in the assessment of older people who self-harm.
Assessment should follow the same principles as for working-age adults:
• pay particular attention to the potential presence of depression, cognitive
impairment and physical ill health
• include a full assessment of the person's social and home situation, including
any role they have as a carer, and
• take into account the higher risks of suicide following self-harm in older
people.
• Follow the same principles as for adults when assessing children and young
people who self-harm but also include a full assessment of the person's family,
social situation, and child protection issues.
During assessment, explore the meaning of self-harm for the person and take into
account that:
•
Each person who self-harms does so for individual reasons, and
• Each episode of self-harm should be treated in its own right and a person's
reasons for self-harm may vary from episode to episode.
Regarding elderly suicide prevention programs, there is evidence that innovative
strategies should improve resilience and positive aging, engage family and
community gatekeepers, use telecommunications to reach vulnerable older adult,
and evaluate the effects of means restriction and physicians education on elderly
suicide.

SR

1++

H

D2

SR

1+

M

D8

SR

1++

Study type

Study Quality

Theme 19: Interventions
for people with learning
disabilities to reduce the
incidents of self-harm and
suicide

Evidence statements
2011 NICE Guidance recommends people with a mild learning disability who selfharm should have access to the same age-appropriate services as other people..
People with a moderate or severe learning disability and a history of self-harm
should be referred as a priority for assessment and treatment conducted by a
specialist in learning disabilities services.
When self-harm in people with a mild learning disability is managed jointly by mental
health and learning disability services, use the Care Programme Approach
(CPA).

4. 6

H

D2

Although evidence exists that school-based programmes to prevent suicide among
adolescents improve knowledge, attitudes, and help-seeking behaviours, no evidence
yet exists that these prevention programmes reduce suicide rates.

SR

1++

L

D3

SR

2++

M

D5

AppeEvidencendixSertIDngth

Study Quality

Evidence statements
There is a current lack of evidence to support universal school education
programmes to prevent youth suicide. However, holistic, multidimensional selfesteem based programmes were found to have positive impacts on young people’s
mental wellbeing.

Study type

Theme 20: Education and knowledge Interventions to reduce the incidents of self-harm and suicide

Assessment of needs should include:
• skills, strengths and assets
• coping strategies
• mental health problems or disorders

•
•
•
•
•

physical health problems or disorders
social circumstances and problems
psychosocial and occupational functioning, and vulnerabilities
recent and current life difficulties, including personal and financial problems

•

The needs of any dependent children.

the need for psychological intervention, social care and support,
occupational rehabilitation, and also drug treatment for any associated
conditions

Evidence Strength

Append ix ID

2011 NICE Guidance recommends offering an integrated and comprehensive
psychosocial assessment of needs and risks to understand and engage people who
self-harm and to initiate a therapeutic relationship.

Study Quality

Evidence statements

Study type

Theme 21: Community mental health services Interventions to reduce the incidents of self-harm and suicide

SR

1++

H

D2

4.7

Evidence of the effectiveness of interventions to improve the physical health of
people with mental health conditions (all ages)

4.7.1

The following evidence statements set out effective interventions that have been identified in the scientific
literature.

SR

2++

M

E3

There is evidence that a focus on health behaviour interventions within the
mental health nursing profession might lead to improvements in health
behaviours and general health in consumers of mental health services.

SR

2++

M

E3

Using the Medical Research Council guidelines this programme developed a
potentially effective, feasible and acceptable 'healthy living' intervention for
people with psychosis using early intervention services in the UK.
The intervention developed comprised eight individual sessions to be
delivered by a support time recovery worker over a 12 month period with
emphasis on individualised action plans to facilitate participatory exercise
and changes in diet. To optimise engagement, choice and self-management
a booklet and website were developed to provide participants with
educational advice, healthy eating recipes and other materials.

R

2++

M

E5

Further research on both effectiveness and cost-effectiveness of lifestyle
interventions targeting physical activity and eating habits in persons with
severe mental disorders is required to assist in the development of new
health promotion interventions in this population.

SR

2++

M

E8

There is evidence that small improvements (not always statistically
significant) in body weight, BMI and QOL in persons with severe mental
disorders (SMD) are possible through health promotion interventions
targeting PA and eating habits. It appears to be relevant to integrate these
kinds of interventions into the daily care of this population.

SR

2++

M

E8

There is evidence that behavioural interventions effectively prevented and
reduced antipsychotic-associated weight gain and cardio-metabolic
perturbations, at least in outpatients agreeing to participate in trials aimed
at improving physical health. Effective treatments ranged from nutritional
interventions to cognitive behavioural therapy.

MA

1+

M

E2

There was evidence that adjunctive non-pharmacological interventions,
either individual or group interventions, or cognitive-behavioural therapy
as well as nutritional counselling were effective in reducing or attenuating
antipsychotic-induced weight gain compared with treatment as usual, with
treatment effects maintained over follow-up.

MA

1+

M

E12

Evidence statements

Ap pen d ix ID

Evidence Strength

There is evidence for the positive effect of health behaviour interventions in
improving the physical health of individuals diagnosed with a serious mental
illness.

Study type

Study Quality

Theme 1: Health behaviour interventions to improve the physical health of people with mental health conditions

There is evidence that physical activity interventions result in positive
effects on metabolic outcomes, physical fitness, health-related behavior and
mental health.

Appendix I D

Evidence Strength

Evidence statements

Study Quality

Study type

Theme 2: Activity interventions to improve the physical health of people with mental health conditions

R

2+

M

E11

SR

1++

M

E9

There is evidence that physical therapists should take into account the
emotional (negative symptoms, self-esteem, self-efficacy, and stress) and
physiological (cardio-metabolic parameters) components of mental illness
when offering physical activity interventions.

R

2+

M

E11

There is evidence that physical activity stimulus should be adapted to the
individual's physical fitness level and the side effects of the antipsychotic
medications.

R

2+

M

E11

There is evidence that general physical health could lead to people with serious
mental illness accessing more health services which, in turn, could mean they see
longer term benefits such as reduced mortality or morbidity.
On the other hand it is possible clinicians are expending much effort, time and
financial expenditure on giving ineffective advice.

R

2+

M

E7

There is evidence for the management of patients with mood disorders and
comorbid metabolic disorders, for binge eating disorder, the best evidence in
mood disorders was for cognitive-behavioural therapy as well as topiramate,
zonisamide, and in select cases selective serotonin reuptake inhibitors.

R

2+

M

E7

There is evidence for the management of patients with mood disorders and
comorbid metabolic disorders, for dysglycemia, dyslipidemia, and hypertension,
evidence supports cognitive-behavioural interventions and anti-diabetic,
antilipidemic, and antihypertensive treatments.

R

2+

M

E7

There is evidence that non-pharmacological weight-management interventions
should be a priority, particularly during the early stages of antipsychotic
treatment.

MA

1+

M

E12

Evidence statements

Ap pen d ix ID

Evidence Strength

There is evidence for the management of patients with mood disorders and
comorbid metabolic disorders, that for excess weight, the best-studied
pharmacologic approaches are metformin and topiramate, with emerging
evidence for liraglutide and modafinil.

Study type

Study Quality

Theme 3: Treatment Interventions to improve the physical health of people with mental health conditions

Study type

Study Quality

Evidence Strength

Append ix ID

Theme 4: Diabetes education Interventions to improve the physical health of people with mental health conditions

SR

2++

M

E6

d ix ID

Evidence statements
There is evidence for the recommendation that individuals with major depressive
disorder (MDD) and bipolar disorder (BD) should be routinely screened for risk factors
that increase risk for metabolic syndrome.

Strength Ap pen

Theme 5: Screening
Interventions to improve
the physical health of
people with mental
health conditions

Quality Evidence

There is evidence to indicate that diabetes education is effective when it
incorporates diet and exercise components, while using a design that addresses
challenges such as cognition, motivation, and weight gain that may result from
antipsychotics.

Study type Study

Evidence statements

R

2+

M

E7

R

2+

M

ix ID

Stre ngth Append

Quality Evidence

Evidence statements
There is evidence that mental health nurses are not routinely supported by physical
health-care education and training, with many expressing role ambiguity.

Study type Study

Theme 6: Interventions for mental health nurses to improve the physical health of people with mental
health conditions

E4

There is evidence that mental health nurses are in a prime position to help improve
the physical health needs of people with serious mental illness and, with the right
support and training, this could have positive outcomes for their client group.
However, training mental health nurses in physical health care does not always
mean outcomes will be improved.

R

2+

M

E4

There is evidence that mental health nurses need to have a positive attitude to help
make changes in their role and engage patients in change to improve health
outcomes.

R

2+

M

E4

There is evidence that a change in the culture of the focus of mental health service
provision is required from organizations to support and resource such a shift in the
mental health nurses role.

R

2+

M

E4

There is evidence that poor primary-secondary care interface communication
compounds the problem of this vulnerable population (those with serious mental
illness) having their physical health needs identified and met.

AppeEvidencendixSertIDngth

Study Quality

Evidence statements
There is evidence that inpatient setting correlated to a less positive role attitude.

Study type

Theme 7: Primary and secondary care Interventions to improve the physical health of people with mental
health conditions

R

2+

M

E4

R

2+

M

E4

Evidence Stre ngth

Append ix ID

2013 NICE guidance recommends for psychosis and schizophrenia in children
and young people, GPs and other primary healthcare professionals should
monitor the physical health of children and young people with psychosis or
schizophrenia at least once a year. They should bear in mind that people with
schizophrenia are at higher risk of cardiovascular disease than the general
population.

Study Quality

Evidence statements
2013 NICE guidance recommends for psychosis and schizophrenia in children
and young people, develop and use practice case registers to monitor the
physical and mental health of children and young people with psychosis or
schizophrenia in primary care.

Study type

Theme 8: Interventions for children and young people with psychosis and schizophrenia in children and
young people to
improve the physical
health of people with
mental health
conditions

SR

1++

H

E1

SR

1++

H

E1

SR

1++

H

E1

2013 NICE guidance recommends for psychosis and schizophrenia in children
and young people treat children and young people with psychosis or
schizophrenia who have diabetes and/or cardiovascular disease in primary care.
Use the appropriate NICE guidance for children and young people where
available.

SR

1++

H

E1

Study type

Study Quality

Evidence Strength

2013 NICE guidance recommends for psychosis and schizophrenia in children
and young people, healthcare professionals in secondary care should ensure,
as part of the care programme approach (CPA) in England and care and
treatment plans in Wales, that children and young people with psychosis or
schizophrenia receive physical healthcare from primary care. Healthcare
professionals in secondary care should continue to maintain responsibility for
monitoring and managing any side effects of antipsychotic medication.

SR

1++

H

Appendix I D

2013 NICE guidance recommends for psychosis and schizophrenia in children
and young people, identify children and young people with psychosis or
schizophrenia who smoke or who have high blood pressure, raised lipid levels or
increased waist measurement at the earliest opportunity and monitor for the
emergence of cardiovascular disease and diabetes.

E1

Theme 9: Smoking cessation interventions to improve the physical health of people with mental health conditions

Evidence statements
There is evidence to support the effectiveness of bupropion in smoking
cessation, as well as smoking reduction in patients with schizophrenia.
The strength of the evidence is relatively weak with wide confidence intervals,
especially for longer term benefit, because of the small number of participants.
There is no evidence to support any significant deterioration of mental state
secondary to use of bupropion in schizophrenia. Bupropion use in individuals
with schizophrenia did not increase risk of seizure.

SR

1++

L

E10

There is evidence that contingent reinforcement (CR) may help smokers with
schizophrenia to quit and reduce smoking.

SR

1++

L

E10

Regarding other drug treatment (including NRT) and psychosocial interventions, this
review did not find sufficient and convincing evidence to support use in clinical
practice.

SR

1++

L

E10

Theme 10: Preventive approaches to improve the physical health of people with mental health conditions

1+

M

E12

Ap pe n d ix ID

MA

Evidence Strength

acceptable, cost-efficient and beneficial.

Study Quality

There is evidence that preventive approaches have the potential to be more effective,

Study type

Evidence statements

4.8

Evidence of the effectiveness of interventions to promote better mental
health outcomes and quality of life for carers (all ages)

4.8.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study type

Study Quality

Evidence Strength

Append ix ID

Theme 1: Commissioner Interventions to promote better mental health outcomes and quality of
life for carers

SR

1++

H

F1

Evidence statements
2004 NICE Guidance recommends commissioners, working through Cancer Networks,
should ensure that a range of information, support (including practical help and
respite arrangements) and bereavement services are in place to meet the spectrum
of need. They will need to work with statutory and voluntary health and social care
agencies to achieve this. While not necessarily separate from many of the services
provided to patients (indeed, most will be fully integrated), commissioners should
ensure sufficient capacity to meet the distinct needs of this group.

Evidence Strength

Ap pen d ix ID

2004 NICE Guidance recommends where carers are providing a substantial amount of
care on a regular basis, providers should ensure they are offered a separate
assessment or respond positively when a carer asks for one, in accordance with The
Carers (Recognition and Services) Act 19954. The practice guide that accompanies the
Act recommends potential areas to be covered in an assessment to identify the types of
support needed, which can then be used to plan timely and relevant interventions.

Study Quality

Evidence statements
2004 NICE Guidance recommends provider organisations should nominate a lead to
oversee the development and implementation of services that specifically focus on
the needs of families and carers. This role might involve: leading on the development
of criteria and routes of referral to sources of specialist support and advice;
appraising written information currently provided to families and carers and, in
conjunction with the NHS Trust information lead, developing further resources where
necessary; regularly appraising sources of local and national support for families and
carers; acting as a resource for teams considering the development of programmes of
support for families and carers

Study type

Theme 2: Provider organisations interventions to promote better mental health outcomes and
quality of life for carers

SR

1++

H

F1

SR

1++

H

F1

2004 NICE Guidance recommends teams should ensure that all family members and
carers are offered information on a variety of topics, from a simple ‘who’s who’ of
professionals to more detailed accounts of cancer, its treatment and consequences
and services available locally. They should be ‘signposted’ to local and national
sources of information, advice and practical support, including sources of emotional
and psychological support. Services for carers and families should be listed in the
directories developed at Cancer Network level.

SR

1++

H

F1

2004 NICE Guidance recommends teams should provide families and carers with a
clear indication of the personnel they might contact in relation to a range of needs.

SR

1++

H

F1

2004 NICE Guidance recommends teams should ensure they have the ability to offer
information and training on practical issues to carers who are looking after patients
requiring extra help with activities of daily living or approaching the terminal stage of
illness. This might include manual handling, managing distressing symptoms and
dealing with incontinence and other body fluids. As death approaches, they should
also be given information about what to expect and what to do after the death.

SR

1++

H

F1

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 3: Support interventions for carers to promote better mental health outcomes and quality of
life for carers

2004 NICE Guidance recommends family members and carers should be offered the
opportunity for their needs for support and information to be assessed separately
from those of patients, particularly at stages in the patient pathway acknowledged
as especially demanding and when extra help might be needed. Cultural and ethnic
preferences on family involvement should be taken into account.

SR

1++

H

F1

2004 NICE Guidance recommends family members and carers should be made aware of,
and have easy access to, sources of local information, advice and support designed to
meet their own needs.

SR

1++

H

F1

2004 NICE Guidance recommends providers should ensure families and carers have
access to professionals capable of providing confidential emotional support and, if there
is variance between the needs, choices and judgements of a family member or carer and
those of the patient, the professional is independent of normal services offered to the
patient.
2004 NICE Guidance recommends providers should ensure all staff working with
people who are dying have access to a range of opportunities to address concerns
and explore the difference between personal and professional responses to loss.
This might involve a number of processes, such as clinical supervision and one-toone and group support.
There is evidence that supportive interventions may help reduce caregivers'
psychological distress. These findings suggest that practitioners should enquire
about the concerns of caregivers and should consider that they may benefit from
additional support.

SR

1++

H

F1

SR

1++

H

F1

SR

1++

H

F5

There is evidence that support groups showed a significant positive effect on
caregivers' psychological well-being, depression, burden and social outcomes.

MA

1+

M

F1
4

There is evidence that the use of theoretical models, and session length and session
intensity of caregiver support groups in patients with dementia had a significant impact
on the effect sizes for psychological well-being and depression.

MA

1+

M

F1
4

There is evidence to suggest that physical, emotional and economic distress affect
negatively caregiver's quality of life as a result of a number of unfulfilled needs such as,
restoration of patient functioning in family and social roles, economic burden, lack of spare
time, among other factors.

SR

2++

L

F1
6

Evidence Strength

Append ix ID

2004 NICE Guidance recommends whenever possible and appropriate, family
members and carers should be invited to accompany patients during clinical
encounters and should be involved in discussions about treatment and care, in
accordance with the patient’s wishes.

Study Quality

Evidence statements

Study type

Theme 4: Involve carers in discussions about patient treatment and care to promote better mental
health outcomes and quality of life for carers

SR

1++

H

F1

There is evidence to suggest that networked ICT interventions that were multifaceted with
elements of networked peer support had moderate effects on improving carer stress and
depression.
Treatment effects were found to vary with caregiver characteristics such as ethnic
groups, formal support and baseline burden.
Caregiver general mental health is positively affected by combined intervention
programmes for people with dementia living at home and their caregivers.
There is evidence that only multicomponent interventions for caregivers of people with
dementia reduced the risk for institutionalization.

Ap pe n d ix ID

Evidence Stre ngth

Evidence statements
There is evidence that although various interventions have been developed with the
goal of alleviating caregiver burden (CB), evidence suggests that individually
developed multicomponent interventions including a diversity of services will
decrease burden, improve quality of life, and enable caregivers to provide at-home
care for longer periods prior to institutionalization.

Study Quality

Study type

Theme 5: Multicomponent interventions to promote better mental health outcomes and quality of life
for carers

R

2+

M

F9

SR

2++

M

F8

SR

2++

M

F10

MA

1+

M

F11

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 6: Bereavement support interventions to promote better mental health outcomes and
quality of life for carers

2004 NICE Guidance recommends family members and carers who are bereaved
should, in the first instance, be encouraged to use existing support systems. Where
these prove insufficient, or it is predicted that those involved are likely to experience
difficult grief reactions, there should be access to additional help and support.

SR

1++

H

F1

2004 NICE Guidance recommends providers of specialist bereavement support should work
closely with other care providers (both statutory and voluntary) to ensure carers and family
members can access services when needed.

SR

1++

H

F1

2004 NICE Guidance recommends a three-component model of bereavement support
should be developed and implemented in each Cancer Network to ensure that
people’s individual needs are addressed through variety in service provision. Cancer
Networks should take account of the standards for bereavement care developed by
the National Bereavement Consortium. The components should be flexible and
accessible when needed around the time of bereavement.
Component 1: Grief is normal after bereavement and most people manage without
professional intervention. Many people, however, lack understanding of grief after
immediate bereavement. All bereaved people should be offered information about the
experience of bereavement and how to access other forms of support. Family and
friends will provide much of this support, with information being supplied by health
and social care professionals providing day-to-day care to families.
Component 2: Some people may require a more formal opportunity to review and
reflect on their loss experience, but this does not necessarily have to involve
professionals. Volunteer bereavement support workers/befrienders, self-help groups,
faith groups and community groups will provide much of the support at this level.
Those working in Component 2 must establish a process to ensure that when cases
involving more complex needs emerge, referral is made to appropriate health and
social care professionals with the ability to deliver Component 3 interventions.
Component 3: A minority of people will require specialist interventions. This will
involve mental health services, psychological support services, specialist
counselling/psychotherapy services, specialist palliative care services and general
bereavement services, and will include provision for meeting the specialist needs of
bereaved children and young people.

SR

1++

H

F1

2004 NICE Guidance recommends provider organisations should be equipped to offer the
first component of bereavement support and have strategies in place to access the other
components. Services should be accessible from all settings.

SR

1++

H

F1

2004 NICE Guidance recommends within the context of family and social support
assessments, health and social care professionals involved in delivering care in the
terminal phase of illness should assess individual and family coping ability, stress
levels, available support and actual and potential needs with respect to the anticipated
or actual bereavement.

SR

1++

H

F1

Evidence statements

2004 NICE Guidance recommends Cancer Network-wide protocols should be
developed to inform the level of bereavement support offered and the need for
follow up and specialist referral, particularly for those at risk of complicated grief
reactions. They should apply wherever the patient dies – at home, in hospital, hospice
or care home – and should include a system to engage proactively with those
assessed to be at risk, involving, for example, follow-up telephone calls or letters to
individuals around eight weeks after death. Issues of consent and data protection
should be considered carefully.
2004 NICE Guidance recommends providers should ensure that a leaflet is made
available to families and carers around the time of the bereavement. Ideally, this
should be developed locally, agreed by those involved in the provision of
bereavement services, and include information on anticipated feelings and how to
access local and national services.

SR

1++

H

F1

SR

1++

H

F1

Study type

Study Quality

Evidence Strength

Ap pen d ix ID

Theme 7: Interventions for bereavement services to promote better mental health outcomes and
quality of life for carers

2004 NICE Guidance recommends specialist bereavement services should be
sufficiently resourced to enable them to contribute to the preparation and ongoing
support of health and social care professionals in relation to this aspect of care.

SR

1++

H

F1

2004 NICE Guidance recommends those who offer bereavement services that include
volunteer support workers should ensure mechanisms for recruiting, training,
supervising and managing volunteers are in place. It is desirable that the workforce
reflects the gender, age distribution and ethnicity of the clients they serve.

SR

1++

H

F1

Evidence statements

Evidence Strength

Ap pen d ix ID

2004 NICE Guidance recommends some family members and carers will require care
and support from a health or social care professional capable of dealing with complex

Study Quality

Evidence statements
2004 NICE Guidance recommends Health and social care professionals providing dayto-day care to patients should assess and address the needs of family members and
carers on an ongoing basis. Teams should establish a system to ensure family
members and carers have regular opportunities to discuss particular concerns. This
might be achieved by offering them an appointment with the ‘key worker’ (see Topic
1, Co-ordination of Care) at times acknowledged to be particularly challenging
(diagnosis, end of treatment, recurrence, palliation, time of death).

Study type

Theme 8: Interventions for Health and social care professionals to promote better mental
health outcomes and
quality of life for carers

SR

1++

H

F1

SR

1++

H

F1

family situations. Providers should ensure they have access to individuals and teams
with the requisite skills and knowledge to offer social support, spiritual support,
specialist palliative care or psychological support services. Criteria and routes for
referral should be agreed between different services.
2004 NICE Guidance recommends workforce Development Confederations in England
(and the Workforce Development Steering Group in Wales), working with Cancer
Networks, should ensure that all health care professionals involved in the delivery of
supportive and palliative care services have access to basic training in understanding
and meeting the needs of families and carers. This should include knowledge to
underpin the delivery of ethnically and culturally sensitive care. They should also
ensure ongoing education and training about bereavement and loss are available.
The aim should be to enable professionals to develop a basic knowledge of
characteristics increasing vulnerability to the loss experience or which impede
adjustment to bereavement, and to help to recognise their own needs for further
education and support.

SR

1++

H

F1

Ap pen d ix ID

2004 NICE Guidance recommends providers should set up arrangements for families
and carers to meet other families and carers who have experienced similar situations,
if wished. Support groups for family members and carers, either professionally or
peer-led, may also be welcomed by some. These services are ideally provided in
partnership with the voluntary sector.

SR

1++

H

F1

There is evidence from two studies that conducted caregiver groups for family
caregivers of cancer patients, that this approach has potential value for caregivers
to interact openly with other caregivers without the presence of the patient.

MA

1++

M

F7

Study type

Evidence statements

Study Quality

Evidence Strength

Theme 9: Interventions involving other families and carers to promote better mental health outcomes
and quality of life for carers

Study Quality

Evidence Strength

Ap pen d ix ID

Evidence statements
2004 NICE Guidance recommends awareness of the needs of family members from
different ethnic populations, including differences in language, religious practice and
culture, is necessary within a multi-cultural society. Providers should ensure teams
have access to reference guides on the cultural differences surrounding a diagnosis of
cancer, death and dying, and that information on accessing interpreters, relevant
health advocates (where available) and faith leaders is readily accessible.

Study type

Theme 10: Interventions for different ethnicities and cultures to promote better mental health
outcomes and quality of
life for carers

SR

1++

H

F1

There is evidence that activity restriction associated with medical conditions is a
significant threat to well-being and quality of life, as well as to the lives of their
caregivers. Assessment and treatment of activity restriction may be particularly
helpful in preventing depression.

AppeEvidencendixSertIDngth

Study Quality

Evidence statements
There is evidence that the correlation between activity restriction and depression was
positive and of large magnitude. Activity restriction was most strongly correlated with
depression in medical patients, followed by caregivers and then community-dwelling
adults.

Study type

Theme 11: Activity restriction Interventions to promote better mental health outcomes and quality of
life for carers

MA

1+

M

F4

MA

1+

M

F4

Study type

Study Quality

Evidence Strength
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Theme 12: Interventions for caregivers of people with cancer to promote better mental health
outcomes and quality of life for carers

There is meta-analysis evidence to indicate that although interventions (including
psycho-educational, skills training, and therapeutic counselling) with family care givers
of cancer patients had small to medium effects, they significantly reduced caregiver
burden, improved caregivers' ability to cope, increased their self-efficacy, and improved
aspects of their quality of life.

MA

1++

M

F7

There is evidence that clinicians need to deliver research-tested interventions to help
caregivers and patients cope effectively and maintain their quality of life.

MA

1++

M

F7

There is evidence that the majority of interventions with family caregivers of cancer
patients in studies were delivered jointly to patients and their family caregivers,
suggesting that investigators recognize that both persons are affected by the illness.

MA

1++

M

F7

MA

1++

M

F7

Evidence statements

There is evidence that interventions delivered to family caregivers of cancer patients
had a significant, positive effect on multiple outcomes. The multiple caregiver
outcomes exemplify the multifaceted impact of caregiving and point to the diversity
of intervention effects that can be achieved.
Caregivers reported better outcomes in the illness appraisal domain (less caregiving
burden, greater caregiving benefit, and fewer information needs), coping resources
domain (use of more effective coping strategies and higher self-efficacy), and quality of
life domain (better physical functioning, less distress and anxiety, better marital-family
relationships, and improved social functioning).

There is evidence that interventions with family caregivers of cancer patients showed
positive and sustained intervention effects were found for coping, self-efficacy, and
distress/anxiety outcomes across studies and at initial, intermediate, and long-term
assessments.

MA

1++

M

F7

There is evidence that interventions with family caregivers of cancer patients were not
found to be effective in reducing caregiver depression.

MA

1++

M

F7

The small to medium effect sizes found for interventions with family caregivers of
cancer patients in this meta-analysis were similar to the effect sizes found for
outcomes in other meta-analyses either with family caregivers of patients with chronic
illness or with cancer patients themselves.

MA

1++

M

F7

H

F1

Study Quality

Study type
Evidence statements
There is limited evidence regarding successful psychosocial interventions in
subgroups of caregivers of people with dementia, that most positive effects were
found in caregivers of people with a diagnosis of 'dementia not otherwise specified'
and in the subgroup of female caregivers. Examples of outcomes were decreased
depression and improved self-efficacy.
There is evidence from 5 studies of interventions that succeeded in improving quality of
life in subgroups of caregivers of people with dementia. These interventions were:
a home–environment skill building programme, an education and support
programme, an individualised intervention focusing on information and coping,
Telecare and attending a memory clinic.
The following personal characteristics of caregivers were related to positive
intervention effects: gender, current care use, type and severity of dementia.

Evidence Strength

Theme 14: Interventions for caregivers of people with dementia to promote better mental
health outcomes and
quality of life for carers

Appendix ID

1++

Append ix ID

SR

Evidence Strength

2004 NICE Guidance recommends if they wish, patients with young children or
teenagers should be offered information by the health and social care professionals
providing day-to-day care on how to encourage the sharing of fears and concerns.
Age-appropriate resources should be available to support this process.

Study Quality

Evidence statements

Study type

Theme 13: Interventions for patients with young children to promote better mental health outcomes
and quality of life for carers

R

2+

L

F3

R

2+

L

F3

R

2+

L

F3

Relatively little research has been done into subgroups of caregivers of people
with dementia. More research is needed to better understand which psychosocial
interventions are effective for specific subgroups of caregivers of people with
dementia.

R

2+

L

F3

There is evidence that cognitive reframing for family carers of people with dementia
seems to reduce psychological morbidity and subjective stress but without altering
appraisals of coping or burden.

SR

1++

M

F6

There is evidence that the impact of cognitive reframing might be higher when used
alongside other interventions because this offers better opportunities to tailor cognitive
reframing to actual everyday carer problems.

SR

1++

M

F6

There is evidence that interventions for caregivers of people with dementia had, on
average, significant but small effects on burden, depression, subjective well-being,
ability/knowledge and symptoms of care recipient.
There is evidence that psycho-educational interventions for caregivers of people with
dementia that require active participation of caregivers had the broadest effects.

MA

1+

M

F11

MA

1+

M

F11

There is evidence that the effects of cognitive-behavioural therapy, support,
counselling, day-care, training of care recipient, and multicomponent interventions for
caregivers of people with dementia were domain specific.

MA

1+

M

F11

There is meta-analysis evidence from 30 studies (34 interventions) to indicate significant
benefits in caregiver psychological distress, caregiver knowledge, any main caregiver
outcome measure, and patient mood, but not caregiver burden from psychosocial
interventions for caregivers of people with dementia.
Success was more likely if, in addition to care givers, patients were involved.
Regarding the effect of psychological interventions on family caregivers of people
with dementia, there is excellent evidence for the efficacy of six or more sessions of
individual behavioural management therapy centred on the care recipient's behavior
in alleviating caregiver symptoms both immediately and for up to 32 months.

MA

1+

L

F12

SR

2++

H

F15

There is evidence from thirteen studies that described interventions that succeeded
in improving mental health in subgroups of caregivers of people with dementia.
These interventions were: Minnesota Family Workshop, an individualised multicomponent treatment programme, structural ecosystems therapy+ computer–
telephone system, an exercise program, an anger and depression management
class, a nursing intervention using the Progressively Lowered Stress Threshold
Model, telephone support system, psycho-educational support, individual and family
counselling, Behaviour Therapy-Pleasant Events, a day care programme and
cognitive behavioural therapy.
The following personal characteristics of caregivers were related to positive
intervention effects: gender, presence of depression, presence of mental health
problems, type and severity of dementia and presence of anxiety in person with
dementia.

The results suggest that it may be an effective component of individualised, multicomponent interventions for carers.
Pooled data indicated a beneficial effect of cognitive reframing interventions on carers'
psychological morbidity, specifically anxiety, depression and subjective stress. No effects
were found for carers’ coping, appraisal of the burden, reactions to their relatives’
behaviours, or institutionalization of the person with dementia.

