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  Abstract
  Aims and MethodThis survey set out to profile the case-loads of assertive outreach teams in North East England, to discover whether they were reaching the people for whom they were meant. A survey of case-loads of 29 assertive outreach teams was carried out using the MARC-2, HoNOS and GAS instruments. Findings were compared with earlier surveys of the case-loads of community mental health teams in parts of the same region.

ResultsClients of assertive outreach teams proved to be at the more severe end of the spectrum on almost every measure: 95% were deemed ‘psychotic’ and 30% had three or more admissions in the previous 2 years.

ConclusionsAssertive outreach teams in the North East are reaching the people they are meant to target. The effects of this shift on existing teams remain to be evaluated.
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 This study describes the case-loads of 29 assertive outreach teams in 12 trusts in the North East of England. It compares the case mix for these teams with that of community mental health teams (CMHTs) prior to the introduction of assertive outreach.

 As a model for the delivery of mental health services in the community, assertive outreach is based on evidence gathered mainly in the USA about assertive community treatment. This has been extensively described, evaluated and reviewed (Reference Bond, McGrew and FeketeBond et al, 1995; Reference Stein and SantosStein & Santos, 1998; Reference Marshall and LockwoodMarshall & Lockwood, 1998). Overall, when compared with ‘standard’ community mental healthcare in the USA, assertive community treatment has been found to reduce hospital use, increase housing stability and promote satisfaction among people with severe mental health problems who have had repeated hospital admissions. Despite equivocal findings as to its effectiveness in the UK (Reference Burns, Fiander and KentBurns et al, 2000; Reference Ford, Barnes and DaviesFord et al, 2001; Reference Weaver, Tyrer and RitchieWeaver et al, 2003), assertive outreach has been adopted nationwide and extensive evaluations undertaken. In the Pan-London Assertive Outreach Study, Wright et al (Reference Wright, Burns and James2003) explored fidelity to the model in London teams, and Billings et al (Reference Billings, Johnson and Bebbington2003) have reported on the differences between the experiences of staff working in assertive outreach compared with CMHTs as part of the same study. Priebe et al (Reference Priebe, Fakhoury and Watts2003) present descriptive data about the people using assertive outreach in the London study but, to date in the UK, the case mix of people on assertive outreach case-loads has not been fully investigated.

 The Policy Implementation Guide (Department of Health, 2001) required all mental health services to have implemented assertive outreach by April 2003, and by September 2003 an estimated 236 teams were set up, although some had yet to achieve a full case-load (data are from Adults of Working Age Mental Health Service Mapping Exercises sponsored by the Department of Health (http://www.amhmapping.org.uk)). A crucial factor in the achievement of effective assertive outreach is likely to be the threshold for admission to the service. Overinclusive services may dilute their impact whereas overly selective services may lead to an inequitable use of resources. Who receives (and who does not receive) assertive outreach will have implications for hospital beds and community mental health services in a locality, as they interface directly with the new teams.

 The criteria for inclusion in assertive outreach are explicit in the Policy Implementation Guide (Department of Health, 2001). This specifies assertive outreach for adults with severe mental health problems, high use of hospital, difficulty maintaining contact with services and complex or multiple needs that might include:



	
• a history of violence or offending


	
• risk of self-harm or self-neglect


	
• poor response to previous treatment


	
• dual diagnosis


	
• detention under the Mental Health Act1983 in past 2years


	
• unstable accommodation or homelessness.




 In this study we investigate the implementation of assertive outreach in one region in relation to the policy guidelines. We do so by presenting details of assertive outreach clients in the north east of England and comparing these with the case-loads of local CMHTs.


 Hypothesis

 We expected the case mix of assertive outreach teams to differ from those of CMHTs, with people on assertive outreach case-loads being, in general, significantly more severely disabled by mental health problems, more at risk of harm and less manageable in terms of care plans, posing greater risk to other people, and having a more serious history of aggression, self-neglect and self-harm.






