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LONDON BOROUGH OF CAMDEN  
 

WARD:   All  
 
 

REPORT TITLE: 
 
Community Mental Health support services 
 
REPORT OF: 
 
Director of Housing and Adult Social Care 
FOR SUBMISSION TO: 
 
HASC Scrutiny Committee 
 

DATE:  
 
27 May 2008 

SUMMARY OF REPORT: 
 
This report summarises research carried out in April and May 2008 in 
response to concerns from Councillors that some people with mental health 
conditions living independently in the Council’s housing estates were not being 
provided with adequate support from statutory services, and that nuisance to 
neighbours can occur as a result.  
 
Broadly, the findings of the report are as follows: 
 
 There are over 4,000 people with serious mental health problems living 

successfully with support in the community.  
 In the vast majority of cases people live settled lives, managing their 

illness well with occasional relapse and crisis episodes managed 
effectively by the Community Mental Health Team (CMHT) and Floating 
Support services liaising with the District Housing Office (DHO)  

 There is a relatively small number of Council tenants with mental health 
difficulties who struggle to maintain their tenancies, currently 83 cases 
across the borough, representing 2% of the total needing support. A 
cluster of 43 is currently being managed in the Gospel Oak Housing 
area. 

 
Areas for Development: 
The research has identified areas for development, which are tailored to the 
different emerging issues: 

General: 
 Housing and Foundation Trust to implement information-sharing 

and confidentiality management protocols consistently across the 
borough 

 Foundation Trust to improve ease of access to advice for the 
general public and staff from partner organisations. 

 Councillors to be invited to contribute to the Supporting People 
strategic review of floating support services that will take place 
from June to October 2008, to review the support provided to 
help people to live independently. 
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 Estate Officers to receive a consistent, relevant level of training in 
mental health issues, including ‘Mental Health First Aid’ training  

 CMHTs and DHOs to consider regular ‘surgeries’ to manage 
issues of concern between them and to improve partnership 
working. 

 The Council and PCT to consider a public health campaign of 
mental health promotion to combat stigma and raise awareness 
about positive mental health and how to maintain it. 

 
Escalation policy for people who are not engaging with services 

 Foundation Trust and Adult Social Care to produce guidance on 
mental health for DHOs around what to do, who to contact, and 
how to escalate a problem in urgent situations.  

 Foundation Trust and Housing to test the “case conference” 
model used by Street Population Services  

Hoarders 
 Adult Social Care to review primary care and social work input for 

people (especially older people) who hoard, in order to speed up 
the process of intervention. 

 
New tenants 

 As part of the implementation of Introductory Tenancies, Estate 
Officers to work more closely with CMHTs and floating support 
for all new tenants who are known to secondary mental health 
services to minimise the risk of a tenancy failing through lack of 
support 

 
Dual diagnosis  

 Foundation Trust to review its protocols and arrangements for 
managing services to people who have drug and alcohol 
problems as well as a mental illness to ensure that individuals do 
not fall between service gaps. 

 
LOCAL GOVERNMENT ACT 1972 – ACCESS TO INFORMATION  
No items which are required to be listed were used in the preparation of the 
report 
 
Contact Officer: 
Rebecca Harrington 
Assistant Director Strategic Planning and Commissioning, Housing and Adult 
Social Care Directorate. 
79 Camden Road, London NW1 9ES 
Tel. 020 7974 2095 
Email: rebecca.harrington@camden.gov.ukrebecca.harrington@camden.gov.uk 
 
RECOMMENDATION 
 
This report is for Information 
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Signed:   
 
Rebecca Harrington,  
Assistant Director, Strategic Planning and Joint Commissioning 
Camden Council and PCT                                          
 
Date:  16 May 2008 
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1. INTRODUCTION  
 
1.1 At a previous HASC Scrutiny meeting Councillors raised concerns that 

a significant number of people with mental health conditions are 
entering independent tenancies without adequate support from 
statutory services.  Neighbours on estates have reportedly experienced 
disturbance as a result of this lack of support.  

 
1.2 Policy context 

 
In addition to addressing the above concerns, this review will inform the 
development of the Mental Health Accommodation Strategy, housing 
management, the Supporting People review of floating support 
services, and CMHT developments.  
 
Implementing the areas for development in section 4 will also 
contribute to the PSA indicator which places expectations on Councils 
to reduce social exclusion by supporting people with mental health 
problems to maintain stable accommodation.  
 