Regarding the effect of psychological interventions on family caregivers of people with
dementia, there is evidence that teaching caregivers coping strategies either
individually or in a group appeared effective in improving caregiver psychological
health both immediately and for some months afterwards.

SR

2++

M

F15

Regarding the effect of psychological interventions on family caregivers of people with
dementia, there is evidence that group interventions were less effective than
individual interventions.

SR

2++

M

F15

Regarding the effect of psychological interventions on family caregivers of
people with dementia, there is evidence that education about dementia by itself,
group behavioural therapy and supportive therapy were not effective caregiver
interventions.

SR

2++

M

F15

Evidence statements
There is evidence to indicate that parents of children with autism spectrum disorder

R

2+

M

Study Quality

Study type

Theme 15: Interventions for caregivers of people with autism to promote better mental health
outcomes and quality of life for carers

F2

(ASD) who possess indicators of resilience are better able to manage the adversity
associated with caring for children with ASD. Thus, enhancing resilience among family
members of persons with autism may be beneficial to both the caregivers and care
recipients.

Evidence Strength

Ap pe n d ix ID

R

2+

M

F13

Regarding evidence-based psychological treatments for distress in family caregivers of
older adults, there is evidence that within the psychotherapy category, cognitivebehavioural therapy enjoys strong empirical support.

R

2+

M

F13

Regarding evidence-based psychological treatments for distress in family caregivers
of older adults, there is evidence that within the multicomponent category, programs
using a combination of at least 2 distinct theoretical approaches (e.g., individual
counselling and support group attendance) were also found to be effective.

R

2+

M

F13

Study type

Study Quality

Theme 16: Interventions for caregivers of older adults to promote better mental health
outcomes and quality
of life for carers

Evidence statements
Regarding evidence-based psychological treatments for distress in family caregivers
of older adults, there is evidence that support within the psycho-educational
category was found for skill-training programs focused on behavior management,
depression management, and anger management and for the progressively lowered
threshold model.

5.

Appendix 1: Search Terms

5.1

General approach

5.1.1

5.1.2

5.1.3

As this review does not follow a full systematic approach an exhaustive list of search terms has not
been used. The review has taken a more iterative approach. Stage one used search terms based on the
topic titles. Stage two expanded this list base on key terms used in the literature identified during Stage
one. The sections below list the search terms used in the literature review.
Medical Subject Headings (MeSH) are a system used by the U.S. National Library of Medicine to
give uniformity and consistency to the indexing and cataloguing of biomedical literature 10 . Terms
are arranged in a hierarchical manner called a MeSH Tree Structure. MeSH is an effective means
of identifying the most appropriate search terms to use, particularly when accessing
MEDLINE/PubMed.
In addition to the MeSHs, other subsidiary search terms based on the project scope were used to
refine results. These search terms were limited to titles and abstracts.

Table 5.1: Search Term Key
MeSH
ti
ab
pt
*

= Medical Subject Heading
= title
= abstract
= publication type
= truncation

5.1.4
•
•
•
•
•

The following publication filters were used:
Publication data range of 2003 - 2013 (i.e. the last 10 years)
English language
Human species studies
Where abstracts available
Where full text available

5.1.5

The review used a pragmatic approach to identify the most relevant sources using combinations of
MeSH terms, subsidiary search terms and publication filters. The review did not exhaustively
applying ever combination of search terms and filters.
N.B. The terms ‘health’ and ‘social care’ are too broad to be used in the search strategy; however
search results will include all relevant publications that fall within both these fields. The short listing of
publications for inclusion within the review aims to include relevant evidence on ‘social care’ where it
exists.

5.1.6

10 See http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html

5.2

Search terms: common to all
Study
a
Systematic review
b
Review
c
Meta analysis
Filter
d
English language
e
Human
f
"2003/01/01 - 2013/01/01"

ti,ab
pt
pt
language
filter
date - publication

((("systematic review"[Title/Abstract]) OR "review"[Publication Type]) OR
"meta analysis"[Publication Type])
(("english"[Language]) AND "humans"[Filter]) AND ("2003/01/01"[Date - Publication] :
"3000"[Date - Publication])

5.3

Search terms: Interventions to promote early identification, diagnosis,
support and treatment of mental health conditions (all ages)
Intervention / Outcome
1
Mental health
MeSH
2
Early Diagnosis
MeSH
3
Preventive Health Services
MeSH
4
Social Work
MeSH
5
Early
ti,ab
6
Identification
ti,ab
7
ti,ab
Diagnosis
8
Support
ti,ab
9
Treatment
ti,ab
Population
All
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
Intervention / Outcome: (1 AND ((2 OR 3 OR 4) OR (5 AND (6 OR 7 OR 8 OR 9))))
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 260

5.4

Search terms: Interventions to promote community based mental health
services and support (all ages)
Intervention / Outcome
1
Mental health
2
community mental health team
3
CMHT

MeSH
ti,ab
ti,ab

4
5
6
7
8
9
10
11
12

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

13
14
15
16
17
18
19
20

Assertive community treatment
Mental ill*
Depression
Anxiety
Psychosocial
Mental disorder
Community mental health setting
Schizophrenia
Psychosis
Personality disorder
Disordered personality
Psychiatric
Community
Home
Outpatient
Out patient
Patient care

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH

Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:

(a OR b OR c ) AND
(d AND e AND f) AND
(1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15) AND (16 OR 17 OR 18 OR 19 OR 20)

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 971

5.5

Search terms: Interventions to promote utilisation of comprehensive care
plans for people with severe mental health needs (all ages)
Intervention / Outcome
1
Intervention*
2
System*

ti,ab
ti,ab

3
4
5
6
7
8
9

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

Practice*
Protocol*
Practitioner*
service provider*
Commission*
multidisciplinary
joined-up

10
11

12

Joined up
joinedup
Share*

13
14
15
16
17

planning
decision making
record keeping
records
mental health

18

primary care
secondary care

19

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

community
Population
All

20

PubMed Search string
Study:
Filter:

(a OR b OR c ) AND
(d AND e AND f) AND

Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15 OR 16) AND (17 AND (18 OR 19 OR 20))
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 208

5.6

Search terms: Interventions to reduce the incidents of self-harm and suicide
(all ages)
Intervention / Outcome
1
Suicide

2
3
4
5
6
7

8
9
10
11

Self-Injurious Behavior
Suicidal
Overdose
Mutilation
Self-inflict*
Self inflict*
Self-harm*
Self harm*

Self-injur*
Self injur*
Self-mutilat*
12
13
Self mutilat*
14
Self-destruct*
15
Self destruct*
16
Self-poison*
17
Self poison*
Self-immolat*
18
19
Self immolat*
Auto-mutilat*
20
Auto mutilat*
21
Population
All

MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

PubMed Search string
Study:
Filter:

(a OR b OR c ) AND
(d AND e AND f) AND

Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20 OR 21)
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 490

5.7

Search terms: Interventions to improve the physical health of people with
mental health conditions (all ages)
Intervention / Outcome
1
Physical*
2
Exercis*
3
Cardio*
4
Metabolic*
5
Weight*
6
HIV*
7
AIDS*
8
Tobacc*
9
Smok*
10
Sex*
11
Medical*
12
Dental*
13
Alcohol*
14
Oral*
15
Vision*
16
Sight*
17
Hearing*
18
Nutrition*
19
Health promot*
20
Education*
21
Preventi*
22
Motivate*
23
Advice*
24
Monitor*
25
Mental health
26
Depression
27
Anxiety
28
Psychosocial
29
Schizophrenia
30
Psychosis
31
Psychiatric
32
Bi-polar
33
Bipolar
34
Personality disorder
35
Mental
Population
All

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

PubMed Search string
Study:
Filter:

(a OR b OR c ) AND
(d AND e AND f) AND

Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15 OR 16 OR 17 OR 18) AND (19 OR 20 OR 21) AND (25 OR 26 OR 27
OR 28 OR 29 OR 30 OR 31 OR 32 OR 33 OR 34 OR 35)
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 632

5.8

Search terms: Interventions to promote better mental health outcomes and
quality of life for carers (all ages)
Intervention / Outcome
1
Caregiver
2
Carer*
3
Respite
4
Quality of life
5
Mental health
Population
All

MeSH
ti,ab
ti,ab
Mesh / ti,ab
Mesh / ti,ab

PubMed Search string
Study:
Filter:

(a OR b OR c ) AND
(d AND e AND f) AND
Intervention / Outcome: (1 OR 2 OR 3) AND (4 OR 5)
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 168

6.

Appendix 2: Tabulated Results: Systematic reviews and
Meta-analyses

6.1

Sub-topic: Interventions to promote early identification, diagnosis, support
and treatment of mental health conditions (all ages)

Search record
6.1.1

11 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.

ID

A1

Citation

NICE clinical guidelines Issued: May 2011. Common mental health
disorders: Identification and pathways to care

Web link

http://publications.nice.org.uk/common-mental-health-disorders-cg123

Type of
evidence

Systematic review

Publication
Date

May 2011

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT
with very low bias risk)

Region

UK

Evidence
statements
(note
population,
interventio
n and
outcomes)

2011 NICE Guidance recommends that primary
and secondary care clinicians, managers and
commissioners should collaborate to develop
local care pathways that promote access to
services for people with common mental health
disorders by: -supporting the integrated delivery
of services across primary and secondary care

Strength of
evidence

High

-having clear and explicit criteria for entry to
the service
-focusing on entry and not exclusion criteria
-having multiple means (including self-referral)
to access the service
-providing multiple points of access that
facilitate links with the wider healthcare system
and community in which the service is located.
2011 NICE Guidance recommends providing
information about mental health services
and interventions that constitute the local
care pathway, including the:
-range and nature of the interventions provided

High

-settings in which services are delivered
-processes by which a person moves through the
pathway
-means by which progress and outcomes are
assessed
-delivery of care in related health and social care
services.
2011 NICE Guidance recommends that when
providing information about local care pathways to
people with common mental health disorders and
their families and carers, all healthcare
professionals should:
-take into account the person's knowledge and
understanding of mental health disorders and their
treatment

High

-ensure that such information is appropriate to the
communities using the pathway.
2011 NICE Guidance recommends providing all
information about mental health services in a range
of languages and formats (visual, verbal and aural)
and ensure that it is available from a range of
settings throughout the whole community to which
the service is responsible.

High

2011 NICE Guidance recommends that primary and
secondary care clinicians, managers and
commissioners should collaborate to develop local
care pathways that promote access to services for
people with common mental health disorders from a
range of socially excluded groups including: -black
and minority ethnic groups

High

-older people
-those in prison or in contact with the criminal
justice system
-ex-service personnel.
2011 NICE Guidance recommends supporting
access to services and increase the uptake of
interventions by:
-ensuring systems are in place to provide for the
overall coordination and continuity of care of
people with common mental health disorders

High

-designating a healthcare professional to oversee
the whole period of care (usually a GP in primary
care settings).
2011 NICE Guidance recommends supporting
access to services and increasing the uptake of
interventions by providing services for people with

High

common mental health disorders in a variety of
settings. Use an assessment of local needs as a
basis for the structure and distribution of services,
which should typically include delivery of: assessment and interventions outside normal
working hours
-interventions in the person's home or other
residential settings
-specialist assessment and interventions in nontraditional community-based settings (for example,
community centres and social centres) and where
appropriate, in conjunction with staff from those
settings
-both generalist and specialist assessment and
intervention services in primary care settings.
2011 NICE Guidance recommends that primary and

High

secondary care clinicians, managers and
commissioners should consider a range of support
services to facilitate access and uptake of services.
These may include providing:
-crèche facilities
-assistance with travel
-advocacy services.
2011 NICE Guidance recommends considering

High

modifications to the method and mode of delivery of
assessment and treatment mental health
interventions and outcome monitoring (based on an
assessment of local needs), which may typically
include using:
-technology (for example, text messages, email,
telephone and computers) for people who may find
it difficult to, or choose not to, attend a specific
service
-bilingual therapists or independent translators.
2011 NICE Guidance recommends being respectful
of, and sensitive to, diverse cultural, ethnic and
religious backgrounds when working with people
with common mental health disorders, and be
aware of the possible variations in the presentation
of these conditions. Ensure competence in: culturally sensitive assessment
-using different explanatory models of common
mental health disorders
-addressing cultural and ethnic differences when
developing and implementing treatment plans
-working with families from diverse ethnic and

cultural backgrounds

High

2011 NICE Guidance recommends not significantly
varying the content and structure of assessments or
interventions to address specific cultural or ethnic
factors (beyond language and the cultural
competence of staff), except as part of a formal
evaluation of such modifications to an established
intervention, as there is little evidence to support
significant variations to the content and structure of
assessments or interventions.

High

2011 NICE Guidance recommends a stepped-care
model to organise the provision of services and to
help people with common mental health disorders,
their families, carers and healthcare professionals to
choose the most effective interventions.

High

2011 NICE Guidance recommends regarding
identification of mental health disorders, being
alert to possible depression (particularly in people
with a past history of depression, possible somatic
symptoms of depression or a chronic physical
health problem with associated functional
impairment) and considering asking people who
may have depression two questions, specifically: During the last month, have you often been
bothered by feeling down, depressed or hopeless?

High

-During the last month, have you often been
bothered by having little interest or pleasure in
doing things?
If a person answers 'yes' to either of the above
questions consider depression and follow the
recommendations for assessment.
2011 NICE Guidance recommends regarding
identification of mental health disorders, being
alert to possible anxiety disorders (particularly in
people with a past history of an anxiety disorder,
possible somatic symptoms of an anxiety disorder
or in those who have experienced a recent
traumatic event). Consider asking the person about
their feelings of anxiety and their ability to stop or
control worry, using the 2-item Generalized Anxiety
Disorder scale.
If the person scores three or more on the GAD-2
scale, consider an anxiety disorder and follow the
recommendations for assessment.
If the person scores less than three on the GAD-2
scale, but you are still concerned they may have an
anxiety disorder, ask the following: 'Do you find
yourself avoiding places or activities and does this

High

cause you problems?'. If the person answers 'yes' to
this question consider an anxiety disorder and follow
the recommendations for assessment
2011 NICE Guidance recommends regarding
identification of mental health disorders, for people
with significant language or communication
difficulties, for example people with sensory
impairments or a learning disability, consider using
the Distress Thermometer and/or asking a family
member or carer about the person's symptoms to
identify a possible common mental health disorder.
If a significant level of distress is identified, offer
further assessment or seek the advice of a specialist

High

2011 NICE Guidance recommends regarding
assessment of mental health disorders, if
identification questions indicate a possible
common mental health disorder, but the
practitioner is not competent to perform a mental
health assessment, refer the person to an
appropriate healthcare professional. If this
professional is not the person's GP, inform the GP
of the referral.

High

2011 NICE Guidance recommends regarding
assessment of mental health disorders, if
identification questions indicate a possible common
mental health disorder, a practitioner who is
competent to perform a mental health assessment
should review the person's mental state and
associated functional, interpersonal and social
difficulties.

High

2011 NICE Guidance recommends regarding
assessment of mental health disorders, when
assessing a person with a suspected common
mental health disorder, consider using:

High

-a diagnostic or problem identification tool or
algorithm, for example, the Improving Access to
Psychological Therapies (IAPT) screening prompts
tool
-a validated measure relevant to the disorder or
problem being assessed, for example, the 9-item
Patient Health Questionnaire (PHQ-9), the Hospital
Anxiety and Depression Scale (HADS) or the 7-item
Generalized Anxiety Disorder scale (GAD-7) to inform
the assessment and support the evaluation of any
intervention.
2011 NICE Guidance recommends regarding
assessment of mental health disorders, all staff
carrying out the assessment of suspected common
mental health disorders should be competent to

High

perform an assessment of the presenting problem
in line with the service setting in which they work,
and be able to:
-determine the nature, duration and severity of the
presenting disorder
-take into account not only symptom severity but
also the associated functional impairment
-identify appropriate treatment and referral
options in line with relevant NICE guidance.
2011 NICE Guidance recommends regarding

High

assessment of mental health disorders, all staff
carrying out the assessment of common mental
health disorders should be competent in: -relevant
verbal and non-verbal communication skills,
including the ability to elicit problems, the
perception of the problem(s) and their impact,
tailoring information, supporting participation in
decision-making and discussing treatment options
-the use of formal assessment measures and
routine outcome measures in a variety of settings
and environments.
2011 NICE Guidance recommends regarding

High

assessment of mental health disorders, in addition
to assessing symptoms and associated functional
impairment, consider how the following factors
may have affected the development, course and
severity of a person's presenting problem: -a
history of any mental health disorder
-a history of a chronic physical health problem
-any past experience of, and response to,
treatments
-the quality of interpersonal relationships living conditions and social isolation -a
family history of mental illness -a history of
domestic violence or sexual abuse employment and immigration status.
If appropriate, the impact of the presenting
problem on the care of children and young people
should also be assessed, and if necessary local
safeguarding procedures followed.
2011 NICE Guidance recommends regarding
assessment of mental health disorders, when
assessing a person with a suspected common
mental health disorder, be aware of any learning

High

disabilities or acquired cognitive impairments, and if
necessary consider consulting with a relevant
specialist when developing treatment plans and
strategies.
2011 NICE Guidance recommends regarding
assessment of mental health disorders, if the
presentation and history of a common mental
health disorder suggest that it may be mild and
self-limiting (that is, symptoms are improving)
and the disorder is of recent onset, consider
providing psycho-education and active monitoring
before offering or referring for further assessment
or treatment. These approaches may improve less
severe presentations and avoid the need for
further interventions.

High

2011 NICE Guidance recommends regarding
assessment of mental health disorders, always ask
people with a common mental health disorder
directly about suicidal ideation and intent. If there is
a risk of self-harm or suicide:
-assess whether the person has adequate social
support and is aware of sources of help

High

-arrange help appropriate to the level of risk
-advise the person to seek further help if the
situation deteriorates
2011 NICE Guidance recommends regarding
antenatal and postnatal mental health, during
pregnancy or the postnatal period, women requiring
psychological interventions should be seen for
treatment normally within 1 month of initial
assessment, and no longer than 3 months
afterwards. This is because of the lower threshold
for access to psychological interventions during
pregnancy and the postnatal period arising from the
changing risk–benefit ratio for psychotropic
medication at this time.

High

2011 NICE Guidance recommends regarding
antenatal and postnatal mental health, when
considering drug treatments for common mental
health disorders in women who are pregnant,
breastfeeding or planning a pregnancy, consult
'Antenatal and postnatal mental health' for advice on
prescribing.

High

2011 NICE Guidance recommends regarding risk
assessment and monitoring, if a person with a
common mental health disorder presents a high risk
of suicide or potential harm to others, a risk of
significant self-neglect, or severe functional
impairment, assess and manage the immediate
problem first and then refer to specialist services.

High

Where appropriate inform families and carers.

2011 NICE Guidance recommends regarding risk
assessment and monitoring, if a person with a
common mental health disorder presents
considerable and immediate risk to themselves or
others, refer them urgently to the emergency
services or specialist mental health services.

High

2011 NICE Guidance recommends regarding risk
assessment and monitoring, if a person with a
common mental health disorder, in particular
depression, is assessed to be at risk of suicide: take into account toxicity in overdose, if a drug is
prescribed, and potential interaction with other
prescribed medication; if necessary, limit the
amount of drug(s) available

High

-consider increasing the level of support, such as
more frequent direct or telephone contacts
-consider referral to specialist mental health
services
2011 NICE Guidance recommends regarding
identifying correct treatment options, when
discussing treatment options with a person with a
common mental health disorder, consider:

High

-their past experience of the disorder
-their experience of, and response to, previous
treatment
-the trajectory of symptoms
-the diagnosis or problem specification, severity
and duration of the problem
-the extent of any associated functional impairment
arising from the disorder itself or any chronic physical
health problem
-the presence of any social or personal factors
that may have a role in the development or
maintenance of the disorder
-the presence of any comorbid disorders.
2011 NICE Guidance recommends regarding
identifying correct treatment options, when
discussing treatment options with a person with
a common mental health disorder, provide
information about:
-the nature, content and duration of any proposed
intervention
-the acceptability and tolerability of any proposed
intervention

High

-possible interactions with any current
interventions
-the implications for the continuing provision of any
current interventions.
2011 NICE Guidance recommends regarding
identifying correct treatment options, when
making a referral for the treatment of a common
mental health disorder, take account of patient
preference when choosing from a range of
evidence-based treatments.

High

2011 NICE Guidance recommends regarding
identifying correct treatment options, when
offering treatment for a common mental health
disorder or making a referral, follow the steppedcare approach, usually offering or referring for the
least intrusive, most effective intervention first.

High

2011 NICE Guidance recommends regarding
identifying correct treatment options, when a
person presents with symptoms of anxiety and
depression, assess the nature and extent of the
symptoms, and if the person has:

High

-depression that is accompanied by symptoms of
anxiety, the first priority should usually be to treat
the depressive disorder, in line with the NICE
guideline on depression
-an anxiety disorder and comorbid depression or
depressive symptoms, consult the NICE guidelines
for the relevant anxiety disorder and consider
treating the anxiety disorder first
-both anxiety and depressive symptoms, with
no formal diagnosis, that are associated with
functional impairment, discuss with the person
the symptoms to treat first and the choice of
intervention
2011 NICE Guidance recommends regarding
identifying correct treatment options, when a
person presents with a common mental health
disorder and harmful drinking or alcohol
dependence, refer them for treatment of the
alcohol misuse first as this may lead to significant
improvement in depressive or anxiety symptoms.

High

2011 NICE Guidance recommends regarding
identifying correct treatment options, when a
person presents with a common mental health
disorder and a mild learning disability or mild
cognitive impairment:

High

-where possible provide or refer for the same
interventions as for other people with the same

common mental health disorder
-if providing interventions, adjust the method of
delivery or duration of the assessment or
intervention to take account of the disability or
impairment
2011 NICE Guidance recommends regarding
identifying correct treatment options, when a
person presents with a common mental health
disorder and has a moderate to severe learning
disability or a moderate to severe cognitive
impairment, consult a specialist concerning
appropriate referral and treatment options.

High

2011 NICE Guidance recommends regarding
identifying correct treatment options, do not
routinely vary the treatment strategies and referral
practice for common mental health disorders
described in this guideline either by personal
characteristics (for example, sex or ethnicity) or by
depression subtype (for example, atypical
depression or seasonal depression) as there is no
convincing evidence to support such action.

High

2011 NICE Guidance recommends regarding
identifying correct treatment options, if a person with
a common mental health disorder needs social,
educational or vocational support, consider: informing them about self-help groups (but not for
people with PTSD), support groups and other local
and national resources

High

-befriending or a rehabilitation programme for
people with long-standing moderate or severe
disorders
-educational and employment support services
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for people with persistent subthreshold depressive symptoms or mild to
moderate depression, offer or refer for one or
more of the following low-intensity interventions:
-individual facilitated self-help based on the
principles of cognitive behavioural therapy (CBT)
-computerised CBT
-a structured group physical activity programme
-a group-based peer support (self-help) programme
(for those who also have a chronic physical health
problem)
-non-directive counselling delivered at home

High

(listening visits) (for women during pregnancy or
the postnatal period)
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for pregnant women who have
sub-threshold symptoms of depression and/or
anxiety that significantly interfere with personal
and social functioning, consider providing or
referring for:
-individual brief psychological treatment (four to six
sessions), such as interpersonal therapy (IPT) or CBT
for women who have had a previous episode of
depression or anxiety

High

-social support during pregnancy and the postnatal
period for women who have not had a previous
episode of depression or anxiety; such support may
consist of regular informal individual or group-based
support
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, do not offer antidepressants
routinely for people with persistent sub-threshold
depressive symptoms or mild depression, but
consider them for, or refer for an assessment,
people with:
-initial presentation of sub-threshold depressive
symptoms that have been present for a long period
(typically at least 2 years) or

High

-sub-threshold depressive symptoms or mild
depression that persist(s) after other interventions
or
-a past history of moderate or severe depression or
-mild depression that complicates the care of a
physical health problem
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for people with generalised
anxiety disorder that has not improved after
psycho-education and active monitoring, offer or
refer for one of the following low-intensity
interventions:
-individual non-facilitated self-help
-individual facilitated self-help psycho-educational groups

High

2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for people with mild to moderate
panic disorder, offer or refer for one of the
following low-intensity interventions:
-individual non-facilitated self-help

High

-individual facilitated self-help.
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for people with mild to moderate
OCD:
-offer or refer for individual CBT including exposure
and response prevention (ERP) of limited duration
(typically up to 10 hours), which could be provided
using self-help materials or by telephone or

High

-refer for group CBT (including ERP) (note, group
formats may deliver more than 10 hours of
therapy)
2011 NICE Guidance recommends regarding
treatment and referral advice for sub-threshold
symptoms and mild to moderate common mental
health disorders, for people with PTSD, including
those with mild to moderate PTSD, refer for a
formal psychological intervention (trauma-focused
CBT or eye movement desensitisation and
reprocessing [EMDR]).

High

2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with persistent subthreshold depressive symptoms or mild to
moderate depression that has not responded to
a low-intensity intervention, offer or refer for: antidepressant medication or

High

-a psychological intervention (CBT, IPT, behavioural
activation or behavioural couples therapy)
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with an initial presentation of
moderate or severe depression, offer or refer for a

High

psychological intervention (CBT or IPT) in
combination with an antidepressant.
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to moderate
common mental health disorders with inadequate
response to initial interventions, or moderate to
severe common mental health disorders, for people
with moderate to severe depression and a chronic
physical health problem consider referral to
collaborative care if there has been no, or only a
limited, response to psychological or drug
treatment alone or combined in the current or in a
past episode.

High

2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with depression who decline
an antidepressant, CBT, IPT, behavioural
activation and behavioural couples therapy,
consider providing or referring for:
-counselling for people with persistent subthreshold depressive symptoms or mild to
moderate depression

High

-short-term psychodynamic psychotherapy for
people with mild to moderate depression.
Discuss with the person the uncertainty of the
effectiveness of counselling and psychodynamic
psychotherapy in treating depression.
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with generalised anxiety
disorder who have marked functional impairment
or have not responded to a low-intensity
intervention, offer or refer for one of the
following: -CBT or

High

-applied relaxation or
-if the person prefers, drug treatment.
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with

High

inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with moderate to severe
panic disorder (with or without agoraphobia),
consider referral for:
-CBT or
-an antidepressant if the disorder is long-standing
or the person has not benefitted from or has
declined psychological interventions.
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with OCD and moderate or
severe functional impairment, and in particular
where there is significant comorbidity with other
common mental health disorders, offer or refer for:
-CBT (including ERP) or antidepressant medication
for moderate impairment

High

-CBT (including ERP) combined with antidepressant
medication and case management for severe
impairment.
Offer home-based treatment where the person is
unable or reluctant to attend a clinic or has specific
problems (for example, hoarding).
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with long-standing OCD or
with symptoms that are severely disabling and
restrict their life, consider referral to a specialist
mental health service.

High

2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to moderate
common mental health disorders with inadequate
response to initial interventions, or moderate to
severe common mental health disorders, for people
with OCD who have not benefitted from two
courses of CBT (including ERP) combined with
antidepressant medication, refer to a service with
specialist expertise in OCD.

High

2011 NICE Guidance recommends regarding
treatment and referral advice for persistent sub-

High

threshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with PTSD, offer or refer for a
psychological intervention (trauma-focused CBT or
EMDR). Do not delay the intervention or referral,
particularly for people with severe and escalating
symptoms in the first month after the traumatic
event.
2011 NICE Guidance recommends regarding
treatment and referral advice for persistent subthreshold depressive symptoms or mild to
moderate common mental health disorders with
inadequate response to initial interventions, or
moderate to severe common mental health
disorders, for people with PTSD, offer or refer for
drug treatment only if a person declines an offer
of a psychological intervention or expresses a
preference for drug treatment.

High

2011 NICE Guidance recommends regarding
treatment and referral advice to help prevent
relapse, for people with a common mental health
disorder who are at significant risk of relapse or
have a history of recurrent problems, discuss with
the person the treatments that might reduce the
risk of recurrence. The choice of treatment or
referral for treatment should be informed by the
response to previous treatment, including residual
symptoms, the consequences of relapse, any
discontinuation symptoms when stopping
medication, and the person's preference.

High

2011 NICE Guidance recommends regarding
treatment and referral advice to help prevent
relapse, for people with a previous history of
depression who are currently well and who are
considered at risk of relapse despite taking
antidepressant medication, or those who are
unable to continue or choose not to continue
antidepressant medication, offer or refer for one
of the following:

High

-individual CBT
-mindfulness-based cognitive therapy (for those
who have had three or more episodes)
2011 NICE Guidance recommends regarding
treatment and referral advice to help prevent
relapse, for people who have had previous
treatment for depression but continue to have
residual depressive symptoms, offer or refer for

High

one of the following:
-individual CBT
-mindfulness-based cognitive therapy (for those
who have had three or more episodes)
2011 NICE Guidance recommends regarding
developing local care pathways, local care
pathways should be developed to promote
implementation of key principles of good care.
Pathways should be:
-negotiable, workable and understandable for people
with common mental health disorders, their families
and carers, and professionals

High

-accessible and acceptable to all people in need of
the services served by the pathway
-responsive to the needs of people with common
mental health disorders and their families and
carers
-integrated so that there are no barriers to
movement between different levels of the pathway
-outcomes focused (including measures of quality,
service-user experience and harm).
2011 NICE Guidance recommends regarding
developing local care pathways, responsibility for
the development, management and evaluation of
local care pathways should lie with a designated
leadership team, which should include primary and
secondary care clinicians, managers and
commissioners. The leadership team should have
particular responsibility for:
-developing clear policy and protocols for the
operation of the pathway
-providing training and support on the operation of
the pathway
-auditing and reviewing the performance of the
pathway.

