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	Abbreviation
	Full phrase

	ACT
	Assertive Community Treatment

	AOT
	Assertive Outreach Team

	BPD
	Borderline Personality Disorder

	CAMHS
	Child and Adolescent Mental Health Services

	CMH
CMHS
	Community Mental Health
Community Mental Health Settings

	CMHT
	Community Mental Health Team

	CMOC
	Context-Mechanism-Outcome-Configuration

	CPA
	Care Programme Approach

	CQC
	Care Quality Commission

	CTO
	Community Treatment Order

	DALY
	Disability-Adjusted Life Year

	EIP
	Early Intervention in Psychosis

	HMIC
	Healthcare Management Information Consortium

	ICS
	Integrated Care System

	NHS
	National Health Service

	NHSE
	National Health Service England

	LTP
	NHS Long Term Plan

	PPIE
	Public And Patient Involvement or Engagement

	MHA
	Mental Health Act

	MHT
	Mental Health Trust

	SMI
	Serious Mental Illness

	SUI
	Serious Untoward Incident

	VCSE
	Voluntary, Community, and Social Enterprise organisation




[bookmark: _Toc185596442]Foreword from Dr Sarah Carr, Lived Experience Expert Peer Reviewer
A very important risk related concept arises from this review – fear. The research evidence presented shows that fear can cause delayed help-seeking and influence patient disengagement which increases risk of acute mental health crisis and in some cases risk self-harm or harm to others. 
Service user research certainly attests to this and sheds further light on the problem. In their user-led research study into service user experiences of fear in mental health services, Sweeney and colleagues (2015) found that “‘Being afraid’ was identified as a core process, with power and control, and stigma and discrimination found to have explanatory power in determining how and why fear manifests. Consequences included distrusting staff, cooperating reluctantly, learning reticence, delaying help-seeking, avoiding services, feeling unsafe in the community and avoiding exposure as a service user”(Sweeney et al., 2015, p. 1079). When she interviewed disabled people and people with mental health problems about risk management Faulkner (2012) found that they “have quite different concerns about risk to those of the professionals and the regulatory bodies acting on their behalf. Many people talked of the fear of losing their independence, of asserting their rights and the fear of powerlessness in the face of bureaucracy and (sometimes) uncaring staff”(Faulkner, 2012, p. 287). From the evidence here, we can see that fear has significant impacts on Black individuals and communities. In their seminal report ‘Breaking the Circles of Fear’, Frank Keating and colleagues (Keating et al., 2002) presented evidence to show how mutual fear and distrust between Black individuals and communities and mental health services can create ‘circles of fear’. In short, some people are scared of mental health services because of they do not feel safe using them – they feel at risk of harm in various ways.
One answer to the problem arises from the evidence here too. Effective service user involvement, collaboration and personalised care and support can increase engagement and consequently have the potential to reduce risk. When examining risk enablement and safeguarding in adult social care, I found that person-centred working in risk assessment and management “can support the individual to identify the risks they want to take and those they want to avoid in order to stay safe” (Carr, 2011, p. 122). But this requires a reduction in the mutual fear highlighted in Keating and colleague work (Keating et al., 2002). Central to achieving effective involvement in risk assessment and care planning is trust that the individual knows what they need to keep safe. Very often this means timely access to safe, personalised community mental health support as soon as they need it, and that, as the evidence shows can significantly contribute to risk reduction for both patients and the public. 
Dr Sarah Carr, Independent Mental Health and Social Care Research Consultant and Visiting Senior Research Fellow, Department of HSPR, Institute of Psychiatry, Psychology and Neuroscience, King's College London.
[bookmark: _Toc185596443]Abstract
Background: The 2019 Community Mental Health Framework in England designed to deliver integrated, person-centred mental health services; however, the framework faced resource diversion as the pandemic overwhelmed healthcare systems and reprioritised funding towards acute care. Across Community Mental Health Settings (CMHS), challenges remain regarding access to services, capacity and resources, care coordination, and substantial inequalities, many of which were exacerbated by the COVID-19 pandemic. 
Aim: To provide a rapid scoping review of the current landscape in adult community mental health to inform service transformation and inspection.
Methods: A parallelised realist informed rapid literature review undertaken in a 4-week period. The review included an initial set of documents provided to the review team by Care Quality Commission (CQC), a grey-literature search, and 5 bibliographic searches of 2 databases: Medline and PsycINFO.
Results: 81 items were fully extracted and reviewed. Themes identified were narratively presented relating to: learning from practice, patient and public safety; Medicines optimisation in community mental health settings and at the interface with other services; and gaps for research identified within the review. Initial context-mechanism-outcomes were presented relating to these themes.
Conclusions: A final initial programme theory was developed: A system under stress in which care is delivered (context), can have unintended negative consequences in generating unprofessional behaviours or conditions that undermine good practice principles, guidance and in some cases legislation (mechanisms), resulting in increased risk and ultimately harm (outcome). 




[bookmark: _Toc185596444]Executive summary
Introduction: The 2019 Community Mental Health Framework in England was designed to deliver integrated, person-centred mental health services; however, the framework faced resource diversion as the pandemic overwhelmed healthcare systems and reprioritised funding towards acute care. Across CMHS, challenges remain regarding access to services, capacity and resources, care coordination, and substantial inequalities, many of which were exacerbated by the COVID-19 pandemic. 
Aim and research questions: The aim of this research was to provide a rapid scoping review of the current landscape in adult community mental health to inform service transformation and inspection. The research questions included:
1. What does good practice, innovation and quality provision in adult Community Mental Health (CMH) provision look like?
2. How, why, and for whom does high quality adult CMH provision work?
3. How can patient safety in adult CMH be maximised and why?  
4. How can public safety in adult CMH be maximised and why?

Methods: A parallelised realist informed rapid literature review undertaken in a 4-week period. The review included an initial set of documents provided to the review team by Care Quality Commission (CQC), a grey-literature search, and 5 bibliographic searches of 2 databases: Medline and PsycINFO. Studies before 2014; non-UK studies; and those including non-working age participants (i.e. <18 or >65) were excluded. Included studies were those that facilitated understanding contexts which impact high quality and safe community mental health provision to maximise public safety; all study designs; those pertaining to adults of a working age accessing mental health services; and those relating to UK community mental health provision. We used expert peer review (lived experience, academic and professional) to refine the search terms, interrogate the findings, and refine our themes. The insights from our expert peer reviewers and the ideas they identified were used in refining the contribution of the analysis and linking back out to the broader literature. Initial context-mechanism-outcomes were presented relating to these themes.
Findings: 81 items were fully extracted and reviewed. Themes identified were narratively presented relating to learning from practice, patient and public safety; medicine optimisation in community mental health settings and at the interface with other services; and gaps for research identified within the review. The synthesis of findings in this review enabled us to develop 26 initial CMOCs using ‘if, then, because’ statements. These form partial initial programme theories that broadly relate to particular risks identified in considering patient safety, public safety, medicine optimisation, impacts of insufficient capacity on the system, and impacts of inequities which continue to worsen within mental health provision. The 26 CMOCs are intended to synthesise the findings in a way that is useful to inform inspecting practice.
Strengths and Limitations: Strengths of this review were: inclusion of a wide range and high quantity of relevant literature drawing on robust systematic searches; we included experts by experience to input at several points during the review process to incorporate multiple perspectives; we were able to hone our study selection process via piloting strategies; and our team working closely together on Teams enabled us to sense-check study inclusion decisions and theoretical insights, improving rigour. Limitations of the review were: timescales (the review was conducted in a less than one month period); that we only searched within two databases (time and feasibility constraints); the lack of time to conduct in depth public and patient involvement or engagement (PPIE) consultation and in particular the absence of being able to consult families or carers of those with SMI or who had been bereaved as a result of SUI or as a result of losing a loved one with SMI; and the possibility of data loss through extracting at such speed and to such a rigid framework.
Conclusion and recommendations: A final initial programme theory was developed: A system under stress in which care is delivered (context), can have unintended negative consequences in generating unprofessional behaviours or conditions that undermine good practice principles, guidance and in cases legislation (mechanisms), resulting in increased risk and ultimately harm (outcome). 
There were three key recommendations from this report: 1) Development of a culturally appropriate, co-produced measure in order to understand more holistic concepts of risk including from patients, to patients, and by patients to the public, is needed. Understanding and improving this is essential to support and inform prevention of SUIs in future; 2) system capacity presented issues across all areas of analysis i.e. causing safety and continuation of care risks during transitions; causing issues with prioritisation of care; and undermining timeliness of access e.g. by reducing working hours of crisis centres. Tackling this requires urgent policymaker action; 3) there is a need to undertake specific new research and work to understand and focus on minoritised experiences of this aspect of mental healthcare.
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In 2019, mental health conditions accounted for 7% of the overall burden of ill health in the United Kingdom as measured by disability-adjusted life years (DALYs), representing the second leading cause of years lived with a disability (McDaid et al., 2022). This extends into mortality as well; people with severe mental illness are 4.9x more likely to die prematurely than the general population (data from 2018-2020) (National Audit Office, 2023). Mental health diagnoses encompass a wide spectrum of conditions, comparable in scope to physical health. Support for mental health extends across preventive measures, diagnosis and treatment, and ongoing care for individuals living with mental illness. Long-term support is essential for individuals managing mental illness, as well as for their families and carers. 
Since 1999, prevalence of mental ill health in England has been increasing, particularly for young people (The King’s Fund, 2024). For example, 26% of 17- to 19-year-olds are estimated to have a probable mental disorder in 2022, increasing from 10% in 2017 (National Audit Office, 2023). There has been a 44% increase in referrals to NHS mental health services between 2016-17 and 2021-22, from 4.4 million in 2016-17 to 6.4 million in 2021-22, and yet, there is an estimated 8 million people with mental health needs not in contact with NHS mental health services, as of 2021(National Audit Office, 2023). This increasing demand has seen an increase in funding for services, meaning mental healthcare accounts for about 9% of the NHS Budget (£12bn); however, in per-capita terms with the ever-increasing demand, this has still resulted in spending cuts and remains lower than overall NHS England expenditure (British Medical Association, 2024a; National Audit Office, 2023). The proportion of expenditure on mental health as a proportion of total NHS England spend is reported to have decreased from 9% in 2018/19 to 8% in 2022/23 (British Medical Association, 2024a). In addition to the sector experiencing significant financial pressure, morale and burnout amongst professionals working within the sector represents a risk, and both NHS staff satisfaction and patient experience have been decreasing, which is affecting both recruitment and retention (The King’s Fund, 2024). 
[bookmark: _Toc185596447]Policy changes: a snapshot
Historically, since the Mental Health Act 1959 and A Hospital Plan for England and Wales in 1962, the predominant policy trend has been to move mental health services away from inpatient settings, through a process often referred to as deinstitutionalisation, towards outpatient and community care settings (Glasby et al., 2021). Community Mental Health Services (CMHS) in England have themselves evolved over several decades, but they cemented their role within the acute community health landscape through the establishment of generic Community Mental Health Teams (CMHTs) in the 1990s (Burns, 2004). While these services provided crucial localised care, their development is reported to have stagnated or no longer meet their core function, with concern that the rise of specialist teams has introduced fragmentation and care discontinuities (NHS England et al., 2019). The reliance on the Care Programme Approach (CPA) in secondary care, while foundational in its principles of providing a coherent package of care for people with mental health problems through a care plan and an allocated care coordinator, led to operational inconsistencies that were highlighted in the 2016 Care Quality Commission (CQC) community mental health survey (Care Quality Commission and NHS England, 2016). This resulted in the CPA being deemed insufficient for addressing modern mental health needs by NHS England (Care Quality Commission and NHS England, 2016). In 2019, just before the COVID-19 pandemic, in part to address highlighted concerns and in order to improve community mental healthcare provision, NHS England released the Community Mental Health Framework for Adults and Older Adults (NHS England et al., 2019). The framework advocates for a place-based, integrated model of care that supports individuals within their communities, with the intention of a move away from siloed and fragmented services. This model aligns with the NHS Long Term Plan (LTP), by emphasising a multidisciplinary approach that incorporates health, social care, and voluntary sector collaboration (NHS England et al., 2019). 
[bookmark: _Toc185596448]Service provision: a snapshot 
Mental healthcare in England is provided in primary care, secondary care, and through tertiary services at regional or national levels (NHS England et al., 2019). Service delivery takes place in hospital, community, prison, social care, voluntary sector and education settings. Primary care serves as a gateway, facilitating referrals to secondary, tertiary, or tier 4 Child and Adolescent Mental Health (CAMHS) services as needed. Secondary mental health care services deliver assessment and treatment for individuals experiencing mental illness. These services are predominantly community-based and include multidisciplinary teams providing treatment and support within local settings. Tertiary mental health care services focus on delivering highly specialised care, often provided at regional or national levels. Most treatment services are commissioned and delivered by the NHS. Community mental health provision is supported by a network of providers and organisations working in collaboration. The NHS plays a central role in commissioning and delivering the majority of services, complemented by contributions from the independent sector and voluntary, community, and social enterprise (VCSE) organisations (NHS England et al., 2019). Local authorities are integral to the framework, holding statutory responsibilities for commissioning services that address substance misuse and providing social care support for those with mental health conditions, in some cases including accommodation.
Community mental health provision encompasses a range of interventions designed to support individuals with severe mental illnesses within their communities, aiming to reduce hospitalisations and improve quality of life. Adult CMHTs provide support to individuals diagnosed with Serious Mental Illness (SMI). CMHTs have seen intensive pressures related to increased demand on resources (National Audit Office, 2023). A recent public board paper presented by Claire Murdoch, National Mental Health Director; Dr Adrian James, National Medical Director for Mental Health and Neurodiversity; Mark Ewins, Deputy Director for Adult Mental Health reported that “Access to Adult CMH teams has increased by 29% since March 2020, following c.£1billion of investment in the LTP to support more personalised care in the community” (NHS England, 2024a). Two key ways in which patients can be provided support and care in the community (in addition to scheduled appointments and access to therapy and medication) are through Assertive Outreach Teams (AOTs) and services provided via the legal mechanism of Community Treatment Orders (CTOs).
In the early 2000s, NHS England nationally commissioned AOTs, which provide intensive, personalised support for individuals who might otherwise disengage from services. Assertive outreach, also known as assertive community treatment (ACT), was seen as a vital component of community mental health services in England, designed to support individuals with severe mental illnesses who may find it challenging to engage with traditional services (NHS England, 2024b). This approach involves proactive, intensive, and personalised care delivered by multidisciplinary teams, aiming to reduce hospital admissions and enhance patients' quality of life. However, use of assertive outreach has since declined (Blackwood et al., 2020). Assertive outreach are resource intensive services and thus have been more subject to disruption or discontinuity of service as a result of local commissioning funding cuts due resource pressure and COVID-19 at a time of rising service demand (NHS England, 2024a). The current estimate is that 1/3rd of systems in England commission this function as a dedicated team service, 1/3rd systems have a version of this approach, and the final 1/3rd not providing this service (NHS England, 2024a). However, in July 2024, NHS England issued guidance to Integrated Care Boards (ICBs) to review and strengthen their intensive and assertive community mental health services (NHS England, 2024b).
CTOs are orders made by responsible clinicians to give individuals supervised treatment within the community instead of staying in hospital. They are a legal framework to mandate adherence to treatment plans for individuals discharged from inpatient care but deemed at risk of relapse (Burns and Molodynski, 2014; Laugharne et al., 2018; Swartz and Swanson, 2015). Under a CTO, the responsible clinician can return an individual to hospital and give them immediate treatment if necessary. CTOs remain a contentious aspect of mental health care, with divided academic, professional and service user and family opinions represented in the academic literature, particularly regarding their use and efficacy, particularly in the context of England's mental health system (Swartz and Swanson, 2015). Proponents of CTOs argue that they provide a necessary legal mechanism to ensure adherence to treatment among individuals with severe mental illnesses, thereby reducing risks to both the individual and public safety (Owen and Sood, 2015). CTOs are often justified as facilitating recovery by preventing relapse and hospital readmissions. However, critics highlight significant ethical and practical concerns, including their disproportionate use among ethnic minority groups - particularly Black patients, who are eight times more likely to be placed under a CTO than their White counterparts (black patients - 48.8 uses per 100,000 population; white patients - 6.0 uses per 100,000 population) (NHS Digital, 2024). This raises questions about systemic biases, potential reinforcement of inequalities within mental health care, and, in practice, how different CTOs are from simply re-detaining patients. 
[bookmark: _Toc185596449]Current context in which services are being delivered
Across CMHS, challenges remain regarding access to services, capacity and resources, care coordination, and substantial inequalities; and many of these were exacerbated by the COVID-19 pandemic (Irizar et al., 2023; Smith et al., 2020). Despite £500m extra Mental Health Recovery Funding provided in 2021 (National Audit Office, 2023), the rollout of the 2019 Community Mental Health Framework in England has suffered delays, not least due to the COVID-19 pandemic. Designed to deliver integrated, person-centred mental health services, the framework faced resource diversion as the pandemic overwhelmed healthcare systems and reprioritised funding towards acute care. For example, the framework was developed in a pre-pandemic context that did not anticipate the accelerated adoption of digital health technologies or the exacerbation of inequalities in access to care caused by the digital divide (Spanakis et al., 2021). It also did not fully account for increasing online private opportunities for mental health staff and the workforce impact of Brexit (Bagenal and McKee, 2024). The pandemic highlighted structural weaknesses in community services, including workforce shortages and limited capacity, which were then further strained during the crisis (Burton et al., 2022; Tyler et al., 2021). Patients are presenting in worsening conditions since the pandemic, and there are mental health workforce capacity issues to meet this demand, as the workforce has not been expanding at the rate required to meet the current demand nor expected future demand in services (National Audit Office, 2023). For example, there are now approximately ¼ the amount of full time equivalent doctors working per person in contact with young people’s mental health services in 2024 compared to 2016, and 12.5% of mental health doctor roles are vacant, according to the British Medical Association (British Medical Association, 2024a; National Audit Office, 2023). These challenges underscore the need to reassess and adapt the framework to the current realities, ensuring it addresses evolving mental health demands in a post-pandemic society.
A recent National Audit Office report from 2023 investigated the post-pandemic context of mental health provision, finding that while the number of patients being treated has increased, access targets are still not being met. The National Audit Office (2023) report indicates that there are significant delays in accessing services, a finding supported by a recent public board paper (NHS England, 2024a). They reported that “despite the increase in access and steps to transform services, a significant treatment gap remains. Referrals have increased faster than supply, impacting on waiting times – the 90th percentile wait is currently 114 weeks” (NHS England, 2024a). The National Audit Office report (2023) highlights that NHS England now acknowledge that it will take longer to achieve commitments made in the 2019 framework and that many are still reporting poor experiences of care. This is particularly the case for people from minority ethnic groups, who are LGBTQ+, and for those who have more complex needs or more than one diagnosis. On the capacity side, staff shortages are cited as a key constraint to improving and expanding services and, even within existing expansion plans, Overall, the report states that “NHS England’s ambitious plan for community-based mental health services is still at an early stage” (National Audit Office, 2023, p. 8).
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One key area of concern for policy and practice, is the cited widening inequalities in mental health service access, treatment, and care that minoritised groups experience (Halvorsrud et al., 2018). Research internationally, and in England, has indicated that minoritised patients from ethnic minority backgrounds have faced amplified disparities in wider health services, as revealed by the disproportionate COVID-19 infection and mortality rates in these communities (Irizar et al., 2023; Smith et al., 2020). 
Structural inequities, including systemic racism and insufficiently culturally sensitive care, have impacted access to, engagement with and outcomes from health care, compounding vulnerability of minoritised groups to mental health challenges (Bambra et al., 2020; Germain and Yong, 2020; Smith et al., 2020). For example, during 2021-22, the proportion of people not known to services previously who were admitted to acute mental health services was 12% for people of White British origin, but 17% for people from minority ethnic groups – more than one third higher (National Audit Office, 2023). People from minority ethnic groups have lower treatment rates, report poorer levels of satisfaction with community mental health services, are more likely to be diagnosed with severe illness, and have poorer recovery rates than white patients (Bansal et al., 2022). Similarly, data on sexual orientation is only recorded in 11% of cases for those in contact with services, however, LGBTQ+ people tend to report poorer experiences of NHS mental health services and may be less likely to seek help in the first place (Pattinson et al., 2021). 
Despite inequalities being present within services for over 50 years, there has been limited progress in addressing this issue (Lowther-Payne et al., 2023). Drivers of inequalities are myriad and often debated, but include socioeconomic deprivation, social isolation, and limited access to culturally competent care – especially during the pandemic (Johnson et al., 2021). An additional barrier to understanding patterns in service use is adequate comparative data, with The National Audit Office reporting that availability of data required for understanding inequalities is improving, but unfortunately these data themselves do not show sustained improvements (e.g. in rate of recovery for minoritised patients) since 2021 (National Audit Office, 2023).
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Against this context of increasing demand for mental health services and notable public concerns about the adult community mental health services needing improvement, CQC commissioned this scoping review. There are also concerns (often reported in the media) about public safety and the link between poor mental health and violence. This present review follows the completion of the report (CQC, 2024), commissioned by the Secretary of State from CQC as the regulator, to undertake a Section 48 review of mental health services at Nottinghamshire Healthcare NHS Foundation Trust. This is in response to such public safety concerns, notably including a Serious Untoward Incident (SUI) involving a mental health patient, Valdo Calocane, who had not received the care needed to keep either himself or others safe from harm.
This SUI led to a review of ongoing work at national level to improve patient and public safety in Community Mental Health services (NHS England, 2024a). 
Wider context provided by the recent public board paper indicates that:
“Research from the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH), showed that between 2010 and 2019, across the UK, 11% of people convicted of homicide were patients under mental health care, an average of 61 per year. The number of convictions has fallen steadily over this period but remained constant between 2016 and 2019 at an average of 50 per year. Two key factors stand out in NCISH studies of patient homicide: (A) disengagement/not receiving treatment as planned and (B) alcohol/drug misuse. 94% of SMI patients convicted of homicide had one or both of these” (NHS England, 2024a)
And
“Between 2011 and 2021, there were 18,339 suicide deaths in the UK by mental health patients (i.e. people in contact with mental health services within 12 months of suicide). This equates to an average of 1,667 deaths per year and 26% of all suicide deaths in the general population. The patient suicide rate in England has fallen over the same period but with little change in recent years” (NHS England, 2024a).
All avoidable loss of life is tragic, and the figures above underscore the need to improve safety and care especially for mental health patients themselves. This review was commissioned in this context to be extremely rapid, with key areas of focus including: evidence linked to outcomes to improve patient and public safety, evidence regarding good practice and innovation and quality in the area of adult community mental health. In this sense, the review questions themselves were uniquely shaped by challenges identified in the context of a specific SUI. However, the wider review context was one of a need for policy and practice evidence to support the regulation and development of adult mental health community services for working-age adults across various service types, including crisis and home treatment teams. This review was also intended to inform the final scoping ahead of the launch of a 2-year inspection programme for all 51 relevant Mental Health Trusts across England with a particular focus on patient and public safety.
There is both policy necessity for this review, and a value in the novelty or usefulness of taking a “real world” example and developing review questions and parameters explicitly from the context and conditions this SUI arose in, so working backwards from the parameters set out as a result of the SUI. However, framing the review around patient and public safety is not an unproblematic approach, in particular given the history of institutionalisation, coercion and poor treatment as well as issues of societal stigma in mental healthcare provision. Glasby et al. discuss how the framing of practice around “risk assessment and management came to dominate both policy and practice in the 1990s and 2000s, often to the detriment of more progressive recovery-oriented practice” (Glasby et al., 2021, p. 97). We discussed at our initial inception meeting that framing the review in this way was unlikely to be productive without modification of questions and focus (which took place, see: Aim and research questions), and the inclusion of lived experience and clinical perspectives (hence our inclusion, despite the timescales, of expert peer review). Nevertheless, we wish to be transparent in acknowledging that this context presents a series of intrinsic challenges for the conducting and reporting of rapid research of this nature:
1) Firstly, the rapidity of this work could not be at the expense of adopting a rigorous methodological approach; and, therefore, we needed to methodologically innovate to ensure robustness and transparency within such a concentrated timescale. There are inevitable consequences and trade-offs to be made when working at such speed that we elucidate in the methodology and limitations sections of this report. 
2) Secondly, this is a highly emotive subject that is linked closely to personal tragedy of victims and their families, and we therefore endeavoured to report findings from this review proportionately and respectfully. We hope findings taken from this review are also contextualised appropriately when extracted with this consideration in mind. 
3) Thirdly, individuals and or families who feel let down by their or their loved one’s care (particularly where this has resulted in tragic outcomes), find this an equally emotive and important topic into which they would like to input to see change and we were therefore mindful of the lived experience of mental illness when writing this report. 
4) Fourthly, there are ongoing and clear divisions and debates within and between professional groups in mental health services, and across the NHS more widely at present – and it is therefore important to understand that this review is not intending to take sides on issues such as legal compulsion nor treatment evidence or efficacy. It instead presents a high-level scoping summary of what the current research evidence says about adult community mental health and is linked to a clearly defined set of policy related questions with the intention to try and use the research evidence available to inform decision making. 
5) Fifthly, and finally, this review was undertaken in exceptional circumstances for research (time to completion) and in an emotionally charged area – which is why we specifically sought expert peer review. However, had we had a longer timescale, we would have liked to include a wider range of patient and public involvement from those experiencing mental distress and illness, families of those experiencing mental illness, and families of those affected by SUIs such as the one that acted as the catalyst for this review. We are aware that in relation to this, extensive wider consultation is being undertaken by CQC with those groups, and we will endeavour to work with our funder (CQC) in order to ensure that these groups have access to an accessible version of the findings of this review to offer their comment and feedback.




[bookmark: _Ref183359688][bookmark: _Toc185596452]Aim and research questions
Given the background of service transformation, and the context for commissioning this review, the aim of this review was: to provide a rapid scoping review of the current landscape in adult community mental health to inform service transformation and inspection. 
The questions that were indicated in the original tender document were used to form the basis for realist-informed research questions:
[bookmark: _Toc183248913][bookmark: _Toc184993033]Table 1. Research questions
	Tender question
	Research-informed question

	What is the literature saying about Adult Community Mental Health?
	What does good practice, innovation and quality provision in adult CMH provision look like?

	What examples of good practice, innovation and quality provision are available?     
	How, why, and for whom does high quality adult CMH provision work?

	What is the evidence around patient safety?
	How can patient safety in adult CMH be maximised and why?  

	What is the evidence around public safety?
	How can public safety in adult CMH be maximised and why? 



Within this review, a mixed language (framed by the literature being reviewed at the time) was used to describe those who access adult community mental health settings or services. This includes the use of: patient, service user, person with experience of mental illness or mental distress etc. We did not standardise the language, as language contains nuance, and we tried to reflect the evidence base as it currently is. We recognise there is no universally accepted terminology, and that people like to self-describe, and hope that this diversity of terms does not impact understanding.