1.3 This paper summarises: 
 

 the needs of Camden’s mental health client group  
 the range of community-based resources which will support a 

person to maintain an independent tenancy, respond to crises, 
proactively engage, promote social inclusion etc 

 the accommodation pathways model   
 case studies showing the issues faced by people with complex 

illnesses in maintaining their own tenancy 
 recommendations to improve the support and management 

process further. 
 
1.4 Mental ill health in Camden 
 

Camden has a high level of mental health need with a Mental Illness 
Needs Index (MINI) score of 2.09. Camden is not unique in this regards 
as high levels of serious mental illness such as schizophrenia and bi-
polar disorders are associated with inner city areas of high deprivation, 
and particularly high unemployment.  
 
Studies identify that factors in the city environment can precipitate or 
perpetuate schizophrenia, and that some people ‘drift’ to inner cities 
when ill. The main risks to people living with serious mental illness are 
self neglect, self harm, suicide and victimisation; a minority of people 
behave in disturbing or threatening ways as a result of the effects of 
their illness. 

 
1.5 As a local authority with social care responsibilities, the Council has a 

statutory duty to provide care and support to people who have a long 
term, disabling condition, including serious mental illness, whose needs 
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meet the eligibility criteria under the Community Care legislation.  The 
Camden and Islington Foundation Trust provide Community Mental 
Health Teams which have integrated the social care responsibilities of 
the Council under single management. 

 
1.6 The number of people with serious mental illness who are supported in 

the community by the Foundation Trust is in excess of 4,000, of whom 
around 1,900 are on enhanced CPA and have regular support from a 
multi-disciplinary team of health and social care professionals, with 
associated support from independent sector agencies.  A further 2,200 
people are on standard CPA (their needs being met by their GP with 
support from a consultant psychiatrist in the Foundation Trust).   
 

1.7 In addition, depression and anxiety disorders are experienced by 
around 37,000 people in Camden and while the symptoms of these 
disorders may be debilitating, they can generally be managed within 
primary care settings (usually GP). 

 
In the vast majority of cases, people are fully supported by the 
appropriate specialist services if they become unwell. 
 

1.8 However in the small number of cases where there are problems, most 
are resolved by timely and effective management between the District 
Housing Office (DHO) and the CMHT. Where there are delays for any 
reason, the impact on the individual and their neighbours can be very 
distressing.   
 
 

2.0  COMMUNITY BASED SUPPORT  
 
2.1 There is a wide range of services in the community to support people 

with severe and enduring mental health services to maintain their 
homes, usually in the social or private-rented sector though with some 
family based and owner-occupancy.  Community-based services work 
to a recovery model, which has been defined as: 

 
‘….recognising the complexity of suffering associated with severe 
mental health problems, but also that it is possible to live well despite 
the limitations caused by disability or illness’ 
National Recovery statement 2007 from: Care Services Improvement 
Partnership, Social Care Institute for Excellence, Royal College of Psychiatrists 

 
The recovery model enables people to recover aspects of their life 
which they might have lost when they were acutely ill: their 
independence, social networks, leisure time, employment and 
education and self-esteem. This approach recognises the potential of 
people who have been ill to be active citizens when well, contributing to 
the life of the mainstream community. Case Examples 1 and 2 illustrate 
the sorts of situation supported by community services. 
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Case Example 1 
 
Mr. H is a 43 year old man who has had several hospital admissions for 
depression and psychotic episodes. Mr H has also been very socially 
isolated. 
 
Upon referral to the STR floating support service, he had been out of work 
for some years due to his illness.  His long term goal was to work with older 
people in a care setting. He had no qualifications or work experience, nor 
was he sure as to how to go about obtaining them.  His STR worker helped 
Mr H to create a support plan which focused on obtaining voluntary work 
with older people and to identify and start a college course relevant to 
working in the care sector.  After a period of support, Mr H was offered and 
accepted a one-day per week volunteering placement at an older peoples’ 
day service. 
 
Mr H was aware that to work in the care sector, he would need basic IT skills 
and was keen to increase his knowledge in this area. Mr H was eager to 
enrol on two training courses, but, being out of education for so long, he was 
very anxious about the process.  Prior to enrolment, his STR worker 
organised for Mr H to meet with the Information and Advice co-ordinator, to 
get a feel for the course and ease his anxiety.  Mr H continues to enjoy and 
do well at his volunteering placement, and it has now been increased from 1 
day to 2.5 days per week.  
 