High

2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design local
care pathways that promote a stepped-care model
of service delivery that:
-provides the least intrusive, most effective
intervention first

High

-has clear and explicit criteria for the thresholds
determining access to and movement between the
different levels of the pathway
-does not use single criteria such as symptom

severity to determine movement between steps monitors progress and outcomes to ensure the most
effective interventions are delivered and the person
moves to a higher step if needed.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design
local care pathways that promote a range of
evidence-based interventions at each step in the
pathway and support people with common mental
health disorders in their choice of interventions.
2011 NICE Guidance recommends regarding
developing local care pathways, all staff should
ensure effective engagement with families and
carers, where appropriate, to:

High

High

-inform and improve the care of the person with a
common mental health disorder
-meet the identified needs of the families and
carers.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design
local care pathways that promote the active
engagement of all populations served by the
pathway. Pathways should:
-offer prompt assessments and interventions that
are appropriately adapted to the cultural, gender,
age and communication needs of people with
common mental health disorders

High

-keep to a minimum the number of assessments
needed to access interventions.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design local
care pathways that respond promptly and
effectively to the changing needs of all populations
served by the pathways. Pathways should have in
place:
-clear and agreed goals for the services offered to a
person with a common mental health disorder
-robust and effective means for measuring and
evaluating the outcomes associated with the
agreed goals
-clear and agreed mechanisms for responding
promptly to identified changes to the person's

High

needs.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design local
care pathways that provide an integrated
programme of care across both primary and
secondary care services. Pathways should:

High

-minimise the need for transition between different
services or providers
-allow services to be built around the pathway and
not the pathway around the services
-establish clear links (including access and entry
points) to other care pathways (including those for
physical healthcare needs)
-have designated staff who are responsible for the
coordination of people's engagement with the
pathway.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to ensure
effective communication about the functioning of
the local care pathway. There should be protocols
for:
-sharing and communicating information with
people with common mental health disorders, and
where appropriate families and carers, about their
care

High

-sharing and communicating information about the
care of service users with other professionals
(including GPs)
-communicating information between the services
provided within the pathway
-communicating information to services outside the
pathway.
2011 NICE Guidance recommends regarding
developing local care pathways, primary and
secondary care clinicians, managers and
commissioners should work together to design local
care pathways that have robust systems for
outcome measurement in place, which should be
used to inform all involved in a pathway about its
effectiveness. This should include providing:
-individual routine outcome measurement systems effective electronic systems for the routine reporting
and aggregation of outcome measures -effective
systems for the audit and review of the overall
clinical and cost-effectiveness of the

High

pathway.
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ID
Citation

A2
Br J Psychiatry. 2010 Nov;197(5):350-6. doi: 10.1192/bjp.bp.109.074526.Early
intervention services, cognitive-behavioural therapy and family intervention in
early psychosis: systematic review. Bird V, Premkumar P, Kendall T, Whittington
C, Mitchell J, Kuipers E.
http://www.ncbi.nlm.nih.gov/pubmed/21037211
Systematic review
November 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)
Strength of Moderate
There is evidence that for people with early
evidence
psychosis, early intervention services appear to
have clinically important benefits over standard
care.
Early intervention services reduced hospital
admission, relapse rates and symptom severity,
and improved access to and engagement with
treatment.
Moderate
There is evidence that for people with early
psychosis, including CBT and family intervention
within early intervention services may contribute
to improved outcomes in this critical period. Used
alone, family intervention reduced relapse and
hospital admission rates, whereas CBT reduced
the severity of symptoms with little impact on
relapse or hospital admission.
Systematic review and meta-analysis of randomised controlled trials of early
intervention services, CBT and family intervention for people with early psychosis.
4 early intervention studies, 4 CBT studies, 3 family intervention studies.
A3

Type of
evidence
Quality of

Cochrane Database Syst Rev. 2007 Jan 24;(1):CD004854.Interventions for helping
people recognise early signs of recurrence in bipolar disorder. Morriss RK, Faizal MA, Jones
AP, Williamson PR, Bolton C, McCarthy JP.
http://www.ncbi.nlm.nih.gov/pubmed/17253526
Systematic review
Publication January 2007
Date
1++ (high quality MA; or SR of RCTs; or RCT with
Region
International - all

study

very low bias risk)

Web link

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that mental health services
should consider routinely providing EWS (early
warning symptoms and signs) interventions to
adults with bipolar disorder, as they appear to
reduce hospitalisation and therefore may be costeffective.

Strength of
evidence

Moderate

This review shows a beneficial effect of EWS in
time to recurrence, percentage of people
hospitalised and functioning in people with
bipolar disorder.
Other
comments

Eleven RCTs were identified, but only six provided primary outcome data. All
six RCTs were of high quality.
The absence of data on the primary outcome measure in so many included
studies is a source of concern and a potential source of bias.
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Am J Addict. 2012 Mar-Apr;21(2):97-103. doi: 10.1111/j.15210391.2011.00198.x.Implications of epidemiological data for identifying persons with
substance use and other mental disorders. Rosenthal RN, Nunes EV, Le Fauve CE.
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evidence

http://www.ncbi.nlm.nih.gov/pubmed/22332851
Systematic review

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)

Evidence
statements
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outcomes)

There is evidence to suggest that clinicians should
have increased expectation that a patient with a
substance use disorder (SUD) has a co-occurring
mental disorder if the SUD is relatively severe, if
the patient began using substances (including
tobacco) at an early age, is female, is dependent
on nicotine, or has a drug use disorder.
There is evidence that patients identified as having
at least one substance use disorder ( SUD) and one
co-occurring mental disorder should be assessed to
identify other likely co-occurring substance use and
other mental disorders (CODs), because disorders
are not normally distributed and tend to cluster in
relatively few individuals.
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April 2012

Strength of
evidence

N/A

North America

N/A

To determine the best evidence available for clinical identification of COD, the authors
used standard National Library of Medicine key search terms to identify the research
base. Only studies published in peer-reviewed journals from 1980 to August 2009 in
English, were included in the review.
Authors refined initial search results for this report to identify reports based on highquality (Type I), large sample North American epidemiological surveys that used
validated clinical decision rules.
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A5
Int J Ment Health Nurs. 2009 Aug;18(4):239-49. doi: 10.1111/j.14470349.2009.00613.x.Cochrane Reviews of non-medication-based psychotherapeutic and
other interventions for schizophrenia, psychosis, and bipolar disorder: A systematic
literature review .Jung XT, Newton R.
http://www.ncbi.nlm.nih.gov/pubmed/19594644
Review (non-systematic)
August 2009
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
There is evidence of strong support for the
Strength of
High
evidence
following intervention meriting application:
Topic: Assertive community treatment for people
with severe mental disorders.
Intervention: ACT is a multidisciplinary team-based
approach and provides all psychiatric and social care
for the patient.
Findings: Patients more likely to stay in contact
with services, Reduce hospital re-admissions,
Reduce the number of days spent in hospital,
Improved social outcomes in the areas of
accommodation, employment, and patient
satisfaction, Reduce costs.
There is evidence of strong support for the
following intervention meriting application:

High

Topic: Crisis intervention for people with severe
mental illnesses
Intervention: Usually involves a multidisciplinary
team that is available 24 h a day, 7 days a week.
Used for patients with a severe mental illness
whose illness has exacerbated to a crisis situation.
The team promptly provides intense treatment
and management of illness in the community
Mobile crisis teams, crisis assessment teams, and
crisis day treatment centres are examples of crisis
intervention models.
Findings: Form of management for patients and
their families by reducing the onus placed on the
carers, Found to be a cost-effective treatment,
Increased patient/relative satisfaction of service,
May help in reducing the number of hospital readmissions.
There is evidence of strong support for the
following intervention meriting application:
Topic: Music therapy for schizophrenia or
schizophrenia-like illnesses
Intervention: Music therapy is a stepped process by
which musical experiences are used to develop

High

relationships and tackle stressors that have not
been able to be addressed for patients in other
ways
Findings: Music therapy was found to be effective
for global state when compared to standard care.
Other benefits included: Improved mental state
and social functioning, Reduction of negative
symptoms i.e. blunting, flatten affect, inadequate
social relationships, loss of interest, and driving
force.
NB: All results are dependent on number of music
therapy sessions
There is evidence of strong support for the
following intervention meriting application:

High

Topic: Psycho-education for schizophrenia
Intervention: Psycho-education is a process by
which knowledge is imparted from one person or
group to another person or group. Learning is
implied through changes in a person’s acts,
attitudes, or behaviour. There are different forms
of education; these include the imparting of
knowledge one on one, small groups, and the use
of printed material, including DVDs and CDs.
Findings indicated: Improved medication
compliance, Decreased relapses, Decreased
hospital re-admissions, Positive effect on
general well-being
Ineffective for: Levels of insight, Attitudes regarding
medication, Patient/relative satisfaction with
services.
There is evidence of moderate support for the
following intervention warranting consideration of
application:
Topic: Cognitive behaviour therapy for
schizophrenia
Intervention: Cognitive behavioural therapy looks at
the associations made between a person’s mindset
and their thoughts, which influence the way they
behave.
Effective in: Decreasing risk associated with
hospital stays, Improved mental state in the short
term
Ineffective in: Reducing relapse or hospital readmission

Moderate

There is evidence of moderate support for the
following intervention warranting consideration of
application:

Moderate

Topic: Family intervention for schizophrenia
Intervention: Involves the use of education,

assistance, and other strategies that reduce the
amount of expressed emotion within family units May
be effective in the following areas: Decreasing the
number of relapses, Reducing hospital admissions,
Improving compliance with medication, Improving
general social deficits, Reducing levels of highly
expressed emotion.
There is evidence of moderate support for the
following intervention warranting consideration of
application:

Moderate

Topic: Interventions for helping people recognize
early signs of recurrence in bipolar disorder
Intervention:
Bipolar disorder is characterized by episodes of either
mania or depression. Early warning signs or
‘prodromal’ symptoms are used to detect a full
reoccurrence with a lead time of up to 2–4 weeks.
This study looks at self-help treatments and
psychological treatments that are used to teach
patients to recognize these early warning signs, and
therefore, better manage their illness
Showed that there was a positive effect: Increasing
the time of reoccurrence between each episode. This
in turn has secondary benefits of reducing
hospitalizations and reducing costs
There is evidence of moderate support for the
following intervention warranting consideration of
application:

Moderate

Topic: Prompts to encourage appointment
attendance for people with serious mental illness
Intervention: Involves the use of text-based,
electronic, telephone, personal visit, or
financial/reward prompts
Findings: Telephone prompt 1–2 days prior to
appointment: no difference was found .
Text-based prompts few days prior to appointment
was proven to be effective.
Standard letter prompt: no difference was found.
Letter ‘orientation statement’ explaining ‘the working
of the clinic’ sent 24 h before was found to be
effective.
There is evidence of moderate support for the
following intervention warranting consideration of
application:
Topic: Token economy for schizophrenia

Moderate

Intervention: This is a behavioural therapy
technique. Patients are rewarded with tokens for
changed predefined behaviours. The patients can
then exchange these tokens for items of value
May be effective on: Negative symptoms, Change in
mental state.
Other
comments

Identified a total of 28 interventions from a systematic search and review of the
Cochrane Reviews for either schizophrenia, psychosis, schizoaffective, or bipolar
disorder.
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BMJ. 2012 Apr 5;344:e2233. doi: 10.1136/bmj.e2233.Early detection and intervention
evaluation for people at risk of psychosis: multisite randomised controlled trial. Morrison
AP, French P, Stewart SL, Birchwood M, Fowler D, Gumley AI, Jones PB, Bentall RP,
Lewis SW, Murray GK, Patterson P, Brunet K, Conroy J, Parker S, Reilly T, Byrne R,
Davies LM, Dunn G.
http://www.ncbi.nlm.nih.gov/pubmed/22491790
Randomised controlled trial
April 2012
Publication
Date
Region
UK
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Moderate
Strength of
There is evidence that cognitive therapy plus
monitoring did not significantly reduce transition to evidence
psychosis or symptom related distress but reduced
the severity of psychotic symptoms in young
people at high risk. Most participants in both
groups improved over time.

Other
comments

288 participants aged 14-35 years (mean 20.74, SD 4.34 years) at high risk of psychosis:
144 were assigned to cognitive therapy plus monitoring of mental state and 144 to
monitoring of mental state only. Participants were followed-up for a minimum of 12 months
and a maximum of 24 months.
Diverse services at five UK sites.
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Prim Care. 2012 Jun;39(2):415-31. doi: 10.1016/j.pop.2012.03.010.Strategies to improve the
management of depression in primary care. Unützer J, Park M.
http://www.ncbi.nlm.nih.gov/pubmed/22608874
June 2012
Review (non-systematic)
Publication
Date
North America
Region
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
With regards to the management of depression in
primary care, there is evidence that programs in which
primary care providers and mental health specialists
collaborate effectively using principles of
measurement-based stepped care and treatment to
target can substantially improve patients' health

Strength of
evidence

Moderate

outcomes)

and functioning while reducing overall health care
costs.

Other
comments
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A8
Health Promot Int. 2011 Dec;26 Suppl 1:i85-107. doi:
10.1093/heapro/dar074.Psychosocial interventions for the promotion of mental health
and the prevention of depression among older adults. Forsman AK, Nordmyr J,
Wahlbeck K.
http://www.ncbi.nlm.nih.gov/pubmed/22079938
Meta analysis
December 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Moderate
Strength of
There is evidence that psychosocial interventions
evidence
for older adults had a positive effect on quality of
life and positive mental health. The pooled
interventions also had a statistically significant
effect on reduction in depressive symptoms.
There is evidence that social activities interventions
for older adults significantly improved positive
mental health, life satisfaction and quality of life
and reduced depressive symptoms.

Moderate

There is evidence that duration of interventions for
older adults is of importance, since interventions
lasting for >3 months exhibited more positive effects
compared with shorter interventions.

Moderate

Moderate
There is evidence that meaningful social activities,
tailored to the older individual's abilities and
preferences should be considered in aiming to
improve mental health among older people.
A systematic review of prospective controlled trials was conducted including 69 studies.
Only studies with a controlled design (randomized controlled or non-randomized
controlled trials) were considered for the systematic review.
The studies were divided into physical exercise, skill training, reminiscence, social
activities, group support and multicomponent interventions.
Data from 44 trials contributed to a meta-analysis of effectiveness.
17 of the trials were implemented in Europe and the 52 remaining trials were nonEuropean, the majority being studies from the USA.

ID
Citation

A9

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22079935
Systematic review

Type of
evidence

Health Promot Int. 2011 Dec;26 Suppl 1:i29-69. doi: 10.1093/heapro/dar075.Mental
health promotion and problem prevention in schools: what does the evidence say?
Weare K, Nind M.

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)

Evidence

There is evidence regarding mental health

Publication
Date
Region

Strength of

December 2011
International western style
countries
Moderate

statements promotion and problem prevention in schools that
(note
characteristics of more effective interventions
population, included: teaching skills, focusing on positive
interventio mental health; balancing universal and targeted
n and
approaches; starting early with the youngest
outcomes) children and continuing with older ones; operating
for a lengthy period of time and embedding work
within a multi-modal/whole-school approach
which included such features as changes to the
curriculum including teaching skills and linking
with academic learning, improving school ethos,
teacher education, liaison with parents, parenting
education, community involvement and
coordinated work with outside agencies.
There is evidence regarding mental health
promotion and problem prevention in schools that
interventions were only effective if they were
completely and accurately implemented: this
applied particularly to whole-school interventions
which could be ineffective if not implemented with
clarity, intensity and fidelity.
Other
comments

evidence

Moderate

A systematic search of the literature uncovered 52 systematic reviews and metaanalyses of mental health in schools.
Just over half (27) of the reviews were carried out by researchers based in the USA, the
rest were from the UK (13), the Netherlands (3) Germany (2), Canada (2), Australia (2),
New Zealand (1), Norway (1) and the Netherlands and Belgium combined (1).
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A10
Gen Hosp Psychiatry. 2011 Jan-Feb;33(1):29-36. doi:
10.1016/j.genhosppsych.2010.10.002. Epub 2010 Nov 13.Efficacy of peer support
interventions for depression: a meta-analysis. Pfeiffer PN, Heisler M, Piette JD, Rogers
MA, Valenstein M.
http://www.ncbi.nlm.nih.gov/pubmed/21353125
Meta analysis
February 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)
There is evidence that peer support interventions
Strength of Moderate
evidence
help reduce symptoms of depression.
Additional studies are needed to determine
effectiveness in primary care and other settings
with limited mental health resources.
There is evidence from seven RCTs of peer support
vs. usual care for depression involving 869
participants that peer support interventions were
superior to usual care in reducing depressive
symptoms.

Moderate

Moderate
There is evidence from seven RCTs with 301
total participants compared peer support to
group cognitive behavioural therapy (CBT) for
depression that there were no statistically
significant difference between group CBT and
peer interventions.
10 studies were determined to meet the criteria for inclusion in the review. Seven
studies compared a peer support intervention to usual care, seven compared peer
support to psychotherapy and four studies contained both comparison conditions.
Two of the three primary quality measures as described by Jadad were
satisfied by all studies.
Seven RCTs of peer support vs. usual care for depression involving 869 participants were
identified. Seven RCTs with 301 total participants compared peer support to group
cognitive behavioural therapy (CBT).
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Citation
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Other
comments

Ann Intern Med. 2009 Dec 1;151(11):793-803. doi: 10.1059/0003-4819-151-11200912010-00007.Screening for depression in adult patients in primary care settings: a
systematic evidence review. O'Connor EA, Whitlock EP, Beil TL, Gaynes BN.
http://www.ncbi.nlm.nih.gov/pubmed/19949145
December 2009
Systematic review
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)
Strength of Moderate
There is evidence to indicate that primary care
evidence
depression screening and care management
programs with staff assistance, such as case
management or mental health specialist
involvement, can increase depression response
and remission.
There is evidence from nine fair- or goodquality trials
that depression screening programs without
substantial staff-assisted depression care supports
are unlikely to improve depression outcomes.

Moderate

There is evidence that close monitoring of all adult
patients who initiate antidepressant treatment,
particularly those younger than 30 years, is
important both for safety and to ensure optimal
treatment.

Moderate

There is evidence from seven regulatory reviews or
meta-analyses and 3 large cohort studies to
indicate no increased risk for completed suicide
deaths with antidepressant treatment. Risk for
suicidal behaviours was increased in young adults
(aged 18 to 29 years) who received
antidepressants, particularly those who received
paroxetine, but was reduced in older adults.

Moderate

Fair- to good-quality randomized clinical trials or controlled clinical trials; systematic
reviews; meta-analyses; and large observational studies of serious adverse events
and early discontinuation due to adverse effects. All studies were published in English.

6.2

Sub-topic: Interventions to promote community based mental health
services and support (all ages)

Search record
6.2.1

14 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the most
recent.
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B1
Cochrane schizophrenia group. 2010 April. Prompts to encourage appointment
attendance for people with serious mental illness. Sawsan Reda, Matthew Rowett,
Samer Makhoul
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD002085/abstract
Systematic review
April 2010
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with
International very low bias risk)
western style
countries
Strength of
Moderate
There is evidence favouring the orientation
evidence
statement approach rather than the simple letter
prompting attendance to encourage appointment
attendance for people with serious mental illness,
however results did not reach conventional levels of
statistical significance.
When prompts were considered regardless of their
type, the results were of greater significance and
suggested an effect to increase the rate of
attendance.
Only four relevant trials were identified (total n=789) 3 in USA, 1 in UK.
No trial met the original inclusion criteria of focusing only on “anyone having been
diagnosed with, or suspected of, a serious mental illness such as schizophrenia or
schizophrenia-like illnesses, diagnosed by any criteria .The inclusion of studies where all
participants were due to attend their first appointments at community mental health centres
and general adult clinics allows some speculation on how prompting may affect attendance
of seriously mentally ill people.

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population
,
interventio
n and
outcomes)

B2
Health (London). 2012 Jan;16(1):76-104. doi: 10.1177/1363459311403945. Epub 2011
Apr 12.Access to mental health in primary care: a qualitative meta-synthesis of evidence
from the experience of people from 'hard to reach' groups .Lamb J, Bower P, Rogers A,
Dowrick C, Gask L.
http://www.ncbi.nlm.nih.gov/pubmed/21486918
Meta analysis
Publication January 2012
Date
1- (MA, SR, or RCTs with a high risk of bias)
Region
Europe
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Strength of
evidence

Moderate

The person providing the intervention has to
achieve a comprehensive understanding of how the
service user/patient views themselves in relation to
their world and their presenting problems in order
to engage them effectively in care.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

The focus of treatment needs to be much broader
than the individual, with an emphasis on reengagement with the wider social world and its
inherent and often complex problems.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

Self-help may be counter-productive in some
groups as a focus on further investment within the
narrow perspective of the primary role (which may
be inherently dysfunctional e.g. being an ‘anorexic’)
may be unhelpful as it further isolates the person
from reintegrating with the world.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

People require interventions which can offer
opportunities to fulfil new roles which build on
their existing strengths and help to increase
confidence.
There is evidence informing the following practical
recommendation for the design of interventions to

Moderate

improve access to effective treatment for common
mental health conditions in vulnerable groups:
The challenge of treatment is to address unrealistic
expectations sometimes brought about through a
person’s engagement with multiple value systems
but not pose a threat to a person’s standing,
position and safety within their community.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

Depending on the nature of the problem in
question cultural/gender matching may or may
not be the most appropriate option for
presentation with mental health problems.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

The traditional ongoing GP relationship was
reportedly valued however the ability to make
informed choices and a diversity of available
gatekeepers is paramount to increasing access for
these groups.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

Respect for and interest in culture (wanting to find
out rather than knowing) appears to be more
important than understanding – although some
service users considered this to be important.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:

Moderate

Pressure to consult in family pairs/units and the
use of family translators limit opportunities for
effective mental health treatment in orthodox
settings such as the general practice consultation.
There is evidence informing the following practical
recommendation for the design of interventions to
improve access to effective treatment for common
mental health conditions in vulnerable groups:
Identity may be addressed through work on the
self-narrative, through reframing past experience
or by addressing attribution styles through
cognitive behavioural approaches to therapy.

Moderate

Other
comments

Carried out a systematic search for qualitative articles focusing on the experiences
of eight exemplar groups with exceptional problems in access (the homeless, longterm unemployed, adolescents with eating disorders, depressed elderly people,
advanced cancer sufferers, patients with medically unexplained symptoms, asylum
seekers and people from black and minority ethnic groups).
Twenty articles representing these groups were selected, findings were then
developed using qualitative meta-synthesis.
Setting:18 UK, 1 Finland, 1 Geneva
The qualitative synthesis is only one possible reading of the issues. Looking for
commonalities across a wide range of groups, often with quite different problems,
inevitably fails to explore fully the complex difficulties experienced within each group.

ID

B3

Citation

Soc Psychiatry Psychiatr Epidemiol. 2009 Jul;44(7):532-40. doi: 10.1007/s00127-0080472-4. Epub 2008 Nov 27.Successful engagement: a mixed methods study of the
approaches of assertive community treatment and community mental health teams in the
REACT trial. Killaspy H, Johnson S, Pierce B, Bebbington P, Pilling S, Nolan F, King M.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/19039510

Type of
evidence

Observational study without control
(neither controlled nor randomised)

Quality of
study

2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
There is evidence to assist in understanding why
the assertive community treatment (ACT)
approach is more acceptable to clients deemed by
community mental health teams (CMHTs) as
"hard to engage".
There is evidence that two aspects of assertive
community treatment (ACT) appeared important
for engagement: small case loads and the team
approach. Successful client engagement appeared
to be associated with greater staff satisfaction.

Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

ID

group

Publication
Date

July 2009

Region

London

Strength of
evidence

Moderate

Moderate

Key elements of assertive community treatment
(ACT) that facilitate client engagement may not
be easily replicated within community mental
health teams (CMHTs) due to their larger, varied
caseloads.
The only randomised trial of assertive community treatment (ACT) carried out in
England (the "REACT" study: randomised evaluation of assertive community treatment
in North London) found no clinically significant advantage over usual care from
community mental health teams (CMHTs). However, ACT clients were more satisfied
and better engaged with services. To understand these findings better, this study
investigated the content of care and interventions offered to study participants.
Quantitative data were collected to compare team structures and processes. Qualitative
interviews with care co-ordinators of 40 of the 251 REACT study participants (20 ACT,
20 CMHT clients) were carried out and thematic analysis was used to explore
differences in the approaches of the two types of team.

B4

Citation

Cochrane Database Syst Rev. 2010 Oct 6;(10):CD007906. doi:
10.1002/14651858.CD007906.pub2.Intensive case management for severe mental
illness. Dieterich M, Irving CB, Park B, Marshall M.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/20927766
Systematic review

Type of
evidence
Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that intensive case management
was found effective in ameliorating many
outcomes relevant to people with severe mental
illnesses.

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
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interventio
n and
outcomes)

Publication
Date
Region

Strength of
evidence

October 2010
International western style
countries
High

There is evidence that compared to standard care,
intensive case management was shown to reduce
hospitalisation and increase retention in care. It also
globally improved social functioning, although
intensive case managements effect on mental state
and quality of life remains unclear.

High

There is evidence that intensive case management is
of value at least to people with severe mental
illnesses who are in the sub-group of those with a
high level of hospitalisation (about 4 days/month in
past 2 years) and the intervention should be
performed close to the original model.

High

Low
There is no clear evidence as to what gain intensive
case management provides on top of a less formal
non- intensive case management approach.
Included 38 trials (7328 participants) in this review. The trials provided data for two
comparisons: 1. ICM versus standard care, 2. ICM versus non-ICM.
No study was carried out in a low-income country, as all the included studies were from
Europe or USA.
B5
Cochrane Database Syst Rev. 2012 May 16;5:CD001087. doi:
10.1002/14651858.CD001087.pub4.Crisis intervention for people with severe mental
illnesses. Murphy S, Irving CB, Adams CE, Driver R.
http://www.ncbi.nlm.nih.gov/pubmed/22592673
Systematic review
May 2012
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with
International very low bias risk)
western style
countries
There is evidence that care based on crisis
Moderate
Strength of
intervention principles, with or without an ongoing
evidence
home care package, appears to be a viable and
acceptable way of treating people with serious mental
illnesses.
If this approach is to be widely implemented it
would seem that more evaluative studies are still
needed.

There is evidence that crisis intervention appears to
reduce repeat admissions to hospital after the
initial 'index' crises investigated in the included
studies, this was particularly so for mobile crisis
teams supporting patients in their own homes.

Moderate

There is evidence that crisis intervention reduces
family burden, is a more satisfactory form of care
for both patients and families and at three months
after crisis, mental state is superior to standard
care.
Found no differences in death outcomes.

Moderate

There is evidence that some studies found crisis
interventions to be more cost effective than
hospital care but all numerical data were either
skewed or unusable.

Low

Other
comments

A particularly difficult challenge for community treatment of people with serious mental
illnesses is the delivery of an acceptable level of care during the acute phases of severe
mental illness. Crisis intervention models of care were developed as a possible solution.
Three new studies found since the last review in 2006 to add to the five studies already
included in this review.
The trials were based in Australia, Canada, the USA and the UK.
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B6
Cochrane Database Syst Rev. 2007 Jul 18;(3):CD000270.Community mental health
teams (CMHTs) for people with severe mental illnesses and disordered personality. Malone
D, Newron-Howes G, Simmonds S, Marriot S, Tyrer P.
http://www.ncbi.nlm.nih.gov/pubmed/17636625
Systematic review
Publication July 2007
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
Strength of Moderate
There is evidence that community mental health
evidence
team management is not inferior to non-team
standard care in any important respects and is
superior in promoting greater acceptance of
treatment. It may also be superior in reducing
hospital admission and avoiding death by suicide.

Other
comments

All studies were undertaken in the UK in community settings.
The evidence for community mental health team (CMHT) based care is insubstantial
considering the massive impact the drive toward community care has on patients,
carers, clinicians and the community at large.
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Web link
Type of
evidence

The Cochrane Library. 2012 October. Collaborative care for depression and anxiety
problems. Janine Archer, Peter Bower, Simon Gilbody, Karina Lovell, David Richards,
Linda Gask, Chris Dickens, Peter Coventry
Click here to enter text.
Systematic review
October 2012
Publication
Date

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Region

International - all

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that collaborative care is
associated with significant improvement in
depression and anxiety outcomes compared with
usual care, and represents a useful addition to
clinical pathways for adult patients with depression
and anxiety.

Strength of
evidence

High

Other
comments

Included seventy-nine RCTs (including 90 relevant comparisons) involving
24,308 participants in the review.
Trial participants could be identified in a variety of healthcare settings (excluding
in-patient/specialist mental health), but the intervention had to be predominantly
delivered in primary care or community settings.
Sixty-eight comparisons (76%) were conducted in the US; 10 (11%) in the UK; five
(6%) in other European countries (Germany, The Netherlands); and seven (8%) from
other countries (Canada, Chile, India, Puerto Rico).
Studies varied in terms of risk of bias: In sixty-three (70%) comparisons random
sequence generation was described adequately and we rated these as ‘low risk’ of bias.
In twenty-five (28%) comparisons the description of how the sequence was generated
was either missing or there was insufficient information available to make an
assessment and we rated these as ‘unclear risk’ of bias.

ID
Citation

B8
Cochrane Database Syst Rev. 2011 Feb 16;(2):CD004408. doi:
10.1002/14651858.CD004408.pub3.Compulsory community and involuntary outpatient
treatment for people with severe mental disorders. Kisely SR, Campbell LA, Preston NJ.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/21328267
Systematic review

Type of
evidence
Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that compulsory community
treatment results in no significant difference
in service use, social functioning or quality of
life compared with standard care.

Other
comments

ID
Citation

Publication
Date
Region

February 2011

Strength of
evidence

Moderate

North America

Moderate
There is evidence that people receiving compulsory
community treatment were, less likely to be
victims of violent or non-violent crime. It is unclear
whether this benefit is due to the intensity of
treatment or its compulsory nature.
Identified two randomised clinical trials (total n = 416) of court-ordered
'Outpatient Commitment' (OPC) from the USA.

B9
Adm Policy Ment Health. 2012 Sep;39(5):353-64. doi: 10.1007/s10488-011-03579.Evidence-based practice implementation in community mental health settings: the
relative importance of key domains of implementation activity. Torrey WC, Bond GR,
McHugo GJ, Swain K.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/21574016
Choose an item

Quality of
study

Choose an item

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that implementation success was
correlated with active leadership strategically
devoted to redesigning the flow of work and
reinforcing implementation through measurement
and feedback.

Other
comments

Relative attention to workforce development was
negatively correlated with implementation.

Publication
Date
Region

September 2012

Strength of
evidence

N/A

Choose an item

N/A

N/A
Active leaders should focus on redesigning the
flow of work to support the implementation
and on reinforcing program improvements.
This study used counts of coded qualitative data that was collected in a standardized
fashion at 53 implementations to map out implementation activities over time. This
paper displays the pattern of implementation activities across five different practices
and ties these practices to qualitative measurement of implementation success. The
results describe the natural history of EBP implementation and offer implementers
guidance about how to deploy their efforts.
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B10
J Psychiatr Ment Health Nurs. 2005 Dec;12(6):648-60.A review of the literature
considering the role of mental health nurses in assertive outreach. McAdam M, Wright
N.
http://www.ncbi.nlm.nih.gov/pubmed/16336589
Review (non-systematic)
December 2005
Publication
Date
Region
International 2++ (High quality SR of non-RCT studies; or high
western style
quality non-RCT studies with a very low bias risk
countries
and high probability of a causal relationship)
Moderate
Strength of
There is evidence that multidisciplinary working
within assertive outreach services allows for some
evidence
ethical dilemmas to be resolved.
Regarding assertive outreach, there is evidence that
the competing demands placed on nurses, including
risk assessment verses engagement, may lead to
high stress levels and burnout.

