
at the close. A benchmark for this approach has been set by
the Priory Group for HoNOS outcomes of in-patient
stays (www.priorygroup.com/Personal-Site/About-Priory/About-
Us/Healthcare-Outcomes/General-Psychiatry.aspx). Psychological
therapists are ahead of the curve, since many already use a
commercial outcomes tool (e.g. Clinical Outcomes in Routine
Evaluation, CORE; www.coreims.co.uk) in their work to monitor
treatment progress, to support reflection and to aid supervision.
They also involve patients, who make their own ratings on a
standard questionnaire. They have made outcomes relevant and
meaningful. Could their experience help develop HoNOS as an
outcome tool? The HoNOS could be put to work supporting
practitioners. For example, HoNOS could inform referral and
assessment systems, by helping select between primary and
secondary care services. If no individual HoNOS item rating is
greater than 2 (mild), then secondary services may not be
indicated. Individual scale scores could also indicate priorities
for interventions: a high score on ‘hallucinations and delusions’
and a low score on ‘living conditions’ could suggest a focus on
treatment over accommodation (and vice versa). The HoNOS total
and individual scale scores would also indicate progress and could
be used in supervision. The HoNOS scores that fall below predeter-
mined thresholds may indicate readiness for discharge. These could
even be agreed as goals with patients. Co-producing HoNOS with
service users and carers could balance the perspective of HoNOS
as a clinician-rated measure. Getting all practitioners on board will
need vision and effort. Gilbody et al2 found that psychiatrists were
not very interested in recording standardised outcomes. Feedback
is crucial to engagement. Trusts should invest time to design their
information systems so that they report person-centred outcomes
directly to practitioners and teams in a meaningful format. Simply
reporting outcome returns centrally would miss a huge opportunity
to engage clinicians with outcomes, but still burden them with data
collection. Outcomes information will create new challenges, for
example the apparent ability to compare the effectiveness of teams
and individual practitioners. For some, this could be intensely
motivating or intimidating. The introduction of standard out-
come measures should be done thoughtfully with ongoing input
from service users, practitioners, managers and academics; or as
Macdonald & Elphick put it: well.
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MacDonald & Elphick1 have lucidly described the proposed
introduction of Payment by Results into mental health. They
mention, however, that ‘concerns include the validity and reliabil-
ity of the MHCT’ (mental health clustering tool), and there is also
the major issue of how cost can be firmly linked to the quality of
services delivered.

The Department of Health approach to reliability has been to
rely on local initiatives and to commission the development of an
algorithm based on the MHCT to ensure that clusters are reliably
allocated. Exactly why the Department of Health believes that this
is possible by either route is not clear. Local initiatives are the

route to mayhem and none of the attempts at devising algorithms
so far have been successful. The instrument on which the MHCT
is based, Health of the Nation Outcome Scales (HoNOS), was not
devised for this purpose. Additional items have been added but
this was for clinical reasons. The HoNOS was devised as a clinical
outcome measure, not for needs assessment and certainly not as a
classification tool. Internationally recognised tools (e.g. Schedules
for Clinical Assessment in Neuropsychiatry, Structured Clinical
Interview for DSM Disorders) have been devised to classify
conditions but these use a range of information (e.g. symptoms,
beliefs and timescales), with specified criteria that have been and
continue to be subject to international expert scrutiny.

A unit of costing must be directly related to quality and
outcome measures or the UK will have the same problems as
the USA have encountered in its payment systems. It is difficult
to understand how clusters can be such units of cost unless there
is a very substantial body of research investigating evidence for
efficacy of interventions (e.g. cognitive therapy and medication)
for individual clusters, and for the development and reliability
testing of outcome measures – which would take years. Attempting
to match cluster to pathway/intervention has to be done by using
diagnosis as an intermediate step because that is where the
evidence currently exists. The problem then is that each cluster
relates to a number of guidelines and monitoring quality becomes
complicated – as trusts, and previously the Department of Health,
are finding in attempting to devise cluster pathways. General prac-
tice commissioners won’t have the time, resource or inclination to
undertake such complex monitoring – so cost will rule.

Broad diagnoses, as used by the National Institute for Health
and Clinical Excellence, have proved satisfactory for clinical
purposes and have readily available, reliable and applicable
outcome measures2 and, although diagnosis alone is not sufficient
for costing, in combination with clinical pathways3 they can be
costed and used for tariffs with a much better chance of reliability
and homogeneity. The very limited data that have been produced
so far are promising (available on request) but there needs to be
more extensive examination of data. The Department of Health
needs to take a lead because trusts are not going to re-analyse their
data using diagnosis and allocation to pathways unless the
Department of Health asks them to do so.

As MacDonald & Elphick1 describe, outcome measurement is
needed in any system and clustering has been very effective at
promoting use of HoNOS. However, combining diagnosis and
pathways could provide a simpler, practical approach to gathering
data for costing and tracking change than can making use of clusters.
It would also lead to an improved quality of care by linking cost
directly to the use of evidence-based guidelines and care pathways
by empowered patients, carers, providers and commissioners.
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