 Method

 A consortium of providers and researchers in the former Northern and Yorkshire Health Region met in October 2000 to explore common needs for research concerning the development of assertive outreach in the region. All trusts were invited to contribute funding to the enterprise and, without exception, those approached did so. The resulting study design included a survey of case-loads using the Matching Resources to Care-2 (MARC-2; Reference Huxley, Reilly and GaterHuxley et al, 2000), Health of the Nation Outcome Scales (HoNOS; Reference Wing, Beevor and CurtisWing et al, 1998) and Global Assessment Scale (GAS; Reference Endicott, Spitzer and FleissEndicott et al, 1976). The MARC-2 generates an 18-point summary score of severity and risk, called M3, and also contains a number of items that relate directly to service use history and risk, which are directly comparable to the Policy Implementation Guide criteria.

 Ethical approval was granted for the study by the multi-site research ethics committee and confirmed by all the local research ethics committees in whose jurisdiction the study was undertaken. Data collection was undertaken between September 2002 and April 2003.

 Using the same measures as in this study, Huxley & Brandon conducted a case-load survey in 2000 in County Durham and Darlington, which contains data on 1128 people. Similarly, Brandon collected data on 407 mental health service users in Northumberland in 2002. (Details of both these studies may be obtained from T.B. on request.) These data-sets, like those generated by the present study, were rated by care coordinators. All three data-sets are censuses and therefore effectively comprise the whole population of service users in each area. However, the previous studies differ from the present study in important ways.



	
(a) The data were collected earlier with services at a different stage of development and before assertive outreach teams were introduced.


	
(b) The geographical areas covered include two of the more rural and thinly populated parts of the region, which may affect the way services are delivered.




 Bearing in mind these fundamental differences, the previous studies are used here to draw comparisons between ‘typical’ community mental healthcare in the region before the introduction of assertive outreach and the case-loads of these teams set up in subsequent years. In the analysis we treated service users in each trust as being exchangeable with likely new case-loads for that trust, so that the service users for whom we have data can be considered as a random sample of present and future case-load. As such, we may apply standard statistical techniques to explore differences between case-loads. We treated service users in the two CMHT surveys similarly. To explore discrete outcomes we used the χ2 test and Fisher's exact test where possible. As a third method, we use generalised linear modelling to explore patterns for counts in contingency tables. These three methods generally agreed for our analyses. To explore numerical outcomes we use standard analysis of variance (ANOVA) and Kruskal-Wallis non-parametric ANOVA. These two methods generally agreed for our analyses.




 Results

 Ultimately, 12 mental health trusts, with 29 assertive outreach teams, participated in the study. They gathered data concerning 836 users of assertive outreach. In this analysis we compare the characteristics of clients of assertive outreach teams with those of CMHTs in Northumberland (CMHT 1) and Durham and Darlington (CMHT 2). We explored the case-load characteristics in relation to the guideline criteria for inclusion in assertive outreach, but first we describe the sample. Unless otherwise stated, the analyses reported here were performed with 2 degrees of freedom.

 There were very many more male clients in the assertive outreach teams, 69% compared with 44% in CMHT 1, and 45% in CMHT 2 (χ2=124.87, P<0.001). Users of assertive outreach were a little younger at the time of the census, having a mean age of 38 years compared with 43 years for the other two studies (F(2, 2321)=45.52, P<0.001). The recorded age at onset of severe mental health problems was lower for assertive outreach users (24 compared with 34 and 33 years for the CMHT case-loads (F(2, 2161)=188.40, P<0.001)).

 Of assertive outreach users, 10% belonged to minority ethnic groups compared with 3% of the CMHT samples; this reflects the different geographical locations of the three studies. In keeping with the younger mean age, significantly more assertive outreach users were single (never married) (70% compared with 33% and 37% in previous studies (χ2=249.79, P<0.001)). Table 1 profiles the accommodation arrangements of each group. It indicates that more assertive outreach users were homeless and more were living in supported settings, including hospital, at the time of the study, whereas two-thirds of CMHT clients lived in their own homes without professional support (see Table 1).