Moderate

Evidence highlights that without experienced and
knowledgeable staff the provision of an assertive
outreach model is in jeopardy.

Moderate

Moderate
There is evidence that the Government and
service providers need to ensure that practitioners
within assertive outreach services receive
sufficient training, managerial and clinical
supervision, in order to do the best for a very
challenging and chaotic client group.
A full systematic review of the literature was not conducted, the authors wished to
approach the literature search in a rigorous way.
A review of the literature considering the role of mental health nurses in assertive
outreach Assertive outreach teams are a central component of the UK government
vision for Mental Health. The general aim of such services is to engage with clients
who for one reason or another lose contact with traditional services and require a
more flexible approach to care
A comprehensive review of the literature was carried out via computer search engines,
an Internet search and a hand search of pertinent references. Two screens were applied
to the literature to make sure only the highest quality information was evaluated. Three
key themes were identified as being important for mental health nurses working in
assertive outreach services: clinical knowledge and skills, successful outcomes for
assertive outreach services and personal attributes of practitioners.
Study article: UK, Australia and US
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B11
Collaborative care to improve the management of depressive disorders: a community
guide systematic review and meta-analysis. Thota AB, Sipe TA, Byard GJ, Zometa CS,
Hahn RA, McKnight-Eily LR, Chapman DP, Abraido-Lanza AF, Pearson JL, Anderson CW,
Gelenberg AJ, Hennessy KD, Duffy FF, Vernon-Smiley ME, Nease DE Jr, Williams SP;
Community Preventive Services Task Force.
http://www.ncbi.nlm.nih.gov/pubmed/22516495
Systematic review
May 2012
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low risk
Region
International - all
of bias)
Strength of
High
There is robust evidence that demonstrates the
evidence
effectiveness of collaborative care models in the
treatment of depressive disorders. Collaborative
care models are effective in achieving clinically
meaningful improvements in depression outcomes
and public health benefits in a wide range of
populations, settings, and organizations.
There is evidence that collaborative care
interventions provide a supportive network of
professionals and peers for patients with
depression, especially at the primary care level.

Other
comments

Moderate

Moderate
There is evidence of effectiveness of collaborative
care in improving depression symptoms;
adherence to treatment; response to treatment;
remission of symptoms; recovery from symptoms;
quality of life/functional status; and satisfaction
with care for patients diagnosed with depression.
An earlier systematic review with 37 RCTs of collaborative care studies published
through 2004 found evidence of effectiveness of these models in improving depression
outcomes. An additional 32 studies of collaborative care models conducted between
2004 and 2009 were found for this current review and analysed.

.
Most studies reviewed were conducted in the U.S., but similar effects were found in
studies conducted in other countries.
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Clinical Psychology Science and Practice. 2012 October. Community-Based Mental
Health and Behavioral Programs for Low-Income Urban Youth: A Meta-Analytic
Review Farahnaz K. Farahmand, Sophia N. Duffy, Megha A. Tailor, David L. DuBois,
Aaron L. Lyon, Kathryn E. Grant, Jennifer C. Zarlinski, Olivia Masini, Keith J. Zander,
Alison M. Nathanson.
http://onlinelibrary.wiley.com/doi/10.1111/j.1468-2850.2012.01283.x/full
October 2012
Meta analysis
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low risk
Region
North America
of bias)
Moderate
Strength of
There is evidence to suggest that community- based
evidence
mental health and behavioural interventions are
modestly effective for low-income urban youth.
There is evidence suggesting that a focus on the
environment is crucial for producing positive effects
for low-income urban youth.

Moderate

The interventions included in this review targeted
the environment primarily through working with the
youth’s family as opposed to the school or
neighbourhood.
There is evidence that the type of intervention had a
significant impact on program effectiveness.

Moderate

Programs that focused only on the individual youth
were significantly less effective than interventions
that focused on the youth plus one or more
environmental targets or environmental targets
alone.

Other
comments
ID

Moderate
There is evidence that youth only interventions were
not found to be effective in community-based mental
health and behavioural programs for low-Income
urban youth.
A meta-analytic review of 33 studies and 41 independent samples was conducted of the
effectiveness of community-based mental health and behavioural programs for low-income
urban youth.
B13
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Other
comments

Am J Occup Ther. 2011 May-Jun;65(3):247-56.Occupational therapy interventions for
recovery in the areas of community integration and normative life roles for adults
with serious mental illness: a systematic review. Gibson RW, D'Amico M, Jaffe L,
Arbesman M.
http://www.ncbi.nlm.nih.gov/pubmed/21675330
Systematic review
May 2011
Publication
Date
Region
Choose an item
Choose an item
There is moderate to strong evidence to indicate
the effectiveness of social skills training for
recovery in the areas of community integration and
normative life roles for adults with serious mental
illness.

Strength of
evidence

Moderate

There is moderate evidence for the effectiveness of
life skills and instrumental activities of daily living
(IADLs) training to improve performance for
recovery in the areas of community integration and
normative life roles for adults with serious mental
illness.

Moderate

There is moderate evidence for neurocognitive
training paired with skills training in the areas of
work, social participation, and instrumental
activities of daily living IADLs) for recovery in the
areas of community integration and normative life
roles for adults with serious mental illness.

Moderate

There is limited but positive evidence for clientcentred intervention and increased intensity and
duration of treatment for recovery in the areas of
community integration and normative life roles for
adults with serious mental illness.

Low

There is inconclusive evidence that providing
intervention in the natural context is more
beneficial than in the clinic setting for recovery in
the areas of community integration and normative
life roles for adults with serious mental illness.

Very low

The review included occupation- and activity-based interventions and interventions
addressing performance skills and performance patterns, aspects of context and
environment, activity demands, and client factors .
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B14
Am J Prev Med. 2012 May;42(5):539-49. doi: 10.1016/j.amepre.2012.01.011.Economics
of collaborative care for management of depressive disorders: a community guide
systematic review.Jacob V, Chattopadhyay SK, Sipe TA, Thota AB, Byard GJ, Chapman
DP; Community Preventive Services Task Force.
http://www.ncbi.nlm.nih.gov/pubmed/22516496
Systematic review
May 2012
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Strength of Moderate
There is evidence indicating that collaborative care
evidence
for management of depressive disorders provides
good economic value.

In addition to the eight RCTs included in the earlier review, 22 more studies of
collaborative care that provided estimates for economic outcomes were identified, 20
of which were evaluations of actual interventions and two of which were based on
models.
Of 20 evaluation studies in the current review, 17 were RCTs and three were pre–post
design. Most studies were based in the U.S., with one each from Israel and the UK.

6.3 Sub-topic: Interventions to promote utilisation of comprehensive care plans
for people with severe mental health needs (all ages)
Search record
6.3.1

18 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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C1
NICE 2012. service user experience in adult mental health improving the experience of
care for people using adult NHS mental health services national clinical guidance
number 136national collaborating centre for mental health commissioned by the
national institute for health &clinical Excellence published by The British Psychological
Society and The Royal College of Psychiatrists
http://www.nice.org.uk/nicemedia/live/13629/57542/57542.pdf
2012
Systematic review
Publication
Date
UK
1++ (high quality MA; or SR of RCTs; or RCT with
Region
very low bias risk)
2012 NICE Guidance recommends clear,
Strength of High
comprehensible information and support for
evidence
self- care in adult mental health.
The qualitative reviews and the survey both
suggested that many service users were not getting
sufficient information about the assessment
process, their diagnosis and their care plan.
2012 NICE Guidance recommends involvement
in decisions and respect for service users in
advance of preferences in adult mental health.

High

Service users should be fully involved and active in
the design and delivery of the care plan, and
health and social care professionals and service
users should sign the document and a copy should
be given to the service user
2012 NICE Guidance recommends in relation to
community care, when communicating with
service users use diverse media, including letters,
phone calls, emails or text messages, according to
the service user’s preference.

High

2012 NICE Guidance recommends regarding
community care, develop care plans jointly with the
service user, and:
include activities that promote social inclusion
such as education, employment, volunteering and

High

other occupations such as leisure activities and
caring for dependants
provide support to help the service user realise
the plan
give the service user an up-to-date written
copy of the care plan, and agree a suitable time
to review it
2012 NICE Guidance recommends for people who
may be at risk of crisis, a crisis plan should be
developed by the service user and their care
coordinator, which should be respected and
implemented, and incorporated into the care plan.
The crisis plan should include:
possible early warning signs of a crisis and coping
strategies
support available to help prevent hospitalisation
where the person would like to be admitted in
the event of hospitalisation
the practical needs of the service user if they are
admitted to hospital (for example, childcare or the
care of other dependants, including pets) [OS]
details of advance statements and advance
decisions
whether and the degree to which families or
carers are involved
information about 24-hour access to services
named contacts.
Ensure that service users routinely have access to
their care plan and care record, including electronic
versions. Care records should contain a section in
which the service user can document their views and
preferences, and any differences of opinion with
health and social care professionals.

High

2012 NICE Guidance recommends regarding
decisions, capacity and safeguarding,, develop
advance statements and advance decisions with
the person using mental health services if they
wish to do so, especially if their illness is severe
and they have been previously treated under the
Mental Health Act (1983; amended 1995 and
2007). Document these in their care plans and
ensure copies are held by the service user and in
primary and secondary care records.

High

2012 NICE Guidance recommends people using
mental health services jointly develop a care plan
with mental health and social care professionals,
and are given a copy and an agreed date to review
it.

High

2012 NICE Guidance recommends that people using
mental health services who may be at risk of crisis
are offered a crisis plan.

High
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C2
J Investig Med. 2009 Feb;57(2):446-55. doi:
10.231/JIM.0b013e3181954c2f.Collaborative care interventions for depression in the
elderly: a systematic review of randomized controlled trials. Chang-Quan H, Bi-Rong D,
Zhen-Chan L, Yuan Z, Yu-Sheng P, Qing-Xiu L.
http://www.ncbi.nlm.nih.gov/pubmed/19174704
Systematic review
February 2009
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a
International low risk of bias)
western style
countries
There is evidence that collaborative care
Strength of Moderate
evidence
interventions were more effective for depression in
older people than usual care and were of high
value.
There is evidence that co-morbid medical illness
may not influence the efficacy of collaborative
care interventions for depression in the elderly.

Moderate

There is evidence that antidepressant use was
an effective component of collaborative care
interventions for depression in the elderly, but
communication between care providers was not.

Moderate

There is evidence that effects of psychotherapy in
collaborative care interventions for depression in
the elderly should be further explored.
3 randomized controlled trials involving 3930 participants.
Trials were conducted in the UK or USA.

Moderate
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http://www.ncbi.nlm.nih.gov/pubmed/22070436
Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence to recommend for mental health
service providers: They should strive to involve
family carers in the construction and provision of
services and make it easier to access these
services. For carers who do access and use
services, clear principles need to be published to
guide information sharing that take account
confidentiality, consent and their needs as family
carers.

J Psychiatr Ment Health Nurs. 2012 Feb;19(1):70-82. doi: 10.1111/j.13652850.2011.01756.x. Epub 2011 May 22.Great expectations: a systematic review of the
literature on the role of family carers in severe mental illness, and their relationships
and engagement with professionals. Rowe J.

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)

There is evidence to recommend for individual

Publication
Date
Region

February 2012

Strength of
evidence

Moderate

UK

Moderate

professionals: Family carers are entitled to
empathy, respect and recognition for the complex
and emotionally challenging job they do. To help
provide effective and empathic packages of care
professionals should assist and encourage families
and offer informal means of communication as well
as formal interventions. Families want to be
included in treatment and decision-making. To this
end professionals also need more training to work
with informal carers, and in particular with
culturally diverse families.
Moderate

There is evidence to recommend a discussion
on the idea of a covenant between society
represented by mental health services and the
people who depend on services.
A covenant is a contract in which the parties agree
to come together to either engage in a specified
action or to refrain from a specified action. In the
situation between practitioners and carers in
mental health, the contract would clarify what
professionals and others expect of family carers in
respect of their relative, with a starting point being
that carers give ongoing support, and practitioners
engage supportively and empathetically with
carers.
Other
comments

13 papers that met the inclusion criteria.
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http://www.ncbi.nlm.nih.gov/pubmed/20157139
Meta analysis

Quality of
study

Ann Intern Med. 2010 Feb 16;152(4):247-58. doi: 10.1059/0003-4819-152-4201002160-00010.Meta-analysis: effect of interactive communication between
collaborating primary care physicians and specialists. Foy R, Hempel S, Rubenstein L,
Suttorp M, Seelig M, Shanman R, Shekelle PG.
Publication
Date

February 2010

1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)

Region

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence of a potential role for interactive
communication for improving the effectiveness of
collaboration between primary care physicians and
specialists in the clinical areas of psychiatry and
diabetes care.

Strength of
evidence

International western style
countries
Moderate

Other
comments

Twenty-three studies were included in the review. There were 11 RCTs (n=2,355
patients), of which six were cluster-randomised; one non-RCT (n=181 patients); three
controlled before-after studies (n=978 patients); and eight uncontrolled before-after
studies (n=2,415 patients).

Countries where health care systems were generalisable to the United States context.
Approximately half of the studies were conducted in the United States or the United
Kingdom.
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C5
Can J Psychiatry. 2006 May;51(6 Suppl 1):7S-72S.Better practices in collaborative mental
health care: an analysis of the evidence base. Craven MA, Bland R.
http://www.ncbi.nlm.nih.gov/pubmed/16786824
Systematic review
May 2006
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Moderate
Strength of
There is evidence regarding collaborative mental
evidence
health care for case review meetings in the primary
care setting. Regular review of mutual patients by
primary care staff and visiting psychiatrist.
Coordination of all care planning and management by
OT. Collaboration of primary care staff with
accommodation staff.
Outcome: 95% of patients began to engage and
92% continued engagement with the program.
Outcome: Improved social functioning after 12
months (p<.001)
There is evidence regarding collaborative mental
health care for co-location. Family practitioner
acted as liaison to physicians in the psychiatry and
general medicine clinics and attended weekly team
meetings. Two-way communication about changes
in medical or mental status/treatment.

Moderate

Outcome: Patients in the integrated clinic more
likely than those in the general medicine clinic to
make a primary care visit in the year after referral
(p=.006).
There is evidence regarding collaborative mental
health care for informing primary health care team
about each patient contact. Giving face to face or
verbal feedback to the primary care team on at
least 2 occasions. Discussing use of patient held
shared care record; Facilitating involvement of
relevant primary care team members in review
meetings; Reviewing patients at the GP’s surgery.

Moderate

Outcome: 42% of key workers felt that they had
been unable to implement the intervention.
Other

Objectives: To conduct a systematic review of the experimental literature in order to

comments

identify better practices in collaborative mental health care in the primary care setting.
Methods: A review of Canadian and international literature using Medline, PsycInfo, Embase,
the Cochrane Library and other databases yielded over 900 related reports, of which, 38
studies met the inclusion criteria. A systematic review and descriptive analysis is presented,
with key conclusions and best practices.
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C6
Acta Psychiatr Scand. 2009 Jul;120(1):1-9. doi: 10.1111/j.1600-0447.2009.01373.x. Epub
2009 Apr 8.Discharge planning in mental health care: a systematic review of the recent
literature. Steffen S, Kösters M, Becker T, Puschner B.
http://www.ncbi.nlm.nih.gov/pubmed/19486329
Systematic review
July 2009
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
International quality non-RCT studies with a very low bias risk
western style
and high probability of a causal relationship)
countries
Moderate
Strength of
There is evidence to support the implementation of
evidence
discharge interventions in mental health care. They
can contribute to reducing hospital stays and to
improving patients adherence to aftercare as well as
symptomatic impairment.
Moderate
There is evidence for a tentative practice
recommendation to make every effort to provide
needs-oriented continuity of care for people with
mental illness, and making a special effort to
ensure personal continuity in order to avoid
fragmented therapeutic relationships in complex
mental health care provision.
Of eleven studies included, six were randomised controlled trials, three were controlled
clinical trials, and two were cohort studies.
Most studies were conducted in the USA, Canada and UK (9 out of 11), and findings
should be generalized to current practice in these countries only.
For a better understanding, both more high quality RCTs with statistical power analysis and
cost-effectiveness analyses are needed in order to examine whether improvement of health
outcomes and reduction of mental health care costs outweigh the cost of discharge
planning. More fine-grained studies taking into account complex contextual factors are
needed before clinical implications can be drawn
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C7
Gen Hosp Psychiatry. 2007 Mar-Apr;29(2):91-116.Systematic review of multifaceted
interventions to improve depression care. Williams JW Jr, Gerrity M, Holsinger T,
Dobscha S, Gaynes B, Dietrich A.
http://www.ncbi.nlm.nih.gov/pubmed/17336659
Systematic review
Publication
April 2007
Date

Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
There is strong evidence supporting the short-term
benefits of care management for depression;
critical elements for successful programs are
emerging.
Twenty of 28 interventions improved depression
outcomes over 3-12 months. Sustained
improvements at 24-57 months were
demonstrated in three studies addressing acutephase and continuation-phase treatments.

Region

International - all

Strength of
evidence

High

All interventions involved care management and
required additional resources or staff reassignment
to implement; interventions were delivered
exclusively or predominantly by telephone in 16
studies.

Other
comments
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Other

The most commonly used intervention features
were: patient education and self-management,
monitoring of depressive symptoms and treatment
adherence, decision support for medication
management, a patient registry and mental health
supervision of care managers. Other intervention
features were highly variable.
Included 28 randomized controlled trials.
The 28 studies included 10,910 patients, N309 practices and 1821 clinicians. Patients in
the studies had mean ages ranging from 38 to 62 years, except for three studies focusing
on patients over 60 years. The majority of patients were White and female, except for
five studies based in Veterans Affairs medical centres and a study in Santiago, Chile.

C8
Am J Psychiatry. 2012 Aug 1;169(8):790-804. doi:
10.1176/appi.ajp.2012.11111616.Comparative effectiveness of collaborative chronic care
models for mental health conditions across primary, specialty, and behavioural health care
settings: systematic review and meta-analysis. Woltmann E, Grogan-Kaylor A, Perron B,
Georges H, Kilbourne AM, Bauer MS.
http://www.ncbi.nlm.nih.gov/pubmed/22772364
Meta analysis
August 2012
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Moderate
Collaborative chronic care models (CCMs) can
Strength of
evidence
improve mental and physical outcomes for
individuals with mental disorders across a wide
variety of care settings, and they provide a robust
clinical and policy framework for care integration.

Seventy-eight articles yielded 161 analyses from 57 trials (depression, N=40; bipolar

comments

disorder, N=4; anxiety disorders, N=3; multiple/other disorders, N=10).
The authors performed a systematic review and meta-analysis to assess the comparative
effectiveness of CCMs for mental health conditions across disorders and treatment
settings.
Seven trials (12.3%) took place outside the continental United States.
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C9
Int J Nurs Stud. 2008 Jan;45(1):140-53. Epub 2007 Mar 26.What fosters or prevents
interprofessional team working in primary and community care? A literature review.
Xyrichis A, Lowton K.
http://www.ncbi.nlm.nih.gov/pubmed/17383655
Review (non-systematic)
January 2008
Publication
Date
Region
International 2+ (well conducted non-RCT studies with a low
western style
bias risk and moderate probability of a causal
relationship)
countries
There is evidence that organisational structures
and strategies such as rewards systems must be
aligned if team functioning is to be sustained, and
training needs to be provided to enable healthcare
professionals to gain the knowledge and skills
required for effective team working.

Strength of
evidence

Moderate

There is evidence to conclude that the functions of
interprofessional healthcare teams working in the
21st century are complex, being influenced by many
interrelating factors.

Moderate

There is evidence that governmental support for
teamwork in healthcare is ongoing, although
further work needs to be conducted at both a team
and organisation level to ensure that enhancement
and maintenance of teamwork leads to an
improved quality of healthcare provision over the
coming decades.

Moderate

Taking this review’s suggestions into consideration
may facilitate healthcare teams’ ability to meet the
demands of an ever-changing healthcare system.

Moderate

Even though these suggestions might be
substantial, the prospective benefits for health
services provision and patients’ well being are well
worth the pursuit.

Other
comments

The search yielded a final total of 43 articles. After a preliminary reading of the full
papers, ten articles were identified and included in the review. The ten reviewed articles
used a broad range of research design, with seven studies conducted in the UK and one
study each in Canada, USA, and Republic of Ireland.
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Cochrane Database Syst Rev. 2009 Jul 8;(3):CD000072. doi:
10.1002/14651858.CD000072.pub2.Interprofessional collaboration: effects of practicebased interventions on professional practice and healthcare outcomes. Zwarenstein M,
Goldman J, Reeves S.
http://www.ncbi.nlm.nih.gov/pubmed/19588316
Systematic review
Publication July 2009
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
Strength of Moderate
There is evidence to suggest that practice-based
evidence
interprofessional collaboration (IPC)- interventions
can improve healthcare processes and outcomes,
but due to the limitations in terms of the small
number of studies, sample sizes, problems with
conceptualising and measuring collaboration, and
heterogeneity of interventions and settings, it is
difficult to draw generalisable inferences about the
key elements of IPC and its effectiveness.
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Other
comments

This updated review found five studies (four new studies) that met the inclusion
criteria. Rated one study as ’high quality’ and four studies as ’moderate quality’.
More rigorous, cluster randomised studies with an explicit focus on IPC and its
measurement, are needed to provide better evidence of the impact of practice-based
IPC interventions on professional practice and healthcare outcomes. These studies
should include qualitative methods to provide insight into how the interventions affect
collaboration and how improved collaboration contributes to changes in outcomes.
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C11
NICE clinical guidelines Issued: February 2007 (last modified: April 2007) CG45 Antenatal
and postnatal mental health: Clinical management and service guidance
http://www.nice.org.uk/nicemedia/live/11004/30431/30431.pdf
Systematic review
February 2007
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
2007 NICE Guidance recommends that a written
Strength of High
evidence
care plan covering pregnancy, delivery and the
postnatal period should be developed for pregnant
women with a current or past history of severe
mental illness, usually in the first trimester. It
should:

outcomes)

be developed in collaboration with the woman
and her partner, family and carers, and relevant
healthcare professionals
include increased contact with specialist mental
health services (including, if appropriate, specialist
perinatal mental health services)
be recorded in all versions of the woman’s notes
(her own records and maternity, primary care and
mental health notes) and communicated to the
woman and all relevant healthcare professionals.
2007 NICE Guidance recommends in all
communications (including initial referral) with
maternity services, healthcare professionals should
include information on any relevant history of mental
disorder.

High

2007 NICE Guidance recommends after identifying a
possible mental disorder in a woman during
pregnancy or the postnatal period, further
assessment should be considered, in consultation
with colleagues if necessary.

High

If the healthcare professional or the woman has
significant concerns, the woman should normally be
referred for further assessment to her GP.
If the woman has, or is suspected to have, a
severe mental illness (for example, bipolar
disorder or schizophrenia), she should be referred
to a specialist mental health service, including, if
appropriate, a specialist perinatal mental health
service. This should be discussed with the woman
and preferably with her GP.
The woman’s GP should be informed in all cases
in which a possible current mental disorder or a
history of significant mental disorder is detected,
even if no further assessment or referral is made.
Other
comments
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C12
NICE clinical guidelines Issued: March 2011 CG120 Psychosis with coexisting substance
misuse: Assessment and management in adults and young people
http://publications.nice.org.uk/psychosis-with-coexisting-substance-misuse-cg120
March 2011
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
Strength of
High
2011 NICE Guidance recommends offering families,

statements
(note
population,
interventio
n and
outcomes)

carers or significant others a carer's assessment of
their caring, physical, social, and mental health
needs. Where needs are identified, develop a care
plan for the family member or carer.

evidence

2011 NICE Guidance recommends offering written
and verbal information to families, carers or
significant others appropriate to their level of
understanding about the nature and treatment of
psychosis and substance misuse, including how
they can help to support the person. Written
information should be available in the appropriate
language or, for those who cannot use written text,
in an accessible format (audio or video).

High

2011 NICE Guidance recommends developing
advance decisions and advance statements in
collaboration with adults with psychosis and
coexisting substance misuse, especially if their
condition is severe and they have been treated
under the Mental Health Act (1983; amended 1995
and 2007). Record the decisions and statements
and include copies in the care plan in primary and
secondary care. Give copies to the person, their
care coordinator, and their family, carer or a
significant other if the person agrees.

High

2011 NICE Guidance recommends taking advance
decisions and advance statements into account in
accordance with the Mental Capacity Act (2005).
Although advance decisions and advance statements
can be overridden using the Mental Health Act
(1983; amended 1995 and 2007), try to honour
them wherever possible.

High

2011 NICE Guidance recommends that healthcare
professionals in primary care and secondary care
mental health services, and in specialist substance
misuse services, should work collaboratively with
voluntary sector organisations that provide help
and support for adults and young people with
psychosis and coexisting substance misuse. Ensure
that advocates from such organisations are
included in the care planning and care
programming process wherever this is possible
and agreed by the person with psychosis and
coexisting substance misuse.

High

2011 NICE Guidance recommends that healthcare
professionals in primary care and secondary care
mental health services, and in specialist substance
misuse services, should work collaboratively with
voluntary sector organisations providing services for
adults and young people with psychosis and

High

coexisting substance misuse to develop agreed
protocols for routine and crisis care.
2011 NICE Guidance recommends when assessing
adults and young people with psychosis and
coexisting substance misuse, seek corroborative
evidence from families, carers or significant others
where this is possible and permission is given.
Summarise the findings, share this with the person
and record it in their care plan.

High

Review any changes in the person's use of
substances. This should include changes in: the way
the use of substances affects the person over time,
patterns of use, mental and physical state,
circumstances and treatment.
Share the summary with the person and record it in
their care plan.
2011 NICE Guidance recommends when
developing a care plan for an adult or young
person with psychosis and coexisting substance
misuse, take account of the complex and individual
relationships between substance misuse, psychotic
symptoms, emotional state, behaviour and the
person's social context.

High

2011 NICE Guidance recommends ensuring that
adults and young people with psychosis and
coexisting substance misuse are offered evidencebased treatments for both conditions.

High

2011 NICE Guidance recommends not discharging
adults and young people with psychosis and
coexisting substance misuse from an inpatient
mental health service solely because of their
substance misuse.

High

2011 NICE Guidance recommends when adults and
young people with psychosis and coexisting
substance misuse are discharged from an inpatient
mental health service, ensure that they have:

High

- an identified care coordinator and
-a care plan that includes a consideration of needs
associated with both their psychosis and their
substance misuse and
-been informed of the risks of overdose if they start
reusing substances, especially opioids, that have
been reduced or discontinued during the inpatient
stay.
Other
comments
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C13
NICE clinical guidelines Issued: September 2005 CG28 Depression in children and young
people: Identification and management in primary, community and secondary care
http://publications.nice.org.uk/depression-in-children-and-young-people-cg28
Systematic review
September 2005
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
Strength of
2005 NICE Guidance recommends children and
evidence
young people with depression should have the
opportunity to make informed decisions about
their care and treatment, but this does depend on
their age and capacity to make decisions. It is
good practice for healthcare professionals to
involve the young person’s parent(s) or carer(s) in
the decision-making process.
Where a child or young person is not old enough or
does not have the capacity to make decisions,
healthcare professionals should follow the
Department of Health guidelines – Reference guide
to consent for examination or treatment (2001).
2005 NICE Guidance recommends that good
communication between healthcare professionals and
children or young people and their parent(s) or
carer(s) is essential.
It should be supported by the provision of
evidence-based information offered in a form that
is tailored to the needs of the individual. The
treatment, care and information provided should
be culturally appropriate and in a form that is
accessible to people who have additional needs,
such as people with physical, cognitive or sensory
disabilities, and people who do not speak or read
English.

High

2005 NICE Guidance recommends that unless
specifically excluded by the child or young person,
parent(s) or carer(s) should have the opportunity
to be involved in decisions about the child or
young person’s care and treatment. The parent(s)
and carer(s) should also be provided with the
information and support they need

High

2005 NICE Guidance recommends that children
and young people and their families need good
information, given as part of a collaborative and
supportive relationship with healthcare
professionals, and need to be able to give fully
informed consent.

High

2005 NICE Guidance recommends that healthcare
professionals involved in the detection, assessment or
treatment of children or young people with

High

depression should ensure that information is
provided to the patient and their parent(s) and
carer(s) at an appropriate time. The information
should be age appropriate and should cover the
nature, course and treatment of depression;
including the likely side-effect profile of medication
should this be offered.
2005 NICE Guidance recommends healthcare
professionals involved in the treatment of children
or young people with depression should take time
to build a supportive and collaborative relationship
with both the patient and the family or carers.

High

2005 NICE Guidance recommends healthcare
professionals should make all efforts necessary to
engage the child or young person and their
parent(s) or carer(s) in treatment decisions, taking
full account of patient and parental/carer
expectations, so that the patient and their parent(s)
or carer(s) can give meaningful and properly
informed consent before treatment is initiated.

High

2005 NICE Guidance recommends families and
carers should be informed of self-help groups and
support groups and be encouraged to participate in
such programmes where appropriate

High
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C14
NICE clinical guidelines Issued: October 2009 CG90 Depression in adults: The
treatment and management of depression in adults
http://publications.nice.org.uk/depression-in-adults-cg90
October 2009
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
Strength of High
2009 NICE Guidance recommends for people with
evidence
recurrent severe depression or depression with
psychotic symptoms and for those who have been
treated under the Mental Health Act, consider
developing advance decisions and advance
statements collaboratively with the person. Record
the decisions and statements and include copies in
the person's care plan in primary and secondary
care. Give copies to the person and to their family
or carer, if the person agrees.
2009 NICE Guidance recommends teams

High

with people with complex and severe depression
should develop comprehensive multidisciplinary care
plans in collaboration with the person with
depression (and their family or carer, if agreed with
the person). The care plan should:
-identify clearly the roles and responsibilities of all
health and social care professionals involved
-develop a crisis plan that identifies potential triggers
that could lead to a crisis and strategies to manage
such triggers
-be shared with the GP and the person with
depression and other relevant people involved in
the person's care.
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C15
NICE clinical guidelines Issued: January 2013 CG155 Psychosis and schizophrenia in
children and young people: Recognition and management
http://publications.nice.org.uk/psychosis-and-schizophrenia-in-children-and-youngpeople-cg155
Systematic review
January 2013
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
Strength of
2013 NICE Guidance recommends anticipating that
evidence
withdrawal and ending of treatments or services,
and transition from one service to another, may
evoke strong emotions and reactions in children
and young people with psychosis or schizophrenia
and their parents or carers. Ensure that:
-such changes, especially discharge and transfer
from CAMHS to adult services, or to primary care,
are discussed and planned carefully beforehand
with the child or young person and their parents or
carers, and are structured and phased
-the care plan supports effective collaboration with
social care and other care providers during endings
and transitions, and includes details of how to access
services in times of crisis
-when referring a child or young person for an
assessment in other services (including for
psychological interventions), they are supported
during the referral period and arrangements for
support are agreed beforehand with them
2013 NICE Guidance recommends urgently
referring all children and young people with a first

High

presentation of sustained psychotic symptoms
(lasting 4 weeks or more) to a specialist mental
health service, either CAMHS (up to 17 years) or an
early intervention in psychosis service (14 years or
over), which includes a consultant psychiatrist with
training in child and adolescent mental health.
2013 NICE Guidance recommends that
antipsychotic medication in children and young
people with a first presentation of sustained
psychotic symptoms should not be started in
primary care unless it is done in consultation with
a consultant psychiatrist with training in child and
adolescent mental health.