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Case Example 2 
 
Mr T has a diagnosis of Schizophrenia and Depression, and has 
historically been very isolated and disengaged. 
 
He has a lifelong interest in horse racing and an excellent knowledge of 
the horseracing world. Through ongoing assessment and discussions with 
his STR floating support worker, STR worker contacted a number of race 
courses to explore the possibilities of voluntary work. One requested that 
Mr T send his CV.  
 
Mr T and his STR worker put together a CV , attended an informal 
interview  and was taken on as a Volunteer Grounds Man for 5 days a 
week.  Mr T thoroughly enjoys his work and it has made a positive impact 
on his life and his mental wellbeing.  He remains working at the racecourse 
a year later.  
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2.2 As people with serious mental illness may need support from medical, 

nursing, psychological or social care staff at different phases of their 
illness, Camden Council and PCT commission statutory health and 
social care services from an integrated Foundation Trust. Anybody who 
is on an enhanced CPA will have an assigned person in the CMHT 
who will coordinate their care.  They will often access several of these 
community services at some time.  

 
2.3 The Mental Health Act 2000 enables a doctor and, Approved Social 

Worker or mental health worker to deprive a person of his or her liberty 
if there is a clear risk that they will harm themselves or another person 
without compulsory treatment.  This very serious step can only be 
taken where there is definite evidence that the concerns are due to a 
mental illness which can be treated. Where this is not the case, there 
are other ‘voluntary’ services which are available to offer support for 
the individual to manage their difficulties without causing distress to 
others. 
 
Appendix 1 shows what support is available for a neighbour, friend, 
landlord etc. to access should they have cause for concern.  
 

 
2.4 Expenditure 

Camden spent £79,103,000 on adults’ and older people’s mental 
health services in 2007/08. Camden Local Authority provides 
£23,365,000 of this funding to meet its statutory obligations, with 
Camden PCT funding £55,738,000 for NHS care. Appendix 4 sets out 
the range of services provided by NHS, ASC and voluntary sector 
partners.  

 
2.5 Mental health accommodation pathways  
 

Approximately 50% of people on enhanced CPA live in Council 
tenancies, and a further 10% live in a RSL or private-sector tenancy. 
Some people live with their families of origin, and some are owner 
occupiers.  

 
The maps in Appendices 2 and 3 show where people on enhanced and 
standard CPA live in Camden.  The higher numbers of people on 
enhanced CPA living in West Hampstead, Camden Town and 
Mornington Crescent can partly be explained by the number of 
residential and supported housing units in those areas (see map at 
Appendix 2) and the density of general housing.   

 
2.6 Where people have become ill and need hospital treatment or can not 

cope with their tenancy, the pathway model provides a clear route to 



 Page 8 of 23 

move towards settled independent accommodation over time wherever 
possible.  

  
2.7 This model gives a stepped care approach through higher level support 

for a period of treatment and rehabilitation into tenancies with floating 
support which can be adjusted to higher or lower levels as the need 
requires. The research carried out for this Scrutiny report supports the 
need for more flexible access to specialised supported 
accommodation, and a draft Mental Health Accommodation Strategy 
has identified the need for more local high intensive support services 
which will help people to reintegrate back into their local communities 
and reduce reliance on expensive residential placements.  

 
 
2.8  Housing Options and Allocations 
 

The number of tenants with mental illnesses has remained fairly 
consistent over recent years.  Part VII of the Housing Act 1996 places 
statutory duties on local authorities to provide housing assistance to 
people who are in priority need and are homeless or threatened with 
homelessness.  
 

2.9 In 2007/08, 34 people with mental ill health were accepted under this 
Act, down from 105 in 2005/06.  Households accepted under Part VII 
are provided with temporary supported accommodation and will not 
move onto independent settled accommodation until they are ready to 
live independently. This accommodation may be a council or RSL 
home where this is deemed appropriate and they have sufficient points 
to bid via Home Connections, or may be a home within a special needs 
housing project or in the private rented sector.   

 
2.10 In preparing this report, interviews were held with frontline, 

commissioning and senior management staff, and Councillors. Broadly 
speaking, this showed that services are capable of providing robust, 
tailored and integrated accommodation support to clients with mental 
health problems.  Though people may relapse, cases are usually 
rapidly picked up through housing, floating support or CMHTs. 
 
However, in some situations inadequate information and training or 
lack of communication between some agencies meant that some cases 
of concern were not dealt with as quickly as they might have been. 