[bookmark: _Toc185596453]Methods 
This report used a novel parallelised rapid realist-informed review methodology (see Figure 1) drawing on systematic searches with independent screening, as well as rigorous data extraction processes. This review adheres to the RAMESES publication standards and guidance wherever possible within the truncated timescales for the review (Wong et al., 2013a). The full detailed methodology can be found in Appendix 1: Full methodology.
This review was conducted in a less than one-month period. As such, we had to make several choices to ensure timely delivery while still maximising realist principles of relevance, richness and rigour (Dada et al., 2023a). We used elements of rapid realist review (Saul et al., 2013), realist synthesis (Wong et al., 2013b) and systematic approaches to reviewing (see Figure 1, Figure 2, Figure 3 and Appendix 1: Full methodology).
[bookmark: _Toc185596454]Literature searches
We conducted 5 separate searches across the bibliographic databases Medline and PsycINFO, the search strategies for which can be found in the appendices. We had an initial set of documents to review provided by CQC, and we also conducted a search of the grey literature (further detail can be found in the appendices).
The 5 bibliographic searches consisted of:
1. Community Mental Health & Patient & Public Safety 
2. Community Mental Health & Working Together 
3. Community Mental Health & Good Practice 
4. Community Mental Health & Inequalities 
5. Community Mental Health & Medicine Optimisation 
Studies were included where:
· Study designs: Any
· Interest: Understanding contexts which impact high quality and safe community mental health provision to maximise public safety.
· Population: Adults of a working age accessing mental health services.
· Context: UK community mental health provision.
Searches were excluded where: 
· Year: Before 2014
· Location: Non-UK studies
· Age: Non-working age participants (i.e. <18 or >65).
We felt it particularly important to include a 10-year span of data, as the pre and post COVID-19 landscape of mental health services notably differ in terms of context, and there were both opportunities for innovation and significant challenges in relation to pressure on already stretched resources brought about by the pandemic.
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[bookmark: _Ref182392607][bookmark: _Ref184992608][bookmark: _Toc185596421]Figure 1. Parallel study processes

[bookmark: _Toc185596455]Realist informed data extraction and thematic analysis
Data were extracted by three team members (BU, JA and S-JF) into a large excel sheet utilising several deductive themes identified at the inception of the review process in consultation with CQC and expert by lived experience (SC).

[bookmark: _Toc185596456]Data validation and expert peer review
In line with principles derived from rapid realist reviewing (Saul et al., 2013), we sought consultation at key points with our expert stakeholders who were recruited to peer review the report and provide input on the process (see Figure 1). In addition to getting input from our expert by lived experience (SC) while we were developing the extraction template and resultant search strings, we sought to take our early findings for discussion and to ask questions about what we could see reported in the data to both one clinical expert peer reviewer (SW) and our lived experience expert peer reviewer (SC). These conversations were further illuminating and very helpful in shaping our thinking through the review process; and they underscore the need for expert involvement in reviewing, and the essential - rather than optional - nature of this for realist-informed or realist research. 
[bookmark: _Ref184992807][bookmark: _Toc184993034]Table 2. Consultation with peer review experts
	Expert by lived experience contributions
	Clinical expert contributions

	Discussion point: Individual concepts or risk or harm to self or others
It is entirely possible that in focusing on ‘risk of harm to self or others’ evidence can overlook important gaps in knowledge around: iatrogenic or systemic harms; harm from interventions or experiences within care; risk of neglect; risk of being victims of crime; harassment; cuckooing or other adult safeguarding concerns.
How this was integrated into the review: It helped identify a gap around data extraction and in the searches linked to risk and safeguarding, in particular the perspectives of service users who may be at risk themselves from others in their context.
	Discussion point: Paying heed to systems in stress
Through consolidating knowledge from previous evidence about both what works and the risks of under/de-funding services we need to acknowledge the unprecedented strain services are currently facing.
How this was integrated into the review: Explicitly shaped data extraction around good or poor practice and policy and practice recommendations.

	Discussion point: Non-compliance with or disengagement from treatment
Linked to experiences of risk to self or others and understanding of ‘harm’, discussion about non-compliance and disengagement and the reasons for this (to protect oneself from perceived harm rather than as defiance or lack of insight) led to a new understanding of the dyad in play whereby you may be being perceived as risky by others but for the individual it is taking control of own risk and safety.
How this was integrated into the review: The rationale for ‘disengagement’ as a logical process for some individuals who have experienced harm helped nuance data extraction and build initial programme theory.
	Discussion point: Tension in data between models of care 
Through the data we observed tensions around models of care (less paternalistic: more coercive) and impact on outcomes. This was nuanced by our understanding of the current pressure services are facing and what this means for where resource is allocated.
How this was integrated into the review: Shaped our understanding of data extracted relating to how both truths could exist and provided part of the rationale to build initial programme theory on.

	Discussion point: Individual autonomy and positive risk taking
The framing of autonomy and risk, and who gets to take risks was highlighted through a conversation about personal budgets and direct payments and research evidence around people having unequal access to these because of concepts or risk and safety whereby risk was the greater barrier.
How this was integrated into the review: A renewed focus and interest on differential care and inequalities was woven throughout the review by way of explicit extraction across the themes. This was also used as the framework for the reporting as it was felt to be of central importance linked to other experiences of dehumanising and stigmatising treatment that could increase risk or risky behaviour.
	Discussion point: Institutionalisation to asylums in the community 
We were pointed to the early debate about unsafe, unstimulating poor practice in asylums being (rightly) used to justify deinstitutionalisation with commensurate resource proposed to be allocated through to improve lives in communities for those with SMI. The risk of creating asylums in the community through underfunding, chronic neglect and under-stimulation of individuals with SMI was highlighted and the wider context of multiple risks not just violence.
How this was integrated into the review: This served as an important reminder about practice and constraint in CMHT settings as a whole and led us to consider the recommendations for services and commissioners.



The insights from our expert peer reviewers and the ideas they identified were used in refining the contribution of the analysis and linking back out to the broader literature. These contributions were invaluable, and had we time, a final workshop post review to draw out further ideas to refine our analysis would have been optimal (see: Conclusions and recommendations).



[bookmark: _Toc185596457]Results
[bookmark: _Toc185596458]Study selection
We identified 2417 titles and abstracts combined across the five searches outlined above. We imported these into Covidence and used the automatic deduplication feature to remove 1394 duplicates. 
We screened 1023 titles and abstracts, from which 880 were excluded. This left 143 items for full text screening. Of these, 93 were excluded for reasons depicted in Figure 2 below including n=4 excluded for lacking rigour and n=16 for lacking richness. As such, 50 sources were included from the systematic search. 
A further 45 items were identified through a parallel grey literature search and 35 original source documents were provided by CQC prior to commencing searches to inform search strategy development. Of the grey literature screened, one item was removed as a duplicate from the searches, and from CQC literature one item was removed as it was an inaccessible link (see Figure 2). 
A total of 78 full texts were screened for relevance and then richness from the combined grey literature and CQC source literature searches, at which point 47 full texts were excluded. This meant that 31 sources were included, and the total combined number of items included and fully extracted from all searches to contribute to the findings in this report was n=81 (see Figure 2).
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[bookmark: _Ref184992634][bookmark: _Toc185596422]Figure 2. PRISMA diagram
[bookmark: _Toc185596459]Data extraction results
The results of the data extraction will be presented under four narratively reported thematic headings: 1) learning from practice; 2) patient and public safety; 3) medicines optimisation in community settings and at the interface with other services; and 4) gaps in research identified within the review. Under each of these headings, at least two cross-cutting themes will be discussed throughout (i.e. intersectionality, and system capacity and integration).
1. [bookmark: _Toc185596460]Learning from practice 
	[bookmark: _Toc185596461]Key findings: learning from practice
This review identified outcomes of stigma, infrastructural and interpersonal or communication barriers in CMHS delivery including issues in relation to: 1) Access and treatment, such as having different routes into crisis care linked to ethnicity and cultural beliefs (Clibbens et al., 2023); 2) and Under-representation in services of minoritised communities in psychological services, and having no tailored early intervention services for minoritised communities in parts of the UK (Tannerah et al., 2024). 
These findings resonate with good practice identified in guidance in the Community Mental Health Framework for Adults and Older that recommends:
“To tackle inequalities, mental health services should respond to the specific needs of the people in the community. Regarding access, reasonable adjustments should be made for people who need services, such as those with disabilities or complex needs. Staff should have the skills and competences to support and care for people with different needs, though it may also be appropriate for some people to receive care from specialist services. Care should always be provided in a location that can most appropriately support the person’s needs…Some communities are not asset rich, whereas others have assets available but have difficulty engaging people. If community assets are lacking, providers should work with local CCGs, STPs/ICSs and local authorities to consider commissioning to close this gap or identify resources that facilitate access to existing services (for example, considering financial aid for transport). Availability of online resources, such as information directories and online communities, should be factored in. Local authorities and CCGs should ensure that assets are available to meet the needs of the local population, and all services should work together to promote engagement with these resources” (Royal College of Psychiatrists, 2021, p. 15).
However, the challenge is in realising this ambition in conditions of constrained resourcing (British Medical Association, 2024). This is linked to wider issues of monitoring and data, and NHSE has acted on existing data to try and improve patient access, experience and outcomes in relation to inequalities (by setting up a dedicated taskforce, funding, and setting expectations for ICBs around local levels of inequality). Yet, still, a recent survey by the National Audit Office indicated that only 2 of 29 ICBs said they had all or most of the data needed in order to assess and understand variation in patient access, experience and outcomes (National Audit Office, 2023).



[bookmark: _Toc185596462]Practice learning in Community Mental Health Settings (CMHS)
We extracted data from 72 sources and synthesised this to support our understanding of practice in Community Mental Health Settings (CMHS). 
Research indicated that, across CMHS, aspects of good practice included: clarity of information (Loughlin et al., 2019); reduction in delayed discharges (Tyler et al., 2021); continuity of care (Royal College of Psychiatrists, 2021); service co-ordination and services working together for better communication, consistency and earlier intervention (Healthwatch Leeds, 2022; Royal College of Psychiatrists, 2021); integration of social factors on discharge planning (Tyler et al., 2021); co-production, collaboration, and consultation with service providers to deliver personalised care. This included information about their medication and treatment which was associated with feelings of increased control and high quality care (Kaminskiy et al., 2021; Loughlin et al., 2019; Rethink mental illness, 2023; Simpson et al., 2016b; Staples et al., 2024).  
Aspects of poor practice cited across CMHS were: Transition from acute inpatient setting to community care, which can be a vulnerable period where people can experience additional risks to their mental health and psychological wellbeing (Local Government Association, 2024); lack of community support post-discharge ; finding crisis services unresponsive or being unable to reach staff when needed (Healthwatch Medway/Kent, 2019); lack of continuity of care (Ahmed et al., 2024); poor interagency or interprofessional communication (Tyler et al., 2021); inconsistent staff/high staff turnover (Dalton-Locke et al., 2021; Simpson et al., 2016a); poor communication with patients having no awareness of who is in charge of their care, when their appointments are, or not having a point of contact (Healthwatch Birmingham, 2024), which feels uncaring and like patients are not involved (Healthwatch Medway/Kent, 2019); not feeling listened to or being ‘fobbed off’ within or between appointments, which often themselves felt rushed and affected the quality of the appointment (Healthwatch Leeds, 2022); patients having little follow up or infrequent visits from staff meaning that staff were not experienced as reliable were cited as the least helpful elements of care (Lloyd-Evans et al., 2019); and institutional deficits and defensive/risk averse practice i.e. risk aversion limits to positive risk-taking that sits at odds with recovery ideals and practices (Simpson et al., 2016).
Research within the review additionally found that patient’s previous poor experiences (i.e. over medication or coercion in care) fosters mistrust (Winsper et al., 2024). This review therefore identified that experience of care in CMHS matters, not just because services do not wish to give people poor care, but because it impacts outcomes (both current and future).
Therapeutic relationships are important in recovery-oriented services. Research repeatedly points to the equal, or sometimes higher value, that people experiencing mental distress place on their relationships with workers over the biomedical aspects of care (Simpson et al., 2016b). As part of this, regularity, reliability and clarity were cited as highly valued in order to promote and facilitate trust, emotional support and also monitoring of risk and change (Lloyd-Evans et al., 2019). Helping individuals understand information about their options and building trust through therapeutic relationships is integral to shared decision making. It is also associated with better outcomes and good care as people feel more supported (Healthwatch Birmingham, 2024), and understand their options and the treatment they will receive (Kaminskiy et al., 2021; Staples et al., 2024).
Evidence for involvement of carers was mixed with many policy or service related documents citing this as good practice, particularly in monitoring risk (NHS England, 2024b, 2021). There was also evidence to suggest family and carers wanted to feel more involved and included in decision making by services (Lloyd-Evans et al., 2019). However, there was also contradictory evidence to suggest there were situations in which carers had been discouraging medication adherence, which acted as a threat to safety of patients (Averill et al., 2024). This ambiguity about the direction of association between recovery and quality of relationships with family and friends was mirrored in a study examining recovery focused care planning (Simpson et al., 2016b). There were also findings indicating that tension around issues such as service users’ consent and confidentiality resulted in professional uncertainty around how to involve people (Simpson et al., 2016a).
[bookmark: _Ref183787514][bookmark: _Toc185596463]Community Treatment Orders (CTOs)
CTOs remain a contested, but still integral, part of the treatment journey from inpatient treatment into CMHS. Made by a responsible clinician to provide supervised treatment in the community instead of in a hospital setting, the CTO means the responsible clinician can return the individual to hospital and give them immediate treatment if necessary. Evidence from a clinical trial that ran around 10 years ago suggested that there was no obvious benefit in reducing relapse that would justify CTOs as an approach, as they significantly curtailed individual liberty (Burns et al., 2016; Burns and Molodynski, 2014). Wider literature from this review identified the “stickiness” of CTOs as a problem, with individuals struggling to successfully challenge or have these removed (Jobling, 2019). This ‘“stickiness” when stable issue’ was paralleled in the issues identified when examining medicines optimisation, as being removed from medication when stable was seen as being impacted by factors other than wellness (Rugkåsa et al., 2017) (see: Medicines optimisation in community mental health settings and at the interface with other services).
There were interesting tensions within the literature reviewed relating to compulsion, coercion and experiences of care. Firstly, there was no evidence that CTOs or increased coercion led to disengagement within the Oxford Community Treatment Order Evaluation Trial (OCTET) trial (Burns et al., 2016). Secondly, when interviewed about CTOs, Jobling (2019) found that the majority of service users who felt positively about the CTO did not see the point in pursing appeals or attending mandatory tribunals because they were happy to have the CTO renewed, and those who felt unhappy saw no point in appealing as they would not be listened to (Jobling, 2019). When there are irreconcilable findings, realist research can help us unpick what else might be happening to create seemingly contradictory patterns – and so we reviewed this with our peer review expert (SW), who indicated that in resource pressured services, those on CTOs were more likely to have consistent named workers and be in receipt of follow up and thoughtful care (identified earlier in the review as good practice that led to better outcomes) than those not on CTOs. This provides a partial explanation for these findings. This understanding was helped by results from a paper which indicated that during periods of crisis, increased guidance from professionals was appreciated and less patient autonomy or ownership over a decision possible, as the “sad truth you just need someone to treat you” (Kaminskiy et al., 2021, p. 4). These findings were seemingly replicated within OCTET itself (some 10 years ago so pre-pandemic and the current increased demand and resource pressures), in which the trial reported ‘disquieting observations’ relating to the lack of community care, e.g. that less than ¼ of the patients having only one consultant for a whole year with some having up to five as they moved between CMHS consultants, inpatient settings and crisis teams (Burns and Molodynski, 2014). These lead us towards an understanding that it is not just CTOs as an instrument in and of themselves, but system capacity, integration and resources that are the essential links between good practice, reduced risk and positive outcomes.
[bookmark: _Toc185596464]Intersectionality, service access and practice
Effective and safe practice in adult community mental health settings was seen across the literature to be unequally distributed, and often negatively associated with identification with one or more of the protected characteristics (HMSO, 2010). Respondents with disability reported worse than average experiences of services, with autism or autism spectrum more likely to report worse experiences across multiple questions (Care Quality Commission, 2023). In a study of service users recruited from 14 mental health teams, findings indicate that female service users and those with diagnoses of schizophrenia spectrum disorder (as opposed to bipolar disorder) were more likely to report stigma-related treatment barriers compared to male service users (Dockery et al., 2015). The study also indicated that service users with a higher education level were more likely to report stigma, compared with those with no formal educational qualifications, and that those who had been in services longer were also less likely to report stigma-related treatment barriers (Dockery et al., 2015). As stigma and discrimination are barriers to both care and recovery (Erondu and McGraw, 2021), and have been highlighted particularly for minoritised communities (Healthwatch Leeds, 2022), findings such as these are interesting in helping to indicate areas for improvement in practice. 
Service users’ minoritised status (including sociodemographic and clinical characteristics) appeared interrelated to their experiences of services. This would mirror findings from a study on safe and effective community care, where it was identified that care quality corresponded to social class; those regarded as articulate or well-presented reportedly received better standards of care, and that care journeys for Black service users were more likely to be characterised by police involvement and restrictive practices, relative to White patients (Averill et al., 2024).
Disadvantage in relation to receiving equitable service was also linked to issues such as transport (Healthwatch Bromley, 2024); accessing CMHS with problematic substance misuse (Healthwatch Dorset, 2021); and digital equity with those staff and service users unable to access suitable infrastructure remaining more disadvantaged in relation to accessing and using community mental health services (Healthwatch North Somerset, 2021). The reasons for digital exclusion included social and financial poverty, but was also linked to those living in remote areas with poor internet access (Healthwatch North Somerset, 2021), or those with no access to confidential space outside/inside the home (McCarron et al., 2024). Research indicated that for particular sub-groups of service users, neurodivergence interacted with preferred mode of contact and that there were issues relating to their disorder resulted in impairment when using technology i.e. cognitive difficulties or paranoia when using technology or those with intellectual disability or neuro-atypical diagnosis (McCarron et al., 2024). The review found that accessibility (i.e. language, hearing impairment) of mental health services was important (Healthwatch Leeds, 2022), and that locally located services (i.e. neutral or non-gang/postcode rivalry affiliated) also helped reduce stigma and support engagement (Harris et al., 2022).
Whilst there were operational or infrastructural barriers, there were also interpersonal and communication barriers to safe and effective practice identified in the literature. Perceptions of ‘riskiness’ were also seen to be nuanced by stereotypes about culture or gender. Work exploring the context for safe care cited examples whereby Asian women were perceived as less of a danger to society (public safety), limiting their access to treatment, which shaped how symptoms were recognised and understood (Averill et al., 2024). They concluded that cultural constructs of illness also influence individuals’ presentation and symptoms (Averill et al., 2024). 
Tannerah et al., (2024) argue that negligence relating to facilitating patient translations and understanding specific dialects within translation, can lead to miscommunication and misdiagnosis. They identify outcomes such as impact of minoritised (Muslim) status on mental health assessment, and as well as influencing prescribing practice, citing evidence of the dearth of social prescription amongst communities with high numbers of people from minoritised ethnic groups. They suggest that, because addressing inequalities is one of the four key aims of Integrated Care Systems (ICS), the need to have consultations that accommodate minoritised (ethnic) communities is essential and that staff need greater opportunity to learn first-hand about racism and Islamophobia in health care provision (Tannerah et al., 2024). 
However, some perceptions reported in the identified literature i.e. that there is little to be done within the professional role that can ameliorate the distress of social circumstances (British Medical Association, 2024b), appear misplaced. These did not hold up against realist reasoning alongside the evidence of the significance placed upon how care is delivered and the context in which it is received and how this reduces perpetuation of structural and institutional inequalities through individual action and agency. When examined, it was clear there was capacity within the terms of professional roles for influence identified in relation to benefits, housing and family support identified by our peer reviewer (MB). It is important that where there is evidence to support that logic is flawed, that this is communicated clearly so that proportionate resolution to reduce and mitigate risk can be found. 
Realist research helps us here because it allows us to hold in tension two competing or seemingly oppositional truths: that health systems cannot reduce or mitigate against all social inequalities that cause mental distress, and that resources impact the quality of care a clinician can provide. They help us to discern what might be a perception that is unhelpful, in this case, that whilst the ‘truth’ is that “mental health, like all other aspects of health, is significantly influenced by social determinants (the conditions in which people live, grow, work and age), if someone’s mental illness is caused or exacerbated by the social determinants of health, a doctor’s ability to provide care is compromised” (British Medical Association, 2024b, p. 27). This is borne out by wider research; the idea that “there is a limit to what a doctor can do when someone’s mental health is so affected by living in poor housing, unemployment, or difficult family lives. It was clear from many of our interviews that doctors feel they are working with patients for whom the odds are stacked against them”  (British Medical Association, 2024b, p. 27). This second statement is only a partial truth, relating to the impact of resource pressure on the clinical encounter. 
Wider evidence reported throughout this review cites ways in which there is significant difference made to ameliorate distress and remove barriers to safe and effective care at the individual encounter level, i.e., through reducing preconceptions, prejudices and discriminatory actions. Research into improving mental healthcare access and experience for people from minority ethnic groups in England found that professionals, service users and carers feel it important to challenge stereotypes and prejudices including avoiding ‘lumping’ understanding of different ethnicities together (Winsper et al., 2024).
[bookmark: _Toc185596465]System capacity and integration: learning from practice
NHSE aims to provide more integrated services for people with mental health needs in the community through implementing new care models (National Audit Office, 2023). Effective care coordination was seen as an essential ingredient of this to ensure there are points of contact for relapse, and to try and improve continuity of care and support (NHS England, 2024b). The ambition to expand services has been curtailed by staff shortages, a finding highlighted in a recent survey of NHS mental health trusts as of particular concern (National Audit Office, 2023). The survey also indicated that within mental health trusts in response to demand and service pressures: waiting times and lists increased; treatment thresholds raised; and there was reduced provision in some service areas (National Audit Office, 2023). The report concluded that despite planned service expansion, the treatment gap for those with mental health conditions would remain sizeable (National Audit Office, 2023). Stress in the system, and pressure on services, was identified variously throughout the review and with a range of metrics. For example, the number of mental health patients placed inappropriately in hospitals outside their local area that could indicate a shortage of local capacity – stating that despite the long-standing ambition to eliminate this practice the numbers have averaged above 600 per month since April 2021 (National Audit Office, 2023). 
There was little or no evidence within the review of a single model of integrated care in CMHS (Clibbens et al., 2023) as such, there was also no evidence that fidelity to model was important. Structural barriers to good care identified across the review included how factors such as complex commissioning or lack of multiagency agreement can result in delays for service users (Clibbens, 2023). Research also identified system-drivers of harm including: a ‘vicious cycle of understaffing’ and chronic workforce underinvestment and resultant staffing shortages, causing unmanageable workloads, impacting recruitment and retention effort (Averill et al., 2024; Baker et al., 2019; House of Commons Committee of Public Accounts, 2023); community-based having uncapped caseloads, exceeding safe limits (Averill et al., 2024); experience and seniority levels within community teams having declined over time, with inexperienced staff increasingly delivering care in high-risk situations (Averill et al., 2024; Baker et al., 2019); administrative tasks aimed at monitoring safety, including incident reporting, equipment audits, and extensive paperwork, detracting from time to deliver safe care (Averill et al., 2024); and not enough viable alternatives to hospitalisation for those experiencing mental health crises (Bonnet and Moran, 2020). ‘Responsibility tennis’ as a result of a lack of integrated care, was explained to impact those more vulnerable and at risk most, such as those in crisis (Clibbens et al., 2023).
There are two impacts to consider here – the first is lack of integration, and the second is lack of resources. These are inextricably linked, and therefore disaggregating outcomes relating to each is not possible within the context of the review. Whilst a lack of integration impacts effective team working, as (Singh, 2000) points out, both inter- and intra-team differences about priority setting around the illnesses that need to be targeted, how to prioritise responses, or which professionals are responsible for delivering elements of care, can lead to ineffective responses and fragmented services. The issue about lack of integration and lack of resources, is that what is known or identified in literature therefore as good practice in CMHS, such as the aspirations for everyone to have a named keyworker and a fully personalised approach, is in direct tension with the resourcing and integration pressures. 
The impact of constrained funding/inadequate resources across CMHS including care coordination and crisis services is that it creates disjointed experiences of care (Adams et al., 2022), and raises the likelihood of barriers such as constrained personalisation, waiting lists, backlogs, lack of shared decision making, staff burnout and less experience of managing high levels of cases and high levels of risk (Healthwatch Bromley, 2024; Singh, 2000; Tyler et al., 2021). 
Interestingly, the link between adult safeguarding and safe and effective care was only visible in one report, which examined the importance of shared or partnership response to crisis in the community to support early intervention in order to stabilise a person’s deteriorating mental health and keep them at a place they call at home to try and avoid unnecessary assessments under the Mental Health Act or admission to hospital (Local Government Association, 2024). This finding reflects broader Safeguarding Adults Reviews, in which shared escalation plans/crisis response processes in responding to serious incidents ensure that risk can be collectively managed and reduced (Local Government Association, 2024). We feel this may be worthy of further research attention.

2. [bookmark: _Toc185596466]Patient and Public safety
	[bookmark: _Toc185596467]Key findings: patient and public safety
We identified four interconnected themes within our patient safety literature, each highlighting critical challenges and opportunities for improvement. Systemic barriers, such as delays in access, insufficient continuity of care, and poorly managed service transitions, underscore the structural inefficiencies that leave patients vulnerable to harm. Much of these relate to capacity and funding issues. Organisational culture and risk management practices reveal how perverse incentives, diffuse accountability, and superficial risk assessments can lead to procedural compliance over maintenance of genuine safety, undermining effective care. The interplay between patient-centred care and coercion further highlights the risks of disengagement and harm when coercive practices erode trust, contrasted with the potential for improved outcomes when patients and carers are actively involved in personalised care planning. Systemic challenges, including a lack of culturally competent training, limited community-led approaches, and insufficient data on inequalities, hinder the capacity to provide equitable and safe care (National Audit Office, 2023). Finally, overlooked physical and environmental risks expose gaps in current safety frameworks, where the impacts of medication side effects, living conditions, and external threats are insufficiently addressed. Together, these themes illustrate the multifaceted nature of patient safety in mental health services and underscore the need for holistic, patient-centred, and systemically integrated approaches to care.



