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Non-engagement and the
assertive outreach team
The concept of non-engagement lies at
the heart of the Assertive Outreach Team
(AOT) model (Stein & Test, 1980).
However, in our experience there is wide-
spread misunderstanding within mental
health services about what this term
means. Apart from non-engagement, the
other primary criterion for acceptance into
an AOT is a diagnosis of a severe and
enduring mental illness, which is likely to
lead to several secondary factors,
including dual diagnosis, a history of self-
neglect, repeated hospital admissions,
chaotic lifestyle and housing problems.
Referrers often misconstrue these

criteria. They see the secondary list as
having equal weight as the primary,
believing that AOTs specialise in working
with difficult-to-manage service users,
whereas in fact there is no evidence for
this (Burns, 2004). Special skills of AOT
staff lie in developing a good therapeutic
relationship with individuals with a primary
diagnosis of severe and enduring mental
illness who have not engaged with the
community mental health team (CMHT) at all,
and this is a powerful determinant of how
well a person will respond to professional
input (Priebe & Gruyters, 1993).
Referring to AOT individuals with a

severe mental illness who are only partially
engaging with the CMHT on the grounds
that these particular people are deemed
chaotic (Burns, 2004), high-risk and hard
to manage is not risk-free. Transitions
between teams are known to be times of
high risk for service users (e.g. increased
suicide rates in individuals moved from
in-patient to out-patient care; Crawford,
2004). If AOTs accept service users who
are engaging with their CMHT, they may
contribute to the removal of a support
network to which the person has become

accustomed. It may be very difficult for
service users to make the change from
dealing with two or maybe three familiar
individuals to as many as eight or nine
unfamiliar AOT staff. Accepting
inappropriate users is demoralising for
members of an outreach team, who have
been trained and have chosen to work
with a particular, non-engaging patient
group (Libberton, 2000). Not only will
AOTs feel pressured to accept more such
referrals, but in the process CMHTs are in
real danger of becoming de-skilled.
Lastly and most importantly, individuals

are likely to experience a sense of loss or
rejection when transferred to an AOT with
all the attendant risks of morbidity and
mortality. We believe that it is vital that
AOT and CMHT staff have a good, shared
understanding of what is meant by the
term non-engagement and that
inappropriate referrals are not accepted.
The Department of Health has rightly
made clear that any change in emphasis
to simply increase a team’s number of
service users by taking on people who are
not suitable for AOTs should be avoided
(Department of Health et al, 2005).
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Repeat prescribing in
secondary care: are there any
standards?
Repeat prescribing in secondary care
mental health service has implications
regarding cost, workload, service user
safety and convenience. The standards
available for repeat prescribing (National
Prescribing Centre, 2004) apply to
primary care, but there is no guidance for
secondary care.

We undertook a survey of repeat
prescribing practices at a community
mental health team (CMHT). All psycho-
tropic medications prescribed at the same
dose on three or more consecutive
appointments were considered repeat
prescriptions unless otherwise specified.
Prescribing over the previous year was

examined in a sample of 42 case notes.
A total of 35 (83%) had a clear record of
which psychotropic agents were being
prescribed by the CMHT and which ones
by primary care: in 23 (66%) of these, this
was recorded in the text of the letter
from a general practitioner (GP) and in 21
(60%) it was in the list of medications at
the beginning of the letter. In 20 (57%)
out of 35 case notes, this record was
highlighted (bold/coloured ink). Forty
individuals had received the same dose of
psychotropic over at least three consecu-
tive appointments; of these, 30 (75%)
received their repeat prescriptions from
primary care, 4 (10%) from the CMHT and
in 6 (15%) it was not clear who was
supplying medication. Of the four indivi-
duals receiving repeats from the CMHT,
three had clear documentation of the
reason for this. The total number of indi-
vidual prescriptions generated as repeats
by the CMHT for this sample was only
four. There was a handwritten record in
the notes in all of them and in two also a
photocopy of the prescription(s).
We therefore recommend the following.

1. There should be a clear record, inmedi-
cal notes as well as in the GP letter, stat-
ingwhichpsychotropic agents are being
prescribed by secondary care and which
ones by primary care.

2. All the repeat prescriptions generatedat
the secondary care service should be
recorded.

3. Where service funding is such that re-
peat prescribing budgets are directed
through primary care trusts, individuals
who are on a stable dose of a psycho-
tropic agent should normally obtain
repeat prescriptions from their GP.

4. Should it be appropriate to deviate from
this general framework for an individual
service user, the reason for this and the
estimated duration of repeat prescrib-
ing of the agent by secondary care
should be clearly documented and
communicated to the GP.
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