 
2.11 Summary of issues raised by interviewees: 
 

 CMHTs, DHOs and other key services report that there are a few 
tenants on estates with mental health problems whose behaviour 
is experienced as anti-social.  Individual incidents can, however, 
cause very significant distress – both for neighbours and for the 
person themselves. 

 Generally, agencies work together well when a person’s mental 
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health deteriorates.  However, some professionals do not have 
sufficient knowledge or training to deal with complex situations.  

 The risk of disturbance increases when a person becomes 
disengaged from services, or stops complying with his or her 
medication.  

 A small number of tenants with mental health problems can be 
vulnerable to being exploited, sometimes by individuals who wish 
to use the flat for criminal activity. 

 It was generally felt that the Housing Management Improvement 
Programme and the implementation of Introductory Tenancies 
would enable DHOs to work more proactively with other 
agencies. 

 The perception that people with mental health problems may 
behave in anti-social ways may be heightened by the stigma and 
fear which is attached to mental illness, and community tolerance 
varies across the borough.     

 
 
 
3.0 Inter-agency working and communication 
 
3.1 Research indicates that working relationships between agencies are 

generally cooperative and supportive. Systems for inter-agency referral 
are well established though escalation routes for complex cases, where 
necessary, but could be more clearly defined and made known to staff.   

 
3.2 All professionals were clear that CMHTs are the first point of contact for 

people on CPA when there is a concern about that person’s health or 
other needs.  The Crisis Resolution Team has particularly strong links 
with CMHTs and other services. Estate Officers were found to be 
experienced and sensitive when working with people with mental 
health problems, and would usually be aware of tenants’ mental health 
issues.   
 

3.3 Camden Floating Support, the generic floating support service provided 
by One Housing Group, holds regular surgeries with DHOs as a way of 
monitoring cases and strengthening working relations.  Likewise, TST, 
the Council’s specialist STR floating support provider, has workers 
embedded into each of the CMHTs.  These are models of good 
practice and should be adopted by other teams.  
 

3.4 However it was also acknowledged that there is a lack of consistency 
in housing management support, which can depend on the skills and 
knowledge of individual workers.  The Housing Management 
Improvement Programme aims to provide a more consistent service, 
and allow staff to devote more time to working directly with tenants. 

 
3.5 The lack of a single point of contact in the Foundation Trust for the 

general public and staff from partner organisations caused some 
difficulties at times. 
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3.6 There are currently 83 cases where a tenant is experiencing difficulties, 

which are being managed by Housing and CMHT staff. It is not clear 
why there are so many more cases in Gospel Oak housing district than 
elsewhere in Camden. A number of possible causes were investigated 
and not found to sufficiently explain this current picture. 

 

 
 

3.7 Gospel Oak housing district has one of the higher levels of deprivation 
in Camden and nationally: In 2007, one small area  (a Super-Output 
Area or SOA) in Gospel Oak (area north of Queens Crescent, Grafton 
Road, Weedington Road, Wellesley Road and Wellesley Place) as the 
most deprived in Camden, and are in the top 2% of deprived SOAs in 
England.  The SOA to the east, bordering onto Kentish Town ward, as 
the third highest SOA in the Borough in terms of deprivation.  
Twelve of the identified 45 cases are in these two SOAs. 
 

3.8 The area does not contain any more Council properties than others; 
and there are an average number of single tenancies (1667 single 
dwellings, higher than Camden Town (1622) and Kentish Town (1628), 
but lower than Holborn (1726) and Hampstead (2051).  Only 3 of the 
45 people identified by the Gospel Oak DHO as needing inter-agency 
support have been allocated homes since the change in allocation 
policy in January 2006. The CMHT and DHO will collaborate further to 
see if further improvements can be made to current case management 
arrangements. 

 
3.9  Advice and support for neighbours and community 

 
While the number of cases identified is relatively small, it is 
acknowledged that it can be deeply upsetting when somebody 
experiences a crisis in their mental health.  Symptoms may have an 
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impact on neighbours, for example by people shouting or playing music 
loudly to counteract the distressing effects of voices. 
Where this happens, most Council tenants will go to their estate officer, 
though the situation can be more complicated with RSLs and private 
accommodation. 
 

3.10 Estate Officers can make a referral to the CMHT, but are bound by 
patient confidentiality, which means that they may not pass on 
information about the tenant’s health condition, even though it may 
enable the neighbour to be supportive.  
 