[bookmark: _Toc185596468]Patient safety
While good practice is safe practice, not all poor practices are unsafe. To understand issues impacting patient safety in community healthcare provision, we extracted data from 21 studies. These 21 contained data that directly related to patient safety (Abendstern et al., 2021; Adams et al., 2022; Averill et al., 2024; Ayre et al., 2023; Baker et al., 2019; Bonnet and Moran, 2020; Burns et al., 2016; Burton et al., 2022; Care Quality Commission, 2014; Dalton-Locke et al., 2021; Healthwatch Medway/Kent, 2019; Healthwatch North Somerset, 2021; Local Government Association, 2024; McKeown et al., 2024, 2024; NHS England, 2024b, 2021; Simpson et al., 2016b; Sowerby and Taylor, 2017; Taylor et al., 2023). It was not possible to totally separate patient safety from other aspects of the review. Other themes we extracted, such as timeliness of access and access itself, were also highly related to patient safety. Unlike physical health settings, mental health services frequently rely on subjective risk assessments and individualised care planning, which can lead to inconsistencies and gaps in safety practices. Patient safety issues in mental health can also, unfortunately, often lead to self-harm or suicide (National Confidential Inquiry into Suicide and Safety in Mental Health, 2018). 
Our findings are grouped into four overarching themes that capture core issues we identified. The first theme focuses on systemic barriers to access and continuity of care, highlighting how structural issues, such as staffing shortages, capacity constraints, and digital inequities, impede timely interventions and disrupt care delivery. The second theme examines organisational culture and risk management practices, emphasising how accountability gaps, procedural compliance, and perverse incentives undermine effective safety strategies. The third theme centres on patient-centred care and the impact of coercion, exploring the delicate balance between managing risks and fostering trust through collaboration and personalisation. Finally, the fourth theme addresses overlooked physical and environmental risks, bringing attention to factors such as medication side effects and external threats, which are often inadequately accounted for in safety planning.
[bookmark: _Toc185596469]System capacity, integration and patient and public safety 
Systemic barriers to access and continuity of care are among the most significant contributors to patient safety risks in mental health services. Unfortunately, we found that capacity issues such as staffing shortages, and structural issues such as insufficient integration between services create delays and disruptions that exacerbate mental health conditions, increase the likelihood of harm, and undermine trust in the healthcare system (Baker et al., 2019). These barriers are intricately linked to safety outcomes, as timely access and seamless care coordination are critical to effective mental health treatment (National Audit Office, 2023). Mistrust of services, fuelled by previous negative experiences and cultural stigma, deters engagement, particularly among minoritised communities such as South Asian, Black African, and Roma populations (Winsper et al., 2024).
The OCTET trial underscores the impact of inadequate continuity of care, demonstrating how fragmented services result in poor understanding of patients' circumstances, thereby increasing the likelihood of safety incidents due to lapses in care provision (Burns et al., 2016). Similarly, Tyler et al. identify transitions of care as particularly high-risk periods, as ineffective discharge planning and poorly executed service handovers often leave patients without adequate support, contributing to adverse outcomes (Tyler et al., 2021). This risk is amplified by structural gaps between services, as patients often cycle through the system due to delays in accessing appropriate care (Clibbens et al., 2023). These disruptions not only hinder recovery but also heighten the potential for crises, particularly when conditions are allowed to deteriorate before intervention is provided.
Access delays themselves constitute a critical safety concern (Baker et al., 2019). The inability to address conditions promptly can lead to worsening symptoms, increased distress, loss of social support, meaningful occupation and/or education, and in some cases, acute crises that require emergency intervention (Baker et al., 2019). Others also highlight the timeliness of care as a key determinant of patient psychological safety, with delayed responses diminishing patients' trust in the system and their sense of being supported (Averill et al., 2024). In emergencies, such delays can have life-threatening consequences, as even in crisis situations, services "cannot physically prevent" patients from self-harm or suicide without timely and accessible intervention (Averill et al., 2024).
The transition to digital consultations during the COVID-19 pandemic further complicated access to care, exposing patients to a digital divide that created new barriers to engagement. McKeown et al. found that telephone consultations often failed to capture the "whole picture" of a patient’s needs, as the lack of face-to-face interaction impeded rapport-building and a nuanced understanding of risk (McKeown et al., 2024). Healthwatch North Somerset reported that many patients struggled with digital technology, feeling "stupid" or frustrated when attempting to navigate online platforms, leading to potentially dangerous disengagement (Healthwatch North Somerset, 2021). These barriers frequently resulted in patients disengaging from services, thereby compounding the risks associated with delayed or insufficient care. The shift to remote consultations during the COVID-19 pandemic has amplified inequalities, with digital exclusion disproportionately impacting vulnerable groups, including those with intellectual disabilities or in socioeconomically disadvantaged settings (McCarron et al., 2024).
Systemic barriers also occurred during critical timepoints, such as transitions between community and acute/inpatient care. Tyler et al. emphasize that these periods are fraught with risk, as patients often fall through the cracks due to ineffective coordination between providers (Tyler et al., 2021). Others describe how premature discharges, driven by bed pressures in psychiatric wards, lead to readmissions that might have been avoidable with better continuity and integration of care (Bonnet and Moran, 2020) and how later admission can lead to increased detention under the Mental Health Act (MHA). The consequences of such systemic failures are particularly severe for individuals experiencing acute crises, as gaps in support can escalate the risk of harm (Abendstern et al., 2021). Discrimination, stereotyping, and biases in care provision further compound these disparities, as evidenced by differential treatment based on ethnicity, gender, or socioeconomic status, and increased police involvement for Black service users (Averill et al., 2024). The significance of this is reinforced by findings indicating that stigma around use of mental health services is still a powerful deterrent to seeking mental healthcare in South Asian, Black African, Roma and orthodox Jewish communities (Winsper et al., 2024). 
[bookmark: _Toc185596470]Organisational culture and risk management processes
Organisational culture and risk management practices significantly influence patient safety outcomes in mental health services (Holley et al., 2016). When organisational priorities emphasise procedural compliance over substantive engagement with patient needs, safety strategies can become perfunctory, failing to prevent harm (Simpson et al., 2016b). Furthermore, diffuse accountability structures and perverse incentives within mental health services can lead to issues with responsibility and accountability, normalisation of unacceptable risks, and inadequate involvement of patients and carers (who know the most about the context in which they live) in safety planning.
We found that perverse incentives are a notable driver of suboptimal risk management practices. Included studies suggested that staff in mental health services were at risk of focusing more on accountability for risk assessment than on preventing actual harm, suggesting a system oriented toward minimising liability and ‘performative safety’ rather than fostering genuine safety (Simpson et al., 2016b). Averill et al. further highlight how providers position systemic issues, such as resource constraints, as being outside their control (Averill et al., 2024). This allows staff to avoid responsibility for systemic shortcomings, even when these directly impact patient safety. These attitudes foster a culture where risks are perceived as inevitable and patients may feel ignored or mistrusted, ultimately undermining safety efforts.
Clinicians in mental health services fear punitive management responses within Trusts following adverse events such as suicides or acts of violence (Averill et al., 2024; Simpson et al., 2016b). This fear can foster defensive approaches to care, where compliance with risk assessment tools becomes a priority, sometimes at the expense of meaningful patient engagement (Holley et al., 2016). Risk assessment practices within mental health services also reflect broader cultural issues. Simpson et al. notes that risk assessments and crisis plans often become tick-box exercises, where procedural compliance takes precedence over meaningful engagement with patient needs (Simpson et al., 2016b). This superficial approach can lead to the unintended consequence of risks being inadequately assessed or mitigated. Similarly, NHS England highlights that relying on tools such as the CPA without personalisation of care creates a false sense of security while failing to address the underlying factors contributing to patient risk (NHS England, 2021).
A blame culture within some organisations discourages open discussions about systemic issues and can lead to clinician burnout and reduced trust in organisational processes (Clibbens et al., 2023). Additionally, unclear accountability structures may exacerbate these anxieties by creating diffuse responsibility, leaving individual clinicians feeling vulnerable to repercussions (Montgomery et al., 2019). To mitigate these effects, a shift towards a supportive, learning-focused culture within Trusts is essential, prioritising systemic improvements over individual blame.
Diffuse accountability further exacerbates these challenges, as often when patients are seen by multiple staff and providers during the course of their care, responsibility for what happens to them becomes shared and therefore diluted. Partners in Care and Health stresses the importance of accountability in decision-making processes to ensure safety interventions are implemented (Local Government Association, 2024). Similarly, Averill et al. (2024) found that staff often assume others are managing risks, resulting in critical safety measures being overlooked. 
Another cultural challenge is the normalisation of safety risks as ‘unavoidable’. Averill et al. describe how staff often perceive certain risks as inevitable due to systemic and procedural limitations, leading to a sort of ‘learned hopelessness’, inaction, and a failure to adopt proactive safety measures (Averill et al., 2024). This acceptance of risk can lead to preventable harm, as opportunities to mitigate threats are overlooked. Others highlight that during the COVID-19 pandemic, the decision to treat patients at home despite safety concerns reflected a resignation to suboptimal conditions driven by resource constraints (Burton et al., 2022).
[bookmark: _Toc185596471]Patient-centred care and coercion
Coercive practices, such as involuntary hospitalisation or enforced medication, are often employed in mental health settings to mitigate immediate risks (Burns et al., 2016). However, this comes with trade-offs as evidence highlights the unintended consequences of such measures. The OCTET trial revealed that coercion could lead to disengagement with services, which in itself could be a harm resulting from care (Burns et al., 2016). Disengagement increases the risk of harm by reducing communication and collaboration between patients and providers. Simpson et al. further identify that coercion can harm mental health by restricting liberty, which may exacerbate feelings of isolation and distress (Simpson et al., 2016b).
The tension between risk avoidance and patient autonomy is particularly evident in the management of high-risk conditions such as Borderline Personality Disorder (BPD). Taylor et al. highlight the difficulty in determining acceptable levels of risk, as providers often default to coercive measures to avoid potential harm (Taylor et al., 2023). This risk-averse approach, while intended to safeguard patients, can inadvertently damage therapeutic relationships and reduce patient compliance. The challenge lies in balancing the need to mitigate risks with fostering collaboration and respect for patient agency.
In contrast, a patient-centred approach that involves individuals in their own care planning has been shown to enhance safety and outcomes. NHS England emphasises that safe care should be personalised and responsive, integrating the perspectives of patients and carers to co-create effective safety strategies (NHS England, 2024b). Simpson et al. similarly argue that involving patients directly in risk assessments can lead to more nuanced and practical risk mitigation strategies, as patients have unique insights into their circumstances (Simpson et al., 2016a). A personalised approach can better address broader psychosocial and environmental factors affecting patient safety, ensuring interventions are tailored to individual needs.
However, implementing patient-centred care requires overcoming structural and cultural barriers (NHS England, 2024b). NHS England notes that there is a perception that reliance on tools or approaches such as the CPA almost guarantees that care will be safe – this can create a false sense of security, as staff can assume that completing these processes is sufficient (NHS England, 2021). Instead, care planning must go beyond procedural compliance to genuinely integrate patient preferences, goals, and insights. 
[bookmark: _Toc185596472]Overlooked physical and environmental risks
In mental health services, risk assessments often focus narrowly on the individual, neglecting physical and environmental factors that can significantly influence patient safety (Berzins et al., 2018). The physical risks associated with psychiatric medications are a critical but frequently underestimated concern. Simpson et al. highlights the iatrogenic risks posed by treatment, including severe side effects that can undermine patients’ physical health (Simpson et al., 2016b). Sowerby and Taylor (2017) provide an example with clozapine, an antipsychotic drug, where delays in its provision have led to hospital readmissions due to the destabilisation of patients' conditions (Sowerby and Taylor, 2017). NHS England further emphasises that discontinuation of medication without proper oversight constitutes a significant safety risk (NHS England, 2024b). Patients who discontinue medications often do so in response to adverse effects, but without professional guidance, their mental health may deteriorate, leading to crises or hospitalisation (Sowerby and Taylor, 2017). Please see the section “Medicines optimisation in community mental health settings and at the interface with other services” for more about this.
Environmental risks surrounding patients are another frequently overlooked aspect of safety planning. Adams et al. note that during the COVID-19 pandemic, individuals in group housing faced heightened risks due to exposure to drug dealers, criminal behaviour, and violence (Adams et al., 2022). In many cases, these environmental pressures forced patients to isolate themselves, exacerbating their mental health struggles. Simpson et al. also highlights that mental health patients are disproportionately at risk of harm from others, including assault and abuse risks that are rarely accounted for in safety assessments (Simpson et al., 2016b). These findings demonstrate the importance of considering the wider context in which patients live, rather than focusing solely on individual risk factors.
Living arrangements, particularly for those who live alone, pose additional risks that require specific consideration. Included articles noted that patients without supportive networks are at greater risk of monitoring errors, as there is often no one present to observe changes in their condition or intervene in crises (Ayre et al., 2023). This lack of oversight can delay responses to emerging risks, increasing the likelihood of harm (Dalton-Locke et al., 2021). NHS England (2024) underscores the importance of personalised and dynamic risk assessments that take these living arrangements into account, ensuring that plans are tailored to the patient’s unique circumstances. These findings resonate strongly with the concerns raised by our clinical expert reviewer, about the risk of neglect and asylums within the community (see Table 2).
[bookmark: _Toc185596473]Public safety
A key finding was that we were unable to extract any data explicitly linking to or considering public safety – outside of statistics relating to homicide incidence by people with serious mental illness. Whilst there was much discussion about risk, and often public safety was described as implicit in a risk paradigm framed around ‘risk to self or others’, we could find no specific work in the papers nor grey literature that helped us to expand our understanding of how this linked to practice in community mental health settings. This suggests that a new concept of risk is required, along with tools for assessing risk from those other avenues in a personalised manner and given the evidence presented within this review relating to differing constructs of individual risk held by professionals, those experiencing mental illness or distress, and carers – it would be sensible to ensure that any new concept is co-produced to try and best reconcile tension and competing views.

3. [bookmark: _Toc185596474][bookmark: _Ref183710498]Medicines optimisation in community mental health settings 
	[bookmark: _Toc185596475]Summary: medicines optimisation
Medicine optimisation in community settings is an extremely complex area of work and this high-level summary does insufficient justice to what is a multifaceted set of individual, societal, professional and system level issues that can significantly impact a person’s with SMI’s experience of care and treatment. We have consequently recommended (in the conclusion section of this report) for more work around medicine optimisation with an explicit focus on minoritised experiences.



[bookmark: _Toc185596476]Medicines optimisation in community mental health settings and at the interface with other services
We extracted data from 22 sources and synthesised these to support our understanding of medicines optimisation in CMHS and at the interface with other services. Whilst there was weak replication of findings across heterogeneous study types, those included were still significant in informing our approach due to their high levels of relevance and richness in shaping a wider understanding of the issues in CMHS. 
Results of data extraction from the papers indicated that medicines optimisation in CMHS requires several components to be considered within teams and managed effectively in order for this to be successful. These include: getting the right medication (type, dose, frequency) at the right time (Averill et al., 2024; Fleming et al., 2021; Healthwatch Birmingham, 2024; Healthwatch Dorset, 2021; Holley et al., 2016; Howe et al., 2023; Johnson et al., 2020; McKeown et al., 2024; Seshadri et al., 2024; Sowerby and Taylor, 2017; Stefanopoulou et al., 2024); good communication between prescribing different professionals, and between professionals and individuals receiving medication (Ayre et al., 2023; Fleming et al., 2021; Healthwatch Dorset, 2021; Howe et al., 2023; Kaminskiy et al., 2021; Morant et al., 2023; Royal College of Psychiatrists, 2021; Sanders and Stephens, 2022); adequate training and re-training of prescribing professionals and those administering medication (Ayre et al., 2023; Sanders and Stephens, 2022); the importance of involvement (through adopting a person-centred approach) of the person receiving medication (Howe et al., 2023; Morant et al., 2023; NHS England, 2024b; Royal College of Psychiatrists, 2021); understanding the role of families, carers or others in supporting medicine optimisation or recognising early warning signs of deterioration (Averill et al., 2024; Howe et al., 2023; NHS England, 2024b; Sanders and Stephens, 2022); and issues relating to polypharmacy and off licence/unlicenced prescribing (Averill et al., 2024; Johnson et al., 2020; Lovell, 2024; Seshadri et al., 2024). 
As was expected, the evidence for medicines optimisation was mixed, with evidence of medication supporting individuals to remain out of hospital (Holley et al., 2016; Sowerby and Taylor, 2017), and other papers indicating an over-reliance on medication and lack of prescribing of psychological services (Healthwatch Birmingham, 2024; Healthwatch Dorset, 2021; Sizmur and McCulloch, 2016). Authors drew attention to potential for iatrogenic harm from medication and the need for safe and effective prescribing (Averill et al., 2024; Fleming et al., 2021; Howe et al., 2023; Johnson et al., 2020; Kaminskiy et al., 2021; Morant et al., 2023; Seshadri et al., 2024; Wagstaff et al., 2018). Particular areas of concern identified in the literature included polypharmacy (the taking of multiple medications at the same time) (Averill et al., 2024; Johnson et al., 2020; Seshadri et al., 2024) and off licence/unlicenced prescribing (medicines being prescribed outside the terms of the licence) (Seshadri et al., 2024). Polypharmacy as a risk cited across papers also related to specific circumstances i.e. when prescribing was not reviewed regularly with pain management in long term prescribing (Seshadri et al., 2024). It was also seen that COVID-19 led to disruption to or cessation of medication for some patients (McKeown et al., 2024).
Prescribing behaviours (how people respond to patients behaviourally) alongside prescribing practice (the main approach and procedural elements of prescribing) were seen to be influential in medicines optimisation in a range of cases. For example, one key barrier to medicines optimisation was seen to be long term prescribing practice particularly associated with medication review (Seshadri et al., 2024), and reluctance to change doses or medication where patients were stable (Fleming et al., 2021; Morant et al., 2023). In one paper, this was linked speculatively to system capacity issues, whereby medication reviews for stable patients were more likely to be carried out by rotational junior doctors who may be less comfortable risking relapse. This wariness around medicine reduction for stable patients, reflects similar issues to the “stickiness” problem cited in the literature on CTOs (see: Community Treatment Orders (CTOs). However, other factors were also implicated in prescribing behaviours relating to intersectional identity and prescribing.
[bookmark: _Toc185596477]Intersectionality and medicines optimisation
An emergent finding replicated was that previous negative experiences of care and treatment in relation to medication and a lack of tailoring of service or active engagement with minoritised groups around their health needs and beliefs resulted in problems with both access to and subsequent referral within and engagement with services. It was reported that minoritised groups feared side effects of medication and long term dependency on medication (rational fears) with consequences such as delays in help seeking (Simkhada et al., 2021). There were inequalities in access to non-pharmaceutical treatments observed, with fewer people from ethnic minorities receiving psychotherapy, despite there being an appetite for service (Sizmur and McCulloch, 2016). Importantly, the appetite for support was contradictory to perceptions from professionals who felt these groups would not engage (microaggression) with implications for referral onwards to appropriate services (Sizmur and McCulloch, 2016). It is therefore necessary when reviewing this evidence to be mindful of the wider economic context in which services are being delivered (resource pressure), but also the historical context (institutional culture), in order to map out where data indicates we may find potential replication of negative patterns of services themselves minoritising access that could play out for example in this instance where stigma or stereotypes about cultural norms affect prescribing. 
These findings are especially salient when layered with wider understanding derived from papers about medicines optimisation review in CMHS that speak to what creates the conditions for good and bad practice for particularly groups (what works, for whom, in what circumstances and why). For example, when exploring barriers and enablers to shared decision-making in psychiatric medication management, evidence was presented whereby, if people had previous negative experiences of medication and do not feel they have receive/have adequate information, then this operates as a barrier to care (Kaminsky et al., 2021). 
Howe et al., (2023) similarly found that SMI medication management involves issues such as risk of relapse, serious side-effect profiles and potential drug-drug interactions concluding therefore that medication safety was of paramount importance and that optimisation requires involvement of perspectives of those with lived experience of taking medication throughout their journey from initial diagnosis to co-management with practitioners (Howe et al., 2023). We therefore were able to identify within the review data, dual epistemic injustices (Fricker M, 2007). Testimonial injustice, whereby minoritised groups are not treated or consulted as experts in their own care particularly when referring to side effects  (Simkhada et al., 2021; Wagstaff et al., 2018); and Hermeneutic injustice, whereby minoritised groups are excluded from information to inform their own care and treatment decisions in relation to medication (Sizmur and McCulloch, 2016; Wagstaff et al., 2018). Whilst these epistemic injustices also exist across the wider data not specific to minoritised groups (Healthwatch Birmingham, 2024; Healthwatch Dorset, 2021; Howe et al., 2023; Kaminskiy et al., 2021), we feel they should be particularly noted for minoritised groups, including those with cognitive impairment or learning disability (Sanders and Stephens, 2022) and ethnic minoritised groups (Simkhada et al., 2021; Sizmur and McCulloch, 2016; Wagstaff et al., 2018). This is because the evidence suggests an amplification of distress or disadvantage in treatment in line with an understanding of intersectionality (Crenshaw, 2015) and its effects i.e. it is both a product of having poor information about medication (all patients) and being from a minoritised background (resulting in referral or prescribing bias) that is resulting in the observable outcomes.
The final area of learning this review gleaned in relation to medicines optimisation, was how intersectional minoritised experience links with the points above to inform a connecting logic of why people disengage from health services, which we know from wider evidence is cited as a high risk undesirable outcome (NHS England, 2024b; NHS England and NHS Improvement and the National Collaborating Central for Mental Health, 2019). Whilst a common reason given for why people disengage from mental health services were because of the use psychotropic medication (Averill et al., 2024; Johnson et al., 2020; NHS England, 2024b), where in depth qualitative work explored reasoning for minoritised groups, the three logics underpinning this were: side effects (iatrogenic harm); the knowledge that even if on medication it was not curative (logic); and experiences of administration of medication i.e. particularly by injection (dehumanising) (Wagstaff et al., 2018). None of these is unreasonable, if you believe something can harm you, the logic of taking it is flawed or absent, and the administration is dehumanising – you will try and avoid these harms.
Framing understanding from a lived experience-based wisdom gives us insight into underlying generative mechanisms that result in antipathy to medication, and this framing chimed with the guidance during involvement we were given by our peer review expert by experience. There is insufficient understanding about avoidance of harm, and actual disengagement and how these differ. Interestingly, in the Wagstaff et al. (2018) paper, the individuals interviewed recruited through services as having a history of ‘disengagement’ did not all recognise themselves in this depiction. It is further important to note that the debate in the wider literature regarding assumption by professionals about patients have a ‘lack of insight’ (Kaminskiy et al., 2021) and conflation with other cognitive problems also needs to be explored within intersectional contexts. Our findings therefore chime with calls to extend our understanding through further research into practitioner awareness of unique need of individuals from ethnic and cultural minoritised groups (Howe et al., 2023).
[bookmark: _Toc185596478]System capacity and integration in medicines optimisation
There was little evidence found to understand how complementary interventions worked alongside one another, in particular where low intensity interventions may support individuals with SMI being supported by CMHS with the goals of adherence, compliance, wellness, improvement or recovery. One literature review exploring service models and evidence for community-based supported accommodation services for adults with SMI in the UK found that there was scope for low intensity interventions to support successful transitions, promote recovery, empowerment and self-management goals (Stefanopoulou et al., 2024). It was further noted that low intensity interventions are often subject to system capacity and resourcing pressures i.e. waiting lists (Stefanopoulou et al., 2024).(Ahmed et al., 2024)
Whilst safe care in prescribing was multiply described as an essential policy and practice goal (Averill et al., 2024; Howe et al., 2023; Johnson et al., 2020; NHS England, 2024b; Royal College of Psychiatrists, 2021), there was evidence of resource pressure and system capacity creating the conditions for increased risk of things such as polypharmacy (Averill et al., 2024), including prescribing of more high risk medicines (Johnson et al., 2020), and lack of engagement with individuals about their care  (Howe et al., 2023; Kaminskiy et al., 2021; Morant et al., 2023; Royal College of Psychiatrists, 2021), all of which were seen as poor practice. As Howe et al, conclude “given the complex nature of SMI medication management and the need to consider issues such as risk of relapse, serious side-effect profiles and potential drug-drug interactions, medication safety is of paramount importance” (Howe et al., 2023, p. 2).
What became clear from the more recent evidence, was that the systemic pressures and resourcing issues impacted prescribing practice with negative outcomes for patients.  For example, one paper indicated that the time constraints in services meant that psychiatrists limit conversation to what side effects might be important to them and that (consciously or unconsciously) they thereby limit discussion about adverse effects and possible benefits of medication (Kaminskiy et al., 2021). In this one example, we can see how these circumstances (resource and time pressure) are conditioning prescribing behaviour (limiting choice of topics for discussion and avoidance of conversation about adverse effects) to impact patient experience (lack of knowledge), which we know leads to worse outcomes for self-management, engagement in, and treatment adherence (Howe et al., 2023; Kaminskiy et al., 2021). 
CMHS functions include assessment, monitoring and delivery and review of medication, compliance and providing educational information about medication (Lloyd-Evans et al., 2019; NHS England and NHS Improvement and the National Collaborating Central for Mental Health, 2019). There were wider system capacity and integration issues that impacted medicines optimisation, including unmet training and re-training needs for community clinicians that were linked to lack of ownership and responsibility and intersectional disadvantage (Ayre et al., 2023; Sanders and Stephens, 2022). There were issues identified in communication between services, for example, during transfer of clinical responsibility (hospital – community) with implications for local shared care procedures (Ayre et al., 2023).
4. [bookmark: _Toc185596479]Gaps for research identified within the review
Our review found several common gaps in research and evidence that were found to impede the delivery of effective and equitable mental health services, particularly for minoritised populations. The lack of culturally competent approaches remains a significant barrier, as services often fail to accommodate diverse cultural norms, beliefs, and expressions of mental distress. Sizmur and McCulloch (2016), Ahmed et al. (2024), and Staples et al. (2024) emphasise the need for research into barriers to access and the perspectives of minoritised groups, while Simkhada et al., (2021) call for exploring partnerships with traditional healers to bridge cultural divides in care provision. Winsper et al., (2023) further argue for comparative research on culturally specific versus generic therapeutic interventions to better understand what works for diverse communities. Others highlight that this research is needed to provide evidence to support investment decisions in this area in the long term (Erondu and McGraw, 2021). Without such evidence, current mental health services risk perpetuating mistrust, disengagement, and suboptimal outcomes for marginalised groups. 
We also identified significant gaps in whole-system evaluations and collaborative approaches to mental health crisis care. Dalton-Locke et al. (2021) and Newbigging et al. (2020) note the absence of comprehensive evaluations of crisis resolution teams (CRTs) and untested crisis care models, which limits understanding of their effectiveness and scalability. This gap is compounded by insufficient collaboration across sectors, such as mental health and criminal justice systems, as highlighted by Krayer et al., (2018). Others recommended research into the impact of poor integration between services on outcomes in long term care (Burton et al., 2022; Loughlin et al., 2019). Additionally, there is limited research into how the role of service users and frontline staff in shaping policy and practice could be enhanced, which could provide valuable insights into how to improve service cohesion and quality (Johnson et al., 2021). Further enhancing this could be research with patients who have disengaged with services – to understand what went wrong (Loughlin et al., 2019). 