High

2013 NICE Guidance recommends developing a
care plan with the parents or carers of younger
children, or jointly with the young person and their
parents or carers, as soon as possible, and:

High

-include activities that promote physical health and
social inclusion, especially education, but also
employment, volunteering and other occupations
such as leisure activities
-provide support to help the child or young person
and their parents or carers realise the plan
-give an up-to-date written copy of the care plan to
the young person and their parents or carers if the
young person agrees to this; give a copy of the care
plan to the parents or carers of younger children;
agree a suitable time to review it
- send a copy to the primary healthcare
professional who made the referral. Support
children and young people to develop strategies,
including risk- and self-management plans, to
promote and maintain independence and selfefficacy, wherever possible. Incorporate these
strategies into the care plan.
2013 NICE Guidance recommends if the child or
young person is at risk of crisis; develop a crisis
plan with the parents or carers of younger
children, or jointly with the young person and their
parents or carers, and with their care coordinator.
The plan should be respected and implemented,
incorporated into the care plan and include:
-possible early warning signs of a crisis and coping
strategies
-support available to help prevent hospitalisation
-where the child or young person would like to be
admitted in the event of hospitalisation

High

-definitions of the roles of primary and secondary
care professionals and the degree to which parents or
carers are involved
-information about 24-hour access to services the names of key clinical contacts
2013 NICE Guidance recommends if the child or
young person is at risk of crisis, develop a crisis
plan with the parents or carers of younger
children, or jointly with the young person and their
parents or carers, and with their care coordinator.
The plan should be respected and implemented,
incorporated into the care plan and include:

High

-possible early warning signs of a crisis and coping
strategies
-support available to help prevent hospitalisation
-where the child or young person would like to be
admitted in the event of hospitalisation
-definitions of the roles of primary and secondary care
professionals and the degree to which parents or
carers are involved
-information about 24-hour access to services the names of key clinical contacts
2013 NICE Guidance recommends when a child or
young person with a diagnosis of psychosis or
schizophrenia presents with a suspected relapse
(for example, with increased psychotic symptoms
or a significant increase in the use of alcohol or
other substances) and is still receiving treatment,
primary healthcare professionals should refer to the
crisis section of the care plan. Consider referral to
the key clinician or care coordinator identified in
the crisis plan.

High

2013 NICE Guidance recommends routinely
recording the daytime activities of children and
young people with psychosis or schizophrenia in
their care plans, including educational and
occupational outcomes.

High
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NICE 2011. Generalised Anxiety Disorder in adults THE NICE GUIDELINE ON
MANAGEMENTIN PRIMARY, SECONDARY AND COMMUNITY CARE
http://www.nice.org.uk/nicemedia/live/13314/52667/52667.pdf
Systematic review
2011
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1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
2011 NICE Guidance states that collaborative care
has been described by researchers (Gunn et al.,
2006) as a ‘system level’ intervention with four key
elements:

interventio
n and
outcomes)

Collaboration between a GP and at least one
other healthcare professional (for example, a
psychiatrist, clinical psychologist, social worker, or
nurse) in a person’s care.

Region

UK

Strength of
evidence

High

The use of a structured management protocol or
guidelines. The intervention may include
pharmacological and/or psychological/psychosocial
interventions.
Scheduling regular follow-up appointments to
provide specific interventions, facilitate treatment
adherence, and monitor symptoms or adverse
effects.
A system or mechanism to facilitate and enhance
inter-professional communication regarding the care
plan. This could include team meetings, case
reviews, shared electronic patient records, and
professional supervision of the care manager.
The healthcare professional collaborating with the
GP in a person’s care is sometimes described as a
‘case manager’, where a key element of the role
involves coordinating care with the GP including
referral on to secondary care. Case managers may
not always be from traditional healthcare
professional backgrounds; they may be specifically
trained to undertake this and/or related roles.
2011 NICE Guidance recommends offering the
person with GAD a specialist assessment of needs
and risks, including:
duration and severity of symptoms, functional
impairment, comorbidities, risk to self and selfneglect
a formal review of current and past treatments,
including adherence to previously prescribed drug
treatments and the fidelity of prior psychological
interventions, and their impact on symptoms and
functional impairment
home environment
support in the community
relationships with and impact on families and
carers

High

2011 NICE Guidance recommends reviewing
the needs of families and carers and offer
an assessment of their caring, physical and
mental health needs if one has not been
offered previously.

High

2011 NICE Guidance recommends developing a
comprehensive care plan in collaboration with the
person with GAD that addresses needs, risks and
functional impairment and has a clear treatment
plan.

High
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C17
NICE 2010. CORE INTERVENTIONS IN THETREATMENT AND MANAGEMENTOF
SCHIZOPHRENIA IN ADULTSIN PRIMARY AND SECONDARYCARE (UPDATED
EDITION)National Clinical Guideline Number 82National Collaborating Centre for
Mental Health commissioned by the National Institute for Health & Clinical Excellence
http://www.nice.org.uk/nicemedia/live/11786/43607/43607.pdf
Systematic review
2010
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
Strength of High
2010 NICE Guidance states that mental health
evidence
assessments are conducted for a number of
reasons: to reach a diagnosis, to develop a
psychological formulation and identify strengths
and needs, for screening purposes (including the
detection of risk) and to measure outcomes.
This 2010 NICE guideline (Core interventions in
the treatment and management of schizophrenia
in adults in primary and secondary care) can only
be implemented following a comprehensive biopsychosocial assessment.

High

The assessment should provide an understanding of
the presenting problems of the service user within
the context of their life, both past and present, and
should facilitate the development of a care plan that
addresses a broad range of client needs beyond
symptom reduction.
2010 NICE Guidance recommends that when
comorbid conditions are identified, including
substance misuse or physical illness, or if there is a
forensic history, treatment and care plans that
deal with these wider concerns will need to be
developed, although these are outside the scope of
this guideline.

High

2010 NICE Guidance recommends that given the

High

uncertainties surrounding the diagnosis of
schizophrenia, it is important that following a full
needs assessment, a comprehensive care plan is
implemented whenever this diagnosis is suspected.
Where a diagnosis has been reached, it should be
fully explained and discussed with the service user
(and with the carer where appropriate). The service
user (and carer) may ask for a second opinion as
many people are distressed about receiving the
diagnosis and its potential implications.
2010 NICE Guidance recommends that carers,
relatives and friends of individuals with
schizophrenia are important both in the process of
assessment and engagement, and in the long-term
successful delivery of effective interventions. Their
views and needs must be acknowledged and should
not be minimised or ignored.

High

2010 NICE Guidance recommends that effective
communication of care plans that follow a clear
structure, are written in understandable language
and preferably typed, provides a crucial
contribution to the successful delivery of
management strategies. This is particularly so in
respect of providing clear guidance for
emergency contacts and an outline of risks with
associated contingency planning. This process
should be managed in secondary services
through the Care Programme Approach (CPA).
Increasingly, the voluntary sector is providing a
strong role in delivery and it is important that
there is close working between these providers
and the NHS services and specific roles are
clearly identified within care plans.

High

2010 NICE Guidance recommends that issues of
consent remain important throughout the care
pathway. Professionals must be fully aware of all
appropriate legislation, particularly the Mental
Health Act (HMSO, 2007) and the Mental Capacity
Act (HMSO, 2005). All reasonable steps need to
be taken to engage individuals in meaningful
discussion about issues relating to consent, and
discussion with individuals should include specific
work around relapse signatures, crisis plans,
advance statements and advance decisions. The
above statutory framework does provide for
individuals with schizophrenia to make a
contemporaneous decision to refuse treatment,
though this could potentially be overruled by
detention under the Mental Health Act.

High

2010 NICE Guidance recommends that advance
decisions and advance statements should be
developed collaboratively with people with
schizophrenia, especially if their illness is severe
and they have been treated under the Mental
Health Act. Record the decisions and statements
and include copies in the care plan in primary and
secondary care. Give copies to the service user and
their care coordinator, and their carer if the service
user agrees.

High

2010 NICE Guidance recommends that advance
decisions and advance statements should be
honoured in accordance with the Mental Capacity
Act. Although decisions can be overridden using
the Mental Health Act, healthcare professionals
should endeavour to honour advance decisions and
statements wherever possible.

High

2010 NICE Guidance recommends that when a
person with schizophrenia is planning on moving to
the catchment area of a different NHS trust, their
current secondary care provider should contact the
new secondary and primary care providers, and
send them the current care plan.

High

2010 NICE Guidance recommends urgently referring
all people with first presentation of psychotic
symptoms in primary care to a local communitybased secondary mental health service (for
example, crisis resolution and home treatment
team, early intervention service, community mental
health team). Referral to early intervention services
may be from primary or secondary care. The choice
of team should be determined by the stage and
severity of illness and the local context.

High

2010 NICE Guidance recommends carrying out a full
assessment of people with psychotic symptoms in
secondary care, including an assessment by a
psychiatrist. Write a care plan in collaboration with the
service user as soon as possible. Send a copy to the
primary healthcare professional who made the referral
and the service user.

High

Include a crisis plan in the care plan, based on a full
risk assessment. The crisis plan should define the role
of primary and secondary care and identify the key
clinical contacts in the event of an emergency or
impending crisis.

High

2010 NICE Guidance recommends that when a
person with an established diagnosis of
schizophrenia presents with a suspected relapse (for
example, with increased psychotic symptoms

High

or a significant increase in the use of alcohol or
other substances), primary healthcare professionals
should refer to the crisis section of the care plan.
Consider referral to the key clinician or care
coordinator identified in the crisis plan.
2010 NICE Guidance recommends that all teams
providing services for people with schizophrenia
should offer a comprehensive range of
interventions consistent with this guideline.

High

2010 NICE Guidance recommends that all teams
providing services for people with schizophrenia
should offer social, group and physical activities to
people with schizophrenia (including in inpatient
settings) and record arrangements in their care
plan.

High

2010 NICE Guidance recommends that advance
decisions and advance statements should be
developed collaboratively with people with
schizophrenia, especially if their illness is severe
and they have been treated under the Mental
Health Act. Record the decisions and statements
and include copies in the care plan in primary and
secondary care. Give copies to the service user and
their care coordinator, and their carer if the service
user agrees.

High

2010 NICE Guidance recommends that advance
decisions and advance statements should be
honoured in accordance with the Mental Capacity
Act. Although decisions can be overridden using
the Mental Health Act, healthcare professionals
should endeavour to honour advance decisions and
statements wherever possible.

High

2010 NICE Guidance recommends that when a
person with an established diagnosis of
schizophrenia presents with a suspected relapse
(for example, with increased psychotic symptoms
or a significant increase in the use of alcohol or
other substances), primary healthcare professionals
should refer to the crisis section of the care plan.
Consider referral to the key clinician or care
coordinator identified in the crisis plan.

High

2010 NICE Guidance recommends that when a
person with schizophrenia is planning to move to
the catchment area of a different NHS trust, a
meeting should be arranged between the services
involved and the service user to agree a transition
plan before transfer. The person’s current care plan
should be sent to the new secondary care and

High

primary care providers.
2010 NICE Guidance recommends routinely record
the daytime activities of people with
schizophrenia in their care plans, including
occupational outcomes.

High
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The management of bipolar disorder in adults, children and adolescents, in primary and
secondary care National Clinical Practice Guideline Number 38National Collaborating Centre
for Mental Health commissioned by the National Institute for Health and Clinical Excellence
published by The British Psychological Society and Gaskell
http://www.nice.org.uk/nicemedia/live/10990/30194/30194.pdf
2006
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
Strength of
2006 NICE Guidance recommends that advance
evidence
statements (directives) covering both mental and
physical healthcare should be developed
collaboratively by people with bipolar disorder and
healthcare professionals, especially by people who
have severe manic or depressive episodes or who
have been treated under the Mental Health Act.
These should be documented in care plans, and
copies given to the person with bipolar disorder, and
to his or her care coordinator and GP
2006 NICE Guidance recommends that primary care
clinicians should normally refer patients with
suspected bipolar disorder for a specialist mental
health assessment and development of a care plan, if
either of the following are present:

High

periods of overactive, disinhibited behaviour
lasting at least 4 days with or without periods of
depression, or
three or more recurrent depressive episodes in
the context of a history of overactive, disinhibited
behaviour
2006 NICE Guidance recommends that primary care
clinicians should urgently refer patients with mania or
severe depression, and who are a danger to
themselves or other people, to specialist mental health
services.

High

2006 NICE Guidance recommends that primary care
clinicians should ask about hypomanic symptoms
when assessing a patient with depression and

High

overactive, disinhibited behaviour.
2006 NICE Guidance recommends that when a
patient with existing bipolar disorder registers with a
practice, the GP should consider referring them for
assessment by specialist.

High

2006 NICE Guidance recommends that crisis
resolution and home treatment teams (which
should have prompt access to existing care plans)
should be considered for people with bipolar
disorder to:
manage crises at home or in the community

High

support early discharge from hospital.
2006 NICE Guidance recommends that when
delivering crisis care at home, particular attention
should be given to managing risk, monitoring
behavioural disturbance (particularly during
episodes of mania), and the burden on family and
carers.

High

2006 NICE Guidance recommends that early
intervention services for people with psychosis
should be available to people with bipolar disorder
and should provide specialist expertise in diagnosis,
and pharmacological, psychological, social,
occupational and educational interventions.

High

2006 NICE Guidance recommends that parents or
carers (and possibly other family members)
should be involved in developing care plans so
that they can give informed consent, support the
psychological goals of treatment, and help to
ensure treatment adherence.

High

2006 NICE Guidance recommends that children and
adolescents should be offered separate individual
appointments with a healthcare professional in
addition to joint meetings with their family
members or carers.

High

2006 NICE Guidance recommends that parents or
carers (and possibly other family members)
should be involved in developing care plans so
that they can give informed consent, support the
psychological goals of treatment, and help to
ensure treatment adherence.

High

2006 NICE Guidance recommends that children and
adolescents should be offered separate individual
appointments with a healthcare professional in
addition to joint meetings with their family
members or carers.

High

2006 NICE Guidance recommends that primary care

High

clinicians should normally refer patients with
suspected bipolar disorder for a specialist mental
health assessment and development of a care plan, if
either of the following are present:
periods of overactive, disinhibited behaviour
lasting at least 4 days with or without periods of
depression, or
three or more recurrent depressive episodes
2006 NICE Guidance recommends that advance
statements (directives) covering both mental and
physical healthcare should be developed
collaboratively by people with bipolar disorder and
healthcare professionals, especially by people who
have severe manic or depressive episodes or who
have been treated under the Mental Health Act.
These should be documented in care plans, and
copies given to the person with bipolar disorder, and
to his or her care coordinator and GP.

High

2006 NICE Guidance recommends that many cases
of severe bipolar depression could be managed in
the community through crisis resolution and home
treatment teams (CRHTTs) provided an adequate
risk assessment and management plan are devised.

High

CRHTTs need to have access to care plans for
bipolar disorder, including those employing early
warning interventions, because they may be able to
prevent admission for manic or depressive episodes
by providing a short period of intense home
treatment when the first characteristic symptoms of
a manic or depressive episode arise (Morriss, 2004).
Even when patients with bipolar disorder are
admitted to inpatient units discharge and leave from
the inpatient unit may be achieved earlier and more
safely through liaison between the inpatient and
CRHTTs.
2006 NICE Guidance recommends that crisis
resolution and home treatment teams (which
should have prompt access to existing care plans)
should be considered for people with bipolar
disorder to:
manage crises at home or in the community
support early discharge from hospital.

High

2006 NICE Guidance recommends that when
delivering crisis care at home, particular attention
should be given to managing risk, monitoring
behavioural disturbance (particularly during
episodes of mania), and the burden on family and
carers.

High
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D1
NICE clinical guidelines. July 2004. Self-harm: The short-term physical and psychological
management and secondary prevention of self-harm in primary and secondary care
http://publications.nice.org.uk/self-harm-cg16
Systematic review
July 2004
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
For self-harm, 2004 NICE guidance recommends
Strength of
evidence
that as the experience of care for people who selfharm is often unacceptable, all healthcare
practitioners involved in the assessment and
treatment of people who self-harm should ensure
that the care they offer addresses this as a priority.
For self-harm, 2004 NICE guidance recommends
regarding respect, understanding and choice:
People who have self-harmed should be treated
with the same care, respect and privacy as any
patient. In addition, healthcare professionals
should take full account of the likely distress
associated with self-harm.
Providing treatment and care for people who have
self-harmed is emotionally demanding and
requires a high level of communication skills and
support. All staff undertaking this work should
have regular clinical supervision in which the
emotional impact upon staff members can be
discussed and understood.
Wherever possible, people who have self-harmed
should be offered the choice of male or female staff
for both assessment and treatment. When this is not
possible, the reasons should be explained to the
service user and written in their notes.
When assessing people who self-harm, healthcare
professionals should ask service users to explain
their feelings and understanding of their own self-

High

harm in their own words.
When caring for people who repeatedly self-harm,
healthcare professionals should be aware that the
individual's reasons for self-harming may be
different on each occasion and therefore each
episode needs to be treated in its own right.
Healthcare professionals should involve people
who self-harm in all discussions and decisionmaking about their treatment and subsequent
care. To do this, staff should provide people who
self-harm with full information about the different
treatment options available.
For self-harm, 2004 NICE guidance recommends for
when relatives or carers are present:

High

People who self-harm should be allowed, if they
wish, to be accompanied by a family member,
friend or advocate during assessment and
treatment. However, for the initial psychosocial
assessment, the interview should take place with
the service user alone to maintain confidentiality
and to allow discussion about issues that may
relate to the relationship between the service user
and carers.
Healthcare professionals should provide emotional
support and help if necessary to the
relatives/carers of people who have self-harmed,
as they may also be experiencing high levels of
distress and anxiety.
For self-harm, 2004 NICE guidance recommends for
specific issues regarding treatment and care:

High

People who have self-harmed should be offered
treatment for the physical consequences of selfharm, regardless of their willingness to accept
psychosocial assessment or psychiatric treatment.
Adequate anaesthesia and/or analgesia should be
offered to people who have self-injured throughout
the process of suturing or other painful treatments.
When physical treatment of self-injury is likely to
evoke distressing memories of any previous sexual
abuse, for example when repairing harm to the
genital area, sedation should be offered in
advance.
For self-harm, 2004 NICE guidance recommends
that as self-harm is poorly understood by many
NHS staff, all staff that come into contact with
people who self-harm need dedicated training to
improve both their understanding of self-harm and
the treatment and care they provide. Effective

High

collaboration of all local health organisations will
be essential to develop properly integrated
services.
For self-harm, 2004 NICE guidance recommends
regarding staff training:

High

Clinical and non-clinical staff who have contact with
people who self-harm in any setting should be
provided with appropriate training to equip them to
understand and care for people who have selfharmed.
People who self-harm should be involved in the
planning and delivery of training for staff.
Emergency departments should make training
available in the assessment of mental health needs
and the preliminary management of mental health
problems, for all healthcare staff working in that
environment.
Mental health services and emergency department
services should jointly develop regular training
programmes in the psychosocial assessment and early
management of self-harm, to be undertaken by all
healthcare professionals who may assess or treat
people who have self-harmed.
For self-harm, 2004 NICE guidance recommends
regarding planning of services:
Strategic Health Authorities, Primary Care Trusts
(PCTs), acute trusts and mental health trusts should
ensure that people who self-harm are involved in
the commissioning, planning and evaluation of
services for people who self-harm.
Emergency departments, PCTs and local mental
health services, in conjunction with local service
users and carers wherever possible, should jointly
plan the configuration and delivery of integrated
physical and mental healthcare services within
emergency departments for people who self-harm.
Emergency departments catering for children and
young people under 16 years of age, PCTs and
local children's mental health services, in
conjunction with local carers and service users,
should jointly plan the configuration and delivery of
integrated physical and mental healthcare services
within emergency departments for children and
young people who self-harm.
In jointly planning an integrated emergency
department service for people who self-harm,
service managers should consider integrating

High

mental health professionals into the emergency
department, both to improve the psychosocial
assessment and initial treatment for people who
self-harm, and to provide routine and regular
training to non-mental-health professionals
working in the emergency department.
Emergency department and local mental health
services should jointly plan effective liaison
psychiatric services available 24 hours a day.
High
For self-harm, 2004 NICE guidance recommends
that issues of consent, mental capacity and mental
ill health in the assessment and treatment of
people who self-harm should be understood and
addressed by all healthcare professionals involved
in the care of this group of people.
For self-harm, 2004 NICE guidance recommends
regarding issues of consent, mental capacity and
mental ill health in the assessment and treatment of
people who self-harm:
All healthcare professionals who have contact, in the
emergency situation, with people who have selfharmed should be adequately trained to assess
mental capacity and to make decisions about when
treatment and care can be given without consent.
Primary healthcare practitioners, ambulance staff,
triage nurses and emergency department medical
staff should assess and document mental capacity
as part of the routine assessment of people who
have self-harmed. Within the bounds of patient
confidentiality, and subject to the patient's
consent, staff should attempt to obtain relevant
information from relatives, friends, carers and
other key people, to inform the assessment.
In the assessment and treatment of people who
have self-harmed, mental capacity should be
assumed unless there is evidence to the contrary.
Staff should provide full information about the
treatment options, and make all efforts necessary
to ensure that someone who has self-harmed can
give, and has the opportunity to give, meaningful
and informed consent before any and each
procedure (for example, taking the person to
hospital by ambulance) or treatment is initiated.
If a person is assessed as being mentally incapable,
staff have a responsibility, under common law, to act
in that person's best interests. If necessary, this can
include taking the person to hospital, and

High

detaining them to allow assessment and treatment
against the person's stated wishes.
Staff should take into account that a person's
capacity to make informed decisions may change
over time. Whether it has been possible to obtain
consent or not, attempts should be made to explain
each new treatment or procedure and obtain
consent before it is initiated.
Staff working with people who self-harm should
understand when and how the Mental Health Act
can be used to treat the physical consequences of
self-harm.
Staff working with people who self-harm should
have easy access to legal advice about issues
relating to capacity and consent at all times.
2004 NICE guidance recommends for the majority
of drugs taken in overdose, taking activated
charcoal as early as possible, preferably within 1
hour of ingestion, can prevent or reduce absorption
of the drug. Activated charcoal should be
immediately available for rapid and appropriate
use.

High

2004 NICE guidance recommends regarding
activated charcoal:
Ambulance and emergency department services
whose staff may be involved in the care of people
who have self-harmed by poisoning should ensure
that activated charcoal is immediately available to
staff at all times.

High

All healthcare professionals who are able to offer
activated charcoal to people who have selfpoisoned should ensure that they know how and
when this should be administered. This should
include:
-knowing for which poisons activated charcoal
should and should not be used
-the potential dangers and contraindications of
giving activated charcoal
-the need to encourage and support service users
when offering activated charcoal.
For self-harm, 2004 NICE guidance recommends
that primary care has an important role in the
assessment and treatment of people who selfharm. Careful attention to prescribing drugs to
people at risk of self-harm, and their relatives,
could also help in prevention. In remote areas,
access to TOXBASE (the national database of the

High

National Poisons Information Service [NPIS]) may
be necessary.
For self-harm, 2004 NICE guidance recommends for
the management of self-harm in primary care:
When an individual presents in primary care
following an episode of self-harm, healthcare
professionals should urgently establish the likely
physical risk, and the person's emotional and
mental state, in an atmosphere of respect and
understanding.
All people who have self-harmed should be
assessed for risk, which should include identification
of the main clinical and demographic features and
psychological characteristics known to be associated
with risk, in particular depression, hopelessness and
continuing suicidal intent. The outcome of the
assessment should be communicated to other staff
and organisations who become involved in the care
of the service user.
In the assessment and management of self-injury
in primary care, healthcare professionals should
refer service users for urgent treatment in an
emergency department, if assessment suggests
there is a significant risk to the individual who has
self-injured.
In most circumstances, people who have selfpoisoned and present to primary care should be
urgently referred to the nearest emergency
department, because the nature and quantity of
the ingested substances may not be clearly known
to the person who has self-poisoned, making
accurate risk assessment difficult.
If there is any doubt about the seriousness of an
episode of self-harm, the general practitioner should
discuss the case with the nearest emergency
department consultant, as management in
secondary care may be necessary.
Consideration should be given to the service user's
welfare during transportation to any referral
organisation and, if necessary, this should be
supervised by an appropriate person where there is
a risk of further self-harm or reluctance to attend
other care centres, or the service user is very
distressed.
In remote areas at considerable distance from an
emergency department or where access is likely to
be delayed, consideration should be given to
initiating assessment and treatment of self-harm in

High

the primary care setting, following discussion with
the nearest emergency department consultant. This
should include taking samples to test for
paracetamol and other drugs, as indicated in
TOXBASE.
For self-harm, 2004 NICE guidance recommends
that when urgent referral to an emergency
department is not necessary:
If urgent referral to an emergency department is
not considered necessary for people who have selfinjured in primary care, a risk and needs
assessment should be undertaken to assess the
case for urgent referral to secondary mental health
services.

High

Assessment of the service user's needs should be
comprehensive and should include evaluation of the
social, psychological and motivational factors
specific to the act of self-harm, current intent and
hopelessness, as well as a full mental health and
social needs assessment.
Following assessment and treatment of self-harm
in primary care, the outcome of the risk and
needs assessment, and full details of the
treatment provided, should be forwarded to the
appropriate secondary mental health team at the
earliest opportunity.
Healthcare professionals who may have to assess
and/or treat people who have self-harmed should
ensure that they are properly trained and
competent to undertake assessment and treatment
as necessary.
For self-harm, 2004 NICE guidance recommends
that for service users at risk of self-poisoning in
primary care:
In service users who are considered at risk of
self-poisoning, healthcare professionals should
prescribe, whenever possible, those drugs which,
whilst effective for their intended use, are least
dangerous in overdose, and should consider
prescribing fewer tablets at any one time.
Consideration should be given to preventing or
reducing the prescription of co-proxamol, especially for
people who are at risk of self-poisoning.
As medication intended for relatives is often used in
self-poisoning, healthcare professionals should
prescribe, whenever possible, those drugs which,
whilst effective for their intended use, are least
dangerous in overdose when prescribing

High

medication to relatives who live with a person who is
considered at risk of self-poisoning. They should also
consider prescribing fewer tablets at any one time.
Care must be taken, however, to preserve
confidentiality appropriately.
For self-harm, 2004 NICE guidance recommends
that as ambulance staff have an increasingly
important role in the assessment and early
treatment of self-harm, this role needs to be well
supported through effective collaboration with other
professional groups.

High

For self-harm, 2004 NICE guidance recommends for
the assessment and initial management of self-harm
by ambulance services:
When ambulance staff attend a person who has selfharmed, they should urgently establish the likely
physical risk, and the person's emotional and mental
state, in an atmosphere of respect and
understanding.

High

Ambulance staff should be trained in the
assessment and early management of self-harm.
Training should particularly address the different
methods of self-harm and the appropriate
treatments, the likely effects if untreated, and
issues of consent and mental capacity, as these
apply both to adults, and to children and young
people.
In cases where, following an act of self-injury, the
service user does not require emergency treatment
in the emergency department, ambulance staff
should consider, having taken full account of the
service user's preferences, taking the service user
to an alternative appropriate service, such as a
specialist mental health service. The decision to do
so should be taken jointly between the ambulance
staff, the service user and the receiving service.
Ambulance Trusts, the emergency department and
Mental Health Trusts should work in partnership to
develop locally agreed protocols for ambulance
staff to consider alternative care pathways to
emergency departments for people who have selfharmed, where this is appropriate and does not
increase the risks to the service user.
In cases of self-poisoning, ambulance staff should
obtain all substances and/or medications found at the
scene of an emergency call, whether thought to be
involved in the overdose or not, and pass these to
staff upon arrival at the emergency department.
Unless the service user's clinical condition requires

urgent treatment that should not be delayed,
ambulance staff should record relevant information
about the service user's home environment, social
and family support network, and history leading to
self-harm, as well as the service user's initial
emotional state and level of distress. This
information should be passed to emergency
department staff.
When transporting people who have self-harmed to
an emergency department, wherever possible,
ambulance staff should take into account the
service user's preferences when more than one
emergency department facility exists within a
reasonable distance, unless doing so significantly
increases the risk to the service user, or when one
department has specialised in the treatment of
people who have self-harmed.
When a person who has self-poisoned presents to
the ambulance service within 1 hour of ingestion
and is fully conscious and able to protect his or her
own airway, ambulance staff should consider
offering activated charcoal at the earliest
opportunity. Activated charcoal should be offered
only when the substance(s) ingested are likely to be
adsorbed by activated charcoal and when the
person is considered to be at risk of significant
harm.
Activated charcoal may also be considered between
1 and 2 hours after ingestion as there is some
evidence that activated charcoal may still be
effective in reducing absorption, especially if the
ingested substance delays gastric emptying, such as
tricyclic antidepressants. Activated charcoal should
be offered only when the substance(s) ingested are
likely to be adsorbed by activated charcoal and
when the person is considered to be at risk of
significant harm.
In the emergency treatment of opioid overdose
when using intravenous naloxone, ambulance staff
should adhere to the guidelines established by the
Joint Royal Colleges Ambulance Liaison Committee.
Particular attention should be given to the possible
need for repeated doses of naloxone and frequent
monitoring of vital signs, because the effects of
naloxone are short-lived in comparison with the
effects of most opioids and service users frequently
relapse once the effect of naloxone has worn off. All
people who have overdosed with opioids should be
conveyed to hospital, even if the initial response

to naloxone has been good.
The ambulance services should ensure that there is
rapid access to TOXBASE and the NPIS so that their
crew can gain additional information on substances
and/or drugs ingested in cases of self-poisoning in
order to assist in decisions regarding urgent
treatment and the transfer of patients to the most
appropriate facilities.
When people who have self-harmed are
considering refusing further treatment,
ambulance staff should assess mental capacity
and provide information about the potential
consequences of not receiving treatment when
attempting to gain valid consent. When consent
is withheld, the guidance on consent and capacity
in this guideline should be followed.
PCTs, in conjunction with acute and mental health
trusts, should consider the level of support needed
for the delivery of an adequate pre-hospital care
system for self-harm. Specific consideration should
be given to the provision of telephone advice to
ambulance staff from crisis resolution teams,
approved social workers and Section 12 approved
doctors, regarding the assessment of mental
capacity and the possible use of the Mental Health
Act in the urgent assessment of people who have
self-harmed.
Ambulance Trusts should regularly update
ambulance staff about any change in local
arrangements for services available for the
emergency treatment of people who have selfharmed.
Ambulance Trusts should routinely audit incidents of
overdose, both to ensure that interventions are being
used consistently and effectively, and to monitor
adverse incidents.
For self-harm, 2004 NICE guidance recommends
that as the emergency department provides the
main services for people who self-harm,
emergency department staff should assess risk
and emotional, mental and physical state quickly,
and try to encourage people to stay to organise
psychosocial assessment.