3.11 In a very small number of cases where the individual appears able to 
control the disturbance he or she causes, the Council’s Antisocial 
Behaviour Team may be involved. The Council’s ASB team estimates 
that it deals with a total of between 800 and 1000 cases of ASB at any 
one time, of which around 20 may involve people with some type of 
mental ill health, some of whom may refuse services or not be 
responsive to treatment. Co-morbidity of mental ill health and drug and 
alcohol misuse seems to increase the chance of the ASB team being 
involved. 
 

3.12 The Anti-Social Behaviour (ASB) Team takes a proactive and 
responsive approach encompassing prevention, diversion and 
enforcement.  Where possible, the team will meet with the alleged 
perpetrator, offer mediation, provide appropriate service interventions, 
activate demoted tenancies and refer to the Vulnerability Panel in order 
to prevent the behaviour from continuing.  ASB legislation will be used 
as a last resort.  It has been reported that this protocol works well, with 
all professionals co-operating to share information. 
 

3.13 The case example 3 shows how an Antisocial Behaviour Injunction 
(ASBI) has been used as a last resort in a situation where a tenant has 
harassed neighbours and refused to engage with mental health 
services. 
 
Case example 3 
Mr S is a 37 year old man who has a tenancy.  He combats his 
auditory hallucinations by shouting in a falsetto voice, banging on 
doors etc, and has caused some disruption to neighbours.  His 
interactions with neighbours have been negative, and he is paranoid 
about other people’s opinions of him.  He has also made threats of 
violence towards other tenants.  The Police and DHO referred Mr S 
to the CMHT, but he refused them entry and is now subject to an 
ASBI (injunction). Mr S is not deemed a significant risk to himself or 
to others. 

 
 

3.14 The launch of Introductory Tenancies will increase opportunities for 
professionals to liaise, especially where there is known to be a history 
of disturbance or exploitation by others.  The case conference model, 
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which is already used with street population clients, will be dependent 
on accurate risk assessments from the person’s previous 
accommodation.  It is also proposed that Housing Options work with 
private-sector landlords to ensure that, where possible, risks around 
vulnerability or ASB are communicated to the Council in a timely 
fashion. 
 

3.15 Housing professionals reported that the biggest single cause of mental 
health-related ASB is non-engagement or non-compliance with 
services including medication. 

 
Case example 4 illustrates difficulties when a vulnerable person stops 
engaging with services or becomes non-compliant with medication.  It 
also demonstrates that a relapse or crisis situation need not lead to 
aggravation to a person’s neighbours, next of kin or immediate 
environment.  In this instance, housing and mental health professionals 
worked closely together to support the person through a difficult period, 
and their early intervention minimised disruption to neighbours, to the 
person themselves and carer. 

  
Case example 4 
A is a 33 year old man with a diagnosis of schizophrenia.  His health 
and social care is managed under enhanced CPA.  A was first referred 
to the Tenancy Support Team in November 2006. 
 
In the past, A had spent considerable time in hospital.  Upon 
discharge, he was referred to a residential care home, and was 
eventually assessed as being able to move into a Council tenancy. 
 
After 12 months or so receiving floating support from TST, a decline 
was observed in his mental health.  The floating support worker and 
the care co-ordinator had visited A, and had noticed that he had 
decided to stop taking his medication and was becoming unwell.  He 
did not have the insight regarding the effects of reducing or stopping 
his medication.  His mental deterioration tends to be rapid, but early 
warning signs of relapse were evident – A became delusional, 
paranoid and hostile towards others. 
 
TST had concerns about the impact of his relapse on neighbours (in 
terms of potential noise nuisance) and those nearest to him, especially 
his friend / carer who he had been physically aggressive towards.  She 
was advised not to stay at his flat for the time being, and the DHO 
were appraised of the situation in advance of expected complaints 
from neighbours.  In the event, there was just one complaint and the 
Estate Officer was in a position to inform the complainant that the 
situation was in hand – i.e. that a network of agencies were supporting 
A during his relapse. 
 
A Mental Health Act assessment was arranged at the earliest 
opportunity, and A was admitted to hospital under Section 3 of the Act 
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for assessment and treatment.  The floating support worker at TST 
spoke to A’s social worker and established that the flat was left secure.  
A’s next of kin was also informed, and the floating support worker 
continues to liaise with the CMHT and DHO.  
A’s symptoms are being stabilised and he is expected to be able to 
return home in the near future. 
 