[bookmark: _Toc185596480]Discussion and synthesis
To effectively synthesise findings from this review, and to present future areas for testing hypotheses, were able to develop 26 initial CMOCs using ‘if, then, because’ statements as others have done in the literature (Aunger et al., 2022). These partial initial programme theories can be found in Table 3. They broadly relate to particular risks identified in considering patient safety, public safety, medicine optimisation, impacts of insufficient capacity on the system, and impacts of inequities which continue to worsen within mental health provision (National Audit Office, 2023) and are intended to synthesise the findings in a way that is useful to inform inspecting practice.
[bookmark: _Ref183464741][bookmark: _Toc184993035]Table 3. CMOCs identified from the literature
	Related theme (evidence)
	If, Then, Because: realist statements

	1. Lack of data around public safety risk (based on lack of evidence in the literature)
	If there is a lack of data or assessment tools for public safety risks in mental health provision and risk assessments,
Then the ability of mental health professionals to prioritise public safety is undermined,
Because data scarcity undermines ability to measure and prioritise public safety.

	2. Risks during transitions and integration points (Abendstern et al., 2021; Adams et al., 2022; Bonnet and Moran, 2020; Tyler et al., 2021).
	If critical timepoints like service transitions and discharges are poorly managed due to inadequate integration and communication between services,
Then there is an increased risk of adverse events, readmissions, and patient harm due to gaps in care continuity,
Because ineffective discharge planning and lack of follow-up make patients feel confused and unsupported, causing them to potentially fall through the cracks. 

	3. Patients falling through gaps due to narrow referral criteria (Lovell, 2024; Royal College of Psychiatrists, 2021).

	If mental health services have narrow and exclusive referral criteria, and individuals do not meet these strict thresholds,
Then they may not receive the support they need, leading to worsening mental health and increased pressure on acute services or risk of presenting in crisis,
Because restrictive criteria prevent early intervention and support, causing conditions to deteriorate until more intensive, and often more costly, services are required.

	4. Access and timeliness of care linked to patient safety (Baker et al., 2019; Burns and Molodynski, 2014; Tyler et al., 2021).

	If mental health services face staffing shortages and capacity issues that delay access and disrupt continuity of care,
Then patient safety is compromised as conditions worsen without timely care, leading to increased risk of harm or crisis situations,
Because limited provider availability results in longer wait times, risking patients experiencing a deterioration of mental health, feeling neglected, and potentially disengaging from services.

	5. Digital divide as a safety risk (Clibbens et al., 2023; Healthwatch North Somerset, 2021; McKeown et al., 2024).

	If mental health services transition to digital consultations (which often occurred during COVID-19), and patients have varying levels of access to technology and digital literacy (including literacy issues linked to neurodiversity or second language),
Then unmet needs and reduced patient engagement lead to compromised safety and potential deterioration of mental health conditions,
Because lack of access to or comfort with digital platforms causes feelings of inadequacy and frustration, leading patients to disengage from services.

	6. Perverse incentives leading to lack of patient involvement (Averill et al., 2024; Simpson et al., 2016b).

	If providers attribute system-level issues to factors beyond their control, leading to reduced accountability and patient involvement,
Then safety risks are not adequately addressed, and patients may not adhere to care plans, increasing the likelihood of harm,
Because blaming the system allows providers to avoid responsibility, and patients feel unheard and mistrusted, leading to disengagement.

	7. Diffuse accountability leading to abdication of responsibility (Averill et al., 2024; Local Government Association, 2024; Simpson et al., 2016b).

	If there is a lack of clear accountability within mental health services, leading to diffuse responsibility,
Then patient safety is compromised due to unmanaged or poorly managed risks,
Because unclear roles cause staff to assume others are handling risks, resulting in critical safety measures being overlooked.

	8. Improving engagement with services through activating listening through use of complaints and patient feedback data to avoid patient harm ((Adams et al., 2022; Lloyd-Evans et al., 2019; Morant et al., 2023; Wagstaff et al., 2018; Winsper et al., 2024) and mirrors broader evidence from acute services about the importance of using feedback in conjunction with safety and other data (Weich et al., 2020)
	If mental health services fail to actively listen to those using services i.e. by not measuring and responding to complaints and feedback from service users including reports of iatrogenic harm, particularly those who express dissatisfaction or feel unheard, and using this to improve quality of care,
Then individuals are more likely to disengage from care, leading to poorer long-term mental health outcomes and increased safety risks,
Because unaddressed concerns foster mistrust, dissatisfaction, and a perception that services do not prioritise patient needs, reducing the likelihood of continued engagement.

	9. Blame culture and fear of responsibility and backlash (Averill et al., 2024; Holley et al., 2016; Montgomery et al., 2019; Simpson et al., 2016b)
	If a 'blame culture' is present in mental health community trusts where clinicians fear punitive consequences or reputational damage following adverse events such as suicides or acts of violence,
Then patients may receive overly restrictive or generic care plans that fail to address their individual needs, increasing the risk of disengagement, unmet needs, and adverse outcomes. Overall quality of mental health care may decrease,
Because this culture discourages honest reflection, open communication, and shared learning from incidents.

	10. Risk assessment tools and standardisation processes becoming tick-box exercises (NHS England, 2021; Simpson et al., 2016a).

	If there is over-reliance on checklists and standardised tools for risk assessment,
Then risk management is ineffective, increasing the likelihood of adverse events,
Because the focus shifts to procedural compliance over meaningful assessment, causing underlying issues to be missed.

	11. Acceptance of safety risks as inevitable (Averill et al., 2024; Local Government Association, 2024).

	If staff perceive certain safety risks as unavoidable due to procedural limitations and resource constraints,
Then there is a higher incidence of preventable harm and patient safety incidents,
Because normalisation of risk leads to reduced proactive measures to mitigate risks, and fostering of an apathetic culture, resulting in inaction.

	12. Coercion exacerbating mental health issues (Burns et al., 2016; Burns and Molodynski, 2014; Simpson et al., 2016b).

	If coercive practices such as involuntary hospitalisation or medication are used,
Then mental health conditions may worsen, and safety risks increase due to lack of honest communication and collaboration,
Because coercion leads to feelings of powerlessness and distrust, causing patients to disengage from services or conceal true symptoms.

	13. Tension between coercion and risk avoidance (Burns et al., 2016; Taylor et al., 2023).

	If providers opt for coercive measures due to low risk tolerance,
Then there is potential for increased harm due to patient disengagement and non-compliance, and loss of freedom,
Because coercion damages trust and therapeutic relationships, leading patients to withdraw from care.

	14. Need for personalised, contextualised care (Ayre et al., 2023; Care Quality Commission, 2014; NHS England, 2024b).
	If mental health services emphasise personalised care planning and understanding individual patient contexts,
Then patient engagement improves, risk mitigation is more effective, and safety outcomes are enhanced,
Because involving patients and carers in care planning allows for tailored interventions that meet specific needs and circumstances.

	15. Medication risks to physical health (Howe et al., 2023; Johnson et al., 2020; Seshadri et al., 2024; Sowerby and Taylor, 2017).
	If psychiatric medications have significant side effects and either patients discontinue them without consulting providers, or prescribing does not sufficiently take into account issues of polypharmacy,
Then physical health risks increase, and mental health may deteriorate, leading to potential hospital readmission,
Because adverse effects prompt patients to stop taking medications without professional guidance, leaving symptoms unmanaged, or there are sequalae to polypharmacy develop making management more complicated.

	16. Overlooking environmental risks around patients (Adams et al., 2022; Simpson et al., 2016b)
	If external factors like exposure to violence or drug use in the patient's environment are not adequately considered,
Then there is an increased likelihood of harm due to assaults, relapse, or engagement in harmful behaviours,
Because services focus narrowly on individual risk factors, allowing environmental risks to continue posing danger to patients.

	17. Inaccessible crisis care leading to immediate safety risks (Averill et al., 2024; Simpson et al., 2016b)
	If crisis services are unavailable or difficult to access during emergencies,
Then immediate threats to patient safety arise, including suicide attempts or severe self-harm,
Because patients cannot receive immediate help when in crisis, intensifying feelings of hopelessness and escalating self-harm risk.

	18. Prioritisation and gatekeeping when resources are scarce (Adams et al., 2022; Healthwatch Dorset, 2021)

	If individuals are often told they are 'not ill enough' to receive support due to mental health services having scarce resources and implementing strict eligibility criteria, 
Then services suffer from gatekeeping and patients can have delayed or unmet care needs,
Because services focus resources on the most severe cases, excluding those who are struggling but do not meet high thresholds for intervention.

	19. Services not meeting diverse access needs (Healthwatch Bromley, 2024; Healthwatch Leeds, 2022; Trevillion et al., 2022)

	If mental health services are not accessible to individuals with different requirements, such as sensory impairments or limited English proficiency,
Then these individuals are unable to effectively access or benefit from services, leading to unmet mental health needs,
Because lack of accommodations, such as interpreters or alternative communication methods, prevents meaningful engagement with services not designed to meet diverse needs.

	20. Fears and negative perceptions leading to delayed help-seeking (Howe et al., 2023; Simkhada et al., 2021; Sizmur and McCulloch, 2016; Wagstaff et al., 2018)
	If minoritised groups have rational fears about medication side effects and long-term dependency, Then they may delay seeking help or disengage from mental health services,
Because previous negative experiences and a lack of active engagement with their specific health needs and beliefs diminish trust in the healthcare system, leading to avoidance of potential harm from medications perceived as dehumanising or ineffective.

	21. Resource pressures affecting prescribing behaviours through (unconscious) bias (Howe et al., 2023; Kaminskiy et al., 2021)
	If psychiatrists are under resource and time pressures that limit their ability to engage fully with patients during consultations, 
Then they may limit discussions about medication side effects and benefits, leading to patients' inadequate understanding and potential mistrust, particularly for minoritised patients,
Because time constraints encourage psychiatrists to focus on immediate concerns to promote medication concordance and avoid conflict, often in a manner affected by (unconscious) bias, which inadvertently reduces patient involvement and informed decision-making.

	22. Epistemic injustices leading to patient disengagement (Simkhada et al., 2021; Sizmur and McCulloch, 2016)
	If mental health services fail to involve patients - especially minoritised groups - in their own medication management and do not provide adequate information,
Then patients may disengage from services rationally to avoid iatrogenic harm, leading to poor medication adherence and worse health outcomes,
Because experiences of epistemic injustices (testimonial and hermeneutic injustices) erode trust, understanding, and engagement, making patients feel like their views are not considered during their treatment.

	23. Lack of whole-system evaluation limits effectiveness of mental health crisis care (Burton et al., 2022; Dalton-Locke et al., 2021; Newbigging et al., 2020)
	If there is a lack of whole-system evaluation and collaboration in mental health crisis provision,
Then inefficiencies and gaps in care emerge, compromising the quality of crisis interventions and leading to suboptimal outcomes for service users, particularly during critical periods,
Because without comprehensive evaluations and integrated approaches, services operate in silos, and there is insufficient understanding of how different components of mental health systems interact. Frontline staff may not be involved in policy implementation, leading to disjointed practices that do not align with the realities of service delivery.

	24. Insufficient patient co-production and involvement leads to less effective and less personalised care (Ayre et al., 2023; Johnson et al., 2020; Loughlin et al., 2019)
	If there is insufficient patient involvement (or co-production) in research, care planning including medicines optimisation, particularly from those who disengage or have infrequent contact with services,
Then reduced patient engagement, lower adherence to treatment plans including medication, and poorer health outcomes occur, as services fail to resonate with or meet the needs of those they aim to help,
Because without incorporating patient perspectives, especially from disengaged and minoritised individuals, mental health services may not address the actual needs, preferences, or barriers experienced by patients. This limits the ability to develop interventions that are acceptable, relevant, and effective.

	25. Perceived limitations of impact of care by staff due to difficulties faced by social determinants and resource pressures (Burns et al., 2016; Healthwatch Birmingham, 2024; Healthwatch Bromley, 2024; Healthwatch Medway/Kent, 2019; Healthwatch North Somerset, 2021; Holley et al., 2016; Rugkåsa et al., 2017; Taylor et al., 2023; Wagstaff et al., 2018)
	If mental health professionals perceive that there is a limit to what they can do for patients whose mental illness is significantly influenced by social determinants like poor housing, unemployment, or difficult family lives, especially under resource pressures,
Then staff may feel powerless or burnt out and resign themselves to providing lower quality care, potentially leading to reduced engagement with patients and poorer mental health outcomes,
Because resource constraints impact the clinical encounter, causing clinicians to underestimate their ability to address social determinants within their practice and overlooking interventions or importantly their behaviours that could mitigate these factors or ameliorate distress.

	26. While addressing many core issues require broader systemic change including investment, there are smaller positive cost-neutral changes that could still be achieved locally through providers (Healthwatch Bromley, 2024; Loughlin et al., 2019)
	If services implement resource-light improvements such as earlier warning about discharge when admitted and clear communication about discharge plans or managing appointments, (accepting that these are subject also to resource pressures),
Then some patient experiences and outcomes associated with aspects of communication important to them would improve,
Because patients will feel more informed, involved, and supported, reducing anxiety and reducing the risk of dissatisfaction with services.



This review finds that patient safety in mental health care is often considered within the lens of risk, primarily considered as risk to the patient. Whilst ‘risk to self or others’ is the oft cited phrase, there was no mention or understanding of risk to the patient from others, and there was no evidence within the review to understand or support understanding about how risk to others is effectively measured nor considered when deciding how, when, or why to provide care. Avoidance of harm is the key resultant function of monitoring risk, but in order to do this, monitoring needs to be a nuanced sensitive process that takes into account rights, agency and power. This is particularly important given the history of mental health and deinstitutionalisation, lack of agency, autonomy and coercion in care. 
This finding echoes work by Dalton-Locke et al. who argue the extent to which public safety is considered in prioritising cases and measuring the quality of community healthcare provision is unclear, with the focus typically being on patient safety (Dalton-Locke et al., 2018). One element we identified within the review contributing to this, is the unavailability of data. There are data around risk to patients that happen within service, for example, between April 2022 and March 2023, there were 17,340 serious incidents of self-harm and violence in mental health care settings across England (Mind, 2023). However, the same data are not available regarding how patients encounter risks from others, or to what extent the patients may cause harm or present a risk to others around them (aside from national homicide data). We also know, from the data available, that harm more often takes place as cases of self-harm and violence, associated with those who have SMI diagnoses (NHS England, 2024a).
Sources of risk and harm identified in the review literature have been cited as resulting from ineffective risk management, failure to provide proper treatment (including medication or therapy), medication-related harm, harm from coercive care, harm due to undertreatment, harm due to diagnosis, and psychological harm (Averill et al., 2023). These broader themes were echoed in the recent review by Care Quality Commission, which highlighted systemic issues within the Nottinghamshire Healthcare NHS Foundation Trust, identifying the necessity for urgent improvements in mental health service provision to prevent similar incidents (Care Quality Commission, 2024). Concerns related to the SUI and care included premature discharge due to lack of engagement, poor care planning, and inconsistent approaches to risk assessment (Bhui, 2024; Wise, 2024). 
A common theme across the CMOCs is the impact of systemic pressures on capacity and integration. These systemic pressures have unintentional negative consequences, such as influencing prescribing behaviours, and limit the effectiveness of medicines optimisation. Resource constraints, such as time-limited consultations and high caseloads, often compel practitioners to prioritise immediate concerns while avoiding discussions about adverse effects or alternative treatments (Howe et al., 2023; Kaminskiy et al., 2021). This approach of not giving full information or making space for disagreement or question about medicines, while aimed at encouraging concordance and avoiding conflict, may reduce patient understanding and agency leading to poorer adherence and self-management outcomes (Howe et al., 2023). 
The review identified that a ‘blame culture’ and fear of reprisal may also inhibit staff ability to properly prevent and respond to incidents (Montgomery et al., 2019). The lack of seamless integration between services further compounds these issues, as poor communication during transitions, such as hospital discharge or referrals, creates gaps in care that disproportionately affect vulnerable groups (Clibbens et al., 2023; Lovell, 2024; Royal College of Psychiatrists, 2021; Tyler et al., 2021). These findings suggest that improving system capacity and fostering better integration between services, particularly to reduce risks at transitions, is essential. Broadening referral criteria to improve ability to intervene early may also be important to enabling holistic, patient-centred care with improved outcomes. 
Another common thread throughout the theories is intersectionality and reducing inequities in care. While the 2019 Community Mental Health Framework for Adults and Older Adults emphasises the importance of addressing health inequalities and improving access for minoritised groups, the evidence highlights significant gaps in culturally competent care. For example, narrow referral criteria, compounded by gatekeeping behaviours, systematically exclude individuals who are perceived as not “ill enough,” leading to delayed interventions and worsening outcomes, and minoritised patients often present with worse symptoms (Lovell, 2024; National Audit Office, 2023; Royal College of Psychiatrists, 2021). We found that inequalities in mental health services are deeply rooted in intersectional challenges, which include cultural, racial, and socio-economic disparities (Crenshaw, 1988; Moreno-Agostino et al., 2024; NHS England and NHS Improvement and the National Collaborating Central for Mental Health, 2019). These issues contribute to mistrust, disengagement, and poorer outcomes for minoritised communities, suggesting that while the framework acknowledges the need for equity, there are challenges in operationalising this vision. For example, we found that non-Western beliefs were not often well-considered or accounted for in mental health provision and this could present barriers to access (Winsper et al., 2024). Symptoms presented as physical or somatic due to cultural norms may not align with Western psychiatric frameworks, leading to misdiagnosis or exclusion from care (Winsper et al., 2024). Additionally, mistrust of mental health services, shaped by past experiences of overmedicalisation, coercion, or stigma, prevents engagement, particularly within South Asian, Black African, Roma, and asylum-seeking communities, was common (Averill et al., 2024; Winsper et al., 2024). 
These disparities may require culturally competent, community-based interventions, such as embedding mental health consultations in religious or cultural centres, to enhance accessibility and trust. Evidence from the review suggested that commissioning and working in partnership with community, grassroots, and peer support organisations shows promise in breaking down some of these barriers (Howe et al., 2023; Local Government Association, 2024; Newbigging et al., 2020; Rethink mental illness, 2023), as whilst these may not constitute traditional or mainstream mental health interventions, they reduce risk of isolation and increase social and environmental supports. Such approaches align with the goals of Integrated Care Systems to address health inequalities by fostering dialogue, reducing stigma, and tailoring services to the lived experiences of marginalised populations (NHS England, 2024b).
Systemic challenges as described above, including capacity limitations and structural inequalities, exacerbate these disparities and hinder the delivery of mental health care for minoritised communities to an even greater extent (Germain and Yong, 2020; Simkhada et al., 2021; Tannerah et al., 2024). Similarly, while the 2019 framework outlines plans to expand and upskill the workforce, practical implementation may fall short without substantial investment and structural changes (National Audit Office, 2023; NHS England and NHS Improvement and the National Collaborating Central for Mental Health, 2019). Narrow referral criteria, compounded by gatekeeping behaviours, systematically exclude individuals who are perceived as not “ill enough,” leading to delayed interventions and worsening outcomes, and minoritised patients often present with worse symptoms (Lovell, 2024; National Audit Office, 2023; Royal College of Psychiatrists, 2021). The rigid individualistic focus of traditional services also overlooks social determinants of mental health, such as housing, poverty, and racism, which disproportionately affect minoritised groups (British Medical Association, 2024b). For example, patients with complex needs or disabilities often face barriers to digital consultations due to limited access to technology or the inability to navigate online platforms, widening the gap in service provision (Spanakis et al., 2021). 
Evidence from the review points to discriminatory practices, such as ethnicity-based preconceptions that label Black service users as more likely to engage with police and restrictive practices, while Asian women are perceived as non-threatening, affecting their access to timely and appropriate care (Averill et al., 2024). Additionally, patients from higher social classes were found to also receive better care (Averill et al., 2024; McCarron et al., 2024). Although NHSE is dealing with workforce and resource shortages, this does not fully explain nor rationalise why inequalities continue to exist, and, in many cases, worsen (National Audit Office, 2023). To address these systemic issues, mental health services must work to tackle diversity, and inclusion at every level and to challenge stereotyping and preconceptions that result in poor practice and outcomes. To achieve this, the review points to evidence that a greater focus on co-production and inclusion of patients in care planning and service development, particularly from disengaged groups, may lead to improved understanding, dialogue and better outcomes.


[bookmark: _Toc185596481]Strengths and limitations
Despite the rapidity of this review, it has several strengths. We were able to include a wide range and high quantity of relevant literature drawing on robust systematic searches; we included experts by experience to input at several points during the review process to incorporate multiple perspectives; we were able to hone our study selection process via piloting strategies; and our team working closely together on Teams enabled us to sense-check study inclusion decisions and theoretical insights, improving rigour.
A further limitation was the use of only two databases. Time permitting, we would have undertaken additional systematic searches across multiple databases including: ASSIA, Scopus, HMIC, CINAHL and the Social Science Citation Index. This would have increased the subject coverage, lessened the chance of missing key/eligible publications, whilst also potentially identifying additional materials not included in the initial searches such as: conference papers, dissertations, and other forms of grey literature.
The limitations of the review were in part down to the timescales and in part down to the design and the policy and practice need to create a search spread across a breadth of heterogeneous literature linked to a complex set of circumstances relating to a SUI. The consequence of this approach was the resultant limitations: being only able to search within two databases (time and feasibility constraints); inability to conduct in-depth PPIE consultation and consultation with families or carers of those with SMI, or who had been bereaved as a result of SUI or as a result of losing a loved one with SMI; and the possibility of data loss through extracting at such speed and to such a rigid framework. The lack of consultation risks analysis being too thin or not sufficiently contextualised, or lacking basis in lived experience. We have tried to mitigate against this through more limited expert peer review and consultation, however, the nature of the review and conditions in which it was undertaken means this is unlikely to fully resolve these issues.
One limitation that was not related to the timescales nor focus of the review, was the fact that we are not a diverse team, and we did not include a range of minoritised and diverse perspectives in shaping our understanding of the issues presented in this report. Our team comprised:
· 3 men; 3 women
· 6 white (with mixed British, European and International heritage)
· 0 registered disabled
· 1 carer (for a person with diagnosed mental illness)
Ideally, given our lack of diversity, we recommend that these findings are reviewed in the wider consultation groups by CQC to acceptability and feasibility check the conclusions. Had we more time, we would have convened a diverse PPIE group to support with this.
No review is perfect, and we accept that in this instance there will be significant gaps. In part, these gaps will be relating to items that we were unable to include as they were out of scope but may still likely be relevant or at least of interest. For example, we were unable to focus on transition issues relating to child and adolescent or youth to adult services as the focus was on working age adults. We recognise, therefore, that there are undoubtedly complex issues for other elements of community mental health services that will not have been picked up here, notably in Early Intervention in Psychosis services. The literature itself being so broad across the five review strands meant that these were thematically too diffuse to generate fully refined CMOCs, meaning that at best we can produce a partial initial programme theory to support future work in this space. 
However, despite these limitations, the contribution of the literature included, and the realist informed approach adopted, hopefully helps to nuance what at times are difficult and contested areas for debate. It also shines a light on areas of practice that are helpful and unhelpful to further guide service improvement, as well as indicating where we could use more extensive research relating to gaps identified.