Table 1. Types of accommodation for assertive outreach users compared with community mental health team (CMHT) users
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		Assertive outreach	CMHT 1 (%)	CMHT 2 (%)	χ 2
1
	
P

	Homeless	4.1	2.1	1.8	11.41	0.003
	Own home without professional support	28.3	66.3	67.0	314.23	< 0.001
	Own home with professional support	36.1	20.9	17.5	90.93	< 0.001
	Bed and breakfast	1.4	1.3	1.5	0.058	0.971
	Group home	2.6	0	1.0	15.03	0.001
	Other sheltered housing	4.3	1.6	1.7	14.20	0.001
	Residential care (without 24-h support)	2.0	0	0.2	22.83	< 0.001
	Residential care (24-h support)	5.0	2.3	1.3	24.89	< 0.001
	Nursing home (24-h care)	0.4	0.5	0.6	0.639	0.727
	Hospital	10.0	4.4	7.6	11.12	0.004
	Other	6.0	0.5	0	84.36	< 0.001





 Severe mental health problems

 We expected people receiving assertive outreach services to have more severe mental health problems than the ‘average’ for community mental health services. Analysis of this data-set bears this out, with assertive outreach users being rated by their key workers as more severely impaired. This is reflected in a marked difference on all three indicators (see Table 2).





Table 2. Summary scores of severity of mental health problems by study
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		Assertive outreach (n=836)	CMHT 1 (n=400)	CMHT 2 (n=1128)	ANOVA
	HoNOS				
F=227.8
	mean	15.49	11.08	8.57	(2, 2249)
	(s.d.)	(7.85)	(7.03)	(6.16)	
P < 0.001
	HoNOS				
	range	0-42	0-36	0-33	
	(n in sample)	(795)	(378)	(1079)	
	GAS				
F=45.6
	mean	50.78	57.46	57.74	(2, 2338)
	(s.d.)	(17.29)	(16.83)	(16.14)	
P < 0.001
	GAS				
	range	0-100	0-95	0-100	
	(n in sample)	(826)	(400)	(1115)	
	M3				
F=524.9
	mean	7.72	3.23	2.90	(2, 1932)
	(s.d.)	(3.28)	(3.37)	(2.77)	
P < 0.001
	M3				
	range	0-18	0-17	0-17	
	(n in sample)	(678)	(339)	(918)	




 The diagnostic profiles obtained by our method are not adequate for detailed analysis, but a rough guide is that 95% of assertive outreach users were deemed by their keyworker to have a ‘psychotic illness’ compared with 31% for CMHT 1 and 45% for CMHT 2 samples overall (χ2=653.65, P<0.001).




 High use of hospital

 Of assertive outreach service users, 56% had at some time been in hospital for more than 6 months. In the CMHT 1 study this applied to only 19% and in the CMHT 2 survey to 18%, even though, as reported above, the user group was significantly older (χ2=338.09, P<0.001).

 The number of hospital admissions in the past 2 years was coded as never, one or two and three or more. Approximately half the assertive outreach users (53%) had one or two admissions compared with 19% and 25% of the CMHT case-loads. A further 30% of assertive outreach users had three or more admissions in the previous 2 years compared with 7% and 3% of the CMHT user groups (χ2=625.99, d.f.=4, P<0.001).




 Difficulty maintaining contact with services

 Three variables from the MARC-2 reflect difficulty maintaining contact with services: cooperation with help offered, adherence to medication and keeping appointments. In all three respects, assertive outreach users were significantly more likely to be rated ‘poor’ for cooperation. In relation to help offered, 17% were rated ‘poor’ compared with 9% and 6% (χ2=69.86, P<0.001). In relation to taking medication, 22% compared with 7% and 4% were rated ‘poor’ (χ2=167.08, P<0.001). As for keeping appointments, 20% compared with 10% and 5% were rated ‘poor’ (χ2=100.56, P<0.001).