 
3.16 However, if a person’s health and social care needs are not being 

managed through the CPA process (e.g. a person whose only health-
related contact is with their GP), there is a greater risk that a person’s 
disengagement and worsening health may not be picked up until a 
crisis point has been reached. Case example 5 shows an experienced 
Estate Officer with no specialist mental health training struggling to co-
ordinate a complex case.  
 
Case example 5 
 
An Estate Officer reported that one tenant was not connected to any 
secondary mental health services, but was vulnerable, causing some 
anti-social behaviour and had been referred to a community mental 
health team, who agreed to assess her. 
 
The tenant refused to be assessed, and would not divulge the name of 
her GP.  The EO stated that she had not been trained in mental health 
awareness, and did not know how to proceed with supporting this 
client who she knew to be vulnerable.  The profile of this case had 
been raised when the local Councillor became involved, but the EO 
remained frustrated that the case was not moving forward.  
This case is now being considered further by service leads to gain 
appropriate support. 
 

 
 
3.17 ASB resulting from people with mental health problems being 

exploited by others 
 

Officers in the CMHTs, TST and DHOs noted that some tenants 
become vulnerable to exploitation because of their mental ill health.  
Often this will involve the use of a person’s flat for drug dealing or 
consumption.   

 
In the case of crack houses, the Police may raid the flat.  However, if it 
is clear that a tenant has been exploited, the District team will support 
the tenant, arrange for re-housing in temporary accommodation and, 
eventually, a permanent tenancy, with support to avoid exploitation in 
future.   
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3.18  Housing Management Changes 
 
The aim of the Housing Management Improvement Project is to 
improve the consistency of support provided by District Managers and 
Estate Officers, and allow them more time to deal face-to-face with 
issues “on the ground”. 

 
3.19 Introductory tenancies 
 

People beginning a new tenancy from April 2008 will be introductory 
tenants for the first year.  Introductory tenants have fewer rights than 
secure tenants and their tenancies can be ended more easily if they 
break their tenancy conditions.  If a person fails to pay their rent or 
behave acceptably during their first year, swift action will be taken to 
end the tenancy.   
 
If the Council decides to end an introductory tenancy, it must have a 
court order. If a person complies with the Council’s tenancy conditions 
during the first year, they will usually become a secure tenant. 

 
It was generally felt that introductory tenancies could ensure that 
vulnerable people receive the appropriate support and reduce the 
number of failed tenancies. 
 

3.20 Stigma and perception 
 

Many respondents talked about their concerns that the common 
perception that anti-social behaviour is perpetrated by people with 
mental health problems, is heightened by the stigma and fear attached 
to mental illness.  This echoes national attitudes to mental health – a 
recent DH report shows that intolerance towards mental ill health, while 
still comparatively low, has increased over recent years.  For example, 
nationally only just over half of people feel that they have nothing to 
fear from mentally ill people using services in the area in which they 
live. 

 
A campaign to reduce the stigma of mental illness, along with mental 
health awareness training for housing officers, will contribute to a better 
understanding of mental health. Such an initiative should concentrate 
on messages promoting positive mental health and be placed in the 
context of how to best increase the well-being for all individuals in our 
communities. 
 

4. CONCLUSION AND AREAS FOR DEVELOPMENT 
 
4.1 In summary, while there are some improvements which could be made 

to dealing with tenants with mental health problems who cause ASB on 
estates, this report demonstrates that in general good working 
relationships and robust protocols ensure that cases are dealt with 
sensitively and appropriately. 
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4.2 We need to identify suitable solutions to meet concerns, as the issues 

raised are varied and a “one size fits all” approach would not be 
appropriate.”  Some of the following recommendations apply generally, 
and others are more specifically targeted at particular groups or areas. 

 
4.3 These proposals will strengthen the process of supporting vulnerable 

people to sustain their tenancies, and maintain good community 
relations on Council estates.  Adoption of these will also support the 
pathway model proposed within the draft Mental Health 
Accommodation Strategy, to provide better tailoring of community 
support. 

 
4.4 Areas for Development: 

 
General: 
 

 Housing and Foundation Trust to develop robust information-
sharing and confidentiality management protocols. 

 Foundation Trust to work towards providing a single point of 
contact for the general public and staff from partner 
organisations. 

 Involve Members in the Supporting People strategic review of 
floating support services that will take place from June to 
October 2008, and will review the support provided to people in 
independent tenancies. 