[bookmark: _Toc185596482][bookmark: _Ref183364752]Conclusions and recommendations
This rapid realist informed review of the literature relating to adult community mental health has identified the need to pay heed to systems in stress. The final initial programme theory we developed to describe the findings of the review based on our CMOCs was: A system under stress in which care is delivered (context), can have unintended negative consequences in generating unprofessional behaviours or conditions that undermine good practice principles, guidance and in some cases legislation (mechanisms), resulting in increased risk and ultimately harm (outcome). 
[bookmark: _Toc185596483]Patient and public safety
This review identified the need to understand how CMHS were supporting those in the community who are at risk of serious neglect but do not exhibit risky behaviour. The prevention of ‘asylums in the community’ and reconsidering how we conceptualise risk and harm (drawing on intersectional understandings and lived experiences of what these mean), especially when considering concepts of non-compliance or disengagement could help frame and manage individual autonomy and positive risk taking more effectively.
Personalised approaches were found to be essential to maintaining patient safety, but provision was limited, as this approach is resource intensive. There was a need to include broader assessment of the context in which the patient lives in order to ensure they are safe from harm from others (in addition to risks associated with harming themselves). Joined-up, integrated care, and longer-term care planning were seen as essential components of risk minimisation.
Developing a better understanding of the relationship between dissatisfaction with care, complaints, feedback and how these could be used alongside safety or risk data to better support individuals at risk of disengagement appeared promising and would be supported by broader evidence from research undertaken in acute settings (Weich et al., 2020).
The danger associated with poor communication, iatrogenic harm, experiences of discrimination within services and a lack of feeling included in their own care or cared about by service providers and professionals, were all associated with high-risk outcomes such as disengagement from services. These short-term outcomes were seemingly associated with poorer future outcomes although further in-depth work is needed to understand the bidirectional nature of these interactions and how they specifically influence patterns of behaviour in relation to care provided.
Any understanding or measurement of public safety outcomes within mental health care is underdeveloped. The review indicated limited frameworks or systems that track and analyse incidents of violence, reoffending, or other societal harms linked to service gaps. Data collection often emphasises clinical outcomes, such as hospitalisation rates, rather than broader safety metrics, leaving critical gaps in understanding how effectively the system mitigates risks to the public (National Confidential Inquiry into Suicide and Safety in Mental Health, 2018). Development of a culturally appropriate, co-produced measures in order to understand more holistic concepts of risk including from patients, to patients, and by patients to the public is needed. Understanding and improving this is essential to support and inform prevention of SUIs in future.
[bookmark: _Toc185596484]System capacity and integration in adult community mental health settings
System capacity presented issues across all areas of analysis i.e. causing safety and continuation of care risks during transitions; causing issues with prioritisation of care; and undermining timeliness of access e.g. by reducing working hours of crisis centres. Tackling this requires urgent policymaker action.
[bookmark: _Toc185596485]Intersectional experiences of adult community mental health settings
Not all issues identified resulted solely from system capacity and integration, although all issues identified were exacerbated by system under stress. The review evidence suggests that patients from lower social class, or those who identify with one or more of the protected characteristics (HMSO, 2010) for example those from minoritised racial backgrounds, and who are LGBTQ+, all experience worse quality of care. The findings in this review indicate that increasing understanding of both the need to adopt intersectionally inclusive approaches in mental healthcare and in reducing biases based on stereotypes, may help address some of these issues. The review found that there was little data on intersectional experience and multiply minoritised groups. With relation to medicines optimisation in community settings, the review echoes findings in wider research (Howe et al., 2023; Johnson et al., 2021) that there is a need to undertake specific new research and work to understand and focus on minoritised experiences of this aspect of mental healthcare.
[bookmark: _Toc185596486]Methods used
Finally, we offer reflections about the methods used. In relation to the methodological innovation of parallelised realist informed rapid review used, and the timescales for completion of this review. Haste has drawbacks, and there are obvious implications for the breadth and depth of the literature searched. However, this approach has shown utility in using rapid realist informed approaches to policy and practice questions, where there are a breadth of issues under consideration relating to a specific event, outcome or to inform a service need. The choice is stark, between having some evidentiary basis for decision making and none. This does not necessarily mean the choice should be between deep learning with robust evidence development that will endure, and rapid methodology. The latter cannot supplant the former, which is essential for core knowledge building (to base rapid work upon). However, rapid targeted work can (as in this case) be additive in helping develop understanding of gaps in knowledge or where there is evidence already to inform existing practice. Knowing the time and place, and application as well as the limitations of these rapid methods is particularly important, as these cannot be viewed as ‘quick’ or ‘cheap’ alternatives to rigorous review.
We therefore would recommend that, to maximise benefit, the findings of this review should be shared with partner organisations such as NIHR, to identify shared priority areas for future research including where full synthesis or deeper work is needed. This review is an initial step which has identified partial CMOCs that could be refined and tested through further research.
Realist informed reviews of this nature are only possible if there is engagement and expertise from key stakeholders with expert knowledge about the field. Our expert peer reviewers and indeed CQC themselves were extremely helpful in looking at ideas presenting in the research and thoughtfully reflecting their understanding of those given their insight into systems and practice or lived experiences of care. These insights optimise the usefulness of the findings and helped us to refine the contribution of the data through analysis and facilitated links to the broader literature. 
These findings, and the CMOCs, given the conditions in which they were generated, need to be presented to different stakeholder groups in order to acceptability/feasibility check them; to ensure they reflect a diversity of perspective; and to ensure they resonate with those audiences most affected by them.
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[bookmark: _Ref184992574][bookmark: _Ref184992594][bookmark: _Toc185596489]Appendix 1: Full methodology
This report used a novel parallelised rapid realist-informed review methodology drawing on systematic searches with independent screening, as well as rigorous data extraction processes. This review adheres to the RAMESES publication standards and guidance wherever possible within the truncated timescales for the review (Wong et al., 2013a). The section below explores the compromises we had to make to deliver the report in under a month.
[bookmark: _Toc185596490]Rationale for and use of realist methodology
Realist reviews aim to explain how and why programmes (in this case, provision of mental health services in the community) may succeed in some contexts but not others by examining how contextual factors influence mechanisms (changes in participant reasoning) to produce outcomes (Pawson et al., 2004). These relationships are often unclear in existing literature, particularly in health services research, so realist research uses what is called retroductive reasoning (a blend of inductive and deductive reasoning) to uncover underlying causal forces (Mukumbang et al., 2021). The goal is to develop and refine programme theories through context-mechanism-outcome configurations (CMOCs), starting with an initial theory and testing it against broader evidence (Pawson et al., 2004). This review aimed to produce initial theories only (not refined theories) due to the timescales involved.
[bookmark: _Toc185596491]Design in response to scope
As this was commissioned by a regulator (CQC) and intended to inform a very specific purpose, we adopted a unique ‘reverse engineering’ approach to develop the focus of the review and its research questions. This involved approaching the review in a ‘top down’ manner – i.e. deconstructing what the review needed to inform from why it had been commissioned, and working backwards to inform the research questions, data extraction, and search strategy. This differs quite substantially from the normal research process whereby hypotheses may be generated based on other work, e.g. through scoping the literature or qualitative work and where the strategy is guided by the initial research question rather than the information extraction. 
Given the aetiology and focus of the review, adopting principles from realist review methodology seemed appropriate given the centrality of context to understanding the mechanisms by which the outcomes of interest were generated. 
[bookmark: _Toc185596492]Timescale 
This review was conducted in a less than one-month period. As such, we had to make several choices to ensure timely delivery while still maximising realist principles of relevance, richness and rigour (Dada et al., 2023a). We used elements of rapid realist review (Saul et al., 2013), realist synthesis (Wong et al., 2013b) and systematic approaches to reviewing; however, deviations from a traditional realist and review methods included:
· No pre-registration, e.g. at PROSPERO.
· Independent title and abstract screening for 20% of entries, but no independent full text screening nor data extraction.
· Limiting search results to the last 10 years only.
· Strict relevancy criteria to include papers that were suitably rich in theoretical insights.
· Parallelising study processes where possible, e.g. full text screening, data extraction, and theory generation.
· No use of checklists for rigour or risk of bias assessment – however, this is not typical of realist reviews anyway and is not recommended by the RAMESES guidelines (Wong et al., 2013a).
· An extraction process and template designed around a pre-existing set of funder requirement-focused outcomes and refined to include expert by experience linked outcomes of interest. 
· The “reverse engineering” of search terms from the extraction template that was generated based on the outcomes of interest using an initial literature suggestions list provide by the funder (n=35), and consultation with our expert by lived experience (see further detail within methodology: “Reverse engineering” search terms from extraction template). 
[bookmark: _Toc185596493]Rapid review process
Study processes occurred in parallel to ensure it could be delivered within the timeframes allowed. This is depicted in Figure 1. This report used a novel parallelised rapid realist-informed review methodology (see Figure 3) drawing on systematic searches with independent screening, as well as rigorous data extraction processes. This review adheres to the RAMESES publication standards and guidance wherever possible within the truncated timescales for the review (Wong et al., 2013a). In addition to data validation through seeking expert peer review (see: Data validation and expert peer review), initial theoretical insights and data were presented to representatives of the funder in an interactive workshop on November 18th to ensure relevancy of review findings, to sense-check initial results, and help refine emergent theories.  There were some clear messages we took from our early consultation conversations that we have summarised examples of in Table 2.
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[bookmark: _Ref184992630][bookmark: _Toc185596423]Figure 3. How our review process (right) differs from a typical rapid realist review process (left) (Saul et al., 2013).
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[bookmark: _Toc185596494]Literature searches
In terms of our approach to searching the literature for Community Mental Health Searches, we conducted 5 separate searches across the bibliographic databases Medline and PsycINFO, the search strategies for which can be found in the Appendix 2: Search Strategies. We had an initial set of documents to review provided by CQC, and we also conducted a search of the grey literature (further detail can be found in the appendices).
The 5 bibliographic searches consisted of:
1. Community Mental Health & Patient & Public Safety 
2. Community Mental Health & Working Together 
3. Community Mental Health & Good Practice 
4. Community Mental Health & Inequalities 
5. Community Mental Health & Medicine Optimisation 

· Searches were undertaken using combinations of both exploded and focused subject headings, multi-purpose keywords, and title/abstract searches.
· We used both truncation and proximity searches as part of the process and identified alternative spellings as appropriate.
· All searches were documented and exported to Endnote where they were de-duplicated and saved as RIS files.
· A separate grey literature search was also undertaken, using the same parameters as below, for information relating to CQC publications on patient/service user and/or user/carer experience (the search terms used for this part can also be found in the appendix). The search utilised both Google and the Healthcare Management Information Consortium (HMIC) database, employing a range of targeted keywords and phrases. These included terms related to satisfaction, patient and service experience, inequalities, access, barriers, safety, and collaboration, all within the context of UK community mental health services.
We selected these databases for their extensive subject coverage and scope. PsycINFO covering international psychological literature and related disciplines, and Medline being the main source for biomedical academic literature and research worldwide.
[bookmark: _Toc185596495]Inclusion and Exclusion criteria
Studies were included where:
· Study designs: Any
· Interest: Understanding contexts which impact high quality and safe community mental health provision to maximise public safety.
· Population: Adults of a working age accessing mental health services.
· Context: UK community mental health provision.
Searches were excluded where: 
· Year: Before 2014
· Location: Non-UK studies
· Age: Non-working age participants (i.e. <18 or >65).
We felt it particularly important to include a 10-year span of data, as the pre and post COVID-19 landscape of mental health services notably differ in terms of context, and there were both opportunities for innovation and significant challenges in relation to pressure on already stretched resources brought about by the pandemic.
[bookmark: _Toc185596496]Rigour and relevance
We undertook this research in line with realist principles of rigour and relevance (Dada et al., 2023a). In addition to applying the inclusion and exclusion criteria that helped us determine relevance, we also selected studies based on richness (i.e. ability to inform theory generation) at the full text selection stage. 
Rigour was assessed by subjectively evaluating the level of detail describing the methods used, and how generalisable and trustworthy their findings were based on those methods, in line with the latest guidance (Dada et al., 2023b; Wong et al., 2013a). Quality checklists are generally not used by realist syntheses nor are they recommended by the RAMESES guidelines (Wong et al., 2013a). Furthermore, in realist research, an understanding of rigour can be applied to literature sources (e.g. ‘how trustworthy is this paper’), as well as at a theory level (e.g. ‘how trustworthy is this theory and all the sources upon which it relies’) (Dada et al., 2023b). In this review, we applied our assessment of rigour at the level of the source, due to the timescales, and we did not use any checklists or formal tools, in line with the RAMESES guidance (Wong et al., 2013a). This included asking questions of the sources such as: Are these data likely to be biased, is it from a real-world example or author opinion, is it safe to generalise from these data, and do the conclusions by the author(s) follow from the data/premises?
The primary driver of inclusion was richness – what it could tell us to help inform the answers to the research questions based on the outcomes of interest. Thus, due to compromises made due to timescales, we distinguish this review as realist-informed using a systematic approach (a necessarily pragmatic -mixture of established methods).
[bookmark: _Toc185596497]Study selection
Due to the timescale for the review, heavily relied on piloting as a strategy to ensure reviewer congruence while not being able to independently screen the full number of entries. As such, we developed our inclusion and exclusion criteria and initially independently-piloted our screening methodology on 10% of titles and abstracts (n=102 entries) with two screeners (BU and JA). This resulted in a high number of discrepancies. As such, we then honed our criteria more on a further 10% of titles and abstracts. At this point, we had fewer than 10% conflicts between screeners. As such, the remainder of screening was split between reviewers to ensure timescales were met. Results of full text screening was then checked by a third screener (S-JF) to remove any false positives to maximise rapidity of full text screening.
For full text screening, screening was performed by two screeners (JA and BU) without independent screening. However, the team kept in close contact on Microsoft Teams. This was used to consult with a third screener (S-JF) to come to consensus on any entries which screeners struggled with.
[bookmark: _Toc185596498]Realist-informed data extraction and thematic analysis
Data were extracted by three team members (BU, JA and S-JF) into a large excel sheet utilising several deductive themes identified at the inception of the review process in consultation with CQC and expert by lived experience (SC). These themes were identified from funder priorities for the review in relation to the original tender document and nuanced through a discussion that was undertaken at an initial inception meeting upon being awarded the contract. This meeting helped understand what CQC needed to understand from the data, and in part, what the priorities were for the report. These core column headings were also related to service (CQC) priorities for the review that were nuanced by lived experience expertise and input (SC).
Whilst we have presented this report classically, with the search terms and strategy at the start, it is important to note that our research protocol deviated from this as a first step. We think transparency in method is very important not just for validity and replication, but also because the constraints of this review have given us insight into possible new approaches for rapid review. We think it important that all findings are understood in relation to the methods for review and the focus on rigour, richness and relevance (Dada et al., 2023a). The extraction sheet itself was not explicitly realist in that it did not specifically extract generative Mechanisms linked to Context and Outcomes, rather, data extracted into these themes acted as an initial framework to enable later theory generation. 
[bookmark: _Ref183337704][bookmark: _Toc185596499]“Reverse engineering” search terms from extraction template
The nature of the policy question and real-world problem presented in this review meant that the interest of CQC and policy makers were quite expansive. The brief included topics that each could have lent themselves to large individual in depth-searches. To run individual searches on all areas of interest would be costly and not time-effective given the context and institutional briefs in which those organisations and policy makers involved were working to. It was not possible to use a unique and tested approach to literature searching in this case, so we needed to innovate to manage the demands of the timescales and funding envelope whilst bearing in mind the significance of the findings from such a report to multiple stakeholders. The only feasible way to do this was to be guided by the data that needed to be extracted across multiple searches through a process of “reverse engineering”. How our approach differs from a typical rapid realist process (Saul et al., 2013) is depicted in Figure 3. 
The topics of interest, key research questions, and project scope alongside an initial list of references were provided by the funder. This cut down on the initial steps of traditional realist research, meaning that using this initial information (topics, questions, scope and references) were used to develop early programme theory. Thus, our first step was to develop the data extraction template to be used. Our primary interest during extraction therefore was on issues such as how context could be configured to improve outcomes within each theme (e.g. ‘in what context is public safety in CMH provision maximised?’). This then informed the search terms we needed to gather the information required. Thanks to having an agile team, we were also able to include more points of validation by content experts at the data extraction stage and to help refine our initial programme theories and final report. 

[bookmark: _Toc185596500]Data extraction
The data extraction template contained a series of grouped key themes explicitly linked to CQC priorities, with individual sub-themes nuanced by expertise by lived experience and guided by the need to ensure we had balance within the data (see Table 4). For example, in consultation with our expert by experience (SC), we chose to focus on both good and poor practice, and to introduce an explicit focus on inequalities that was then run through the searches. 
[bookmark: _Ref183362341][bookmark: _Toc184993036]Table 4. Extraction template and grouped key themes (Ts)
	STUDY CHARACTERISTICS
	KEY FINDINGS/ OUTCOMES	
	SERVICE ACCESS/ SERVICE ENGAGEMENT/ PRACTICE OUTCOMES
	MEDICINE OPTIMISATION
	GAPS/ RECOMMENDATIONS

	Title
Study authors
Year
Source
Setting
Study design
Aim
Population (if relevant)
Sample size (if relevant)
Intervention details (if relevant)
Rigour assessment & rationale
	Overall results (summary)
Relevant outcome(s)
T- Patient Safety
T- Public Safety
	T – Access to services
T – Timeliness of Access
T – Good practice (generic)
T – Poor practice (generic)
T – Response to incidents/crises
T – Inequalities
T – System capacity
T – Long term care planning
T – Integration, communication and transitions
	T – Medicine optimisation 
	T – Other regulatory considerations
T – Policy and practice recommendations
T – Gaps in knowledge base



The data were extracted by three team members (BU, JA, S-JF) without duplication due to time constraints. Themes included: patient safety; public safety; long term care planning; integration, communication, and transitions; good practice and poor practice (where these did not fit into other themes); access to services; timeliness of access to services; responses to incidents/crises; inequalities; medicine optimisation; gaps in knowledge base (according to source authors); recommendations for policy and practice (made by source authors); and other regulatory considerations.
In addition to these themes, we also extracted study information such as setting, study design, aim, and, where relevant, population, sample size, intervention details, and outcomes.
[bookmark: _Toc185596501]Realist mechanisms and generative causation 
Following data extraction, we aimed to identify generative mechanisms to support the development of an initial programme theory, if possible, through context-mechanism-outcome configurations (CMOCs) to explain how, why, and in what circumstances community mental health provision leads to positive outcomes for patients and the public (see Table 5 for definitions). Whilst we did gather useful intelligence to support partial initial programme theory development about why, for whom and in what circumstances particular outcomes could be expected, the heterogeneity of sources across five search strands did not lend itself meaningfully to full CMOC development. Nonetheless, we formed initial CMOCs using retroductive logic by iteratively reading and drawing out semi-predictable patterns (i.e. ‘demi-regularities’) within the deductive themes we had formulated earlier (Table 4). These theories were then discussed within the team to ensure that these matched with our experiences in reading through this literature, and subsequently reviewed by our expert panel.
These were phrased as “If (context)…. Then (outcome)…. because (mechanism)” statements, in line with others in the realist literature (Aunger et al., 2022; Pawson and Manzano-Santaella, 2012). These theories are presented in the discussion. This meant that we constructed initial programme theory and linked partial CMOCs based on the first papers we read, and we ensured that these drew on multiple sources of evidence in a transparent manner. However, we did not formally test these against other novel data.
In addition to data validation through seeking expert peer review (see: Data validation and expert peer review), initial theoretical insights and data were presented to representatives of the funder in an interactive workshop on November 18th to ensure relevancy of review findings, to sense-check initial results, and help refine emergent theories. 

[bookmark: _Ref184992928][bookmark: _Toc184993037]Table 5. Realist concepts and their definitions. Reproduced with permission from Maben et al. (2023).
	Realist term
	Operational definition

	Context
	Aspects of the setting in which a programme is implemented which affect how mechanisms are triggered. This can include geographical, social, resource, participant, or other features (Greenhalgh and Manzano, 2022; Wong et al., 2013a). 

	Context–mechanism–outcome configurations (CMOCs)
	A realist heuristic which enables an understanding of generative causation. This is typically constructed as “an outcome (O) of interest was generated by relevant mechanism(s) (M) being triggered in specific context(s) (C)” (Wong et al., 2013b) .

	Demi-regularity
	“Semi-predictable patterns or pathways of programme functioning” (Wong et al., 2013b).

	Mechanisms
	“… mechanisms are a combination of resources offered by the social programme under study and stakeholders’ reasoning in response” (Dalkin et al., 2015).

	Programme theory
	“A set of theoretical explanations or assumptions about how a particular programme, process or interventions is expected to work” (Maben et al., 2024).

	Retroduction
	“Identification of hidden causal forces that lie behind identified patterns or changes in those patterns” (Maben et al., 2024).

	Outcomes
	“Outcomes are any intended or unintended changes in individuals, teams or organisational culture generated by context-mechanism interactions” (Maben et al., 2018).





[bookmark: _Ref184990976][bookmark: _Toc185596502]Appendix 2: Search Strategies
Search 1: Patient & Public Safety
Medline 
Database: Ovid MEDLINE(R) ALL <1946 to November 04, 2024> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health Centers/ (22239)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab. (8150)
3     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1003)
4     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (18034)
5     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (13606)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (42333)
7     exp Safety/ or exp Patient Safety/ (90858)
8     ("patient safety*" or "patient protection*" or "public protection*" or "public safety*" or "general safety*" or
"public security*" or "patient welfare*" or "public welfare*" or "patient well-being*" or "patient well being*" or "public well being*" or "public well-being*" or risk* or crisis* or "adverse event*" or trauma* or harm*).ti,ab.
(4076619)
9     exp Risk Factors/ or exp Risk Assessment/ (1232109)
10     exp Harm Reduction/ (4535)
11     exp Risk Management/ (361189)
12     7 or 8 or 9 or 10 or 11 [Patient & Public Safety] (4519944)
13     6 and 12 (8673)
14     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (6952211)
15     13 not 14 (4446)
16     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (570739)
17     15 and 16 (490)
18     limit 17 to yr="2014 -Current" (245)
PsycINFO
Database: APA PsycInfo <1967 to October 2024 Week 4> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health/ (11257)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab.
(11125)
3     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (21874)
4     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (17561)
5     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1560)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (39778)
7     exp Risk Perception/ or exp Risk Factors/ or exp At Risk Populations/ or exp Risk Assessment/ or exp Risk
Management/ (179747)
8     exp Public Safety/ or exp Patient Safety/ or exp Safety/ (65159)
9     ("patient safety*" or "patient protection*" or "public protection*" or "public safety*" or "general safety*" or
"public security*" or "patient welfare*" or "public welfare*" or "patient well-being*" or "patient well being*" or "public well being*" or "public well-being*" or risk* or crisis* or "adverse event*" or trauma* or harm*).ti,ab.
(731827)
10     exp Harm Reduction/ (5323)
11     7 or 8 or 9 or 10 [Patient & Public Safety] (784099)
12     6 and 11 (9816)
13     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (2014494)
14     12 not 13 (5412)
15     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (116053)
16     14 and 15 (399)
17     limit 16 to yr="2014 -Current" (193)

Search 2: Working Together
Medline 
Database: Ovid MEDLINE(R) ALL <1946 to November 04, 2024> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health Centers/ (22239)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab. (8150)
3     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1003)
4     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (18034)
5     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (13606)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (42333)
7     ("working together" or "shared decision making" or "shared decision-making*" or "joint work*" or "partnership*" or
"integrated work*" or collaborat* or coord* or interorgani* or "inter agency*" or inter-agency* or "multi-agency*" or "multi agency*" or "access to service*" or "access to health service*" or "health services access*" or "interprofessional relation*" or teamwork* or cooperative* or "strategic manage*" or "multi-disciplinary team*" or mdt* or "multi disciplinary team*" or "assertive outreach*" or "home treatment team*" or "care plan*" or "early intervention*" or "crisis team*" or "care program*" or "community treatment order*" or cto* or "community mental health team*" or "social worker*" or "mental health professional*" or "community mental health nurs*" or "mental health practitioner*" or "hospital discharge*" or "crisis prevent*" or "mental health advoca*" or "alternative to hospital*" or "evidence based practice*" or "evidence-based practice*" or "user experience*" or "service user experience*" or carer* or family or families or amhp* or "voluntary section*" or "involuntary detention section*").ti,ab. [Working Together]
(2019889)
8     6 and 7 (11491)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (6952211)
10     8 not 9 (6665)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (570739)
12     10 and 11 (865)
13     limit 12 to yr="2014 -Current" (287)


PsycINFO
Database: APA PsycInfo <1967 to October 2024 Week 4> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health/ (11257)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab.
(11125)
3     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (21874)
4     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (17561)
5     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1560)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (39778)
7     ("working together" or "shared decision making" or "shared decision-making*" or "joint work*" or "partnership*" or
"integrated work*" or collaborat* or coord* or interorgani* or "inter agency*" or inter-agency* or "multi-agency*" or "multi agency*" or "access to service*" or "access to health service*" or "health services access*" or "interprofessional relation*" or teamwork* or cooperative* or "strategic manage*" or "multi-disciplinary team*" or mdt* or "multi disciplinary team*" or "assertive outreach*" or "home treatment team*" or "care plan*" or "early intervention*" or "crisis team*" or "care program*" or "community treatment order*" or cto* or "community mental health team*" or "social worker*" or "mental health professional*" or "community mental health nurs*" or "mental health practitioner*" or "hospital discharge*" or "crisis prevent*" or "mental health advoca*" or "alternative to hospital*" or "evidence based practice*" or "evidence-based practice*" or "user experience*" or "service user experience*" or carer* or family or families or amhp* or "voluntary section*" or "involuntary detention section*").ti,ab. [Working Together]
(703550)
8     6 and 7 (14308)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (2014494)
10     8 not 9 (8224)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (116053)
12     10 and 11 (732)
13     limit 12 to yr="2014 -Current" (263)


Search 3: Good Practice
Medline 

Database: Ovid MEDLINE(R) ALL <1946 to November 04, 2024> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health Centers/ (22239)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab. (8150)
3     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1003)
4     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (18034)
5     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (13606)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (42333)
7     ("good practice*" or "best practice*" or "sound practice*" or "proper practice*" or "standard practice*" or
benchmark* or norm or "gold standard*" or "model practice*" or innovat* or change or changes or transform* or moderniz* or modernis* or introduction or advancement or quality or "good example*" or "bad example*" or "poor practice*" or
barrier* or approach* or theme* or priorit* or improv* or concern* or experience* or guideline* or knowledge*).ti,ab.
[Good Practice] (12606523)
8     6 and 7 (22252)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (6952211)
10     8 not 9 (14107)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (570739)
12     10 and 11 (1446)
13     limit 12 to yr="2014 -Current" (566)

PsycINFO
Database: APA PsycInfo <1967 to October 2024 Week 4> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health/ (11257)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab.
(11125)
3     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (21874)
4     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (17561)
5     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1560)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (39778)
7     ("good practice*" or "best practice*" or "sound practice*" or "proper practice*" or "standard practice*" or
benchmark* or norm or "gold standard*" or "model practice*" or innovat* or change or changes or transform* or moderniz* or modernis* or introduction or advancement or quality or "good example*" or "bad example*" or "poor practice*" or
barrier* or approach* or theme* or priorit* or improv* or concern* or experience* or guideline* or knowledge*).ti,ab.
[Good Practice] (2819583)
8     6 and 7 (26419)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (2014494)
10     8 not 9 (17193)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (116053)
12     10 and 11 (1246)
13     limit 12 to yr="2014 -Current" (502)


Search 4: Inequalities
Medline 

Database: Ovid MEDLINE(R) ALL <1946 to November 04, 2024> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health Centers/ (22239)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab. (8150)
3     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1003)
4     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (18034)
5     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (13606)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (42333)
7     (racism* or represent* or "minority group*" or "minoritised group*" or "minoritized group*" or bame* or inequalit*
or equit* or ethnic minorit* or "black men*").ti,ab. [Inequalities] (1681250)
8     6 and 7 (3526)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (6952211)
10     8 not 9 (1961)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (570739)
12     10 and 11 (222)
13     limit 12 to yr="2014 -Current" (117)

PsycINFO
Database: APA PsycInfo <1967 to October 2024 Week 4> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health/ (11257)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab.
(11125)
3     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (21874)
4     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (17561)
5     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1560)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (39778)
7     (racism* or represent* or "minority group*" or "minoritised group*" or "minoritized group*" or bame* or inequalit*
or equit* or ethnic minorit* or "black men*").ti,ab. [Inequalities] (465422)
8     6 and 7 (4112)
9     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (2014494)
10     8 not 9 (2515)
11     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (116053)
12     10 and 11 (222)
13     limit 12 to yr="2014 -Current" (113)


Search 4: Medicines Optimisation
Medline 
Database: Ovid MEDLINE(R) ALL <1946 to November 04, 2024> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health Centers/ (22239)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab. (8150)
3     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1003)
4     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (18034)
5     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (13606)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (42333)
7     (medicine* or medicat* or medicalis* or prescrib* or overprescri* or "over-prescri*" or "inappropriate prescrib*"
or prescript* or "medication error*").ti,ab. (1306022)
8     ((hazardous* or excessive* or inappropriate* or unnecessar* or nonessential or non-essential* or inessential) adj3
prescri*).ti,ab. (5594)
9     (polypharmacy or poly-pharmacy or "inappropriate polypharmacy").ti,ab. (12040)
10     7 or 8 or 9 [Medicines Optimisation] (1310157)
11     6 and 10 (2614)
12     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (6952211)
13     11 not 12 (1751)
14     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (570739)
15     13 and 14 (190)
16     limit 15 to yr="2014 -Current" (82)

PsycINFO
Database: APA PsycInfo <1967 to October 2024 Week 4> Search Strategy:
--------------------------------------------------------------------------------
1     exp Community Mental Health Services/ or exp Community Mental Health/ (11257)
2     ("community mental health*" or "community based mental health*" or "community-based mental health*").ti,ab.
(11125)
3     (*Mental Disorders/ or *Mental Health/) and (communit* or neighborhood* or neighbourhood* or "local area*" or
"local care*").ti,ab. (21874)
4     (("mental health*" or "mental disorder*" or "mental ill*") adj4 (communit* or neighborhood* or neighbourhood* or
"local area*" or "local care*")).ti,ab. (17561)
5     (*Mental Disorders/ or *Mental Health/) and (*Community Services/ or *Neighborhoods/ or *"Sense of Community"/ or
*Community Involvement/) (1560)
6     1 or 2 or 3 or 4 or 5 [Community Mental Health] (39778)
7     (medicine* or medicat* or medicalis* or prescrib* or overprescri* or "over-prescri*" or "inappropriate prescrib*"
or prescript* or "medication error*").ti,ab. (211026)
8     ((hazardous* or excessive* or inappropriate* or unnecessar* or nonessential or non-essential* or inessential) adj3
prescri*).ti,ab. (671)
9     (polypharmacy or poly-pharmacy or "inappropriate polypharmacy").ti,ab. (2642)
10     7 or 8 or 9 [Medicines Optimisation] (211793)
11     6 and 10 (2442)
12     (adolescen* or child* or schoolchild* or infant* or girl* or boy* or teen* or kid* or student* or juvenile* or
youth* or pediatr* or paediatr* or puber* or young*).mp. [Age] (2014494)
13     11 not 12 (1740)
14     ("United Kingdom" or UK or England or Wales or "Northern Ireland" or Scotland or GB or "Great Britain" or Britain
or "British Isles").mp. [Location] (116053)
15     13 and 14 (132)
16     limit 15 to yr="2014 -Current" (49)

Grey literature search:
Conducted on 5/6 November 2024 on Google with the following search terms:
“community mental health” UK
“community mental health services” UK
“community mental health” satisfaction
“community mental health” “patient experience”
“community mental health” “service experience”
“community mental health” inequalities
“community mental health” access
“community mental health” barriers
“community mental health” safety
“community mental health” collaboration
The search results for each combination of terms were screened manually for relevance, with the wider search parameter in mind (e.g. UK sources only, published 2014 onwards). Documents found came from the following organisations/sources:
Care Quality Commission
National Audit Office
Quality Watch
Picker Institute Europe
Healthwatch
NHS England
Royal College of Psychiatrists
Innovation Unit
Health Services Safety Investigations Body
Rethink Mental Illness
British Psychological Society.
Documents for this search were also retrieved from the Healthcare Management Information Consortium (HMIC) database.  In total 45 documents were found, these included recent statistics, state-of-play reports, practical toolkits and policy documents. 
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	Title
	Study
	Country and setting
	Study design
	Study sample and population
	Results summary

	Perceptions of the social worker role in adult community mental health teams in England
	(Abendstern et al., 2021)
	Social work, community mental health teams
	Focus groups
	Thirty-five staff participated in the focus groups of whom 20 were social workers. The non-social worker groups (from here on referred to as CMHT colleagues) comprised a mix of largely mental health nurses and occupational therapists with a smaller number of psychologists and support workers.
	Data analysis identified three major themes. First, social workers’ self-conception highlighted their unique principles and values. Second, colleagues within community mental health teams (CMHTs) acknowledged and valued the distinct role of social workers. Third, the potential loss of social workers from CMHTs was seen as having significant implications for service users.