High

For self-harm, 2004 NICE guidance recommends for
the treatment and management of self-harm in
emergency departments regarding triage:
When an individual presents in the emergency
department following an episode of self-harm,
emergency department staff responsible for triage

High

should urgently establish the likely physical risk, and
the person's emotional and mental state, in an
atmosphere of respect and understanding.
Emergency department staff responsible for triage
should take account of the underlying emotional
distress, which may not be outwardly exhibited, as
well as the severity of injury when making decisions
about priority for treatment.
Consideration should be given to introducing the
Australian Mental Health Triage Scale, as it is a
comprehensive assessment scale that provides an
effective process for rating clinical urgency so that
patients are seen in a timely manner.
Triage nurses working in emergency departments
should be trained in the use of mental health triage
systems.
All people who have self-harmed should be offered a
preliminary psychosocial assessment at triage (or at
the initial assessment in primary or community
settings) following an act of self-harm. Assessment
should determine a person's mental capacity, their
willingness to remain for further (psychosocial)
assessment, their level of distress and the possible
presence of mental illness.
For self-harm, NICE guidance recommends for the
treatment and management of self-harm in
emergency departments regarding people waiting
for physical treatments:
A psychosocial assessment should not be delayed
until after medical treatment is complete, unless
life-saving medical treatment is needed, or the
patient is unconscious or otherwise incapable of
being assessed.

High

People who have self-harmed should be provided
with clear and understandable information about
the care process, both verbally and as written
material in a language they understand.
If a person who has self-harmed has to wait for
treatment, he or she should be offered an
environment that is safe, supportive and minimises
any distress. For many patients, this may be a
separate, quiet room with supervision and regular
contact with a named member of staff to ensure
safety.
For self-harm, 2004 NICE guidance recommends
for the treatment and management of self-harm in
emergency departments regarding people who
wish to leave before assessment and/or treatment:

High

For a person who has self-harmed and presents to
services, but wishes to leave before psychosocial
assessment has been undertaken, assessment of
mental capacity and the presence of mental illness
should be undertaken before the person leaves the
service. This assessment should be clearly recorded
in his or her notes. The assessment should be
passed on to the person's GP and to the relevant
mental health services as soon as possible to
enable rapid follow-up.
People who have self-harmed and present to
services and wish to leave before psychosocial
assessment has been undertaken, and in whom
diminished capacity and/or the presence of a
significant mental illness is established, should be
referred for urgent mental health assessment.
Appropriate measures should also be taken to
prevent the person leaving the service.
For self-harm, 2004 NICE guidance recommends
regarding medical and surgical management of
self-harm that self-poisoning can be treated by
reducing absorption, increasing elimination and/or
countering the biological effects of the poison,
depending upon the nature of the poison and the
route of intake. Superficial uncomplicated wounds
can be closed with tissue adhesive, whilst more
complicated injuries will need surgical assessment
and possibly exploration

High

For self-harm, 2004 NICE guidance recommends
support and advice for people who repeatedly selfharm.
For self-harm, 2004 NICE guidance recommends
regarding advice for people who repeatedly selfpoison:

High

High

Service users who repeatedly self-poison, and their
carers where appropriate, may need advice about the
risks of self-poisoning.
Harm minimisation strategies should not be offered
for people who have self-harmed by poisoning. There
are no safe limits in self-poisoning.
Where service users are likely to repeat selfpoisoning, clinical staff (including pharmacists) may
consider discussing the risks of self-poisoning with
service users, and carers where appropriate.
For self-harm, 2004 NICE guidance recommends
regarding advice for people who repeatedly selfinjure:
Advice regarding self-management of superficial

High

injuries, harm minimisation techniques,
alternative coping strategies and how best to deal
with scarring should be considered for people
who repeatedly self-injure.
For people presenting for treatment who have a
history of self-harm, clinicians may consider
offering advice and instructions for the selfmanagement of superficial injuries, including the
provision of tissue adhesive. Discussion with a
mental health worker may assist in the decision
about which service users should be offered this
treatment option.
Where service users are likely to repeat self-injury,
clinical staff, service users and carers may wish to
discuss harm minimisation issues/techniques.
Suitable material is available from many voluntary
organisations.
Where service users are likely to repeat self-injury,
clinical staff, service users and carers may wish to
discuss appropriate alternative coping strategies.
Suitable material is available from many voluntary
organisations.
Where service users have significant scarring from
previous self-injury, consideration should be given
to providing information about dealing with scar
tissue.
For self-harm, 2004 NICE guidance recommends
psychosocial assessment, everyone who has selfharmed should have a comprehensive assessment of
needs and risk; engaging the service user is a
prerequisite.

High

For self-harm, 2004 NICE guidance recommends
regarding engaging the service user:

High

Healthcare workers should undertake the
assessment of needs and risk for people who have
self-harmed as part of a therapeutic process to
understand and engage the service user.
For self-harm, 2004 NICE guidance recommends
regarding assessment of needs (specialist mental
health professionals):
All people who have self-harmed should be offered
an assessment of needs, which should be
comprehensive and include evaluation of the social,
psychological and motivational factors specific to
the act of self-harm, current suicidal intent and
hopelessness, as well as a full mental health and
social needs assessment.
The comprehensive assessment of needs should be

High

written clearly in the service user's notes.
To encourage joint clinical decision making, service
users and the assessor should both read through
the written assessment of needs, wherever
possible, to mutually agree the assessment.
Agreement should be written into the service
user's notes. Where there is significant
disagreement, the service user should be offered
the opportunity to write his or her disagreement in
the notes. The assessment should be passed on to
their GP and to any relevant mental health services
as soon as possible to enable follow-up.
For self-harm, 2004 NICE guidance recommends
regarding assessment of risk (specialist mental
health professionals):

High

All people who have self-harmed should be
assessed for risk; this assessment should include
identification of the main clinical and demographic
features known to be associated with risk of further
self-harm and/or suicide, and identification of the
key psychological characteristics associated with
risk, in particular depression, hopelessness and
continuing suicidal intent.
The assessment of risk should be written clearly in
the service user's notes. The assessment should
also be passed on to their GP and to any relevant
mental health services as soon as possible to
enable follow-up.
Consideration should be given to combining the
assessment of risks into a needs assessment
framework to produce a single integrated
psychosocial assessment process
For self-harm, 2004 NICE guidance recommends
regarding training:

High

All health professionals, including junior
psychiatrists, social workers and psychiatric nurses,
who undertake psychosocial assessment for people
who have self-harmed should be properly trained
and supervised to undertake assessment of needs
and risk specifically for people who self-harm.
For self-harm, 2004 NICE guidance recommends
that referral, treatment and discharge following
self-harm should be based on the overall
assessment of needs and risk.

High

For self-harm, 2004 NICE guidance recommends
regarding referral, admission and discharge
following self-harm:

High

The decision to refer for further assessment and/or
treatment or to discharge the service user should
be taken jointly by the service user and the
healthcare professional whenever this is possible.
When this is not possible, either as a result of
diminished mental capacity or the presence of
significant mental illness, this should be explained to
the service user and written in their notes.
Referral for further assessment and treatment
should be based upon the combined assessment of
needs and risk. The assessment should be written in
the case notes and passed onto the service user's
GP and to any relevant mental health services as
soon as possible to enable follow-up.
The decision to discharge a person without follow-up
following an act of self-harm should be based upon
the combined assessment of needs and risk.
The assessment should be written in the case notes
and passed onto their GP and to any relevant mental
health services.
In particular, the decision to discharge a person
without follow-up following an act of self-harm
should not be based solely upon the presence of low
risk of repetition of self-harm or attempted suicide
and the absence of a mental illness, because many
such people may have a range of other social and
personal problems that may later increase risk.
These problems may be amenable to therapeutic
and/or social interventions.
Temporary admission, which may need to be
overnight, should be considered following an act
of self-harm, especially for people who are very
distressed, for people in whom psychosocial
assessment proves too difficult as a result of drug
and/or alcohol intoxication, and for people who
may be returning to an unsafe or potentially
harmful environment. Reassessment should be
undertaken the following day or at the earliest
opportunity thereafter.
For self-harm, 2004 NICE guidance recommends
regarding special issues for children and young
people (under 16 years):
Children and young people under 16 years of age
who have self-harmed should be triaged, assessed
and treated by appropriately trained children's nurses
and doctors in a separate children's area of the
emergency department.

High

Children's and young people's triage nurses should
be trained in the assessment and early
management of mental health problems and, in
particular, in the assessment and early
management of children and young people who
have self-harmed.
All children or young people who have self-harmed
should normally be admitted overnight to a
paediatric ward and assessed fully the following
day before discharge or further treatment and care
is initiated. Alternative placements may be
required, depending upon the age of the child,
circumstances of the child and their family, the
time of presentation to services, child protection
issues and the physical and mental health of the
child; this might include a child or adolescent
psychiatric inpatient unit where necessary.
For young people of 14 years and older who have selfharmed, admission to a ward for adolescents may be
considered if this is available and preferred by the
young person.
A paediatrician should normally have overall
responsibility for the treatment and care of children
and young people who have been admitted following
an act of self-harm.
Following admission of a child or young person who
has self-harmed, the admitting team should obtain
parental (or other legally responsible adult) consent
for mental health assessment of the child or young
person.
Staff who have emergency contact with children and
young people who have self-harmed should be
adequately trained to assess mental capacity in
children of different ages and to understand how
issues of mental capacity and consent apply to this
group. They should also have access at all times to
specialist advice about these issues.
In the assessment and treatment of self-harm in
children and young people, special attention should
be paid to the issues of confidentiality, the young
person's consent (including Gillick competence),
parental consent, child protection, the use of the
Mental Health Act in young people and the Children
Act.
During admission to a paediatric ward following selfharm, the Child and Adolescent Mental Health Team
should undertake assessment and provide
consultation for the young person, his or her family,

the paediatric team and social services and
education staff as appropriate.
All children and young people who have selfharmed should be assessed by healthcare
practitioners experienced in the assessment of
children and adolescents who self-harm.
Assessment should follow the same principles as for
adults who self-harm, but should also include a full
assessment of the family, their social situation, and
child protection issues.
Child and adolescent mental health service
practitioners involved in the assessment and
treatment of children and young people who have
self-harmed should:
-be trained specifically to work with children and
young people, and their families, after self-harm
-be skilled in the assessment of risk
-have regular supervision
-have access to consultation with senior colleagues.
Initial management should include advising carers of
the need to remove all medications or other means
of self-harm available to the child or young person
who has self-harmed.
For the further management of young people who
have self-harmed, see 'Self-harm: longer-term
management'.
When older people self-harm, treatments will be
much the same as for younger adults, but the risk
of further self-harm and suicide are substantially
higher and must be taken into account.
For self-harm, 2004 NICE guidance recommends
regarding special issues for older people (older
than 65 years):
All people older than 65 years of age who have selfharmed should be assessed by mental healthcare
practitioners experienced in the assessment of older
people who self-harm. Assessment should follow
the same principles as for younger adults who selfharm, but should also pay particular attention to the
potential presence of depression, cognitive
impairment and physical ill health, and should
include a full assessment of their social and home
situation.
All acts of self-harm in people older than 65 years
of age should be regarded as evidence of suicidal

High

intent until proven otherwise because the number of
people in this age range who go on to complete
suicide is much higher than in younger adults.
Given the high risks amongst older adults who have
self-harmed, consideration should be given to
admission for mental health risk and needs
assessment, and time given to monitor changes in
mental state and levels of risk.
In all other respects, the assessment and treatment of
older adults who have self-harmed should follow the
recommendations given for adults.
For self-harm, 2004 NICE guidance recommends
that referral for further assessment and/or
treatment should be based upon a comprehensive
psychosocial assessment, and should be aimed at
treating a person's underlying problems or
particular diagnosis rather than simply treating
self-harming behaviour, although intensive
therapeutic help with outreach may reduce the
risk of repetition. Whatever the treatment plan,
primary care and mental health services should
be informed.

High

For self-harm, 2004 NICE guidance recommends
regarding psychological, psychosocial and
pharmacological interventions:
Following psychosocial assessment for people who
have self-harmed, the decision about referral for
further treatment and help should be based upon a
comprehensive psychiatric, psychological and social
assessment, including an assessment of risk, and
should not be determined solely on the basis of
having self-harmed.

High

Clinicians should ensure that service users who have
self-harmed are fully informed about all the service
and treatment options available, including the likely
benefits and disadvantages, in a spirit of
collaboration, before treatments are offered. The
provision of relevant written material with time to talk
over preferences should also be provided for all
service users.
The mental health professional making the
assessment should inform both mental health
services (if they are involved already) and the
service user's GP, in writing, of the treatment plan.
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comments

ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

D2
NICE clinical guidelines Issued: November 2011. Self-harm: longer-term management.
http://publications.nice.org.uk/self-harm-longer-term-management-cg133
Systematic review
November 2011
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
2011 NICE Guidance recommends that health and
Strength of
evidence
social care professionals working with people who
self-harm should:
-aim to develop a trusting, supportive and engaging
relationship with them
-be aware of the stigma and discrimination
sometimes associated with self-harm, both in the
wider society and the health service, and adopt a
non-judgemental approach
-ensure that people are fully involved in decisionmaking about their treatment and care
-aim to foster people's autonomy and
independence wherever possible
-maintain continuity of therapeutic relationships
wherever possible
-ensure that information about episodes of selfharm is communicated sensitively to other team
members.
-be familiar with local and national resources, as
well as organisations and websites that offer
information and/or support for people who selfharm, and
-be able to discuss and provide advice about access
to these resources.
2011 NICE Guidance recommends regarding access to
services:
Children and young people who self-harm should
have access to the full range of treatments and
services recommended in this guideline within child
and adolescent mental health services (CAMHS).
Ensure that children, young people and adults from
black and minority ethnic groups who self-harm
have the same access to services as other people
who self-harm based on clinical need and that
services are culturally appropriate.
When language is a barrier to accessing or engaging
with services for people who self-harm, provide them
with:
-information in their preferred language and in an

High

accessible format
-psychological or other interventions, where
needed, in their preferred language
-independent interpreters.
2011 NICE Guidance recommends regarding selfharm and learning disabilities:

High

People with a mild learning disability who self-harm
should have access to the same age-appropriate
services as other people covered by this guideline.
When self-harm in people with a mild learning
disability is managed jointly by mental health and
learning disability services, use the Care
Programme Approach (CPA).
People with a moderate or severe learning
disability and a history of self-harm should be
referred as a priority for assessment and
treatment conducted by a specialist in learning
disabilities services.
2011 NICE Guidance recommends regarding training
and supervision for health and social care
professionals:
Health and social care professionals who work with
people who self-harm (including children and young
people) should be:
-trained in the assessment, treatment and
management of self-harm, and
-educated about the stigma and discrimination
usually associated with self-harm and the need to
avoid judgemental attitudes.
Health and social care professionals who provide
training about self-harm should:
-involve people who self-harm in the planning and
delivery of training
-ensure that training specifically aims to improve the
quality and experience of care for people who selfharm
-assess the effectiveness of training using serviceuser feedback as an outcome measure.
Routine access to senior colleagues for supervision,
consultation and support should be provided for
health and social care professionals who work with
people who self-harm. Consideration should be given
of the emotional impact of self-harm on the
professional and their capacity to practice
competently and empathically.

High

2011 NICE Guidance recommends regarding
consent and confidentiality:
Health and social care professionals who work
with people who self-harm should be trained to:
-understand and apply the principles of the Mental
Capacity Act (2005) and Mental Health Act
(1983; amended 1995 and 2007)
-assess mental capacity, and
-make decisions about when treatment and
care can be given without consent.
Be familiar with the principles of confidentiality
with regard to information about a person's
treatment and care, and be aware of the
circumstances in which disclosure of confidential
information may be appropriate and necessary.
Offer full written and verbal information about
the treatment options for self-harm, and make all
efforts necessary to ensure that the person is
able, and has the opportunity, to give meaningful
and informed consent.
Take into account that a person's capacity to make
informed decisions may change over time, and that
sometimes this can happen rapidly in the context
of self-harm and suicidal behaviour.
Understand when and how the Mental Health Act
(1983; amended 1995 and 2007) can be used
to treat the physical consequences of self-harm.
Health and social care professionals who work with
people who self-harm should have easy access to
legal advice about issues relating to capacity and
consent.
Health and social care professionals who have
contact with children and young people who
self-harm should be trained to:
-understand the different roles and uses of the
Mental Capacity Act (2005), the Mental Health Act
(1983; amended 1995 and 2007) and the Children
Act (1989; amended 2004) in the context of
children and young people who self-harm
-understand how issues of capacity and
consent apply to different age groups
-assess mental capacity in children and
young people of different ages.
They should also have access at all times to

High

specialist advice about capacity and consent.
2011 NICE Guidance recommends regarding
safeguarding:

High

CAMHS professionals who work with children and
young people who self-harm should consider
whether the child's or young person's needs
should be assessed according to local
safeguarding procedures.
If children or young people who self-harm are
referred to CAMHS under local safeguarding
procedures:
-use a multi-agency approach, including social
care and education, to ensure that different
perspectives on the child's life are considered
-consider using the Common Assessment
Framework; advice on this can be sought from the
local named lead for safeguarding children.
If serious concerns are identified, develop a child
protection plan.
When working with people who self-harm, consider
the risk of domestic or other violence or
exploitation and consider local safeguarding
procedures for vulnerable adults and children in
their care. Advice on this can be obtained from the
local named lead on safeguarding adults
2011 NICE Guidance recommends regarding
families, carers and significant others:
Ask the person who self-harms whether they would
like their family, carers or significant others to be
involved in their care. Subject to the person's
consent and right to confidentiality, encourage the
family, carers or significant others to be involved
where appropriate.
When families, carers or significant others are
involved in supporting a person who self-harms:
-offer written and verbal information on self-harm and
its management, including how families, carers and
significant others can support the person
-offer contact numbers and information about what to
do and whom to contact in a crisis
-offer information, including contact details, about
family and carer support groups and voluntary
organisations, and help families, carers or
significant others to access these
-inform them of their right to a formal carer's

High

assessment of their own physical and mental health
needs, and how to access this.
CAMHS professionals who work with young people
who self-harm should balance the developing
autonomy and capacity of the young person with
perceived risks and the responsibilities and views of
parents or carers.
2011 NICE Guidance recommends regarding
managing endings and supporting transitions
Anticipate that the ending of treatment, services or
relationships, as well as transitions from one service
to another, can provoke strong feelings and increase
the risk of self-harm, and:

High

-Plan in advance these changes with the person
who self-harms and provide additional support, if
needed, with clear contingency plans should crises
occur.
-Record plans for transition to another service and
share them with other health and social care
professionals involved.
-Give copies to the service user and their family,
carers or significant others if this is agreed with the
service user.
CAMHS and adult health and social care
professionals should work collaboratively to
minimise any potential negative effect of
transferring young people from CAMHS to adult
services.
-Time the transfer to suit the young person, even if it
takes place after they reach the age of 18 years.
-Continue treatment in CAMHS beyond 18 years if
there is a realistic possibility that this may avoid the
need for referral to adult mental health services.
Mental health trusts should work with CAMHS to
develop local protocols to govern arrangements for
the transition of young people from CAMHS to adult
services, as described in this guideline.
2011 NICE Guidance recommends regarding
primary care:
If a person presents in primary care with a history
of self-harm and a risk of repetition, consider
referring them to community mental health services
for assessment. If they are under 18 years,
consider referring them to CAMHS for assessment.
Make referral a priority when:
-levels of distress are rising, high or sustained

High

-the risk of self-harm is increasing or unresponsive
to attempts to help
-the person requests further help from specialist
services
-levels of distress in parents or carers of children
and young people are rising, high or sustained
despite attempts to help.
If a person who self-harms is receiving treatment
or care in primary care as well as secondary care,
primary and secondary health and social care
professionals should ensure they work
cooperatively, routinely sharing up-to-date care
and risk management plans. In these
circumstances, primary health and social care
professionals should attend CPA meetings.
Primary care professionals should monitor the
physical health of people who self-harm. Pay
attention to the physical consequences of self-harm
as well as other physical healthcare needs.
2011 NICE Guidance recommends regarding
psychosocial assessment in community mental
health services and other specialist mental health
settings: integrated and comprehensive
assessment of needs and risks
Offer an integrated and comprehensive
psychosocial assessment of needs and risks to
understand and engage people who self-harm and
to initiate a therapeutic relationship.
Assessment of needs should include:
-skills, strengths and assets
-coping strategies
-mental health problems or disorders
-physical health problems or disorders
-social circumstances and problems
-psychosocial and occupational functioning, and
vulnerabilities
-recent and current life difficulties, including
personal and financial problems
-the need for psychological intervention, social care
and support, occupational rehabilitation, and also drug
treatment for any associated conditions
-the needs of any dependent children.
All people over 65 years who self-harm should be

High

assessed by mental health professionals
experienced in the assessment of older people who
self-harm. Assessment should follow the same
principles as for working-age adults:
-pay particular attention to the potential presence
of depression, cognitive impairment and physical ill
health
-include a full assessment of the person's social and
home situation, including any role they have as a
carer, and
-take into account the higher risks of suicide
following self-harm in older people.
Follow the same principles as for adults when
assessing children and young people who self-harm
but also include a full assessment of the person's
family, social situation, and child protection issues.
During assessment, explore the meaning of selfharm for the person and take into account that:
-each person who self-harms does so for individual
reasons, and
-each episode of self-harm should be treated in its
own right and a person's reasons for self-harm may
vary from episode to episode.
A risk assessment is a detailed clinical assessment
that includes the evaluation of a wide range of
biological, social and psychological factors that are
relevant to the individual and, in the judgement of
the healthcare professional conducting the
assessment, relevant to future risks, including suicide
and self-harm.
2011 NICE Guidance recommends regarding
assessment:
When assessing the risk of repetition of self-harm or
risk of suicide, identify and agree with the person
who self-harms the specific risks for them, taking
into account:
-methods and frequency of current and past selfharm
-current and past suicidal intent
-depressive symptoms and their relationship to
self-harm
-any psychiatric illness and its relationship to selfharm
-the personal and social context and any other

High

specific factors preceding self-harm, such as
specific unpleasant affective states or emotions and
changes in relationships
-specific risk factors and protective factors (social,
psychological, pharmacological and motivational)
that may increase or decrease the risks associated
with self-harm
-coping strategies that the person has used to
either successfully limit or avert self-harm or to
contain the impact of personal, social or other
factors preceding episodes of self-harm
-significant relationships that may either be
supportive or represent a threat (such as abuse or
neglect) and may lead to changes in the level of risk
-immediate and longer-term risks.
Consider the possible presence of other coexisting
risk-taking or destructive behaviours, such as
engaging in unprotected sexual activity, exposure
to unnecessary physical risks, drug misuse or
engaging in harmful or hazardous drinking.
When assessing risk, consider asking the person
who self-harms about whether they have access
to family members', carers' or significant others'
medications.
In the initial management of self-harm in children and
young people, advise parents and carers of the need
to remove all medications or, where possible, other
means of self-harm available to the child or young
person.
Be aware that all acts of self-harm in older people
should be taken as evidence of suicidal intent until
proven otherwise.
2011 NICE Guidance recommends developing an
integrated care and risk management plan:
Summarise the key areas of needs and risks
identified in the assessment and use these to
develop a care plan and a risk management plan in
conjunction with the person who self-harms and their
family, carers or significant others if this is agreed
with the person. Provide printed copies for the
service user and share them with the GP.
If there is disagreement between health and social
care professionals and the person who self-harms
about their needs or risks, consider offering the
person the opportunity to write this in their notes.

High

2011 NICE Guidance recommends regarding
longer-term treatment and management of selfharm:
Provision of care
Mental health services (including community
mental health teams and liaison psychiatry teams)
should generally be responsible for the routine
assessment and the longer-term treatment and
management of self-harm. In children and young
people this should be the responsibility of tier 2
and 3 CAMHS.
Care plans
Discuss, agree and document the aims of longerterm treatment in the care plan with the person who
self-harms. These aims may be to:
-prevent escalation of self-harm
-reduce harm arising from self-harm or reduce or
stop self-harm
-reduce or stop other risk-related behaviour improve social or occupational functioning improve quality of life
-improve any associated mental health conditions.

Review the person's care plan with them, including
the aims of treatment, and revise it at agreed
intervals of not more than 1 year.
Care plans should be multidisciplinary and
developed collaboratively with the person who selfharms and, provided the person agrees, with their
family, carers or significant others. Care plans
should:
-identify realistic and optimistic long-term goals,
including education, employment and occupation
-identify short-term treatment goals (linked to the
long-term goals) and steps to achieve them
-identify the roles and responsibilities of any team
members and the person who self-harms
-include a jointly prepared risk management plan be shared with the person's GP.

Risk management plans

A risk management plan should be a clearly
identifiable part of the care plan and should:
-address each of the long-term and more
immediate risks identified in the risk assessment
-address the specific factors (psychological,
pharmacological, social and relational) identified in
the assessment as associated with increased risk,
with the agreed aim of reducing the risk of
repetition of self-harm and/or the risk of suicide
-include a crisis plan outlining self-management
strategies and how to access services during a crisis
when self-management strategies fail
-ensure that the risk management plan is consistent
with the long-term treatment strategy.
Inform the person who self-harms of the limits of
confidentiality and that information in the plan may be
shared with other professionals.
Update risk management plans regularly for people
who continue to be at risk of further self-harm.
Monitor changes in risk and specific associated
factors for the service user, and evaluate the
impact of treatment strategies over time.
Provision of information about the treatment and
management of self-harm
Offer the person who self-harms relevant written
and verbal information about, and give time to
discuss with them, the following:
-the dangers and long-term outcomes associated
with self-harm
-the available interventions and possible strategies
available to help reduce self-harm and/or its
consequences
- treatment of any associated mental health
conditions.
Ensure that people who self-harm, and their
families, carers and significant others where this is
agreed with the person have access to information
for the public that NICE has produced for this
guideline and for the short-term management of
self-harm.

Interventions for self-harm
Consider offering 3 to 12 sessions of a psychological
intervention that is specifically structured for people
who self-harm, with the aim of reducing

self-harm. In addition:
The intervention should be tailored to individual
need, and could include cognitive-behavioural,
psychodynamic or problem-solving elements.
Therapists should be trained and supervised in the
therapy they are offering to people who self-harm.
Therapists should also be able to work
collaboratively with the person to identify the
problems causing distress or leading to self-harm.
Do not offer drug treatment as a specific
intervention to reduce self-harm.

Harm reduction
If stopping self-harm is unrealistic in the short term:
-consider strategies aimed at harm reduction;
reinforce existing coping strategies and develop
new strategies as an alternative to self-harm
where possible
-consider discussing less destructive or harmful
methods of self-harm with the service user, their
family, carers or significant others where this has
been agreed with the service user, and the wider
multidisciplinary team
-advise the service user that there is no safe way to
self-poison.
2011 NICE Guidance recommends regarding
treating associated mental health conditions:
Provide psychological, pharmacological and
psychosocial interventions for any associated
conditions, for example those described in the
following published NICE guidance:
-Alcohol-use disorders: diagnosis, assessment and
management of harmful drinking and alcohol
dependence
-Depression
-Schizophrenia
-Borderline personality disorder
-Drug misuse (psychosocial interventions or opioid
detoxification)
-Bipolar disorder
When prescribing drugs for associated mental
health conditions to people who self-harm, take

High

into account the toxicity of the prescribed drugs in
overdose. For example, when considering
antidepressants, selective serotonin reuptake
inhibitors (SSRIs) may be preferred because they are
less toxic than other classes of antidepressants.
In particular, do not use tricyclic antidepressants,
such as dosulepin, because they are more toxic.
Other
comments
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Web link

http://www.nice.org.uk/aboutnice/whoweare/aboutthehda/hdapublications/youth_sui
cide_prevention__evidence_briefing.jsp
Systematic review
Publication
October 2004
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with
International very low bias risk)
western style
countries
Low
Strength of
A 2004 Health Development Agency evidence
evidence
briefing states that there is a current lack of
evidence to support universal school education
programmes to prevent youth suicide. However,
holistic, multidimensional self-esteem based
programmes were found to have positive impacts on
young people’s mental wellbeing, but were not
measured for impact on attitudes to suicide or
suicide as an outcome.

Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

NHS Health Development Agency. 2004 October. Youth suicide prevention Evidence
briefing 1st Edition. Philip Crowley, Jean Kilroe and Sara Burkein conjunction with
the Health Development Agency on behalf of the UK and Ireland Public Health
Evidence Group

A 2004 Health Development Agency evidence
briefing states that the apparent potential for GPs to
identify and manage at-risk of suicide youth remains
unproven. There may be some potential for primary
care professionals in the identification and
management of depression.

Moderate

A 2004 Health Development Agency evidence
briefing states that the impact of interventions to
promote family cohesion on youth suicide
prevention has yet to be studied adequately but
may be a potential area for effective intervention.

Low

A 2004 Health Development Agency evidence
briefing states that there is some weak evidence
for programmes for at-risk of suicide youth
focusing on behaviour change and coping skills.
There is a lack of evidence from studies with
suicide as an outcome.