 Estate Officers to receive a consistent, relevant level of training 
in mental health issues, including Mental Health First Aid 
training  (see Appendix 5) to assess risk, provide information 
and reassurance to neighbours, encourage the person to seek 
appropriate professional help etc. 

 
4.5 General, with a focus on Gospel Oak: 

 
 CMHTs and DHOs to consider regular ‘surgeries’ to manage 

issues of concern between them and to improve partnership 
working, along the lines of One Housing Group’s regular 
meetings with DHOs. 

 The Council and PCT to consider a public health campaign of 
mental health promotion to combat stigma and raise awareness 
around mental health. 

 
4.6 Escalation policy for people who are not engaging with services 

 
 Foundation Trust and Adult Social Care to produce guidance on 

mental health for DHOs around what to do, who to contact, how 
to escalate a problem in crisis situations.  

 Foundation Trust and Housing to test the “case conference” 
model used by Street Population Services  
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4.7 Hoarders 
 

 Adult Social Care / PCT to review primary care and social work 
input for people (especially older people) who hoard in order to 
speed up the process of intervention. 

 
4.8 New tenants 

 
 As part of the implementation of Introductory Tenancies, Estate 

Officers to work more closely with CMHTs and floating support 
for all new tenants who are known to secondary mental health 
services.  This would improve early detection and prevention 
and minimise the risk of a tenancy failing through introducing a 
case conference type approach within a month of a new 
tenancy. 

 
4.9 Dual diagnosis 

 
 Foundation Trust to review its protocols and arrangements for 

managing services to people who have drug and alcohol 
problems as well as a mental illness to ensure that individuals 
do not fall between service gaps. 

 
5.0 Comments of the Director of Finance 
 

 The Director of Finance has been consulted and has no 
comments to add. 

 
6.0 Comments of the Head of  Legal Services 
 

 The Head of Legal Services has been consulted and his comments 
have been incorporated in the report. 
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Appendix 1: 
 
Pathway of support to Council tenants 
 
There will be occasions when neighbours, Councillors, friends or family 
become concerned that the mental health of a Council tenant is deteriorating 
and that they require support to maintain their tenancy.  Sometimes this 
deterioration will be accompanied by behaviour which others may find 
worrying or alarming.   
 
This diagram shows how the person should be supported, and by whom. 
 
 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Neighbour or Councillor is 
concerned that another 
tenant has mental health 
issues and is becoming 
unwell. 

Neighbour speaks to Estate 
Officer, who looks into the 
person’s case notes to see 
if they are linked in with 
mental health services. 

Estate officer contacts 
 CMHT (inc. AOT) 
 Floating support 
 GP 
Specialists will intervene as 
appropriate, and work with 
housing officers, who will 
feed back to neighbour. 

Estate officer may contact 
the ASB co-ordinators 
where appropriate.  They 
will instigate the joint-
working procedure to 
ensure appropriate support 
is given to the individual. 

If, after appropriate support is 
provided, the person is unable to 
maintain their tenancy, the estate 
officer will work with the Housing 
Assessments and Allocations 
teams to ensure that appropriate 
alternative accommodation and 
support is arranged. 
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Appendix 2: 
 
Location of specialist mental health accommodation and people on 
enhanced CPA in Camden 

 
BLUE SQUARES = RESIDENTIAL UNITS 

RED SQUARES = INTENSIVE (24hr) SUPPORTED HOUSING 
YELLOW SQUARES = SPECIALIST (TRANSITIONAL) SUPPORTED HOUSING 
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Appendix 3:  
 
Location of people on standard CPA in Camden 
 

 
FIG 3: NUMBERS OF PEOPLE ON STANDARD CPA BY SUPER OUTPUT AREA
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Appendix 4: 
 
Support Services 
 
Team Role 
Statutory services 
General Practitioner  General practitioners support 

most people with mental 
illnesses, around 1 in 4 of the 
population during their lifetime. 
These are generally the less 
complex illnesses, most of those 
with anxiety or depression, and 
those whose psychotic or bipolar 
illness is relatively stable. This 
report is mainly concerned with 
people who are supported by the 
secondary services, but GPs can 
play an important role in their 
support as well. 

Community mental health teams 
 Kentish Town 
 Gospel Oak 
 Regent’s Park 
 King’s Cross 
 Belsize 
 West Hampstead 

 
Caseload: 1,900 on enhanced CPA, 
2,100 on standard CPA 

 Responsibility to ensure that 
service users' health and social 
care needs are met in the 
community by using the CPA 
process.   