The findings strongly support the continued inclusion of social workers in CMHTs as specialists. Their value-based approaches enhance team practices and are appreciated by both service users and team members, emphasising their critical role in delivering effective care.

	A Qualitative Study Exploring Access to Mental Health and Substance Use Support among Individuals Experiencing Homelessness during COVID-19
	(Adams et al., 2022)
	Homeless individuals
	Qualitative study
	Qualitative telephone interviews were conducted with 10 women and 16 men (ages 25 to 71) who self-identified as experiencing homelessness in North East England between February and May 2021.  With five individuals with lived experience.
	Reactive changes in support provision often resulted in unintended exclusions. Barriers to access included inconvenient physical locations, repeated recounting of recovery stories, varying individual readiness, and limited service availability. Participants recommended designing services that reflect individual needs while promoting choice and empowerment.

Mental health and substance use support for individuals experiencing homelessness should be personalised, need-responsive, inclusive, and trauma-informed. These findings have significant implications for shaping mental health and substance use policies and practices, particularly for addressing the needs of homeless individuals during public health crises.


	A Systematic Review and Narrative Synthesis Examining the Facilitators and Barriers of Psychological Intervention Delivery in Crisis Resolution Home Treatment Teams
	(Ahmed et al., 2024)
	Crisis resolution home treatment teams
	Narrative synthesis were conducted. Studies were included if they examined the implementation of evidence- based psychological interventions in a CRHTT setting. The study population had to be 18 and over and could include healthcare professionals working in CRHTTs, service users of CRHTTs, or family and carers of CRHTT service users.
	Six studies
	This synthesis identified key facilitators and barriers in mental health care delivery. Facilitators include adapting psychological interventions, emphasising therapeutic relationships, enhancing psychological skill training, and implementing psychologically informed CRHTTs (Crisis Resolution and Home Treatment Teams).
Barriers include reliance on the medical model, resource limitations, and challenges in coordinating services, which hinder effective care delivery.

	Qualitative Investigation of the Wellness Recovery Action Plan in a UK NHS Crisis Care Setting
	(Ashman et al., 2017)
	Yorkshire Humber region of England, UK. Local population health is described as worse overall compared to the mean in England, with high level of deprivation.
	Qualitative study
	Six adults
	Four themes emerged from the interview analysis: The meaning of crisis; Engaging with the WRAP process; WRAP and self-management; and Changes and transformations.

	What does 'safe care' mean in the context of community-based mental health services? A qualitative exploration of the perspectives of service users, carers, and healthcare providers in England
	(Averill et al., 2024)
	UK community based mental healthcare provision for adults
	Qualitative study with interviews and focus groups.
	Adults (n = 13), their carers (n = 12), and providers (n = 18)
	Four key themes emerged, reflecting evolving perspectives on safety in care contexts. The first, ‘Systemic inertia: threats to safety,’ highlights entrenched systemic challenges that left participants feeling powerless to advocate for or deliver safe care. The second, ‘Managing the risks service users present,’ focuses on equating safe care with mitigating risks posed by service users to themselves or others, or risks from external factors.

The third theme, ‘More than responding to risks: everyone plays a role in creating safety,’ emphasises the responsibility of providers in preventing or contributing to harm. Finally, ‘The goals of safety: our destination is not yet in sight,’ frames safety as an ongoing process, urging ambitious safety agendas that prioritise meaningful improvements in service users' lives.

	unDerstandIng the cauSes of mediCation errOrs and adVerse drug evEnts for patients with mental illness in community caRe (DISCOVER): A qualitative study
	(Ayre et al., 2023)
	Community care in England and Wales. This included settings such as general practice, community pharmacy, community mental health 
services, primary care networks, district nursing services, nursing/care homes and substance 
misuse services
	Qualitative study
	26 community based healthcare professionals in England and Wales
	A review of 43 medication errors and 12 preventable adverse drug events (ADEs) identified prescribing errors as the most common (n=24), followed by monitoring errors (n=8). Six contributory factors were highlighted: staff, work environment, team communication, organisational management, patient factors, and task/technology issues. Staff-related factors were involved in over 80% of errors, including inadequate knowledge of psychotropic medication and mental illnesses, as well as diffusion of responsibility. Poor communication across care interfaces and unclear roles contributed to confusion. Unique patient challenges, such as complex lifestyles and behavioural issues, further complicated appointment adherence and clinical management.

	The relationship between workforce characteristics and perception of quality of care in mental health: A qualitative study
	(Baker et al., 2019)
	Inpatient and community mental health services in the United Kingdom.
	Qualitative study
	21 staff (including nurses, occupational therapists, psychiatrists, social workers, and care co- ordinators) currently working in mental health services.
	Participants in this study highlighted that safe staffing involves more than simply having enough staff, emphasising the critical impact of staffing levels and skill mix on the safety and quality of mental health care. They described understaffing as a self-perpetuating, cyclical issue that leads to unsafe care.

This problem was conceptualised as a "vicious cycle of unsafe staffing," beginning with an initial depletion of resources necessary for safe care. Over time, this develops into chronic understaffing, a persistent state that both stems from and exacerbates the original issue. Ultimately, these conditions result in unsafe staffing, where the ability to provide effective and safe care is significantly compromised. This cycle underscores the complex and detrimental impact of inadequate staffing in mental health services.

	The development of an occupational therapy intervention for adults with a diagnosed psychotic disorder following discharge from hospital
	(Birken et al., 2018)
	
	Systematic and literature reviews and focus groups with people with psychosis and clinical staff
	11 studies, two focus groups with six service users. One focus group with occupational therapists and recovery support workers
	The Graduating Living Skills Outside the Ward (GLOW) intervention is a structured, 4-month program designed for occupational therapists to support individuals with diagnosed psychotic disorders after hospital discharge. Delivered one-on-one, the intervention gradually increases in intensity and occurs in the participant’s home and community settings. Its primary goal is to enhance occupational performance in areas such as domestic and personal self-care, leisure activities, and certain productive roles.

	Why do approved mental health professionals think detentions under the mental health act are rising and what do they think should be done about it?
	(Bonnet and Moran, 2020) 
	AMHPs working in the Community Mental Health Team in an NHS Trust in England

	Survey and qualitative study
	A national online survey of AMHPs (n=160) and semi-structured interviews with six AMHPs within a Community Mental Health Team in England.
	Approved Mental Health Professionals (AMHPs) reported that the demand for mental health services far exceeded available resources, leading to increased hospital detentions. They emphasised the need for greater investment in preventative mental health services and "low-intensity" support to address the impact of social risk factors. Additionally, they advocated for expanded crisis services, including non-medical alternatives to hospitalisation. AMHPs suggested that such investments across the care spectrum would be more effective in improving outcomes for mental health service users than changes to existing laws.

	“It's broken”: Doctors’ experiences on the frontline of a failing mental healthcare system
	(British Medical Association, 2024b)
	Psychiatry, general practice, emergency medicine,
and public health.
	Qualitative study
	10 doctors working in mental healthcare
	The mental health care system faces several critical challenges. Funding is insufficient and often not allocated in ways that enable doctors to deliver optimal care. There is also a significant shortage of trained staff across health and social care, limiting the ability to treat and support individuals with mental illness. Coordination between different parts of the health and social care system is lacking, making it difficult to provide seamless support to patients.

Additionally, societal structures are not designed to promote mental health or prevent the onset of mental illness. These systemic pressures are negatively impacting patient care, with vulnerable groups such as children and individuals with neurodevelopmental disorders being disproportionately affected.

	Community treatment orders: Background and implications of the OCTET trial
	(Burns and Molodynski, 2014)


	National Health Service mental health trusts
	The Oxford Community Treatment Order Evaluation Trial (OCTET) is a multisite randomised controlled trial.
	333 patients with psychosis conducted in the UK. OCTET was restricted to adults of working age (18–65 years) with a psychotic diagnosis and without forensic restrictions.
	The study found no difference in readmission rates (36% for both groups) or time to readmission (hazard ratio of 1.00) between CTO patients and those on Section 17 leave. Hospital stay duration was also similar, with 41.5 days for CTO patients and 48 days for Section 17 leave patients. These findings align with previous RCTs, confirming that CTOs do not effectively reduce relapse or readmission and offer no clear benefit despite imposing significant restrictions on liberty.

	Coercion in mental health: a trial of the effectiveness of community treatment orders and an investigation of informal coercion in community mental health care
	(Burns et al., 2016)
	UK NHS based Mental Health Trusts
	The programme comprised three studies, with associated substudies: Oxford Community Treatment Order Evaluation Trial (OCTET) – a study of CTOs comprising a randomised controlled trial comparing treatment on CTO to voluntary treatment via Section 17 Leave (leave of absence during treatment under section of the MHA), with 12-month follow-up, an economic evaluation, a qualitative study, an ethical analysis, the development of a new measure of capabilities and a detailed legal analysis of the trial design; OCTET Follow-up Study – a follow-up at 36 months; and Use of Leverage Tools to Improve Adherence in community Mental Health care (ULTIMA) – a study of informal coercion comprising a quantitative cross-sectional study of leverage, a qualitative study of patient and professional perceptions, and an ethical analysis.
	Participants in the OCTET Study were 336 patients with psychosis diagnoses, currently admitted involuntarily and considered for ongoing community treatment under supervision. Participants in the ULTIMA Study were 417 patients from Assertive Outreach Teams, Community Mental Health Teams and substance misuse services. ULTIMA - The Qualitative Study sample comprised 39 patients and 48 mental health professionals. Our analysis draws on interviews with 29 patients with mental illness diagnoses and six focus groups with the 48 professionals.
	CTOs did not reduce readmission rates (36% in both groups) or improve outcomes across subgroups. They lack cost-effectiveness and have no general ethical justification for their use.

	Making It Work: The Experiences of Delivering a Community Mental Health Service during the COVID-19 Pandemic
	(Burton et al., 2022)
	Staff from Community Mental Health Teams (CMHTs) across the North West of England, UK. Community mental
	Qualitative study
	21 staff from a Community Mental Health Team in the North West of England, UK,
	Clear communication was crucial for adhering to guidelines and ensuring safe care delivery during the pandemic. Senior leadership initially imposed boundaries on staff to prioritise services for vulnerable users while maintaining staff safety. However, the data raises concerns about how these boundaries were determined, the methods of communication used, and whether similar outcomes could have been achieved by involving staff more actively in the decision-making process.







	DEFINING ‘GOOD’ IN HEALTHCARE Topline summary
	(Care Quality Commission, 2014)


	Community health and home care
	Qualitative service evaluation
	6 triads (3 respondents, 1.5 hours duration) and 6 x depth interviews (1 hour duration) were
conducted
	The research aimed to define "good" and "outstanding" community health and home care services based on public and service-user expectations. Key findings included the importance of timely appointments, effective communication, sufficient staffing, and holistic care planning. Respondents had practical expectations, viewing "good" as delivering expected services efficiently, rather than focusing on staff attributes.

Safety priorities varied by service type (e.g., hygiene for sexual health, safeguarding for health visitors). "Effective" services were defined by short waiting times, prompt appointments, and well-planned transitions. "Caring" services were those involving patients in decisions and maintaining kind, compassionate relationships. Responsiveness was linked to service efficiency rather than individual staff behaviour.

The study highlighted the need for accessible language in public-facing documents and suggested word-of-mouth recommendations as the most trusted information source. Service users prioritised inspection results in "effective," "caring," and "responsive" domains, with minimal interest in "safety" and "well-led" domains if rated "good." This research guides the development of criteria and public reporting for community healthcare inspections.

	Community Mental Health Survey 2023
	(Care Quality Commission, 2023)
	England NHS CMH services
	Survey
	14770 people who received treatment for a mental health condition
	The 2023 Community Mental Health Survey gathered feedback from 14,770 individuals, highlighting generally poor experiences with NHS community mental health services. Key issues included low satisfaction with quality of care, crisis support, waiting period assistance, and care planning. Only 39% reported receiving the help they needed, and 44% experienced mental health deterioration while waiting for treatment. Many lacked care plans (37%) or reviews (44%), and 22% did not know who to contact in a crisis.

Positive feedback included medication reviews, with 77% asked about medications and 93% discussing benefits, and 74% feeling they had privacy during talking therapies. However, child and adolescent services (CAMHS) showed low satisfaction, with 40% lacking care plans and 47% missing reviews. In contrast, older adults reported more positive interactions, with 85% feeling treated with care and compassion. Groups such as people with disabilities, autism, or aged 16-35 reported worse experiences across multiple areas.

	The experience of community mental health teams by people with long-term experience of psychosis
	(Carter et al., 2024)
	Community mental health teams and psychosis
	Qualitative study
	Seven individuals who have experience of psychosis and who have been involved with services for 5 years or more, were recruited from community mental health teams in the UK.
	Individuals shared mixed experiences with services, revealing four key themes: gratitude for connection, hesitance to express dissatisfaction, unequal power dynamics, and enduring vulnerability. Service users valued secure and connected relationships with professionals but were often reluctant to criticise services. Some described aspects of care as oppressive or isolating. The imbalance of power between professionals and service users remains a significant issue, with a more equitable relationship needed to support recovery and empower individuals effectively.








	Explanation of context, mechanisms and outcomes in adult community mental health crisis care: the MH-CREST realist evidence synthesis
	(Clibbens et al., 2023)
	UK community mental health
	A realist evidence synthesis with primary data was conducted to test and refine three initial programme theories: (1) urgent and accessible crisis care, (2) compassionate and therapeutic crisis care and (3) inter-agency working.
	Data were sourced via academic and grey literature searches, expert stakeholder group consultations and 20 individual realist interviews with experts.
	Community crisis services function most effectively within a well-coordinated inter-agency system. This relies on compassionate leadership and shared values that ensure staff feel supported, maintain their compassion, and provide empathetic care to those in crisis. Clear boundaries between agencies are essential to streamline referrals and transitions, enabling accessible and timely support that communities can trust. The diversity of crises and population needs creates challenges in optimising care pathways, emphasising the need for clear policies and local commissioning. Seamless service transitions, supported by inter-agency collaboration and co-production, foster trust and ease of access. Compassionate leadership builds staff trust, enhancing their ability to deliver improved outcomes for individuals in crisis.

	Emerging models and trends in mental health crisis care in England: a national investigation of crisis care systems
	(Dalton-Locke et al., 2021)
	Crisis resolution teams in England
	Survey
	Survey of 200 adult Crisis Resolution Teams (CRTs) in England – with 184 responses. Primary respondents in this survey were usually the manager of the CRT, who despite their signposting and triage role may not have a fully comprehensive knowledge of local crisis care.
	A survey of 200 adult Crisis Resolution Teams (CRTs) in England revealed wide variability in crisis care system configurations. While CRTs for working-age adults were commonly available, only 42% had a children and young persons CRT, and 37% had an older adults CRT. Since 2016, services like crisis cafés, street triage teams, and crisis assessment services have grown, while acute day units have declined.

The findings underscore the diversity of crisis care systems, with the popularity of certain models often lacking robust supporting evidence. Emerging crisis care approaches offer promise for greater flexibility and choice in managing mental health crises, but further research is needed to assess their effectiveness and impact on service users.

	Stigma- and non-stigma-related treatment barriers to mental healthcare reported by service users and caregivers
	(Dockery et al., 2015)
	Mental healthcare in South London
	Cross-sectional study
	202 individuals using secondary mental health services and 80 caregivers in south London
	The treatment barriers experienced by service users and caregivers varied significantly. Service users were more likely to report stigma-related barriers than caregivers across all categories. Among service users, females, those diagnosed with schizophrenia, or those with GCSE-level education were particularly likely to face stigma-related barriers. Similarly, caregivers who were female or of Black ethnicity were more likely to report stigma-related obstacles in accessing treatment.







	Exploring the barriers and enablers to the implementation and adoption of recovery-orientated practice by community mental health provider organisations in England
	(Erondu and McGraw, 2021)
	The study took place in London, England
	
The study adopted a pragmatic qualitative research design.
	Thirteen registered managers took part in semi-structured interviews.
	This study provides a comprehensive understanding of the factors influencing the implementation and adoption of RO practice by community mental health organisations in England. Barriers and enablers were linked to the characteristics of RO practice itself, the internal socio-cultural dynamics of provider organisations, and the attributes of individuals involved. Additionally, significant barriers were identified in the broader socio-cultural and infrastructure context, impacting the successful adoption of these practices.


	Reducing long acting antipsychotic injection dosage frequency: A pilot study in a community mental health team
	(Fleming et al., 2021)
	The study took place in a community mental health team in the north of England.
	A specialist mental health pharmacist reviewed records of all service users on LAI and drew up an action plan. Each service user then met with the consultant psychiatrist for medication review.
	30 service users
	Of the 30 service users on long-acting injectable (LAI) medication, 19 had dosing intervals shorter than the maximum licensed. Frequency was reduced in eight cases, with no deterioration in symptoms observed after six months of follow-up. Additionally, antipsychotic doses were reduced in nine cases as a result of the review.


	Peer support for discharge from inpatient
to community mental health care: the
ENRICH research programme
	(Gillard et al., 2023)
	Realist literature review

	Any intervention to optimise medication usage for SUs living with SMI.
	A lived experience group of individuals living with SMI and a practitioner group caring for individuals with SMI. An initial programme theory was developed. A formal literature search was conducted across eight bibliographic databases, and literature were screened for relevance to programme theory refinement. In total 60 papers contributed to the review. 42 papers were from the original database search with 18 papers identified from additional database searches and citation searches conducted based on stakeholder recommendations.
	The systematic review found that one-to-one peer support improved recovery and empowerment but did not reduce hospitalisations. The main trial showed no significant effect on readmission rates, secondary service use at one year, or clinical and psychosocial outcomes at four months. However, participants who received a minimal amount of peer support were less likely to be readmitted than those in the control group. Black participants in the intervention group had significantly lower readmission rates than those of other ethnicities (odds ratio 0.40, p = 0.0305).

The economic evaluation suggested peer support could reduce costs by over £2,500 per participant compared to usual care. Process evaluation highlighted that the length and quality of the first session predicted ongoing engagement, with peer support fostering unique social connections. Peer workers found the role rewarding and beneficial for personal growth but also challenging, emphasising the need for ongoing training and career development.

	How can we address the negative impact of inequalities on our mental health? New BPS guidance to inform prevention, inequality and mental health
	(Hagan et al., 2022)
	Community mental health in England
	Editorial
	n/a
	The British Psychological Society (BPS) has issued guidance to address the impact of social inequalities on mental health, emphasising the importance of community psychology approaches. Social determinants such as poverty, poor housing, racism, and insecure employment are highlighted as key contributors to mental health disparities. The guidance promotes a shift from individual-focused psychological care to community-led models that address systemic issues and strengthen public health.

Key recommendations include integrating services across sectors like healthcare, housing, and education; fostering collaboration between statutory and voluntary organisations; and embedding psychologists within communities to create supportive environments. Examples of successful community psychology practices, such as peer-led services and culturally informed models, demonstrate the potential for transformative approaches. The guidance aligns with the NHS Long-Term Plan and calls for innovative, place-based solutions that leverage community strengths to improve mental health outcomes and address inequalities.

	Shifting the Dial - Evaluating a community programme to 
promote young Black men’s mental health
	(Harris et al., 2022)

	Community health programme in Birmingham, England
	Process evaluation
	Over 500 participants
	"Shifting the Dial" is a three-year initiative aimed at enhancing the mental health and well-being of young Black men in Birmingham. The program engaged over 500 participants through peer support, mentoring, theatre productions, skills development, and community events. Key components include "Dear Youngers," a mental health forum by First Class Foundation, and the Lightpost Theatre Company, which focuses on strengthening resilience. The evaluation, conducted with peer researchers, indicates that participants experienced increased self-confidence, a stronger sense of purpose, and improved relationships with peers and role models. The report emphasises the necessity for structural changes to address the root causes of mental health disparities among young Black men in the UK.

	Care delivery within community mental health teams 
	(Health Services Safety Investigations Body, 2023)
	Community mental health teams
	Incident investigation
	n/a
	The findings revealed that despite national guidance advising against categorising patients' risk levels as high, medium, or low, such practices persist in many trusts. Additionally, the investigation highlighted a lack of awareness regarding the impact of menopause on mental health and identified gaps in family engagement and support for first-episode psychosis patients. In response, HSIB issued several safety recommendations, including adopting person-centred approaches to risk assessment, enhancing training on menopause-related mental health issues, improving family involvement, and ensuring timely, appropriate care for those experiencing their first psychotic episode.

	Experiences of NHS Community mental health services in South and East Birmingham
	(Healthwatch Birmingham, 2024)
	Community mental health in Birmingham
	Survey
	97 people
	In Birmingham, community mental health services face significant challenges in consistency and continuity of care, with 25% of people unsure of their point of contact and 46% unable to reach the team when needed. Care planning is lacking for many, as 59% do not have a care plan, and only 39% had their care reviewed. While 29% felt involved in planning their care, many expressed dissatisfaction with the lack of clarity and follow-up. Access to support beyond mental health, such as physical health, housing, and financial aid, remains limited, with only 33% finding the support they received helpful.

Overall, 49% of people rated NHS community mental health services as poor or very poor, citing the need for reduced waiting times, more personalised care, and compassionate support. Suggested improvements include better care planning, re-referrals when needed, closer collaboration with the voluntary sector, and improved mental health and autism understanding among healthcare professionals. Access to Community Psychiatrist Nurses (CPNs) and better appointment availability were also highlighted as priorities for improvement.

	Community Mental Health Services Report
	(Healthwatch Bromley, 2024)
	Report
	Generate a report detailing Bromley residents’ experience of receiving 
community mental health support.
 • Understand what is working well and what could be improved, from the 
perspectives of patients, carers and professionals.
 • Develop evidence-based recommendations for improving local mental 
health services.
 • Identify any possible knowledge gaps and areas for future research
	144 service users
	Healthwatch Bromley conducted a survey with 144 respondents to evaluate community mental health services and identify areas for improvement. While many service users reported positive experiences, significant challenges were highlighted, including delayed care, misdiagnosis, inconsistent treatment quality, and poor communication among staff. Accessibility issues, such as mobility and financial barriers to transport, were major obstacles, alongside systemic issues like mishandling patient data. Some service users were reluctant to take prescribed medication due to insufficient support and concerns about efficacy, further exacerbating gaps in care.

To address these issues, recommendations include improving transport options and accessibility for individuals with disabilities or language barriers, enhancing service coordination, and ensuring seamless care continuity. Strategies to improve medication adherence involve education, tailored treatment options, and clear communication. Regular evaluations are necessary to address disparities and ensure timely, compassionate care. Emphasising supportive interactions, diverse therapy access, and addressing long waiting times and physical health needs will enhance satisfaction and outcomes. The report outlines a path for improving mental health services in Bromley, focusing on personalised care and equitable access to meet the diverse needs of service users.

	Mental health in community care (Dorset; April 2021)
	(Healthwatch Dorset, 2021)
	Community mental healthcare
	Report
	27 people aged 16 and over from homeless support groups and drug and alcohol services
	The Dorset Clinical Commissioning Group (CCG) launched the Mental Health Integrated Community Care Project in 2020 to gather feedback on improving community mental health services. Healthwatch Dorset complemented this effort by engaging 27 individuals from homeless support groups and drug and alcohol services.