 Violence

 According to keyworkers, a higher proportion of assertive outreach users were currently aggressive towards their family and towards other people compared with the CMHT users (see Table 3). They were three times more likely to display aggression towards family members, and more than twice as likely to show aggression towards others.





Table 3. Aggression and self-harm in assertive outreach and CMHT users
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		Assertive outreach (%)	CMHT 1 (%)	CMHT 2 (%)	χ 2
	
P

	Present behaviour					
	     Aggression towards family	11.5	7.6	3.2	50.29	<0.001
	     Aggression towards others	16.3	10.3	6.3	50.5	<0.001
	     Suicide attempts	6.5	7.9	3.9	11.2	0.004
	     Self-neglect	10.5	7.9	3.8	35.1	<0.001
	     Self-harm	10.2	10.6	NA	0.11
	NS
	Past behaviour					
	     Aggression towards family	51.2	17.4	17.8	289.9	<0.001
	     Aggression towards others	64.6	23.1	21.1	429.3	<0.001
	     Suicide attempts	46.2	31.5	28.1	70.8	<0.001
	     Self-neglect	41.9	14.7	12.5	248.2	<0.001
	     Self-harm	41.4	26.0	NA	27.11
	<0.001







 Risk of self-harm or self-neglect

 There was a much higher prevalence of past suicide attempts, other forms of self-harm, and self-neglect by assertive outreach users. However, current levels of selfharm did not differ from those of the comparator groups (see Table 3). We re-analysed the data by combining the two CMHT studies into one group and comparing this with the assertive outreach group. Except in one regard, the results were essentially identical. That is, strong differences (P<0.001) between the assertive outreach group and the CMHT group, and no significant difference in rates of present self-harm. The exception is that there was no significant difference in rates of perceived current suicide risk between the two groups, so that the finding in Table 3 is more one of general heterogeneity between the three groups.




 Dual diagnosis

 Of assertive outreach case-loads, 28% of people had problematic drug use compared with 15% in CMHT 1 and 3% in CMHT 2 samples (χ2=251.4, P<0.001). Of assertive outreach service users, 31% were judged by their keyworkers to have problems with alcohol use compared with 15% of people on the CMHT 1 case-load and 3% on the CMHT 2 case-load (χ2=302.3, P<0.001).






 Detention under the Mental Health Act 1983 in past 2 years

 Of the individuals in the current sample, 86% had a compulsory admission at some point in their lives compared with 24% in CMHT 1 and 26% in CMHT 2 (χ2=786.78, P<0.001). Among assertive outreach users, 17% had been admitted under Section 3 compared with 4% and 1% (χ2=188.9, P<0.001), and 6% had been admitted under Section 2 compared with 1% and 0.5% of CMHT users (χ2=68.1, P<0.001).




 Unstable accommodation or homelessness

 As noted in Table 1, 4.1% of the assertive outreach case-load was homeless at the time of the study. Thirty-six per cent had been homeless at some time compared with 8% of CMHT 1 and 8% of CMHT 2 (χ2=277.77, P<0.001). In terms of accommodation problems in general, 17% of assertive outreach clients were judged to have severe difficulties compared with 5% of CMHT 1 and 4% of CMHT 2 case-loads (χ2=119.32, P<0.001).