Low

A 2004 Health Development Agency evidence

Very low

briefing states that there is no current
evidence for effectiveness of crisis hotlines for
those at risk of suicide.

Other
comments

A 2004 Health Development Agency evidence
briefing states that there is some weak evidence for
contact cards for those at risk of suicide. Primary
care practitioners were identified as a potential
point of assessment and management for those at
risk of suicide.

Low

A 2004 Health Development Agency evidence
briefing states that there is some evidence for
restricting the amount of paracetamol per packet in
suicide prevention.

Moderate

A 2004 Health Development Agency evidence
briefing states that evidence on firearms restriction
in suicide prevention is contested as substitution of
other methods may occur.

Low

Moderate
A 2004 Health Development Agency evidence
briefing states that the evidence for preventing
youth suicide through influencing responsible
media reporting is conflicting.
Only seven reviews satisfied the quality inclusion criteria. Three were carried out
in the UK, two in North America, one in New Zealand and one in Australia. Four
were carried out prior to 2000 and three since then.
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Australas Psychiatry. 2011 Dec;19(6):507-12. doi: 10.3109/10398562.2011.610505.The
validity and utility of risk assessment for inpatient suicide. Large M, Ryan C, Nielssen O.

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

http://www.ncbi.nlm.nih.gov/pubmed/22077302
Meta analysis
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)

Other
comments

The assumption that high-risk categorizations are valid was examined by comparing
factors included in high-risk models derived from individual studies of inpatient suicide
with the results of a meta-analysis of factors associated with inpatient suicide. A valid
high-risk model was then applied to a hypothetical clinical setting in order to test the
assumption that high-risk categorizations are useful.
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There is evidence that risk categorization of
individual patients has no role to play in preventing
the suicide of psychiatric inpatients.
There is evidence that depressed mood and a prior
history of self-harm are the only well-established
independent risk factors for inpatient suicide.

Strength of
evidence

December 2011
International - all
Moderate

Moderate

D5
Inj Prev. 2011 Feb;17(1):43-9. doi: 10.1136/ip.2009.025502. Epub 2010 Nov 7.The

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)
Other
comments

effectiveness of middle and high school-based suicide prevention programmes for
adolescents: a systematic review. Cusimano MD, Sameem M.
http://www.ncbi.nlm.nih.gov/pubmed/21059602
Systematic review
Publication
February 2011
Date
International - all
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Moderate
Strength of
Although evidence exists that school-based
evidence
programmes to prevent suicide among adolescents
improve knowledge, attitudes, and help-seeking
behaviours, no evidence yet exists that these
prevention programmes reduce suicide rates.

36 potentially relevant studies were identified, eight of which met the inclusion criteria.
Randomised controlled studies, interrupted time series analyses with a concurrent
comparison group, studies with follow-up examinations (post-test questionnaires and
monitoring suicide rates), and middle to high school-based curriculum studies, including
both male and female participants, were included.
Six of the studies were based on the American school system, one was based in Israel,
and another was based in Belgium.
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D6
Soc Sci Med. 2011 Feb;72(4):608-16. doi: 10.1016/j.socscimed.2010.11.008. Epub 2010
Nov 24.Attributable risk of psychiatric and socio-economic factors for suicide from
individual-level, population-based studies: a systematic review .Li Z, Page A, Martin G,
Taylor R.
http://www.ncbi.nlm.nih.gov/pubmed/21211874
Systematic review
February 2011
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Moderate
Strength of
There is evidence to suggest that prevention
evidence
strategies which focus on lower socio-economic
strata (more distal risk factors) have the potential
to have similar population-level effects as strategies
which target more proximal psychiatric risk factors
in the prevention and control of suicide.
There is evidence that both psychiatric factors and
socioeconomic factors are associated with
increased risk of suicide in populations.

Moderate

There is evidence that magnitude of effect was
greater in males than females and there was
significantly increased risk of suicide found for
both psychiatric disorder and socio-economic
deprivation.

Moderate

There is evidence that population attributable risk
estimates for suicide associated with socio-

Moderate

economic factors (in particular for educational
achievement) were similar in magnitude to those of
affective and substance use disorders.
Moderate

There is evidence to indicate that social and health
policy, and interventions relating to prevention of
suicide should focus not only on individual
psychiatric factors (high risk, low prevalence) but
also the potential effects of interventions relating
to broader socio-economic factors (low risk, high
prevalence).
Other
comments

The overall importance of a risk factor for suicide in a population is determined not only
by the relative risk (RR) of suicide but also the prevalence of the risk factor in the
population, which can be combined with the RR to calculate the population attributable
risk (PAR).
This study compares risk factors from two well studied domains of suicide research socio-economic deprivation (relatively low relative risk (RR), but high population
prevalence) and mental disorders (relatively high RR risk, but low population prevalence).
RR and PAR associated with suicide was estimated for high prevalence ICD10/DSM-IV psychiatric disorders and measures of socio-economic status (SES) from
individual-level, population-based studies.
A systematic review and meta-analysis was conducted of population-based case-control and
cohort studies of suicide where relative risk estimates for males and females could be
extracted.
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D7
Crisis. 2011;32(6):319-33. doi: 10.1027/0227-5910/a000109.Best practice elements of
multilevel suicide prevention strategies: a review of systematic reviews. van der FeltzCornelis CM, Sarchiapone M, Postuvan V, Volker D, Roskar S, Grum AT, Carli V, McDaid D,
O'Connor R, Maxwell M, Ibelshäuser A, Van Audenhove C, Scheerder G, Sisask M, Gusmão
R, Hegerl U.
http://www.ncbi.nlm.nih.gov/pubmed/21945840
2011
Systematic review
Publication
Date
International - all
2++ (High quality SR of non-RCT studies; or high
Region
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
There is evidence that best practices identified as
effective suicide prevention were as follows:
training general practitioners (GPs) to recognize
and treat depression and suicidality, improving
accessibility of care for at-risk people, and
restricting access to means of suicide.
There is evidence that although no outcomes were
reported for multilevel suicide prevention
interventions or for synergistic effects of multiple
interventions applied together, indirect support
was found for possible synergies in particular
combinations of interventions within multilevel
strategies.

Strength of
evidence

High

High

There is evidence that restricting public access to
lethal means of suicide could be highly effective
and should probably be part of any multilevel
intervention; wide variations in outcomes might be
expected, however, as the measures taken may
differ among countries.

Moderate

There is evidence that if national multilevel
approaches are adopted, it is crucial to ensure
adequate suicide surveillance data is brought to the
attention of policymakers on a regular basis,
enabling them to devise responsive measures.

Moderate

There is evidence to suggest that an integrated
strategy that includes community facilitator
training, GP training and ready access to mental
healthcare offer the greatest potential for
synergism. These might also be combined with
more sociological strategies, such as policies
targeting the media or restricting access to means
for self-harm.

Moderate

There is some evidence of effectiveness for one
local intervention program, the Nuremberg Alliance
Against Depression (NAD). This multilevel approach
showed a clear effect in terms of reducing suicides
and suicide attempts, and it also improved the care
of depressed patients, in a pre-post design.

Moderate

The NAD approach was rolled out across Europe in
the European Alliance Against Depression (EAAD),
which resulted in the implementation of a fourlevel, community- based intervention including :
(1)cooperation with general practitioners and
paediatricians, (2)public awareness campaigns and
cooperation with local media, (3) cooperation with
local actors such as healthcare professionals,
geriatric care providers, counsellors, and religious
leaders, who play important roles as multipliers in
disseminating knowledge about depression,
particularly to children and adolescents, (4)
targeted interventions for high-risk groups such as
young people in adolescent crisis and people who
have attempted suicide.
Other
comments

Six relevant systematic reviews were found.
None of the studies reviewed included outcome measures to evaluate synergistic effects of
the separate types of interventions analysed. The systematic reviews thus provide no firm
evidence that multilevel interventions are a more effective approach, and more research on
them is urgently needed.
Limitations: unable to generate effect sizes because of the lack of meta-analyses in the
original systematic reviews, could therefore only describe the evidence. Another key
limitation of our review is its pragmatic reliance on studies identified in previous

systematic reviews. Some new primary studies may have thereby been missed.
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Web link

http://www.ncbi.nlm.nih.gov/pubmed/21602163
Systematic review
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)
Strength of
Regarding elderly suicide prevention programs,
evidence
there is evidence that innovative strategies should
improve resilience and positive aging, engage
family and community gatekeepers, use
telecommunications to reach vulnerable older
adult, and evaluate the effects of means restriction
and physicians education on elderly suicide.

Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Crisis. 2011;32(2):88-98. doi: 10.1027/0227-5910/a000076.A systematic review of
elderly suicide prevention programs. Lapierre S, Erlangsen A, Waern M, De Leo D,
Oyama H, Scocco P, Gallo J, Szanto K, Conwell V, Draper B, Quinnett P;
International Research Group for Suicide among the Elderly.
2011
International - all
Moderate

Other
comments

Suicide rates are highest among the elderly, yet research on suicide prevention in old
age remains a much-neglected area.
19 studies with an empirical evaluation of a suicide prevention or intervention
program designed especially for adults aged 60 years and older.
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J Psychiatr Ment Health Nurs. 2010 Oct;17(8):732-40. doi: 10.1111/j.13652850.2010.01600.x. Epub 2010 Jun 22.Self-harm: what's the problem? A literature
review of the factors affecting attitudes towards self-harm. McHale J, Felton A.
http://www.ncbi.nlm.nih.gov/pubmed/21050340
Review (non-systematic)
October 2010
Publication
Date
Region
International 2+ (well conducted non-RCT studies with a low
western style
bias risk and moderate probability of a causal
relationship)
countries
Strength of Moderate
There is evidence regarding self-harm that negative
evidence
attitudes and experiences of care were associated
with lack of education and training, the impact of
differences in perceptions of health professionals'
role and the influence of clinical culture as well as
how self-harm was perceived as a health need.
Moderate
There is evidence regarding self-harm that
more positive attitudes were associated with a
greater understanding of experiences of selfharm and improved training.
Moderate
There is evidence regarding self-harm that the
nature of care reported by service users indicates
that there are still significant improvements
needed to the attitudes in health settings to ensure
they receive a high-quality service.

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

19 papers that met the inclusion criteria, 13 originating from the UK, 4 Australia, 2
Sweden, 1 Ireland.
There is evidence from a thematic analysis of the literature that indicated six key areas
which contributed to the development of attitudes defined as positive or negative towards
people who self-harm.
People who have experienced self-harm report dissatisfaction with the care provided by
statutory services. This review provides a critical exploration of the evidence examining
the attitudes of healthcare professionals across both mental health and medical settings
towards people who self-harm. It also explored in detail service users perceptions of
care.
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D10
J Clin Psychiatry. 2010 Jun;71(6):699-706. doi: 10.4088/JCP.08m04840blu.Strategies in
treatment of suicidality: identification of common and treatment-specific interventions in
empirically supported treatment manuals. Weinberg I, Ronningstam E, Goldblatt MJ,
Schechter M, Wheelis J, Maltsberger JT.
http://www.ncbi.nlm.nih.gov/pubmed/20573329
Review (non-systematic)
June 2010
Publication
Date
International - all
Region
2- (non-RCT studies with a high bias risk and low
probability of a causal relationship)
Low
Strength of
There is evidence that the common interventions
evidence
in empirically supported treatment manuals for
suicide patients included: a clear treatment
framework; a defined strategy for managing
suicide crises; close attention to affect; an active,
participatory therapist style; and use of
exploratory and change-oriented interventions.
Low
There is evidence that some treatments in
empirically supported treatment manuals for
suicide patients encouraged a multimodal
approach and identification of suicidality as an
explicit target behavior, and some concentrated
on the patient-therapist relationship.
Low
Emphasis on interpretation and supportive
interventions in empirically supported treatment
manuals for suicide patients varied.
Low
Not all methods in empirically supported treatment
manuals for suicide patients encouraged
systematic support for therapists.
Comparative analysis.
Empirically supported treatments for suicidality were identified through a literature
search.
To ensure that rated manuals actually correspond to the delivered and tested
treatments, included only treatment interventions with explicit adherence rating and
scoring and with adequate adherence ratings in the published studies.
Five manualized treatments demonstrating efficacy in reducing suicide risk were
identified and were independently evaluated by raters using a list of treatment
interventions.
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This study identified candidate interventions for possible effectiveness in reducing
suicidality. These interventions seem to address central characteristics of suicidal
patients.
The conclusions of this study are tentative.
D11
Can J Psychiatry. 2009 Sep;54(9):596-604.Teen suicide information on the internet: a
systematic analysis of quality. Szumilas M, Kutcher S.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/19751548
Systematic review

Quality of
study

Publication
Date

September 2009

1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)

Region

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that many websites need to
improve the evidence-based quality of the
information provided on teen suicide.

Strength of
evidence

International western style
countries
Moderate

Other
comments

Five systematic reviews of youth suicide research were analysed to assemble the
evidence base for risk factors and prevention strategies. These included reviews from the
United States, New Zealand, the United Kingdom and Canada.
Web Search: 3 search engines accounting for more than 85% share of searches to obtain
the top 50 hits for the search terms “youth suicide,” “teen suicide,” and “adolescent
suicide.” The search was restricted to pages originating in Canada and concerning nonAboriginal populations. The top 20 most commonly accessed youth suicide information
websites were analysed for quality indicators and evidence-based rating. Univariate
logistic regression was conducted to determine if quality indicators predicted statements
supported by evidence (SSEs). Multivariate analysis was used to calculate adjusted odds
ratios for SSEs and quality indicators.
Fundamental to addressing youth suicide is the availability of high-quality, evidencebased information accessible to the public, health providers, and policy-makers.
Limitations: This analysis was restricted to Canadian websites dealing with issues of
suicide in non-Aboriginal populations. This analysis does not consider website
design. The Internet is an ever-changing medium. It is possible that results are not
representative of the information currently accessed by people searching for
information about youth suicide.
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Behav Modif. 2008 Jan;32(1):77-108.Cognitive-behavioral interventions to reduce suicide
behavior: a systematic review and meta-analysis. Tarrier N, Taylor K, Gooding P.
http://www.ncbi.nlm.nih.gov/pubmed/18096973
Meta analysis
Publication January 2008
Date
International - all
1- (MA, SR, or RCTs with a high risk of bias)
Region
Strength of
evidence

Moderate

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence for the highly significant effect
for CBT in reducing suicide behavior.

Other
comments

28 studies met the entry criteria. 14 were carried out in the United States; 5 in the
United Kingdom; 2 in both Holland and Denmark; and 1 each in Australia, Canada, India,
Ireland, and Israel.

Subgroup analysis indicates a significant
treatment effect for adult samples (but not
adolescent), for individual treatments (but not
group), and for CBT when compared to minimal
treatment or treatment as usual (but not when
compared to another active treatment). There
was evidence for treatment effects, albeit
reduced, over the medium term.

Although these results appear optimistic in advocating the use of CBT in ameliorating
suicidal thoughts, plans, and behaviours, evidence of a publication bias tempers such
optimism.

6.5

Sub-topic: Interventions to improve the physical health of people with
mental health conditions (all ages)

Search record
6.5.1

12 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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http://publications.nice.org.uk/psychosis-and-schizophrenia-in-children-and-youngpeople-cg155/introduction
Systematic review
January 2013
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
Strength of
2013 NICE guidance recommends for psychosis
evidence
and schizophrenia in children and young people,
develop and use practice case registers to monitor
the physical and mental health of children and
young people with psychosis or schizophrenia in
primary care.

Type of
evidence
Quality of
study
Evidence
statements
(note
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interventio
n and
outcomes)

NICE clinical guidelines Issued: January 2013. Psychosis and schizophrenia in children
and young people: Recognition and management.

2013 NICE guidance recommends for psychosis and
schizophrenia in children and young people, GPs
and other primary healthcare professionals should
monitor the physical health of children and young
people with psychosis or schizophrenia at least
once a year. They should bear in mind that people
with schizophrenia are at higher risk of
cardiovascular disease than the general population.

High

2013 NICE guidance recommends for psychosis and
schizophrenia in children and young people, identify
children and young people with psychosis or
schizophrenia who smoke or who have high blood
pressure, raised lipid levels or increased waist
measurement at the earliest opportunity and
monitor for the emergence of cardiovascular
disease and diabetes.

High

2013 NICE guidance recommends for psychosis and
schizophrenia in children and young people , treat
children and young people with psychosis or
schizophrenia who have diabetes and/or
cardiovascular disease in primary care. Use the

High

appropriate NICE guidance for children and
young people where available.
2013 NICE guidance recommends for psychosis
and schizophrenia in children and young people,
healthcare professionals in secondary care should
ensure, as part of the care programme approach
(CPA) in England and care and treatment plans in
Wales, that children and young people with
psychosis or schizophrenia receive physical
healthcare from primary care. Healthcare
professionals in secondary care should continue
to maintain responsibility for monitoring and
managing any side effects of antipsychotic
medication.

High
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E2
Schizophr Res. 2012 Sep;140(1-3):159-68. doi: 10.1016/j.schres.2012.03.017. Epub
2012 Jul 3.Acute and maintenance effects of non-pharmacologic interventions for
antipsychotic associated weight gain and metabolic abnormalities: a meta-analytic
comparison of randomized controlled trials. Caemmerer J, Correll CU, Maayan L.
http://www.ncbi.nlm.nih.gov/pubmed/22763424
Meta analysis
September 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)
Strength of Moderate
There is evidence that behavioural interventions
evidence
effectively prevented and reduced antipsychoticassociated weight gain and cardio-metabolic
perturbations, at least in outpatients agreeing to
participate in trials aimed at improving physical
health. Effective treatments ranged from
nutritional interventions to cognitive behavioural
therapy.
17 studies (n=810)
Trials were conducted in the USA (N=6), Europe (N=5), Asia (N=3), Australia (N=1),
Canada (N=1), and Israel (N=1).

ID
Citation

E3
Int J Ment Health Nurs. 2012 Jun;21(3):236-47. doi: 10.1111/j.14470349.2012.00816.x.Health behaviour interventions to improve physical health
in individuals diagnosed with a mental illness: a systematic review. Happell B,
Davies C, Scott D.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22533331
Systematic review
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk

Type of
evidence
Quality of
study

and high probability of a causal relationship)

June 2012
International - all

Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

There is evidence for the positive effect of health
behaviour interventions in improving the
physical health of individuals diagnosed with a
serious mental illness.

Strength of
evidence

Moderate

Moderate
There is evidence that a focus on health behaviour
interventions within the mental health nursing
profession might lead to improvements in health
behaviours and general health in consumers of
mental health services.
A total of 42 articles were identified for inclusion. The most commonly targeted
physical health behaviour was weight management.

ID
Citation

E4
Int J Ment Health Nurs. 2012 Jun;21(3):193-201. doi: 10.1111/j.14470349.2011.00792.x.Role of the mental health nurse towards physical health care
in serious mental illness: an integrative review of 10 years of UK literature.
Blythe J, White J.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/22533326
Review (non-systematic)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that mental health nurses are
not routinely supported by physical health-care
education and training, with many expressing
role ambiguity.

2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)

Publication
Date
Region

June 2012

Strength of
evidence

Moderate

UK

There is evidence that inpatient setting correlated
to a less positive role attitude.

Moderate

There is evidence that poor primary-secondary
care interface communication compounds the
problem of this vulnerable population (those with
serious mental illness) having their physical health
needs identified and met.

Moderate

There is evidence that mental health nurses are in
a prime position to help improve the physical
health needs of people with serious mental illness
and, with the right support and training, this could
have positive outcomes for their client group.
However, training mental health nurses in physical
health care does not always mean outcomes will
be improved.

Moderate

There is evidence that mental health nurses need to
have a positive attitude to help make changes in
their role and engage patients in change to improve
health outcomes.

Moderate

There is evidence that a change in the culture of

Moderate

the focus of mental health service provision is
required from organizations to support and
resource such a shift in the mental health nurses
role.
Other
comments

It was not our intention to conduct a systematic review and should not be considered
within this context. The use of an integrative methodology was considered more
appropriate as the absence of randomized controlled trial evidence in the physical
health screening literature on SMI is already known (Tosh et al. 2010).
10 papers met the inclusion criteria; of these, nine were conducted in the UK and were
included in the analysis.
Future research should examine what the attitudes are of mental health nurses in relation
to their physical health-care role and explore whether interventions aimed at the level of
the organization can improve clinical practice.
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Int J Nurs Stud. 2012 Apr;49(4):398-406. doi: 10.1016/j.ijnurstu.2011.10.008. Epub 2011
Nov 1.Developing a healthy living intervention for people with early psychosis using the
Medical Research Council's guidelines on complex interventions: phase 1 of the HELPER InterACT programme. Bradshaw T, Wearden A, Marshall M, Warburton J, Husain N, Pedley
R, Escott D, Swarbrick C, Lovell K.
http://www.ncbi.nlm.nih.gov/pubmed/22051439
Review (non-systematic)
April 2012
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Using the Medical Research Council guidelines this
Strength of
Moderate
evidence
programme developed a potentially effective,
feasible and acceptable 'healthy living' intervention
for people with psychosis using early intervention
services in the UK.
The intervention developed comprised eight
individual sessions to be delivered by a support
time recovery worker over a 12 month period with
emphasis on individualised action plans to
facilitate participatory exercise and changes in
diet. To optimise engagement, choice and selfmanagement a booklet and website were
developed to provide participants with educational
advice, healthy eating recipes and other materials.
Methods: Using the Medical Research Council guidelines for developing and
evaluating complex interventions conducted a number of studies to devise a ‘healthy
living’ intervention. Used a ‘top down’ (published evidence), bottom up (stakeholder
perspectives) approach, which included updating a systematic review, identifying a
theoretical basis for the intervention, exploring the perspectives of service users and
health professionals, and identifying key cultural issues. The results of these studies
were synthesised to determine the content and delivery of the intervention.
What is already known about the topic: Increasing concern and attention is being paid
to the physical health of people experiencing psychosis. Poor physical health in this
population has been associated with unhealthy lifestyle choices as well as weight gain

related to atypical anti-psychotic medication. Despite significant policy and clinical rhetoric of
the need to develop and evaluate ‘healthy living’ interventions for this group there is insufficient
work identifying the optimal way to improve the health of people with early psychosis.
What this paper adds: A description of a methodology for developing a novel intervention
to prevent, slow or reverse weight gain in early psychosis. The development of an
intervention that is underpinned by a recognised psychological model. The development of
a feasible and acceptable intervention.
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E6
BMC Psychiatry. 2012 Mar 23;12:24. doi: 10.1186/1471-244X-12-24.Effective lifestyle
interventions to improve type II diabetes self-management for those with schizophrenia or
schizoaffective disorder: a systematic review. Cimo A, Stergiopoulos E, Cheng C, Bonato S,
Dewa CS.
http://www.ncbi.nlm.nih.gov/pubmed/22443212
March 2012
Systematic review
Publication
Date
North America
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Moderate
Strength of
There is evidence to indicate that diabetes
education is effective when it incorporates diet and evidence
exercise components, while using a design that
addresses challenges such as cognition,
motivation, and weight gain that may result from
antipsychotics.

Other
comments

4 papers met the inclusion/exclusion criteria and were analysed.
This systematic evidence review identifies effective lifestyle interventions that enhance
quality care in individuals who are suffering from type II diabetes and schizophrenia or
other schizoaffective disorders.

ID
Citation
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Ann Clin Psychiatry. 2012 Feb;24(1):69-81.The Canadian Network for Mood and Anxiety
Treatments (CANMAT) task force recommendations for the management of patients with
mood disorders and comorbid metabolic disorders. McIntyre RS, Alsuwaidan M, Goldstein BI,
Taylor VH, Schaffer A, Beaulieu S, Kemp DE; Canadian Network for Mood and Anxiety
Treatments (CANMAT) Task Force.
http://www.ncbi.nlm.nih.gov/pubmed/22303523
Review (non-systematic)
February 2012
Publication
Date
2+ (well conducted non-RCT studies with a low bias
Region
International - all

study

risk and moderate probability of a causal
relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence for the recommendation that
individuals with major depressive disorder (MDD)
and bipolar disorder (BD) should be routinely
screened for risk factors that increase risk for
metabolic syndrome.

Other
comments

ID
Citation

Strength of
evidence

Moderate

There is evidence for the management of patients
with mood disorders and comorbid metabolic
disorders, that for excess weight, the best-studied
pharmacologic approaches are metformin and
topiramate, with emerging evidence for liraglutide
and modafinil.

Moderate

There is evidence for the management of patients
with mood disorders and comorbid metabolic
disorders, for binge eating disorder, the best
evidence in mood disorders was for cognitivebehavioural therapy as well as topiramate,
zonisamide, and in select cases selective serotonin
reuptake inhibitors.

Moderate

Moderate
There is evidence for the management of patients
with mood disorders and comorbid metabolic
disorders, for dysglycemia, dyslipidemia, and
hypertension, evidence supports cognitivebehavioural interventions and anti-diabetic,
antilipidemic, and antihypertensive treatments.
Conducted a comprehensive literature review to provide evidence-based
recommendations for treating metabolic comorbidity in individuals with major
depressive disorder (MDD) and bipolar disorder (BD). Searched PubMed for all
English-language articles published January 1966 to November 2010 using BD and
MDD cross-referenced with metabolic syndrome, obesity, diabetes mellitus,
hypertension, and dyslipidemia. That search was augmented by a review of articles
reporting outcomes of an intervention targeting components of metabolic syndrome in
individuals with MDD or BD.

E8

Evidence
statements
(note
population,
interventio

Int J Behav Nutr Phys Act. 2011 Apr 11;8:28. doi: 10.1186/1479-5868-8-28.Effectiveness and
cost-effectiveness of lifestyle interventions on physical activity and eating habits in persons
with severe mental disorders: a systematic review. Verhaeghe N, De Maeseneer J, Maes L,
Van Heeringen C, Annemans L.
http://www.ncbi.nlm.nih.gov/pubmed/21481247
Systematic review
April 2011
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Moderate
Strength of
Further research on both effectiveness and costevidence
effectiveness of lifestyle interventions targeting
physical activity and eating habits in persons with
severe mental disorders is required to assist in the
development of new health promotion

n and

interventions in this population.

Web link
Type of
evidence
Quality of
study

outcomes)

There is evidence that small improvements (not
always statistically significant) in body weight, BMI
and QOL in persons with severe mental disorders
(SMD) are possible through health promotion
interventions targeting PA and eating habits. It
appears to be relevant to integrate these kinds of
interventions into the daily care of this population.

Moderate

Other
comments

Fourteen studies met the inclusion criteria. Eight were conducted in the USA while the
remaining were from Italy (n = 2), Australia (n = 1), China (n = 1), Taiwan (n
= 1), and South Korea (n = 1).
Among the 14 included studies, 11 were randomized controlled trials, while
three were non-randomized controlled trials.
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E9
Cochrane. 2011 Feb. General physical health advice for people with serious
mental illness Graeme Tosh, Andrew Clifton, Mick Bachner.
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008567.pub2/abstract
Systematic review
February 2011
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
western style
countries
Strength of Moderate
There is evidence that general physical health
evidence
could lead to people with serious mental illness
accessing more health services which, in turn,
could mean they see longer term benefits such as
reduced mortality or morbidity.
On the other hand it is possible clinicians are
expending much effort, time and financial
expenditure on giving ineffective advice.

Other
comments

five studies (total n = 884) of limited quality
In this review 50% of the included studies were completed in Europe and the
other half in North America
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Citation

E10
Cochrane Database Syst Rev. 2010 Jun 16;(6):CD007253. doi:
10.1002/14651858.CD007253.pub2.Interventions for smoking cessation and
reduction in individuals with schizophrenia. Tsoi DT, Porwal M, Webster AC.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/20556777

Type of
evidence

Systematic review

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Evidence
statements
(note
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interventio
n and
outcomes)

There is evidence to support the effectiveness of
bupropion in smoking cessation, as well as smoking
reduction in patients with schizophrenia.
The strength of the evidence is relatively weak
with wide confidence intervals, especially for
longer term benefit, because of the small number
of participants.
There is no evidence to support any significant
deterioration of mental state secondary to use
of bupropion in schizophrenia. Bupropion use in
individuals with schizophrenia did not increase
risk of seizure.
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June 2010

Strength of
evidence

Low

International - all

There is evidence that contingent reinforcement
(CR) may help smokers with schizophrenia to quit
and reduce smoking.

Low

Regarding other drug treatment (including NRT)
and psychosocial interventions, this review did not
find sufficient and convincing evidence to support
use in clinical practice.

Low

Included 21 trials (11 trials of smoking cessation; four trials of smoking reduction;
one trial for relapse prevention; five trials reported smoking outcomes for
interventions aimed at other purposes).
E11
Psychiatry Res. 2010 May 30;177(3):271-9. doi: 10.1016/j.psychres.2010.03.011.
Epub 2010 Apr 20.Considering a frame of reference for physical activity research
related to the cardio-metabolic risk profile in schizophrenia. Vancampfort D, Knapen J,
Probst M, van Winkel R, Deckx S, Maurissen K, Peuskens J, De Hert M.
http://www.ncbi.nlm.nih.gov/pubmed/20406713
Review (non-systematic)

Quality of
study

2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that physical activity
interventions result in positive effects on metabolic
outcomes, physical fitness, health-related behavior
and mental health.

Publication
Date
Region

May 2010

Strength of
evidence

Moderate

International - all

There is evidence that physical therapists should
take into account the emotional (negative
symptoms, self-esteem, self-efficacy, and
stress) and physiological (cardio-metabolic
parameters) components of mental illness when
offering physical activity interventions.

Moderate

There is evidence that physical activity stimulus
should be adapted to the individual's physical
fitness level and the side effects of the

Moderate
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Other
comments

6.6

antipsychotic medications.
More research is needed to assist in the practical development of effective
evidence-based preventive and curative strategies for metabolic syndrome in
persons with schizophrenia.

E12
Br J Psychiatry. 2008 Aug;193(2):101-7. doi: 10.1192/bjp.bp.107.042853.Nonpharmacological management of antipsychotic-induced weight gain: systematic review and
meta-analysis of randomised controlled trials. Alvarez-Jiménez M, Hetrick SE, GonzálezBlanch C, Gleeson JF, McGorry PD.
http://www.ncbi.nlm.nih.gov/pubmed/18669990
Meta analysis
August 2008
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Moderate
Strength of
There is evidence that non-pharmacological
evidence
weight-management interventions should be a
priority, particularly during the early stages of
antipsychotic treatment.
Moderate
There is evidence that preventive approaches have
the potential to be more effective, acceptable, costefficient and beneficial.
There was evidence that adjunctive nonModerate
pharmacological interventions, either individual or
group interventions, or cognitive-behavioural
therapy as well as nutritional counselling were
effective in reducing or attenuating antipsychoticinduced weight gain compared with treatment as
usual, with treatment effects maintained over
follow-up.
Systematic review and meta-analysis of randomised controlled trials. Ten trials were
included in the meta-analysis. Trials were conducted in Europe, Asia, the USA and
Australia.