Key concerns included long waiting times, lack of access to mental health services for those using drugs or alcohol, over-reliance on medication instead of therapy, poor continuity with Community Psychiatric Nurses (CPNs), and feelings of not being listened to or respected. Participants also noted that missing appointments often led to discharge and highlighted the absence of regular medication reviews. Recommendations focused on better integration of mental health and substance misuse services, more flexibility around missed appointments, improved service access, enhanced staff training, and greater availability of therapy.

	Community Mental Health Transformation -Engagement Report 
What people told us was important to them when getting mental health support
	(Healthwatch Leeds, 2022)
	Community mental health
	Survey
	421 Local care partnership potential users
	The new model of care should be accessible to everyone in need, adaptable to individual needs, and supported by clear, simple information about services. Collaboration between services and systems must be improved, with carers playing an integral role in the care process. A key worker system should ensure consistency, and communication about waiting times must be transparent. People should be actively involved in their care, given choices about their support and treatment, and always treated with kindness, compassion, and respect.

For effective involvement, clear information about service design and participants' roles should be provided, with transparent principles and realistic expectations. Engagement should use diverse methods tailored to different audiences, include outreach efforts with incentives, and ensure ongoing feedback and updates to demonstrate progress and impact.

	Experiences of patients at the community mental health clinic in Canada House (Kent; Jan. 2019)
	(Healthwatch Medway/Kent, 2019)
	Community mental health clinic
	Report / qualitative
	46 patients and two carers
	The majority of people felt involved in their care, though eight did not. Many reported inefficiencies with phone communication, with some not receiving callbacks after leaving messages. Over half were signposted to additional support groups by their key worker, and half found the service letters easy to understand.
The mental health crisis service was widely regarded as unhelpful during crises. Most people felt the service had not changed in recent months, while eight reported improvements and seven said it had worsened.

	Experiences of people using community mental health services at Canada House (Medway; April 2021)
	(Healthwatch Medway/Kent, 2021)
	Community mental health
	Report / interviews
	35 people
	The majority of patients (14 out of 20) reported feeling involved in their care, while six did not. Many found it difficult to reach someone by phone, though over half received a callback after leaving a message. Most patients (20 out of 27) had not been offered support to access other health services, though 10 expressed a desire for this support. Similarly, over half said they were not provided with information about external organisations, though 13 reported being informed about services such as Imago, youth groups, and mindfulness programs.

Only 50% of patients had a copy of their Care Plan, but nearly all (except one) knew who to contact in a crisis. Over half had used crisis services, but feedback was overwhelmingly negative, with patients describing the service as "unhelpful" and "slow to react."

	Experiences of using Community mental health during the pandemic (North Somerset; April 2021)
	(Healthwatch North Somerset, 2021)
	Community mental health services in north somerset
	Report/survey
	A focus group and a survey of 78 service users
	Healthwatch North Somerset reviewed residents’ experiences of accessing community mental health services during the COVID-19 pandemic, gathering feedback through a focus group and a survey of 78 people in September and October 2020. The review aimed to understand challenges faced since the first lockdown in March 2020, which had significantly disrupted face-to-face mental health support.

Three in five respondents experienced appointment cancellations or changes to therapy, with 20% offered no alternatives. The pandemic exacerbated stress due to isolation, health worries, and frequent guideline changes, with some severe mental health sufferers reporting suicidal feelings. Access to support was significantly reduced, with slow or insufficient responses from providers. Many turned to GPs or community health services, but half found these services inadequate, citing unreceptive health professionals. Face-to-face therapies were preferred, especially for severe cases, though a mix of phone, video, and occasional in-person support was seen as beneficial. Self-help resources were often considered contradictory and unhelpful.

The report includes five recommendations to improve access and support for mental health services.

	Community Mental healthwatch mystery shop, Salford (Salford; Jan. 2017)
	(Healthwatch Salford, 2017)
	Community health in Salford
	Report / Mystery Shopping carried out by local service users themselves via telephone
	Forty-two phone calls were made over a period of two months to eight different
services
	The report, initiated by mental health service users in Salford, explored barriers to accessing mental health services through a Mystery Shopping project. Local service users posed as friends or relatives of individuals with protected characteristics under the Equality Act 2010 and called eight key mental health providers over a three-month period to assess accessibility.

Key findings highlighted inconsistent attitudes among frontline staff, insufficient adjustments for individuals with additional needs, and a lack of streamlined phone systems. Online contact details were inadequate for those with speech or language barriers, and service information lacked clarity and accessibility. Text messaging, identified as a convenient communication method, was notably underutilised. The project also underscored how intersecting forms of discrimination further hinder access for some individuals. A positive outcome of the initiative was the establishment of the Mental Healthwatch Action Group, a user-led effort to address these issues and improve mental health services in Salford.

	The impact of risk management practice upon the implementation of recovery-oriented care in community mental health services: a qualitative investigation
	(Holley et al., 2016)
	The study took place in five community mental health teams
 across three boroughs in a London Mental Health Trust
 (governmental service provider)
	Semi-structured interviews using vignettes were conducted with eight mental health worker and service user dyads. Grounded theory techniques were used to develop explanatory themes.
	Eight mental health worker and service user dyads.
	In interviews, some mental health workers expressed support for enabling service users to make their own recovery decisions. However, in practice, this approach often lacked explicit consideration of the risks involved. Workers' aspirations to implement Recovery-Oriented Care (ROC) were frequently overshadowed by their responsibility to manage and reduce potential risks to service users.

While they acknowledged the importance of fostering independence in recovery decisions, many also voiced concerns about the potential adverse outcomes of granting full responsibility to service users. This tension highlights the challenges of balancing empowerment with risk management in mental health care.

	Progress in improving NHS mental health services
	(House of Commons Committee of Public Accounts, 2023)
	The Department is responsible for mental health policy. NHSE oversees the commissioning of NHS-funded services. The Department and NHSE provide oversight, assurance and support for mental health services.
	Report
	n/a
	Currently, only one in three people with mental health needs access services, and 1.2 million are on the waiting list for community mental health care. While NHS England has expanded mental health services in recent years, treating more people and introducing access standards, significant challenges remain. Rising demand, especially among young people (which has doubled since 2017), continues to exceed service capacity, and workforce shortages—despite a 22% increase in staffing since 2016—are a major barrier to further improvements.

Data systems for mental health services lag behind those for physical health, hindering performance management and addressing inequalities. While stakeholders have welcomed new access and waiting time standards, these only apply to a minority of patients, with no plans to extend them further. Consequently, many people still cannot access timely mental health care, straining patients, staff, and service quality.

The government’s long-standing goal of achieving “parity of esteem” between mental and physical health services lacks a clear definition or criteria for progress. Despite calls for clarity, including parity in funding, waiting times, and outcomes, little progress has been made. Additionally, preventive and public health measures for mental health remain underdeveloped. With the NHS focused on reducing physical health backlogs, concerns persist about whether mental health services will remain a priority.

	A realist review of medication optimisation of community dwelling service users with serious mental illness
	(Howe et al., 2023)
	Adults with SMI taking medication living in the community.
	Realist literature review
	60 papers
	Medication optimisation for individuals with SMI, such as schizophrenia, bipolar disorder, and personality disorders, is complex and often hindered by non-adherence. Antipsychotics and mood stabilisers are the primary treatments, and optimisation requires collaborative, person-centred approaches. However, research on this topic is limited.

A proposed programme theory outlines a continuum from initial diagnosis to the development of therapeutic alliances, involving shared decision-making and trust to achieve medication optimisation. Eleven evidence-informed configurations highlight factors that facilitate or impede this process, with trust and supported decision-making identified as key mechanisms. Future research should explore the impact of stigma, equity across cultural and ethnic groups, and the role of trained supports, such as peer support workers, in enhancing medication optimisation.

	The legal oversight of community treatment orders: A qualitative analysis of tribunal decision-making
	(Jobling, 2019)
	CTO use in England
	A combination of interviews, observations and documentary analysis are drawn upon to illustrate tribunal decision-making practice on CTOs.
	A total of 62 participants were involved in the study, including 18 service users on CTOs, 36 mental health practitioners and 8 tribunal chairs.
	Key themes from the study include the mediating role of participant presentation and interaction during tribunals, how tribunals frame and interpret insight and risk, and the significance of timing—both regarding the stability of a service user’s social circumstances and the length of the Community Treatment Order (CTO). These factors are interrelated and cumulatively influence tribunal decision-making. The findings suggest that tribunal judgments tend to favor upholding CTOs, raising important implications for the protection of individual rights.

	Medicines reconciliation at the community mental health team–general practice interface: quality improvement study
	(Johnson et al., 2020)
	Community mental health / primary care interface
	Quality improvement
	356 patients receiving 847 psychotropic medications
	One CMHT demonstrated improved medicines reconciliation accuracy, significantly reducing prescribing discrepancies compared to other CMHTs. Among 356 patients receiving 847 psychotropic medications, 20% (166/847) of prescriptions had discrepancies, with most rated as minor or negligible in harm but still incurring avoidable costs. Discrepancies included missing or incorrect prescriptions, with 17% graded as serious but none as fatal. A multidisciplinary team approach contributed to these improvements, emphasising the importance of addressing discrepancies to reduce avoidable drug-related harm. Additionally, 68% of medications supplied by secondary care, such as clozapine and antipsychotic depots, were not recorded in general practice electronic systems, highlighting gaps in documentation and communication. These findings underline the need for consistent medicines reconciliation to ensure patient safety and minimise errors.

	Barriers and enablers to shared decision making in psychiatric medication management: A qualitative investigation of clinician and service users' views
	(Kaminskiy et al., 2021)
	Participants were recruited from a community mental health team (CMHT) that provided care to people with SMI in the Eastern region of England, UK
	Qualitative study
	30 semi structured interviews with service users, psychiatrists, and community psychiatric nurses,
	The results provide a detailed understanding of how medication decisions are made. Shared Decision-Making (SDM) is viewed by psychiatrists and service users as a means to enhance user engagement and control in treatment decisions. Psychiatrists appreciate the transactional benefits of SDM, while service users and psychiatric nurses see it as a long-term process rooted in therapeutic partnerships. These partnerships help service users feel more included in their care, particularly during times of crisis when they might otherwise feel excluded from decision-making.


	Exploration of joint working practices on anti-social behaviour between criminal justice, mental health and social care agencies: A qualitative study
	(Krayer et al., 2018)
	A range of statutory and third sector organisations
	We conducted a multi-method sequential qualitative study in the UK collecting data between April 2014 and August 2016.
	55 participants and 60 narrative police logs
	The findings reveal that joint working practices often deviate from the policy ideal of partnership-centred approaches, focusing instead on legal obligations and risk management rather than prioritising the needs of individuals with mental health problems. Differing perceptions of the police role in mental health further complicate collaboration, while the inclusion of antisocial behaviour adds challenges by broadening interpretations of the issues and best practices. A significant concern is the lack of awareness of these complexities. To improve outcomes, it is essential to reflect on and refine joint working processes and goals, keeping the health and welfare of individuals with mental health needs at the forefront.

	National implementation of a mental health service model: A survey of Crisis Resolution Teams in England
	(Lloyd‐Evans et al., 2018)
	All crisis resolution teams in England

	Survey
	Eighty-eight percent (n=192) of CRT managers in England participated in an online survey.
	Nurses were the only professional group consistently employed across all Crisis Resolution Team (CRT) staff teams. However, few teams fully adhered to government implementation guidance. CRT managers highlighted several desirable aspects of service delivery that were not routinely provided. The findings suggest that national policy mandates and government standards alone are insufficient to ensure proper CRT implementation. There is a clear need for the development and testing of resources to support the implementation and monitoring of this complex mental health intervention.








	Crisis resolution teams for people experiencing mental health crises: the CORE mixed-methods research programme including two RCTs
	(Lloyd-Evans et al., 2019)
	UK NHS based Mental Health Trusts
	Workstream 1 was based on a systematic review, national CRT manager survey and stakeholder qualitative interviews to develop a CRT fidelity scale through a concept mapping process with stakeholders (n = 68). This was piloted in CRTs nationwide (n = 75). A CRT service improvement programme (SIP) was then developed and evaluated in a cluster randomised trial: 15 CRTs received the SIP over 1 year; 10 teams acted as controls. The primary outcome was service user satisfaction. Secondary outcomes included CRT model fidelity, catchment area inpatient admission rates and staff well-being. Workstream 2 was a peer-provided self-management programme that was developed through an iterative process of systematic literature reviewing, stakeholder consultation and preliminary testing. This intervention was evaluated in a randomised controlled trial: 221 participants recruited from CRTs received the intervention and 220 did not. The primary outcome was re-admission to acute care at 1 year of follow-up. Secondary outcomes included time to re-admission and number of days in acute care over 1 year of follow-up and symptoms and personal recovery measured at 4 and 18 months’ follow-up
	Crisis resolution teams (CRTs) seek to avert hospital admissions by providing intensive home treatment for people experiencing a mental health crisis. The CRT model has not been highly specified. CRT care is often experienced as ending abruptly and relapse rates following CRT discharge are high.
	The evaluation of CRT interventions highlighted variability in implementation across England and mixed results. A 39-item CRT fidelity scale demonstrated validity and reliability, and while the SIP trial did not improve patient satisfaction, it modestly increased model fidelity. Intervention teams experienced reduced inpatient admissions and bed usage, though there was no impact on compulsory admission rates or re-admissions for those already treated by CRTs. The trial's primary outcome showed significantly lower rates of re-admission to acute care over one year for the intervention group (odds ratio 0.66, p = 0.044), with improved satisfaction and shorter time to re-admission at 4 months. While the CRT SIP program did not meet all its objectives, it demonstrated potential for improving CRT fidelity and reducing inpatient service use. Additionally, peer-provided self-management interventions effectively reduced relapse rates for those discharged from CRT care.

	Top tips and key actions for successful collaborative partnership working across mental health services
	(Local Government Association, 2024)
	Mental health services
	Report
	n/a
	The Local Government Association (LGA) has developed a set of top tips and key actions to enhance collaborative partnership working in community mental health services. Recognising the challenges posed by differing statutory and cultural frameworks among organisations, the LGA emphasises the importance of honest and open relationships, a shared long-term vision, and a unified outcomes framework. Key recommendations include establishing robust governance structures, focusing on early intervention and prevention, and implementing comprehensive workforce plans. The guidance also highlights the necessity of integrated commissioning, rapid response mechanisms, and clear access protocols to ensure effective and cohesive mental health service delivery.

	Moving on from early intervention for psychosis services: Service user perspectives on the facilitators and barriers of transition
	(Loughlin et al., 2019)
	Participants were recruited from EIS and community mental health teams (CMHTs) across the North-West of England using convenience sampling,
	Qualitative study
	Fifteen EIS service users who had either been discharged to primary or secondary ser-
vices
	Readiness for discharge from Early Intervention Services (EIS) was linked to participants' recovery and reduced reliance on the service. Those who achieved stability, symptom reduction, and societal reintegration, such as gaining employment, often felt ready to move on and supported redirecting EIS resources to those in greater need.
While many viewed discharge positively, those still dependent on EIS for emotional or practical support often felt sadness, distress, or abandonment, with some fearing relapse. These responses varied based on participants' independence and readiness, highlighting the complex emotions surrounding EIS discharge.


	Bridging the mental health gap: the role of pharmacists
	(Lovell, 2024)
	Pharmacists in mental health
	Blog
	n/a
	The economic and social costs of mental ill health in England reached £300 billion in 2022, highlighting the need for a stronger and more diverse mental health workforce. Pharmacists, who remain undervalued in mental health services, can play a crucial role in multidisciplinary teams, particularly in addressing health inequalities for individuals with SMI. These individuals face a life expectancy gap of 15–20 years due to preventable physical comorbidities, such as cardiovascular disease, often exacerbated by complex medication regimens.

Efforts to integrate pharmacists into community mental health teams (CMHTs) have made progress, with an increase in pharmacist roles from 27 to over 128 whole-time equivalents since 2019. However, there remains a shortfall in meeting the target of 260 roles by 2024, attributed to funding challenges, local prioritisation differences, and recruitment difficulties. Pharmacists provide essential support, including medication reviews, side effect management, and physical health monitoring, particularly for patients with complex conditions like treatment-resistant schizophrenia.

To enhance pharmacist involvement, there is a need for clear role descriptions, consistent funding, and dedicated training pathways. This would enable pharmacists to optimise medication use, alleviate pressure on other clinicians, and improve outcomes for patients. Despite progress, significant challenges remain in embedding pharmacy roles in mental health services, with calls for stronger advocacy and evaluation of their impact to support sustainable investment and growth in this area.

	Remote consultations in community mental health: A qualitative study of clinical teams
	(McCarron et al., 2024)
	The service evaluation was conducted within an NHS Foundation Trust in the East of England. The Trust covers diverse rural and metropolitan areas, supporting a population of around one million people.
	A naturalistic qualitative study design was used.
	Ten community mental health teams in an NHS trust participated in a service evaluation about remote consultation. Fifty team discussions about remote consultation were recorded April–December 2020.
	Remote consultation is a promising model for community mental health care, offering benefits at individual, team, and service levels. However, it is not universally practical or beneficial, with concerns about access equality limiting its effectiveness for all users.


	Caregiving and receiving experiences in UK community mental health services during COVID-19 pandemic restrictions: A qualitative, co-produced study
	(McKeown et al., 2024)
	UK community mental health services
	Qualitative study
	10 service users and 13 registered nurses from 3 NHS England sites.
	The shift from in-person care to phone or video consultations significantly altered therapeutic relationship building, raising concerns about the feasibility of recovery-focused care. While hybrid working was seen as beneficial, it also presented challenges to nurse well-being.

	Psychoeducation with problem-solving (PEPS) therapy for adults with personality disorder: a pragmatic randomised controlled trial to determine the clinical effectiveness and cost-effectiveness of a manualised intervention to improve social functioning
	(McMurran et al., 2016)
	Community mental health services in three NHS trusts in England and Wales
	This was a two-arm trial comparing PEPS therapy in addition to usual treatment with usual treatment only.
PEPS therapy is a combination of individual psychoeducation followed by group problem-solving therapy.
Psychoeducation consists of up to four sessions of information and dialogue about PDs, as experienced
by the individual and as assessed by the clinician. The aims are to build rapport, improve knowledge
and motivate participants for problem-solving therapy. Problem-solving therapy is a 12-session group
intervention designed to help people learn a strategy for solving interpersonal problems. Usual treatment
was not specified.
	There were 739 adults with personality disorder referred for the trial and 444 were eligible. More adverse events in the
PEPS arm led to a halt to recruitment after 306 people were randomised (90% of planned sample size); 154 participants received PEPS and 152 received usual treatment.
	Out of 739 referrals, 444 were eligible, and 306 participants were randomised before recruitment stopped due to more adverse events in the PEPS group. Of these, 154 received PEPS therapy plus usual care, and 152 received usual care. Participants were mostly women (67%) with a mean age of 38.

PEPS showed no significant benefit over usual care for social functioning (SFQ mean difference: –0.73; p = 0.19), secondary outcomes, or social problem-solving. Costs were slightly lower (£182 less per participant), and quality-adjusted life-years were slightly higher, but neither was significant. Adverse events, mainly self-harm, were more frequent in the PEPS group but not significantly different.

The trial, with a larger sample and longer follow-up than the pilot, found no evidence supporting PEPS therapy for improving social functioning in adults with PD. Potential bias in adverse event reporting may reflect longer follow-up in the PEPS group.

	An evaluation of mental health service provision in Northern Ireland
	(Montgomery et al., 2019)
	Mental health service provision in Northern Ireland
	Qualitative interviews, focus groups, and an online survey to collect data from respondents throughout the region.
	This method involved the completion of semistructured interviews with significant mental health commissioners and senior managers, and with service‐users and their key workers. Focus groups sessions were also completed with mental health professionals, service‐users, and carers.
	Much progress had been made not only in the development of mental health services in the last decade, but also highlighted the significant limitations in current services. Strengths in provision included the transition from long‐stay hospital care to community‐based services and person‐centred approaches.

	Experiences of reduction and discontinuation of antipsychotics: a qualitative investigation within the RADAR trial
	(Morant et al., 2023)
	Specialist community mental health services in 19 public healthcare localities in England.
	Qualitative study
	Participants were 26 adults with recurrent non affective psychosis who were taking antipsychotic medication and who reduced
 and/or discontinued antipsychotics within the trial
	Most participants reported reduced adverse effects of antipsychotics with dose reductions, including improvements in mental clouding, emotional blunting, sedation, social functioning, and sense of self. However, over half experienced mental health deterioration, including psychotic symptoms and emotional intensity, with nine participants having a psychotic relapse.

The trial, which integrated medication reduction into clinical care, provided learning opportunities. While some participants engaged actively and gained insights into dose optimisation and managing their mental health, others were ambivalent or experienced limited benefits.

This study, the first qualitative exploration of antipsychotic reduction overseen by clinicians, highlights both benefits—such as reduced adverse effects and enhanced understanding—and challenges, including risks of relapse. The findings suggest that gradual, clinically guided antipsychotic reduction carries risks but may also offer psychosocial benefits and opportunities for learning, contributing valuable evidence for optimising antipsychotic use.

	Progress in improving mental health services in England
	(National Audit Office, 2023)
	NHS-funded mental health services
	Survey
	Two online surveys – one of integrated care board (ICB) mental health leads and one of mental health trusts. Responses covering 29 out of 42 ICBs, including three partial responses, and 39 out of 53 trusts, including seven partial responses.
	Since 2016, the NHS has made progress in addressing the gap between mental and physical health services, with commitments to expand and improve mental health care. However, there is no clear definition of what achieving full parity for mental health entails, making it uncertain how far current plans will take the NHS towards this goal.

While funding and workforce numbers have increased, access remains limited, with lengthy waits for treatment and ongoing staff shortages. The COVID-19 pandemic has delayed progress, exacerbated by rising mental health conditions, particularly among young people. Demand for mental health services continues to exceed supply, straining patients, staff, and access.

Future plans include improving community mental health services, but DHSC and NHSE must apply lessons learned, address significant risks, and demonstrate better value for money in their expansion efforts.

	The contribution of the voluntary sector to mental health crisis care: a mixed-methods study
	(Newbigging et al., 2020)
	England, with four case studies in North England, East England, the Midlands and London.
	Multimethod sequential design with a comparative case study. The method included a scoping literature review, in two regions (the north and south of England) to develop a taxonomy of voluntary sector organisations and to select four case studies. The case studies examined voluntary sector organisation crisis care provision as a system through to understand their crisis experience and service journey. There was extensive patient and public involvement in the study, including service users as co-researchers, to ensure validity
	A national survey of 1612 voluntary sector organisations, interviews with 27 national stakeholders and detailed mapping of the voluntary sector organisation provision; Interviews with local stakeholders (n = 73), eight focus groups with service users and carers and, at an individual level, narrative interviews with service users (n = 47) and carers (n = 12).
	A mental health crisis is seen as a biographical disruption, and voluntary sector organisations play a vital role in addressing such crises through socially oriented and relational approaches. Five types of organisations were identified: crisis-specific, general mental health, population-focused, life-event-focused, and general social and community organisations. These organisations provide diverse support services and possess specialised expertise.

However, access to these organisations is inconsistent, with notable inequalities affecting rural communities, Black, Asian, and minority ethnic groups, individuals who use substances, and those with personality disorders. Crisis systems are often underdeveloped, with limited focus on prevention and inadequate provision of ongoing support.

	Care Programme Approach: position statement (July 2021)
	(NHS England, 2021)
	CMH in England
	Report
	n/a
	The NHS England position statement outlines the transition away from the Care Programme Approach (CPA) to a more modern, flexible, and personalised model of community mental health care, guided by the Community Mental Health Framework (CMHF). This shift aligns with the NHS Long-Term Plan's commitment to transforming mental health services by focusing on high-quality, whole-person care that adapts to individual needs.

The new approach prioritises intervention-based care over generic coordination, with a stronger emphasis on multidisciplinary teams (MDTs) to provide tailored support. It introduces a named key worker for each service user to ensure continuity and trust while fostering collaboration across sectors such as social care, housing, and voluntary organisations. Care plans will be co-produced, holistic, and dynamic, enabling greater involvement of service users, carers, and families. The framework also emphasises the importance of improving access, addressing inequalities, and ensuring that care planning integrates physical and mental health needs.

This transformation seeks to deliver responsive, compassionate, and evidence-based care, moving away from rigid CPA structures to a more inclusive and effective system that better supports individuals with complex mental health needs.

	Guidance to integrated care boards on intensive and assertive community mental health care
	(NHS England, 2024b) 
	Integrated care boards
	Report
	n/a
	NHS England has issued guidance to Integrated Care Boards (ICBs) to enhance intensive and assertive community mental health care for individuals with severe mental illnesses, particularly those who find it challenging to engage with standard services. This initiative aims to ensure that mental health services are adaptable, provide continuity of care, and offer a range of treatment options tailored to varying symptom intensities. ICBs are tasked with reviewing their current community services to identify gaps and barriers, with findings to be reported to regional NHS England teams. The guidance emphasises a comprehensive approach to mental health care, integrating intensive support within the broader spectrum of community mental health services.

	Improving outcomes for people in mental health crisis: a rapid synthesis of the evidence for available models of care
	(Paton et al., 2016)
	Crisis Concordat was established to improve outcomes for people experiencing a mental health crisis. The Crisis Concordat sets out four stages of the crisis care pathway: (1) access to support before crisis point; (2) urgent and emergency access to crisis care; (3) quality treatment and care in crisis; and (4) promoting recovery.
	Rapid Evidence Synthesis
	One review of reviews, six systematic reviews, nine guidelines and 15 primary studies were included.
	The Mental Health Crisis Care Concordat highlights significant disparities in how communities access mental health services, with many entering through the criminal justice system. Black individuals are detained and hospitalised under the Mental Health Act at disproportionately high rates, though recent research suggests that ethnicity may no longer be a direct predictor when adjusted for confounding factors. An inquiry by Mind in 2010/11 revealed that Black and ethnic minority (BME) groups often face neglectful or coercive treatment in crisis care. Additionally, Indian, Bangladeshi, and Chinese populations have the lowest referral rates to crisis resolution and home treatment teams (CRHTTs), while Black Caribbean individuals are more likely to be hospitalised following CRHTT assessments.

The Concordat outlines four stages for improving crisis care. First, ensuring 24/7 access to support can help prevent crises. Second, timely and respectful emergency care should be provided, equivalent to physical health emergencies. Third, during crises, treatment must be recovery-focused and delivered by competent practitioners in appropriate settings. Finally, long-term support should be offered to aid recovery and prevent future crises, fostering stability and well-being for those affected.