 Evidence of complex or multiple needs

 The MARC-2 generates a summary score, called M3, which includes 18 variables. Several of these have already been reported: compulsory admissions, psychosis, cooperation, dual diagnosis, self-harm and aggression. Eight other variables relate to problems people might have in coping with everyday life (personal care, relationships with others, relationships with family, employment, looking after the home, finances, housing and risk of institutionalisation, which includes risk of admission to hospital). Figure 1 compares the percentage of individuals in each study who were deemed by their keyworkers to experience severe problems in each of these domains.
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Fig. 1.
Severe social problems experienced by service users of assertive outreach and community mental health teams (CMHTs).
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Fig. 2.
M3 score distribution for case-loads of all studies.
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Fig. 3.
Overall MARC-2 summary scores (M3) for all studies. Summary plot based on the median, quartiles and extreme values. The box represents the interquartile range which contains the 50% of values. The whiskers are lines that extend from the box to the highest and lowest values, excluding outliers. A line across the box indicates the median (SPSS Help Topics).






Figure 2 shows the respective distributions of the M3 summary score for CMHT and assertive outreach case-loads. This confirms the inference from the evidence presented here that there is a clear difference in case-load profile, with assertive outreach teams serving more severely impaired people.

 The box plot (Fig. 3) is a summary of our findings: some M3 severity scores that would be outliers for CMHTs (shown as circles) are within the interquartile range for assertive outreach teams, whereas scores that would be extremes for CMHTs (shown as stars) are mostly still within the 95% range of assertive outreach scores. The range of scores for assertive outreach clients also includes lower scores.




 Discussion

 These findings indicate that, in general, assertive outreach is successfully targeting people who fit the criteria set out in the Policy Implementation Guide. With respect to every criterion of severity set out in the guidance, the case-loads of assertive outreach teams had significantly higher scores than the average for community mental health teams before the study. It should be noted that care coordinators in assertive outreach teams rated most of the scales, and this might introduce bias in favour of greater severity, given the purpose of these teams. However, measures that are less subject to rater bias, including homelessness and detention in hospital, also support the inference of greater severity in the assertive outreach case-load.

 There is a threshold at about 5 on the M3 scale at which the proportion of assertive outreach clients begins to exceed the proportion of CMHT clients (Fig. 2). This might indicate that this score could be used to inform the auditing of outreach case-loads, to ensure that these do not retain users who could be supported by CMHTs. The aim of discriminating between users above and below this threshold might be to maximise the efficiency of mental health services, since the low case-load requirement of assertive outreach teams clearly makes their unit costs higher, and this resource is deemed more appropriate for users with more complex problems. Equal weighting is given to all 18 items on the M3 relating to mental disorder, risk, adherence to help offered and social needs. However, a score of 5 on the M3 might typically indicate that, in addition to having a severe mental health problem, a person has moderate-to-severe problems in several areas of daily living, poses a risk of violence or self-harm or has problems with drugs or alcohol.

 The evidence presented here is drawn from geographically overlapping CMHT and assertive outreach case-loads. Bearing in mind that the areas covered by the CMHT surveys are only part of that covered by the outreach survey, and that the data were collected earlier for the CMHT surveys, the contrast between the CMHT case-loads and the outreach case-loads in the region is striking. If contemporary data had been collected from neighbouring CMHTs for all the assertive outreach teams, we would expect to see even greater differences in case-load severity, given the mission of these teams to deal with more intractable service users, leaving generally cooperative clients on the case-loads of CMHTs. This ‘division of labour’ was not in operation at the time of the CMHT case-load surveys; at that time the hard-to-reach service users were either on the CMHT case-load or not engaged at all.

 The sample survey of 24 London assertive outreach teams’ case-loads (Reference Priebe, Fakhoury and WattsPriebe et al, 2003) examined case notes over an interval of 9 months, comparing 391 ‘ established’ with 189 ‘new’ service users in receipt of outreach in 2001. If we compare the total London sample at baseline with our own assertive outreach population survey, there are a number of similarities. Both had similar proportions of male clients (64.5% in London, 65% in the North East), of a similar age (37 and 38 years), of whom the majority were single (72% and 70%). However, the London sample was weighted towards people from minority ethnic groups, so the proportion of White clients was small (45% compared with 90% in the North East). Different rating scales were used for alcohol and drug misuse or dependency, making comparison difficult.