 Care coordinator to maintain 
regular contact with the service 
user, liaise closely with other 
agencies, ensure the care plan is 
being followed etc. 

Crisis resolution teams 
 North Camden team 
 South Camden team 

 
Caseload: 70 referrals per month 
across both teams 

 Provide immediate, community-
based treatment to people in 
crisis or relapse 24 hours a day, 
seven days a week. 

 Support will be intensive in the 
early stages of the crisis, and will 
continue throughout its 
management. 

Crisis accommodation  Prevents unplanned admissions 
to hospital and divert people from 
a path that can lead to residential 
care. 

 Provides intensive day services to 
people experiencing a crisis 
episode, and provides overnight 
accommodation. 

Assertive outreach team  Keeps in contact with people who 
are 'difficult to engage with' 

 Generally deals with people who 
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have been in contact with 
specialist mental health services, 
either because they have been 
admitted to hospital or are 
experiencing mental health 
problems in the community. 

Non-statutory services 
Support, time and recovery (STR) 
floating support 

 Community Link 
 Flexicare 
 New Routes 
 SPH 
 TST 
 Umbrella 

 
Caseload: approximately 400 service 
users at any one time 

 Specialist mental health floating 
support to help people maintain 
their tenancy and independence 
and to achieve personal recovery 
and empowerment. 

 Provide help and motivation 
around household maintenance, 
benefits claims, training and 
education, access to community 
services etc. 

Generic floating support service 
 Camden Floating Support 

(One Housing Group) 
 
Caseload: approximately 600 in total, 
of whom around half will have mental 
health problems. 

 Provides floating support to 
people with low-level, multiple 
needs and who present a low 
risk. 

 Approximately 300 people on its 
caseload have a mental health 
problem. 

 Provides housing-related support 
services to people in their own 
homes across all tenures. 

Other community-based services 
 Day services 
 Supported employment and 

education opportunities 
 Psychotherapy and counselling 

services 
 Service user forums / support 

groups 
 Hospital and community-based 

advocacy 
 Support to carers of people 

with mental ill health 
 

 Also contribute towards a person 
maintaining a tenancy – for 
example, by supporting a person 
to access services in the 
community, to seek volunteering, 
educational and employment 
opportunities etc. 
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Appendix 5: 
 
Individuals and service organisations involved in research: 
 
 Assistant Director, Housing Management 
 Chair, Vulnerability Panel 
 Head of Housing Needs Group 
 Team Manager, Tenancy Support Team (TST) North  
 District Managers, ASB officers, Tenancy Support Managers and Estate 

Officers from all DHOs  
 Supporting People commissioners 
 Assistant Director, Foundation Trust 
 Team manager, community mental health team 
 Team manager, assertive outreach team 
 Team managers, crisis resolution teams 
 Head of Anti-Social Behaviour and Street Population Services 
 Inclusion Manager, Community Safety 
 Safer Neighbourhoods Team, Gospel Oak ward 
 Manager, Camden Floating Support 
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Appendix 6 
About Mental Health First Aid 
 
Introduction  
 
Mental Health First Aid (MHFA) is exactly what it suggests, a first aid 
approach to mental health. Originally conceived by Betty Kitchener and 
Professor Tony Jorm in Australia, the introduction of Mental Health First Aid 
(MHFA) has become an international activity: Hong Kong, Finland, Singapore, 
Canada and Scotland have all introduced mental health first aid. Wales and 
Ireland are currently working on introducing MHFA, so along with the 
introduction to England, UK wide coverage will be achieved. 
 
What is Mental Health First Aid? 
 
MHFA is the help given to someone experiencing a mental health problem 
before professional help is obtained. The aims are: 

 to preserve life where a person may be a danger to themselves or 
others  

 to provide help to prevent the mental health problems developing into a 
more serious state  

 to promote the recovery of good mental health  
 to provide comfort to a person experiencing a mental health problem 

 
MHFA does not teach people to be therapists. However, it does teach people 
how to recognise the symptoms of mental health problems, how to provide 
initial help and how to guide a person towards appropriate professional help. 
 
5 basic steps 
The action plan for MHFA has five basic steps: 

1. Assess risk of suicide or self-harm  
2. Listen non-judgementally  
3. Give reassurance and information  
4. Encourage the person to get appropriate professional help  
5. Encourage self-help strategies 

 
(Source: Scotland's mental health manual, 2005)  
 
 