	Estimating the effectiveness of an enhanced 'Improving Access to Psychological Therapies' (IAPT) service addressing the wider determinants of mental health: a real-world evaluation
	(Porter et al., 2024)
	Three National Health Service IAPT services in England.
	A real-world evaluation using IAPT’s electronic health records.
	Data from 17 642 service users classified as having a case of depression and/or anxiety at baseline.
	Small improvements were noted in PHQ-9 depression scores (−0.21 to −0.32 to −0.09) and GAD-7 anxiety scores (−0.23 to −0.34 to −0.13) in the intervention group compared to historical controls. However, there was limited evidence of significant differences between the intervention group and the geographical control. Embedding additional health and wellbeing (H&W) support in standard IAPT services may enhance mental health outcomes. Yet, the absence of improvement over the geographical control suggests that the observed benefits could reflect broader enhancements in the intervention IAPT service rather than the added H&W support. The study does not establish whether IAPT services with H&W support are clinically superior to traditional models.

	Effective patient–clinician interaction to improve
treatment outcomes for patients with psychosis:
a mixed-methods design
	(Priebe et al., 2017)
	
	An exploratory cluster randomised controlled trial with Foundation Trust, comparing DIALOG+ with an active control. Clinicians working as care co-ordinators in CMHTs (along with their patients) were cluster randomised 1 : 1 to either DIALOG+ or treatment as usual plus an active control, to prevent contamination.
	49 clinicians and 179 patients with psychosis in East London NHS. They conducted focus groups with patients (n = 19) and clinicians (n = 19) about their experiences of the intervention, and conducted thematic analyses.
	The DIALOG intervention was developed. This structured approach uses a hand-held computer to assess patient satisfaction across eight life domains and three treatment aspects, allowing patients to request additional help as needed. Responses are graphically displayed and compared over time. A European multicentre trial demonstrated that DIALOG improved patients’ quality of life over a year.

Building on this, DIALOG+ was introduced in the UK, showing improved quality of life at 3 months (Cohen’s d = 0.34), 6 months (Cohen’s d = 0.29), and 12 months (Cohen’s d = 0.34). While video analyses revealed inconsistent implementation, the intervention was positively received, enhancing self-expression and meeting efficiency. Challenges led to refinements in the DIALOG+ manual and training. Cost-effectiveness analyses suggested a 72% likelihood of better outcomes and reduced costs.

Recommendations include conducting a definitive trial, exploring DIALOG+ for other mental and physical health conditions, adopting flexible intervals for use, and evaluating the mechanisms driving improvements. DIALOG+ is effective because it integrates into existing therapeutic relationships, empowering clinicians and patients to foster positive change and enhance quality of life.

	Building community into the integrated care system : A practical toolkit for building robust community mental health care 
	(Rethink mental illness, 2023)
	Community mental health care
	Report
	n/a
	This outlines a transformative vision for community mental health services. It emphasises the need for services that are accessible, flexible, and person-centred, ensuring that individuals receive care tailored to their unique needs. Key recommendations include integrating carers into the care process, establishing consistent key worker systems, and fostering collaboration among services and systems. The report also advocates for clear communication regarding waiting times and active involvement of individuals in their care decisions. To achieve these goals, it suggests employing diverse engagement methods, providing transparent information about service design, and maintaining ongoing feedback to demonstrate the impact of these initiatives.

	The Community Mental Health Framework for Adults and Older Adults
	(Royal College of Psychiatrists, 2021)
	Community mental health in England
	Report
	n/a
	The Community Mental Health Framework (CMHF) outlines a vision for transforming mental health services in England, aligning with the NHS Long Term Plan. It emphasises a place-based, whole-person approach to care, modernising community services to better support individuals with mental health conditions, especially those with severe and complex needs. The framework calls for collaboration across primary, secondary, and community care, integrating voluntary organisations, housing, and social care to ensure seamless support.

Key priorities include flexible services tailored to varying levels of complexity, the development of multidisciplinary specialist teams, and the provision of evidence-based, NICE-concordant care, such as psychological therapies. Services must address local population needs, co-design solutions with service users, and recruit new roles like peer support workers and social prescribing link workers to bridge care gaps. The CMHF also stresses the importance of tracking progress through streamlined processes, improved access for vulnerable groups, and measurable outcomes. Lessons from pilot sites offer insights into effective implementation, helping to modernise services and improve care delivery.

	What does being on a community treatment orders entail? A 3-year follow-up of the OCTET CTO cohort
	(Rugkåsa et al., 2017)
	
	36-month observational prospective study of patients on CTO in the OCTET follow-up study.
	The OCTET trial randomised patients from 32 NHS hospitals across England. All were in involuntary hospital treatment, aged 18–65 years, diagnosed with psychosis, and considered to need CTO on discharge. Patients were randomised to leave hospital on a CTO or to voluntary status via brief Section 17 leave of absence and followed up for 12 months [14]. The OCTET follow-up study then followed the cohort of 333 patients for further 24 months (i.e., 36 months, 1095 days, in total) [16]. For the present observational prospective cohort study, we selected those patients from the OCTET follow-up study who at any time during the 36 months were on a CTO. One hundred and ninety eight of the three hundred and thirty three patients in the OCTET follow-up study were subject to a CTO during the 36 months, and were included in this analysis.
	In the study, 198 patients experienced 268 CTOs, with 768 recorded conditions. The most common condition (96% of CTOs) was medication compliance, followed by attending mental health team appointments (80%). Other conditions included general team engagement, such as accepting help or working with support workers, and allowing clinicians access to patients (19%). Residency compliance was the third most frequent condition (29%), with a higher rate (43%) among patients on their third CTO.
During the 36-month follow-up, 73% of patients (144/198) had one CTO episode, while 27% (54/198) experienced multiple episodes. Of those with multiple episodes, 33% were voluntary patients between CTO episodes (either as outpatients or with mixed inpatient/outpatient status). Notably, 65% of patients with multiple CTOs remained under continuous coercion throughout the follow-up, representing 18% of the total sample.
CTOs are predominantly used to enforce medication adherence and maintain contact with services. Clinical and legal judgments align on their appropriateness and thresholds for use. However, the pattern of continuous coercion for many patients is concerning, highlighting the need for careful monitoring and further cohort studies with long-term follow-up.


	ACOMHS National Thematic Report (2016-2021)
	(Sanders and Stephens, 2022)
	CMTH
	Report / survey
	32 Service
	The recommendations focus on improving patient and carer involvement, physical health assessments, feedback processes, and information sharing in mental health services. Key points include ensuring timely physical health reviews with consistent processes, appropriate training for staff, and robust systems for monitoring assessments. Collaboration with patients and carers is emphasised, with care plans co-produced and regularly reviewed using feedback from service users.

Feedback collection is vital, with examples demonstrating how input is used to improve services. Clear and detailed consent processes for information sharing, co-produced carer information packs, and regular engagement with carers, including individual time with staff, are recommended. Carers should also be informed about assessments and supported through local groups.

Operational efficiency can be enhanced by aligning timeframes with standards, maintaining supervision and training compliance logs, and conducting staffing audits to identify gaps. Information provision should include comprehensive service leaflets or packs, with processes for timely distribution.

	Study on the prescribing patterns of antipsychotic medication in a rural England community mental health team
	(Seshadri et al., 2024)
	
	Clinical audit of prescribing
	A random sample of 50 patients was taken from the case load of the South community team.
	Antipsychotics can have significant central nervous system effects and are sometimes used off-license. When this occurs, it is crucial to inform the patient, document the off-license use, and closely monitor the effects. Regular assessments should evaluate their benefits and potential risks, particularly as antipsychotics may interact with physical health medications, potentially worsening health conditions.
Healthier alternatives for pain management should be explored, especially in cases of long-term opioid prescriptions. Addressing comorbidities such as substance misuse of alcohol and cannabis is vital, with cross-referral between services potentially being an effective approach.
Further audits are recommended to examine the follow-up care of patients on polypharmacy regimens, focusing on disease progression and the physical health side effects associated with such treatments.

	Benefits and Challenges of Video Consulting for Mental Health Diagnosis and Follow-Up: A Qualitative Study in Community Care
	(Sheikh et al., 2023)
	
	Explorative qualitative study
	Semi-structured interviews in NHS community mental healthcare settings were conducted. Psychiatrists (n = 11) and GPs (n = 12) were recruited through purposive sampling.
	Physicians noted that video consultations (VC) benefit younger and working populations by reducing stigma, cost, and travel time, but older adults often struggle due to unfamiliarity with the technology. VC is effective for follow-ups like medication reviews but less suitable for first consultations or crisis management, where building rapport and conflict de-escalation require in-person interaction. While VC aids diagnosis through visual cues and insights into patients’ home environments, safeguarding and confidentiality issues were concerns. Clinician satisfaction was mixed, with positives including time savings and flexibility, but frustrations arose from technology challenges, lack of training, and resistance to change.

	Service Providers' Perspectives of an Integrated Community Mental Health Service in the UK
	(Silvonen, 2024)
	One NHS Integrated Care Board locality in South West England, UK
	Qualitative service evaluation
	21 semi-structured remote interviews were carried out in June-August 2023 with service providers and lived experience representatives
	The evaluation highlighted the need for mental health services bridging primary and secondary care. Service providers (SPs) acknowledged the importance of a new integrated service and largely supported its development. However, incomplete partner involvement and inconsistent shared practices, like clinical guidance, limited its effectiveness.

	Cultural issues on accessing mental health services in Nepali and Iranian migrants communities in the UK
	(Simkhada et al., 2021)
	South of England, Community Mental Health service
	Qualitative - interviews with thematic analysis
	In-depth interviews (n=21) with seven Nepali, eight Iranians and six community mental health workers in the south of England.
	1) stigma and fear; (2) gender; (3) language; (4) tradition and culture; (5) family involvement; and (6) lack of cultural awareness in health workers, all appeared to be major issues.

	Recovery-focused care planning and coordination in England and Wales: a cross-national mixed methods comparative case study
	(Simpson et al., 2016a)


	With help from local collaborators and research support staff, access was secured to 20 community mental health teams (CMHTs) across the six sites, with one specific team within each of these sites identified for in-depth case studies.
	Cross-national comparative study employing a concurrent transformative mixed-methods approach with embedded case studies across six service provider sites in England and Wales.
	The study included a survey of views on recovery, empowerment and therapeutic relationships in service users (n = 448) and recovery in care coordinators (n = 201); embedded case studies involving interviews with service providers, service users and carers (n = 117) and a review of care plans (n = 33)
	Therapeutic relationship scores varied significantly across sites, with differing experiences of care planning and recovery personalisation. Care plans were often seen as administrative burdens and rarely consulted. Carers had inconsistent involvement, and risk assessments, though central, were rarely discussed with service users. Service users valued relationships with care coordinators, viewing them as key to recovery. However, administrative tasks limited recovery-focused work, and unclear understandings of recovery hindered shared goals. Neglected conversations on risk management reduced opportunities for positive risk-taking. Research is needed to enhance staff-user interaction, promote shared decision-making in risk assessments, and improve training for personalised, recovery-focused care.

	Cross-national comparative mixed-methods case study of recovery-focused mental health care planning and co-ordination: Collaborative Care Planning Project (COCAPP)
	(Simpson et al., 2016b)
	The study took place in Community Mental Health Teams within four NHS trusts in England and two local health boards in Wales that are commissioned to deliver community mental health services.
	A cross-national comparative mixed-methods study involving six NHS sites in England and Wales, including a meta-narrative synthesis of relevant policies and literature and a survey
	Survey of service users (n = 449) and recovery in care co-ordinators (n = 201); embedded case studies involving interviews with service providers, service users and carers (n = 117); and a review of care plans (n = 33).
	Concerns about fragmented community mental health care led to the development of care program approaches in England and Wales, requiring care coordinators, written plans, and regular reviews. These plans aim to be recovery-focused and personalised, giving users more control.

The study found significant differences in therapeutic relationships and recovery scores across sites, reflecting varying practices. Service users viewed care plans as irrelevant and rarely consulted them, while coordinators found them useful but administratively burdensome, limiting time for direct support. Relationships with care coordinators were valued and seen as central to recovery. However, risk assessments were rarely discussed, leaving users unaware of their content.

Limitations included low survey response rates and potential interview biases. Overall, administrative demands hindered recovery-focused work, and a lack of shared understanding of recovery limited goal alignment. Neglected discussions on risk reduced opportunities for positive risk-taking in recovery.

	Running an effective community mental health team
	(Singh, 2000)
	Community mental health
	Narrative review
	n/a
	Community mental health teams will remain central to psychiatric services, as the return to hospital-based care is unlikely. However, challenges such as insufficient resources, reduced acute bed availability, bureaucratic pressures, excessive workloads, and a blame-oriented culture have made community care stressful and, at times, ineffective. To enhance effectiveness, teams should establish a clear consensus on focusing efforts on serious mental illnesses, utilising evidence-based practices, and ensuring equitable case-load distribution. Additionally, undergraduate training across mental health disciplines should be updated to develop core skills and foundational knowledge early, enabling professionals to deliver effective mental health care from the start of their careers.

	Differences in treatment approach between ethnic groups
	(Sizmur and McCulloch, 2016)
	National community mental health services
	Secondary analysis of survey data. Proportions for target variables were modelled using multilevel logit models. Ethnic background, age and gender were entered as independent variables.
	Secondary analysis was conducted on the national dataset for the 2014 Community Mental Health survey. The 2014 National Health Service (NHS) Community Mental Health survey gathered data from 13,787 individuals in 57 NHS trusts in England.
	The findings indicate a higher use of CPA among certain minority groups, particularly African and Caribbean people. This may be due to greater needs, often linked to delayed engagement with services until a crisis occurs. However, providers' perceptions of higher risk, both to and from these individuals, also play a role, contributing to increased hospitalisation rates for Black people with psychiatric needs. This aligns with the "climate of risk management" concept. Patients with previous hospitalisations, detentions under the Mental Health Act, Community Treatment Orders, or Section 117 aftercare are more likely to be placed on CPA. The overuse of Mental Health Act provisions with ethnic minorities likely contributes to these trends.


	Cross-sector user and provider perceptions on experiences of shared-care clozapine: a qualitative study
	(Sowerby and Taylor, 2017)
	This study took place within one NHS mental health trust in the UK
	Qualitative study (interviews and focus groups)
	The study involved 32 healthcare professionals (HCPs) and six clozapine service users (CSUs), with data collected through 14 interviews and six focus groups.
	Four key themes emerged: the Clozapine Process, Sharing of Care, Provision of Care, and Multi-professional Relationships. Differences were observed between Adult and Forensic shared-care models, with the Forensic HCP–CSU relationship aligning more closely with person-centred care, as outlined in the Wish conceptual framework.

The findings highlight how cross-sector collaboration in forensic shared-care clozapine delivery supports person-centred care, enabling CSUs to live more independently. Person-centred care was shown to improve patient outcomes, suggesting that broader implementation of shared-care clozapine could enhance integration for individuals with serious mental illness, reduce stigma, and further improve outcomes within the community.

	A qualitative investigation of crisis cafes in England: their role, implementation, and accessibility
	(Staples et al., 2024)
	Crisis cafes across England
	A qualitative approach was used. These interviews explored managers’ views on the implementation of their services, and the factors that help and hinder successful implementation. Data were analysed using Braun and Clarke’s reflexive thematic approach.
	Semi-structured interviews were conducted with 12 managers of crisis cafés across England.
	Crisis cafés aim to provide an alternative to Emergency Departments, improve crisis care access, offer a safe space for people in distress, triage effectively, and enhance crisis planning and coping skills. Their effectiveness depends on factors like accessibility, person-centered care, relationships with other services, and staffing, which can either support or hinder care delivery. Key challenges include balancing open-door policies with demand management, risk management with maintaining a non-clinical environment, and raising awareness without promoting stigma. Further research is needed to assess their efficacy and gather perspectives from service users and broader crisis care stakeholders.


	A literature review of service models and evidence relating to community-based supported accommodation services for adults with severe mental health problems in the uk
	(Stefanopoulou et al., 2024)
	Supported accommodation for people with serious mental health issues,
	This literature review aimed to identify and evaluate studies focusing on dimensions of recovery within UK supported accommodation services for people with severe and persisting mental health problems.
	Seventeen studies were included in this review reporting on a total of 3,734 service users living in various supported accommodation settings.
	The nature and extent of support provided by services varied widely. While some studies linked higher care quality to improvements in recovery, autonomy, and user experience, the level or intensity of support showed no clear association. Overall, inconsistent findings and methodological differences limit strong conclusions. This underscores the challenge in supported accommodation environments of balancing safety and support with a recovery-focused, empowering approach.

	Implementation of individual placement and support (IPS) into community forensic mental health settings: Lessons learned
	(Talbot et al., 2018)
	Community forensic mental health setting within a large National Health Service trust in the United Kingdom
	A case study
Part of a wider study which aimed to assess the feasibility of conducting a full  trial to evaluate the efficacy of IPS in improving employment rates and psychosocial outcomes for patients with offending histories
	

Research and policy documents published on implementation and employment support, local experience, and fidelity reviews
	The implementation of Individual Placement and Support (IPS) in forensic mental health settings is complex, requiring robust planning and collaboration with internal and external agencies. Key barriers include staff attitudes, difficulty engaging employers, and the absence of employment-related performance indicators. Facilitators include support from service managers and external groups. Adaptations to the IPS model were made to address challenges such as delayed job searches, stigma concerns, low confidence, offense-related restrictions, and limited employer interest.

This study, conducted over six months prior to a feasibility RCT, offers insights into the barriers and facilitators of implementing IPS in forensic settings. It highlights the need for adaptations to the IPS model and provides valuable lessons for commissioners, professionals, and stakeholders on how IPS can be tailored to forensic mental health services. The findings align with recommendations from the College of Occupational Therapists, emphasising the inclusion of supported employment or pre-vocational training in occupation-based interventions. Additionally, they underscore the importance of incorporating employment or return-to-work measures within health service performance indicators.

	Consultations With Muslims From Minoritised Ethnic Communities Living in Deprived Areas: Identifying Inequities in Mental Health Care and Support
	(Tannerah et al., 2024)
	Minoritised ethnic communities living in deprived areas in Liverpool, UK.
	Case studies using consultation to facilitate public and patient involvement and engagement (PPIE) to identify inequities in mental health care and support experienced by Muslims from minoritised ethnic communities living in deprived areas in Liverpool, UK.
	Twenty-seven consultees attended the women's consultation and eight consultees attended the men's consultation. Consultees were from Yemeni, Somali, Sudanese, Egyptian, Algerian, Pakistani and Moroccan communities and share the Islamic faith.
	Four key themes emerged: a broken cycle of trust, an overmedicalised care model, community mental health prevention initiatives, and the need for culturally conscious training and education. Muslims from minoritised ethnic communities in deprived areas of Liverpool face significant barriers to accessing mental health services, including a lack of culturally and religiously appropriate information and poor communication channels. Addressing these challenges requires resourcing community initiatives to deepen understanding, normalise mental health discussions, and build trust.

Engaging faith leaders and diverse stakeholders can increase awareness, offer validation, and improve access. Integrated Care Systems should invest in place-based partnerships and regular consultations to tackle inequities, foster collaboration, and develop evidence-based, culturally sensitive care. Such efforts can help mitigate animosity, promote co-production, and advance anti-racist strategies within mental health services.

	Crisis resolution home treatment team Clinicians' perceptions of using a recovery approach with people with a diagnosis of borderline personality disorder
	(Taylor et al., 2023)
	People with a diagnosis of borderline personality disorder (BPD) are often in contact with mental health services at a point of crisis, and in the UK, this includes Crisis Resolution Home Treatment teams (CRHTT). There is a drive for services to be recovery orientated; however, there is little evidence about the degree to which community services achieve this for people with a diagnosis of BPD when in crisis.
	Qualitative study
	From a purposive sample of a single CRHTT, seven registered mental health nurses were interviewed and Braun and Clarke's thematic analysis framework was used to interpret the data.
	Five themes emerged: person-centred care, timing issues, inconsistent staffing, significant risks, and the use of BPD as a label. There is a clear tension between the goal of delivering person-centred care and various challenges, suggesting a need to reframe recovery approaches as "recovery-ready." Local services failed to meet demand, compromising crisis care quality. Additionally, risk management remains a key source of tension for clinicians in CRHTTs, as noted in previous research.

	Service user perspectives of community mental health services for people with complex emotional needs: A co-produced qualitative interview study
	(Trevillion et al., 2022)

	Community mental health services for people with complex emotional
	A co‑produced qualitative research study.
	30 people across England who had a diverse range of experiences and perspectives of using community services for complex emotional needs.
	Participants highlighted both good practices and negative experiences, including stigmatising interventions, ineffective support, and service fragmentation. Relational Practice emerged as a key theme, emphasising non-stigmatising, individualised, compassionate, and trauma-informed care. This approach involves collaborative planning with service users to address their needs flexibly, holistically, and consistently, considering the long-term and fluctuating nature of their challenges. Relational Practice shows promise in improving community care for individuals with complex emotional needs.

	Effects of the first COVID-19 lockdown on quality and safety in mental healthcare transitions in England
	(Tyler et al., 2021)
	The COVID-19 pandemic forced the rapid implementation of changes to practice in mental health services, in particular transitions of care. Care transitions pose a particular threat to patient safety.
	Qualitative
	Thirty-four participants were interviewed about quality and safety in mental health transitions during May and June 2020 (the end of the first UK national lockdown).
	The qualitative data identified six key themes related to practice changes: (a) technology-enabled communication, (b) discharge planning and readiness, (c) community support and follow-up, (d) admissions, (e) adapting to new policies and guidelines, and (f) health worker safety and well-being. The COVID-19 pandemic intensified challenges, including team tensions, diminished community support, and higher admission thresholds. However, several improvement interventions previously suggested in the literature were implemented locally to address these issues.

	Experiences of mental health services for 'black' men with schizophrenia and a history of disengagement: A qualitative study
	(Wagstaff et al., 2018)
	Through purposive sampling participants were recruited from the AOTs in the West Midlands, UK. AOTs are designed to offer a service to people with severe mental health problems who through choice, circumstance or illness find it difficult to engage with mental health services (Morris & Smith 2009). At the start of the study there were eight AOTs in the city and an approximate total of 600 people on the caseloads of the AOTs at any one time. Participants were specifically recruited from AOTs because service users on such teams have an established history of disengagement from mental health services. Potential participants needed to have a history of disengagement from services, and were not necessarily disengaged at the time of the interview.
	Qualitative in depth interviews analysed using IPA.
	The seven participants were all male with a diagnosis of schizophrenia, a history of disengagement from mental health services and described their ethnicity as ‘black’.
	The Interpretative Phenomenological Analysis identified three key themes. Participants expressed feeling overwhelmed or pressured, as captured by the phrase, "People just keep hounding me." There was also a notable resistance or negative attitude toward prescribed medications, highlighting an antipathy to medication. The importance of autonomy and the perceived value of available services emerged as another key theme, emphasising the need for choice in care. Lastly, the impact of stigma on self-perception and social interactions was evident, reflecting the deep connection between stigmatisation and identity.




	Delivering remote therapy during the COVID-19 pandemic: A qualitative study with service users accessing a community personality disorder service
	(White et al., 2022)
	Across the UK, there are a handful of services that cater for a population of individuals in the community who experience mental health difficulties, have forensic histories and are at high risk of re-offending. The Pathfinder Service provides a needs-led psychological assessment and treatment service for a complex population of individuals, who typically fall outside of available community psychological and mental health resources. The rapid shift from conventional face-to-face psychological therapy to remote working presented as a profound organisational change in practice for clinicians as well as in the experience of the therapy by the patients.
	Qualitative exploratory approach was adopted.
	Nine community forensic service users accessing virtual/telephone therapy through a community forensic mental health service were interviewed using semi-structed interviews.
	The analysis identified three overarching themes. First, the experience of communication in therapeutic relationships highlighted the importance of body language and emotional connectedness. Second, the impact of transitioning to remote working revealed changes in routine and structure, as well as challenges in fostering shared understanding. Third, the experience of therapy in the virtual environment emphasised the adaptability of both patients and services, reflecting efforts to make the best of the circumstances. A mix of advantages and disadvantages of remote therapy emerged, showcasing the complexity of this shift.







	Improving mental healthcare access and experience for people from minority ethnic groups: an England-wide multisite experience-based codesign (EBCD) study
	(Winsper et al., 2023)
	Conducted in four areas covered by National Health Service (NHS) mental health trusts: Coventry and Warwickshire, Greater Manchester, East London and Sheffield.
	Experience-based codesign
	Service users (n=29), carers (n=9) and health professionals (n=33) took part in interviews; focus groups (service users, n=15; carers, n=8; health professionals, n=24); and codesign workshops (service users, n=15; carers, n=5; health professionals, n=21) from July 2021 to July 2022.
	Across study sites, three common priority actions were identified to improve equity in mental healthcare: reaching out to communities and partnering with third-sector organisations, offering culturally appropriate therapeutic approaches, and fostering open discussions about ethnicity, culture, and racism. On a national level, two priority actions were emphasised: establishing a coordinated national hub to drive system-level change and ensuring that service users and communities play a central role in designing and delivering services.

The national implementation plan calls for a bold and transformative approach to addressing systemic issues. Participants highlighted the need for radical change, urging stakeholders to confront major challenges directly. The national hub would bring together key organisations, such as Royal Colleges and the Synergi Collaborative Centre, to coordinate efforts, while prioritising community and user involvement as fundamental to achieving equity in mental health care.

	The impact of reduced routine community mental healthcare on people from minority ethnic groups during the COVID-19 pandemic: Qualitative study of stakeholder perspectives
	(Winsper et al., 2024)


	Study sites included four different geographical areas covered by National Health Service (NHS) mental health trusts (i.e. Coventry and Warwickshire; Greater Manchester; East London; and Sheffield).
	Qualitative - This semi-structured interview study was part of a multi-site experience-based co-design (EBCD) project to develop actions for improving access and experience of mental healthcare for people from minority ethnic groups.
	A qualitative interview study of four areas in England with 34 patients, 15 carers and 39 mental health professionals from National Health Service (NHS) and community organisations (July 2021 to July 2022).
	The impacts across sites were largely similar, with minor variations, such as positive service outcomes associated with higher ethnic diversity in one area. Before the pandemic, individual barriers like mistrust and avoidance of services, along with systemic issues like a monocultural model, led to poor communication, disengagement, and alienation. During the pandemic, remote service delivery, community organisation closures, and media scapegoating worsened these issues, fuelling prejudice, division, and further mistrust.

Despite these challenges, some minority ethnic patients reported positive experiences, including empowerment through self-determination and creative activities. Others demonstrated resilience and adapted to the circumstances, offering opportunities for services to build on these strengths. However, the reduction in group-specific NHS and third-sector community services has exacerbated pre-existing barriers. These developments could have long-term effects on minority ethnic groups' engagement with mental healthcare, making it critical for the NHS and its partners to address them as a priority.
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