 Of course, cross-sectional descriptions of assertive outreach case-loads tell us nothing about the effectiveness of the teams, which have been brought in to prevent service users from ‘falling though the net’ of community care. Harrison & Traill (Reference Harrison and Traill2004) found that consultant psychiatrists were most concerned about service developments taking place at the expense of existing teams. Although the North East survey confirms the effectiveness of the assertive outreach approach in recruiting the most severely impaired users of mental health services, it also raises a number of questions. How has change in case mix impacted on CMHTs? How have the new teams affected, not just the kinds of clients cared for by CMHTs, but also the kinds of work they undertake? What impact has there been on recruitment and retention of staff in existing services? As the new mental health services have developed, have they taken staff from pre-existing teams? These questions also apply to early intervention and crisis resolution or home treatment teams. Further research on service change should therefore use similar methods and approaches to those described here, applying them to the whole system within local mental health and social care communities.
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 Fig. 1. Severe social problems experienced by service users of assertive outreach and community mental health teams (CMHTs).
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 Fig. 2. M3 score distribution for case-loads of all studies.
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 Fig. 3. Overall MARC-2 summary scores (M3) for all studies. Summary plot based on the median, quartiles and extreme values. The box represents the interquartile range which contains the 50% of values. The whiskers are lines that extend from the box to the highest and lowest values, excluding outliers. A line across the box indicates the median (SPSS Help Topics).

 

 

       
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 [image: alt] 
 




Open access

 	5
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
5




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Gregory, Nathan
and
Macpherson, Rob
2006.
The Gloucester assertive community treatment team: A description and comparison with other services.
Irish Journal of Psychological Medicine,
Vol. 23,
Issue. 4,
p.
134.


	CrossRef
	Google Scholar






Paxton, Roger
Kennedy, Peter
and
Carpenter, John
2006.
Research in the real world.
Psychiatric Bulletin,
Vol. 30,
Issue. 2,
p.
43.


	CrossRef
	Google Scholar






Wane, Julia
Larkin, Michael
Earl‐Gray, Megan
and
Smith, Hayley
2009.
Understanding the impact of an Assertive Outreach Team on couples caring for adult children with psychosis.
Journal of Family Therapy,
Vol. 31,
Issue. 3,
p.
284.


	CrossRef
	Google Scholar






Carpenter, John
Luce, Anna
and
Wooff, David
2011.
Predictors of outcomes of assertive outreach teams: a 3-year follow-up study in North East England.
Social Psychiatry and Psychiatric Epidemiology,
Vol. 46,
Issue. 6,
p.
463.


	CrossRef
	Google Scholar






MEADEN, ALAN
HACKER, DAVID
VILLIERS, ALET
CARBOURNE, JARROD
and
PAGET, ANDREW
2012.
Developing a measurement of engagement: The Residential Rehabilitation Engagement Scale for psychosis.
Journal of Mental Health,
Vol. 21,
Issue. 2,
p.
182.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Assertive outreach: policy and reality








	Volume 30, Issue 3
	
Justine Schneider (a1), Toby Brandon (a2), David Wooff (a3), John Carpenter (a4) and Roger Paxton (a5)

	DOI: https://doi.org/10.1192/pb.30.3.89





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Assertive outreach: policy and reality








	Volume 30, Issue 3
	
Justine Schneider (a1), Toby Brandon (a2), David Wooff (a3), John Carpenter (a4) and Roger Paxton (a5)

	DOI: https://doi.org/10.1192/pb.30.3.89





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Assertive outreach: policy and reality








	Volume 30, Issue 3
	
Justine Schneider (a1), Toby Brandon (a2), David Wooff (a3), John Carpenter (a4) and Roger Paxton (a5)

	DOI: https://doi.org/10.1192/pb.30.3.89





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