6.7

Sub-topic: Interventions to promote better mental health outcomes and
quality of life for carers (all ages)

Search record
6.7.1

16 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the most
recent.
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F1
NICE Guidance. 2004 March. Cancer service guidance. Supportive and palliative care
(CSGSP)
Click here to enter text.
March 2004
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)
High
Strength of
2004 NICE Guidance recommends family members
evidence
and carers should be offered the opportunity for
their needs for support and information to be
assessed separately from those of patients,
particularly at stages in the patient pathway
acknowledged as especially demanding and when
extra help might be needed. Cultural and ethnic
preferences on family involvement should be
taken into account.
2004 NICE Guidance recommends whenever
possible and appropriate, family members and
carers should be invited to accompany patients
during clinical encounters and should be involved
in discussions about treatment and care, in
accordance with the patient’s wishes.

High

2004 NICE Guidance recommends family members
and carers should be made aware of, and have easy
access to, sources of local information, advice and
support designed to meet their own needs.

High

2004 NICE Guidance recommends family members
and carers who are bereaved should, in the first
instance, be encouraged to use existing support
systems. Where these prove insufficient, or it is
predicted that those involved are likely to
experience difficult grief reactions, there should be
access to additional help and support.

High

2004 NICE Guidance recommends providers of
specialist bereavement support should work

High

closely with other care providers (both statutory
and voluntary) to ensure carers and family
members can access services when needed.
2004 NICE Guidance recommends commissioners,
working through Cancer Networks, should ensure
that a range of information, support (including
practical help and respite arrangements) and
bereavement services are in place to meet the
spectrum of need. They will need to work with
statutory and voluntary health and social care
agencies to achieve this. While not necessarily
separate from many of the services provided to
patients (indeed, most will be fully integrated),
commissioners should ensure sufficient capacity to
meet the distinct needs of this group.

High

2004 NICE Guidance recommends provider
organisations should nominate a lead to oversee the
development and implementation of services that
specifically focus on the needs of families and
carers. This role might involve:

High

• leading on the development of criteria and routes
of referral to sources of specialist support and
advice
• appraising written information currently provided
to families and carers and, in conjunction with the
NHS Trust information lead, developing further
resources where necessary
• regularly appraising sources of local and national
support for families and carers
• acting as a resource for teams considering the
development of programmes of support for
families and carers
2004 NICE Guidance recommends Health and social
care professionals providing day-to-day care to
patients should assess and address the needs of
family members and carers on an ongoing basis.
Teams should establish a system to ensure family
members and carers have regular opportunities to
discuss particular concerns. This might be achieved
by offering them an appointment with the ‘key
worker’ (see Topic 1, Co-ordination of Care) at
times acknowledged to be particularly challenging
(diagnosis, end of treatment, recurrence, palliation,
time of death).

High

2004 NICE Guidance recommends where carers are
providing a substantial amount of care on a regular
basis, providers should ensure they are offered a
separate assessment or respond positively when a
carer asks for one, in accordance with The Carers

High

(Recognition and Services) Act 19954. The practice
guide that accompanies the Act recommends
potential areas to be covered in an assessment to
identify the types of support needed, which can
then be used to plan timely and relevant
interventions.
2004 NICE Guidance recommends teams should
ensure that all family members and carers are
offered information on a variety of topics, from a
simple ‘who’s who’ of professionals to more
detailed accounts of cancer, its treatment and
consequences and services available locally. They
should be ‘signposted’ to local and national
sources of information, advice and practical
support, including sources of emotional and
psychological support. Services for carers and
families should be listed in the directories
developed at Cancer Network level.

High

2004 NICE Guidance recommends teams should
provide families and carers with a clear indication of
the personnel they might contact in relation to a
range of needs.

High

2004 NICE Guidance recommends if they wish,
patients with young children or teenagers should
be offered information by the health and social
care professionals providing day-to-day care on
how to encourage the sharing of fears and
concerns. Age-appropriate resources should be
available to support this process.

High

2004 NICE Guidance recommends providers should
set up arrangements for families and carers to
meet other families and carers who have
experienced similar situations, if wished. Support
groups for family members and carers, either
professionally or peer-led, may also be welcomed
by some. These services are ideally provided in
partnership with the voluntary sector.

High

2004 NICE Guidance recommends awareness of the
needs of family members from different ethnic
populations, including differences in language,
religious practice and culture, is necessary within a
multi-cultural society. Providers should ensure
teams have access to reference guides on the
cultural differences surrounding a diagnosis of
cancer, death and dying, and that information on
accessing interpreters, relevant health advocates
(where available) and faith leaders is readily
accessible.

High

2004 NICE Guidance recommends providers should
ensure families and carers have access to

High

professionals capable of providing confidential
emotional support and, if there is variance between
the needs, choices and judgements of a family
member or carer and those of the patient, the
professional is independent of normal services
offered to the patient.
2004 NICE Guidance recommends some family
members and carers will require care and support
from a health or social care professional capable of
dealing with complex family situations. Providers
should ensure they have access to individuals and
teams with the requisite skills and knowledge to
offer social support, spiritual support, specialist
palliative care or psychological support services.
Criteria and routes for referral should be agreed
between different services.

High

2004 NICE Guidance recommends teams should
ensure they have the ability to offer information
and training on practical issues to carers who are
looking after patients requiring extra help with
activities of daily living or approaching the terminal
stage of illness. This might include manual
handling, managing distressing symptoms and
dealing with incontinence and other body fluids. As
death approaches, they should also be given
information about what to expect and what to do
after the death.

High

2004 NICE Guidance recommends a threecomponent model of bereavement support should
be developed and implemented in each Cancer
Network to ensure that people’s individual needs
are addressed through variety in service provision.
Cancer Networks should take account of the
standards for bereavement care developed by the
National Bereavement Consortium. The
components should be flexible and accessible
when needed around the time of bereavement.
Component 1: Grief is normal after bereavement
and most people manage without professional
intervention. Many people, however, lack
understanding of grief after immediate
bereavement. All bereaved people should be
offered information about the experience of
bereavement and how to access other forms of
support. Family and friends will provide much of
this support, with information being supplied by
health and social care professionals providing dayto-day care to families.

High

Component 2: Some people may require a more
formal opportunity to review and reflect on their

loss experience, but this does not necessarily have
to involve professionals. Volunteer bereavement
support workers/befrienders, self-help groups,
faith groups and community groups will provide
much of the support at this level. Those working in
Component 2 must establish a process to ensure
that when cases involving more complex needs
emerge, referral is made to appropriate health and
social care professionals with the ability to deliver
Component 3 interventions.
Component 3: A minority of people will require
specialist interventions. This will involve mental
health services, psychological support services,
specialist counselling/psychotherapy services,
specialist palliative care services and general
bereavement services, and will include provision for
meeting the specialist needs of bereaved children
and young people.
2004 NICE Guidance recommends provider
organisations should be equipped to offer the first
component of bereavement support and have
strategies in place to access the other components.
Services should be accessible from all settings.

High

2004 NICE Guidance recommends within the
context of family and social support assessments,
health and social care professionals involved in
delivering care in the terminal phase of illness
should assess individual and family coping ability,
stress levels, available support and actual and
potential needs with respect to the anticipated or
actual bereavement.

High

2004 NICE Guidance recommends Cancer Networkwide protocols should be developed to inform the
level of bereavement support offered and the need
for follow up and specialist referral, particularly for
those at risk of complicated grief reactions. They
should apply wherever the patient dies – at home,
in hospital, hospice or care home – and should
include a system to engage proactively with those
assessed to be at risk, involving, for example,
follow-up telephone calls or letters to individuals
around eight weeks after death. Issues of consent
and data protection should be considered carefully.

High

2004 NICE Guidance recommends providers should
ensure that a leaflet is made available to families and
carers around the time of the bereavement. Ideally,
this should be developed locally, agreed by those
involved in the provision of bereavement

High

services, and include information on anticipated
feelings and how to access local and national
services.
2004 NICE Guidance recommends workforce
Development Confederations in England (and the
Workforce Development Steering Group in Wales),
working with Cancer Networks, should ensure that
all health care professionals involved in the
delivery of supportive and palliative care services
have access to basic training in understanding and
meeting the needs of families and carers. This
should include knowledge to underpin the delivery
of ethnically and culturally sensitive care. They
should also ensure ongoing education and training
about bereavement and loss are available. The
aim should be to enable professionals to develop a
basic knowledge of characteristics increasing
vulnerability to the loss experience or which
impede adjustment to bereavement, and to help
to recognise their own needs for further education
and support.

High

2004 NICE Guidance recommends providers
should ensure all staff working with people who
are dying have access to a range of opportunities
to address concerns and explore the difference
between personal and professional responses to
loss. This might involve a number of processes,
such as clinical supervision and one-to-one and
group support.

High

2004 NICE Guidance recommends specialist
bereavement services should be sufficiently
resourced to enable them to contribute to the
preparation and ongoing support of health and
social care professionals in relation to this aspect of
care.

High

2004 NICE Guidance recommends those who offer
bereavement services that include volunteer
support workers should ensure mechanisms for
recruiting, training, supervising and managing
volunteers are in place. It is desirable that the
workforce reflects the gender, age distribution and
ethnicity of the clients they serve.

High

Other
comments

ID
Citation

F2
Issues Ment Health Nurs. 2012 Oct;33(10):650-6.Resilience in family members of persons
with autism spectrum disorder: a review of the literature. Bekhet AK, Johnson NL,
Zauszniewski JA.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/23017040

Review (non-systematic)

Quality of
study

2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

Moderate
Strength of
There is evidence to indicate that parents of
evidence
children with autism spectrum disorder (ASD)
who possess indicators of resilience are better
able to manage the adversity associated with
caring for children with ASD. Thus, enhancing
resilience among family members of persons with
autism may be beneficial to both the caregivers
and care recipients.
This integrative review highlights current research on resilience in adult family members of
persons with autism spectrum disorder.

Other
comments

Publication
Date
Region

October 2012

Type of
evidence

International - all

A search was completed in Medline, PsycINFO, Proquest, Web of Science, and CINAHL
using the key words autism, caregivers, mothers, and fathers, alone and in
combination. Inclusion criteria were English language articles reporting studies with
samples of children with ASD, as distinct from children with other intellectual or
developmental disabilities.
Fifty-eight articles that met these inclusion criteria were summarized and, from those, the
authors selected 22 articles that included indicators of resilience. In addition, there were only
two intervention studies of parents/caregivers of persons with ASD addressing resilience and
its indicators or risk and protective factors.
ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
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interventio
n and
outcomes)

F3
Int J Geriatr Psychiatry. 2012 Jan;27(1):1-14. doi: 10.1002/gps.2694. Epub 2011 Apr
25.Personalised caregiver support: effectiveness of psychosocial interventions in
subgroups of caregivers of people with dementia. Van Mierlo LD, Meiland FJ, Van der
Roest HG, Dröes RM.
http://www.ncbi.nlm.nih.gov/pubmed/21520288
Review (non-systematic)
January 2012
Publication
Date
Region
Choose an item
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
Low
Strength of
There is limited evidence regarding successful
evidence
psychosocial interventions in subgroups of
caregivers of people with dementia, that most
positive effects were found in caregivers of people
with a diagnosis of 'dementia not otherwise
specified' and in the subgroup of female caregivers.
Examples of outcomes were decreased depression
and improved self-efficacy.
Low
There is evidence from 5 studies of interventions
that succeeded in improving quality of life in
subgroups of caregivers of people with dementia.
These interventions were: a home–environment
skill building programme, an education and support
programme, an individualised intervention focusing
on information and coping, Telecare and attending

a memory clinic.
The following personal characteristics of caregivers
were related to positive intervention effects:
gender, current care use, type and severity of
dementia.
Low

There is evidence from thirteen studies that
described interventions that succeeded in improving
mental health in subgroups of caregivers of people
with dementia. These interventions were:
Minnesota Family Workshop, an individualised
multi-component treatment programme, structural
ecosystems therapy+ computer–telephone system,
a exercise program, an anger and depression
management class, a nursing intervention using the
Progressively Lowered Stress Threshold Model,
telephone support system, psycho-educational
support, individual and family counselling,
Behaviour Therapy-Pleasant Events, a day care
programme and cognitive behavioural therapy.
The following personal characteristics of caregivers
were related to positive intervention effects: gender,
presence of depression, presence of mental health
problems, type and severity of dementia and
presence of anxiety in person with dementia.

Other
comments

Low
Relatively little research has been done into
subgroups of caregivers of people with
dementia. More research is needed to better
understand which psychosocial interventions are
effective for specific subgroups of caregivers of
people with dementia.
To gain insight into this relationship between caregiver subgroups and intervention
outcomes, a first review study was done. This study reviews the personal characteristics
of caregivers of people with dementia for whom psychosocial interventions were
effective.
Electronic databases and key articles were searched for reviews on psychosocial
interventions for caregivers studies published between January 1990 and February 2008.
Based on these reviews, twenty-six studies met the inclusion criteria (i.e. having positive
outcomes described in subgroups).

ID
Citation

F4

Web link
Type of
evidence
Quality of
study

Clin Psychol Rev. 2011 Aug;31(6):900-8. doi: 10.1016/j.cpr.2011.04.004. Epub 2011 Apr
28.Activity restriction and depression in medical patients and their caregivers: a metaanalysis. Mausbach BT, Chattillion EA, Moore RC, Roepke SK, Depp CA, Roesch S.
http://www.ncbi.nlm.nih.gov/pubmed/21600868
Meta analysis
August 2011
Publication
Date
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)

Evidence

There is evidence that the correlation between

Strength of

Moderate

statements
(note
population,
interventio
n and
outcomes)

Other
comments

activity restriction and depression was positive and
of large magnitude. Activity restriction was most
strongly correlated with depression in medical
patients, followed by caregivers and then
community-dwelling adults.

evidence

Moderate
There is evidence that activity restriction
associated with medical conditions is a significant
threat to well-being and quality of life, as well as to
the lives of their caregivers. Assessment and
treatment of activity restriction may be particularly
helpful in preventing depression.
Conducted a systematic review and meta-analysis of the association between activity
restriction and depression in medical patients and their caregiver.
A total of 34 studies (N = 8053) documenting the relationship between activity
restriction and depression were identified for the period between January 1980 and
June 2010.
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Citation

Web link
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Quality of
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F5
Cochrane Database Syst Rev. 2011 Jun 15;(6):CD007617. doi:
10.1002/14651858.CD007617.pub2.Interventions for supporting informal caregivers of
patients in the terminal phase of a disease. Candy B, Jones L, Drake R, Leurent B, King M.
http://www.ncbi.nlm.nih.gov/pubmed/21678368
Systematic review
Publication June 2011
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with
western style
very low bias risk)
countries
Strength of
evidence

High

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that supportive interventions
may help reduce caregivers' psychological
distress. These findings suggest that practitioners
should enquire about the concerns of caregivers
and should consider that they may benefit from
additional support.

Other
comments

Included eleven RCTs involving 1836 caregiver participants.
Seven trials were conducted in America, two in Australia and two in the UK.
There is a need for further research to explore the benefits identified, and to assess the
interventions' effects on physical health, and potential harms. Trials need to report their
methods fully.
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Citation
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Web link
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Cochrane Dementia and Cognitive Improvement Group Published Online: 9 NOV 2011
Cognitive reframing for carers of people with dementia. Myrra Vernooij-Dassen, Irena
Draskovic, Jenny McCleery, Murna Downs
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD005318.pub2/abstract
Systematic review
Publication November 2011
Date

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Region

Choose an item

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that cognitive reframing for
family carers of people with dementia, seems to
reduce psychological morbidity and subjective
stress .
The results suggest that it may be an effective
component of individualised, multi-component
interventions for carers.

Strength of
evidence

Moderate

Pooled data indicated a beneficial effect of
cognitive reframing interventions on carers'
psychological morbidity, specifically anxiety,
depression and subjective stress. No effects were
found for carers’ coping, appraisal of the burden,
reactions to their relatives’ behaviours, or
institutionalization of the person with dementia.

Other
comments

Moderate
There is evidence that the impact of cognitive
reframing might be higher when used alongside
other interventions because this offers better
opportunities to tailor cognitive reframing to actual
everyday carer problems.
Eleven trials were identified that met inclusion criteria.
Identifying studies with relevant interventions was a challenge for this review.
Participants were family carers of people with dementia. Family carers’ ages ranged from
19 to 84 years; the average age was 59 years. The relationship to the person with
dementia was spouse (40.2%), adult child (28.1%) and other (6.7%). For 25% of the
carers no relationship to the person with dementia was specified.
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F7
CA Cancer J Clin. 2010 Sep-Oct;60(5):317-39. doi: 10.3322/caac.20081. Epub 2010 Aug
13.Interventions with family caregivers of cancer patients: meta-analysis of randomized
trials Northouse LL, Katapodi MC, Song L, Zhang L, Mood DW.
http://www.ncbi.nlm.nih.gov/pubmed/20709946
Meta analysis
October 2010
Publication
Date
Choose an item
Region
Choose an item
There is meta-analysis evidence to indicate that
although interventions (including psychoeducational, skills training, and therapeutic
counselling) with family care givers of cancer
patients had small to medium effects, they
significantly reduced caregiver burden, improved

Strength of
evidence

Moderate

outcomes)

caregivers' ability to cope, increased their selfefficacy, and improved aspects of their quality of
life.
There is evidence that clinicians need to deliver
research-tested interventions to help caregivers
and patients cope effectively and maintain their
quality of life.

Moderate

There is evidence that the majority of interventions
with family caregivers of cancer patients in studies
were delivered jointly to patients and their family
caregivers, suggesting that investigators recognize
that both persons are affected by the illness.

Moderate

There is evidence from two studies that conducted
caregiver groups for family caregivers of cancer
patients that this approach has potential value for
caregivers to interact openly with other caregivers
without the presence of the patient.

Moderate

There is evidence that interventions delivered to
family caregivers of cancer patients had a
significant, positive effect on multiple outcomes.
The multiple caregiver outcomes exemplify the
multifaceted impact of caregiving and point to the
diversity of intervention effects that can be
achieved.

Moderate

Caregivers reported better outcomes in the illness
appraisal domain (less caregiving burden, greater
caregiving benefit, and fewer information needs),
coping resources domain (use of more effective
coping strategies and higher self-efficacy), and
quality of life domain (better physical functioning,
less distress and anxiety, better marital-family
relationships, and improved social functioning).
There is evidence that interventions with family
caregivers of cancer patients showed positive and
sustained intervention effects were found for coping,
self-efficacy, and distress/anxiety outcomes across
studies and at initial, intermediate, and longterm
assessments.

Moderate

There is evidence that interventions with family
caregivers of cancer patients were not found to be
effective in reducing caregiver depression.

Moderate

The small to medium effect sizes found for
interventions with family caregivers of cancer
patients in this meta-analysis were similar to the
effect sizes found for outcomes in other metaanalyses either with family caregivers of patients
with chronic illness or with cancer patients
themselves.

Moderate

Other
comments

Meta-analysis was used to analyse data obtained from 29 randomized clinical trials
published from 1983 through March 2009. Three types of interventions were offered to
caregivers: psycho-educational, skills training, and therapeutic counselling. Most
interventions were delivered jointly to patients and caregivers, but they varied considerably
with regard to dose and duration. The majority of caregivers were female (64%) and
Caucasian (84%), and ranged in age from 18 to 92 years (mean age, 55 years).
Mode of delivery and intervention dose appear to be areas that need further evaluation
or standardization within studies; otherwise, it is difficult to determine whether, or how
much, the dose of the intervention or mode of delivery affects study outcomes.
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F8
J Telemed Telecare. 2008;14(3):154-6. doi: 10.1258/jtt.2008.003018.A systematic
review of networked technologies supporting carers of people with dementia. Powell J,
Chiu T, Eysenbach G.
http://www.ncbi.nlm.nih.gov/pubmed/18430288
Systematic review
2008
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Strength of Moderate
There is evidence to suggest that networked ICT
interventions that were multifaceted with elements evidence
of networked peer support had moderate effects
on improving carer stress and depression.
Treatment effects were found to vary with
caregiver characteristics such as ethnic groups,
formal support and baseline burden.
Conducted a systematic review of the effectiveness of networked ICT interventions in
supporting carers of people with dementia. Five bibliographic databases were searched
and a total of 1456 abstracts were identified as potentially relevant.
From these identified 15 papers describing five interventions: Computer Link, AlzOnline,
Caring for Others and two studies from the REACH project (TLC and CTIS).
The interventions reviewed were multifaceted with elements of networked
peer support.
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F9
J Am Acad Nurse Pract. 2008 Aug;20(8):423-8. doi: 10.1111/j.17457599.2008.00342.x.Caregiver burden among dementia patient caregivers: a
review of the literature. Etters L, Goodall D, Harrison BE.
http://www.ncbi.nlm.nih.gov/pubmed/18786017
Review (non-systematic)
Publication August 2008
Date
Region
International - all
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that although various
interventions have been developed with the goal of
alleviating caregiver burden (CB), evidence
suggests that individually developed
multicomponent interventions including a diversity
of services will decrease burden, improve quality of
life, and enable caregivers to provide at-home care
for longer periods prior to institutionalization.

Other
comments

Comprehensive literature review of Cumulative Index of Nursing and Allied Health
Literature, MEDLINE, and Psych Info was performed for the years 1996-2006 of peerreviewed journals using keywords CB and dementia.
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Other
comments

Moderate

Int J Geriatr Psychiatry. 2007 Dec;22(12):1181-93.Effects of combined intervention
programmes for people with dementia living at home and their caregivers: a systematic
review. Smits CH, de Lange J, Dröes RM, Meiland F, Vernooij-Dassen M, Pot AM.
http://www.ncbi.nlm.nih.gov/pubmed/17457793
Systematic review
December 2007
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Moderate
Strength of
Caregiver general mental health is positively
evidence
affected by combined intervention programmes for
people with dementia living at home and their
caregivers.
Low
Evidence for other mental health outcomes (such
as depressive symptoms, well-being and for
burden) of combined intervention programmes for
people with dementia living at home and their
caregivers, are not conclusive showing modest and
varying results.
Twenty five reports relating to 22 programmes met the inclusion criteria.
The quality of the studies according to the Cochrane Collaboration Guidelines ranged from
4 to 9. Eight studies were rated as good quality studies (8 or more). Most studies were
not randomised controlled trials.
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Web link

http://www.ncbi.nlm.nih.gov/pubmed/16686964
Meta analysis

Type of
evidence

Strength of
evidence

Int Psychogeriatr. 2006 Dec;18(4):577-95. Epub 2006 May 11.Helping caregivers of
persons with dementia: which interventions work and how large are their effects?
Pinquart M, Sörensen S.

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)

Evidence
statements

There is evidence that interventions for caregivers of
people with dementia had, on average,

Publication
Date
Region

December 2006

Strength of
evidence

Moderate

International - all

(note
population,
interventio
n and
outcomes)

Other
comments

ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

significant but small effects on burden, depression,
subjective well-being, ability/knowledge and
symptoms of care recipient.
There is evidence that only multicomponent
interventions for caregivers of people with
dementia reduced the risk for institutionalization.

Moderate

There is evidence that psycho-educational
interventions for caregivers of people with
dementia that require active participation of
caregivers had the broadest effects.

Moderate

Moderate
There is evidence that the effects of cognitivebehavioural therapy, support, counselling, daycare, training of care recipient, and
multicomponent interventions for caregivers of
people with dementia were domain specific.
Meta-analysis was used to integrate the results of 127 intervention studies with
dementia caregivers published or presented between 1982 and 2005.
Effect sizes varied by study characteristics, such as caregiver gender and year of
publication.

F12
J Am Geriatr Soc. 2003 May;51(5):657-64.Meta-analysis of psychosocial
caregivers of people with dementia. Brodaty H, Green A, Koschera A.
http://www.ncbi.nlm.nih.gov/pubmed/12752841
Meta analysis
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)
Strength of
There is meta-analysis evidence from 30 studies
evidence
(34 interventions) to indicate significant benefits
in caregiver psychological distress, caregiver
knowledge, any main caregiver outcome measure,
and patient mood, but not caregiver burden from
psychosocial interventions for caregivers of people
with dementia.
Success was more likely if, in addition to care
givers, patients were involved.

interventions for

May 2003
International - all
Low

Other
comments

Meta-analytical review. Electronic databases and key articles were searched for
controlled trials, preferably randomized, published in English from 1985 to 2001
inclusive. Thirty studies were located and scored according to set criteria, and the
interventions' research quality and clinical significance were judged.
The findings regarding the predictors of positive ES are based on small numbers and
should be interpreted with caution. The heterogeneity of sample characteristics and
study design contribute a considerable amount of variance but cannot be controlled
because of lack of information and the small number of studies.

ID

F13

Citation

Psychol Aging. 2007 Mar;22(1):37-51.Evidence-based psychological treatments for
distress in family caregivers of older adults. Gallagher-Thompson D, Coon DW.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/17385981
Review (non-systematic)
Publication
Date
Region
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)

Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Regarding evidence-based psychological
treatments for distress in family caregivers of
older adults, there is evidence that support within
the psycho-educational category was found for
skill-training programs focused on behavior
management, depression management, and
anger management and for the progressively
lowered threshold model.
Regarding evidence-based psychological
treatments for distress in family caregivers of
older adults, there is evidence that within the
psychotherapy category, cognitive-behavioural
therapy enjoys strong empirical support.
Regarding evidence-based psychological
treatments for distress in family caregivers of
older adults, there is evidence that within the
multicomponent category, programs using a
combination of at least 2 distinct theoretical
approaches (e.g., individual counselling and
support group attendance) were also found to
be effective.

Other
comments

Strength of
evidence

March 2007
International - all

Moderate

Moderate

Moderate

This review identifies evidence-based psychological treatments (EBTs) for reducing
distress, and improving well-being, of family members caring for an older relative with
significant cognitive and/or physical impairment. Three categories of psychologically
derived treatments met EBT criteria: psycho-educational programs (N = 14 studies),
psychotherapy (N = 3 studies), and multicomponent interventions (N = 2 studies).
Suggestions for future research include the development of more well-integrated
multicomponent approaches, greater inclusion of ethnically diverse family
caregivers in research protocols, and greater incorporation of new technologies
for treatment delivery.
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F14
Int J Geriatr Psychiatry. 2011 Oct;26(10):1089-98. doi: 10.1002/gps.2660. Epub 2011 Feb
9.Caregiver support groups in patients with dementia: a meta-analysis. Chien LY, Chu H,
Guo JL, Liao YM, Chang LI, Chen CH, Chou KR.
http://www.ncbi.nlm.nih.gov/pubmed/21308785
Meta analysis
October 2011
Publication
Date

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a
low risk of bias)

Region

International - all

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that support groups showed a
significant positive effect on caregivers'
psychological well-being, depression, burden and
social outcomes.
There is evidence that the use of theoretical
models, and session length and session intensity of
caregiver support groups in patients with dementia
had a significant impact on the effect sizes for
psychological well-being and depression.

Other
comments

A search of multiple, electronic databases including the Cochrane Library, Medline,
PUBMED, and others was conducted; studies published between 1998 and 2009 were
collected. Thirty quantitative journal articles that were true and quasi-experimental
controlled trials on support groups for non-professional caregivers, including mutual
support, psycho-educational, and educational groups were analysed. Outcome indicators
were psychological well-being, depression, burden, and social outcomes.

Strength of
evidence

Moderate

Moderate

Ratio of female participation (for psychological well-being and depression) and average age
(social outcomes) were significant predictor variables.
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F15
J Affect Disord. 2007 Aug;101(1-3):75-89. Epub 2006 Dec 14.Systematic review of the
effect of psychological interventions on family caregivers of people with dementia.
Selwood A, Johnston K, Katona C, Lyketsos C, Livingston G.
http://www.ncbi.nlm.nih.gov/pubmed/17173977
Systematic review
August 2007
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
High
Strength of
Regarding the effect of psychological
evidence
interventions on family caregivers of people with
dementia, there is excellent evidence for the
efficacy of six or more sessions of individual
behavioural management therapy centred on the
care recipient's behavior in alleviating caregiver
symptoms both immediately and for up to 32
months.
Regarding the effect of psychological
interventions on family caregivers of people with
dementia, there is evidence that teaching
caregivers coping strategies either individually or
in a group appeared effective in improving
caregiver psychological health both immediately
and for some months afterwards.

Moderate

Regarding the effect of psychological interventions
on family caregivers of people with dementia,
there is evidence that group interventions were
less effective than individual interventions.

Moderate

Regarding the effect of psychological interventions
on family caregivers of people with dementia,
there is evidence that education about dementia

Moderate

Other
comments

by itself, group behavioural therapy and supportive
therapy were not effective caregiver interventions.
Conducted a systematic review of the immediate and long term efficacy of different
types of psychological interventions for the psychological health of caregivers of people with
dementia, using standardized criteria, to assist clinicians in implementing rational, evidencebased management recommendations.
Reviewed studies examining the effects of any therapy derived from a psychological
approach that satisfied pre-specified criteria. Using the Oxford Centre for EvidenceBased Medicine criteria rated the quality of each study, extracted data and gave overall
ratings to different types of intervention.
Identified 244 references in our search of which 62 met our inclusion criteria
Findings are limited by lack of good quality evidence with only ten level 1 studies.
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F16
Health Qual Life Outcomes. 2009 Sep 11;7:84. doi: 10.1186/1477-7525-7-84.Quality of life
in caregivers of patients with schizophrenia: a literature review. Caqueo-Urízar A,
Gutiérrez-Maldonado J, Miranda-Castillo C.
http://www.ncbi.nlm.nih.gov/pubmed/19747384
Systematic review
September 2009
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk
and high probability of a causal relationship)
Low
Strength of
There is evidence to suggest that physical,
evidence
emotional and economic distress affect negatively
caregiver's quality of life as a result of a number of
unfulfilled needs such as, restoration of patient
functioning in family and social roles, economic
burden, lack of spare time, among other factors.
Out of the 258 references, 37 were included in the review. Studies which assessed
factors associated with caregivers of people with schizophrenia's quality of life were
included and the information summarized.
Most reviewed studies had a "cross-sectional" design showing a low level of evidence
available.
The variety of methods used in the reviewed studies makes comparison among them
difficult.
Despite the fact that good quality evidence is required, a recent trend towards studying this
subject on diverse family groups can be observed.
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