
responding (the emotional component of the memory) was
reduced while declarative memory (knowledge about the event)
was left intact. The data therefore point towards erasing the pain
but not the knowledge of the trauma memory: an important
ethical and clinical difference.

We need to challenge the erroneous public perception of a
science seeking to ‘erase’ painful memories as such media
headlines are obscuring the true interpretation of the data and
what treatment development seeks. Such consideration may help
prevent us from inadvertently misleading people (especially those
who have suffered trauma) to believe that we are pursuing an
‘eternal sunshine of the spotless mind’.
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Early intervention in psychosis

Professor Singh is the expert on early intervention services and
provides a characteristically scholarly and elegant reappraisal.1

Although I am surprised that the Lambeth Early Onset (LEO)2

and OPUS3 trials are interpreted as quite so definitive (when most
of us read them as very promising but far from conclusive), I am
reluctant to disagree with an admired colleague in his area of
expertise. However, I must take issue with one conclusion in his
‘future directions’. Singh argues that generic community mental
health teams (CMHTs) have no evidence for them and that ‘The
logical next step in the move from institutions to community is
from generic community teams to specialist teams’. In this I
believe he is mistaken.

Community mental health teams suffer from having evolved
before the era of intensive mental health services research. Nobody
‘owns’ them, so few have actively researched them; they have most
often been the comparators in randomised controlled trials of
other innovative specialist teams. Despite this, research-based
conclusions can be drawn about their comparative effectiveness.
The body of assertive outreach research is overwhelmingly greater
than for any other specialised team. What a series of over
60 assertive outreach team trials shows is that reductions in
in-patient care are more highly dependent on the nature of the
comparator services than the experimental services.4 Where these
comparator services are poor and fragmented there is a substantial
reduction; where they are not, then there is little or no reduction.
Often this has been where the comparator is a generic community
team.5

We have rather myopically interpreted these findings as a
failure to demonstrate superiority of the specialist team over
CMHTs. However, ‘As health services enter a period of economic
austerity’,1 we need to recognise that the findings tell us much
more than that. What they demonstrate is that generic
CMHTs have routinely matched the specialist teams in major
outcomes yet for a significantly lower cost.6 They are, in short,
more cost-effective and therefore currently our best buy.

Experimentation and innovation in specialised teams
must continue if we are to progress. However, if we

conduct research we must pay attention to its findings,
no matter how unwelcome. The current evidence supports
the superiority of CMHTs, no matter how much that they
may grate.
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Author’s reply: Professor Burns rightly reminds us that, unlike
specialist teams, community mental health teams (CMHTs) have
never had strong advocates and have not been actively researched.
His point about the wide variation in CMHT outcomes as
comparators in trials illustrates this: lacking a clear role,
responsibilities and remit, CMHTs have struggled to delineate
what they do well, shed what they do not, and ensure that their
staff keep up with the changing evidence base for therapeutic
interventions. Specialist teams do not do anything special which
is out of CMHT reach. Specialist teams are simply better placed
to engage patients and deliver high-quality interventions because
of the specialist focus that allows clinicians to develop and hone
specialist skills. This is the history of improvements in medicine,
where specialisation is both an outcome of academic advance
and a vehicle for service improvement. It is in the nature of
generic teams to deliver generic care; there is no evidence that
pouring extra resources into CMHTs would turn them into
specialist equivalents.

The latest National Institute for Health and Clinical Excellence
(NICE) guidelines on schizophrenia reviewed the clinical and
cost-effectiveness of CMHTs and concluded:

‘Despite the fact that CMHTs remain the mainstay of community mental healthcare,
there is surprisingly little evidence to show that they are an effective way of organising
services. As such, evidence for or against the effectiveness of CMHTs in the manage-
ment of schizophrenia is insufficient to make any evidence-based recommendations’
(p. 336).1

The health economic review adds:

‘The available evidence on health economics is unclear. The non-significant differ-
ences between standard care and CMHTs, and between pre-intervention period
and intervention period, suggest that CMHTs provide no real cost savings or extra
costs’ (p. 337).1

Reluctant as I am to disagree with an esteemed colleague, there is
little evidence to support the superiority of CMHTs over
specialised teams.

Our understanding of mental disorders and the complexity
of treatment has moved on considerably from the time when
CMHTs were originally established. In this rapidly changing
world, it is difficult to see how generic teams can deliver all the
recommendations of the 22 NICE guidelines in mental health.
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