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I’ve worked as an asb case worker since 1996, it seems like only yesterday! 
About 6 years ago I became increasingly aware of cases involving perpetrators who had some form of metal illness or mental disorder: the problems they were causing to themselves, their property or their neighbours was because they were ill: sometimes quite bizarre behaviour, often disruptive and a serious nuisance to others. 
Often these were intrinsically difficult cases: trying to make appointments, issuing warnings; trying to get in touch with family or the doctor; trying to find out whether social services were involved; trying to get social services involved. 

Can we take legal action, should we take legal action?

Then, in 2004, thrown in to this complex scenario came a Court of Appeal judgement: Sharon Romano vs Manchester City Council. A run of the mill asb case. Sharon was being evicted by the council on grounds of asb and nuisance. At the very end of the eviction process, Sharon’s solicitors declared that Sharon was suffering from depression, and because this was a disability, the Council was acting unlawfully in seeking her eviction because of the Disability Discrimination Act. Sharon in fact lost her case on the facts, but the judges agreed with her argument in law. Yes, if someone’s has a mental illness, then they are covered by the Disability Discrimination Act and the landlord’s legal actions are discriminatory. Furthermore, under certain circumstances our actions could be classified as unlawful!

So….. not only are these inherently difficult cases but if we, as housing officers, get it wrong, and don’t handle the case from beginning to end properly we could be acting unlawfully and could lose our case, facing costs and distressed witnesses. 
It was a big shock to everyone and I realised that I could no longer ignore the DDA, hoping it wouldn’t raise its ugly head on one of my cases. I knew I had to find out as much as I could and quickly.

This led to me setting up two training courses and inviting the best experts I could find to explore these issues: a solicitor Gary Willock who had handled the Sharon Romano case, and Mark Greenwood, my brother, who is a Psychiatric Nurse and more recently teaches new nurses at Manchester University – a perfect person to explore the relationship between housing and community mental health.

The first training was all about the Disability Discrimination Act: what it actually says and how landlords can act lawfully when taking legal action, the second course was about mental illness itself. What are the main illnesses, but also how should housing officers best access the mental health profession for help in resolving these difficult cases.

Don’t worry, bear with me, I am trying to make a point here, it’s not a sales pitch…

I’m telling you all of this because these courses went wild - the demand was huge, I have never been so busy and never travelled so many miles before. For 2 years solid we were inundated with demand from housing staff. Not just Housing Officers, but supported housing people, scheme managers, mental health support workers, call centre staff. And across the whole country too: from Kent, Truro in Cornwall to Newcastle, Cardiff, Carlisle. We had two delegates from the Isle of Mann!
What I want to discuss

You know we really touched a nerve. We discovered a huge thirst and demand from housing staff everywhere who were facing these same problems and wanting to learn more about how to cope.

And that’s what I want to talk about today.

I want to share some of the feedback and comments and some of the lessons learnt from meeting with and training over 2,000 housing professionals. That’s a lot of people, a lot of cases and a lot of experience. I think it’s a unique glimpse at how our profession is coping with “Care in the Community” ten years after its full implementation.

So. I want to a) highlight briefly the main type of problems reported; b) explore how several social landlords are building bridges with their local care agencies who have often excluded them in the past; c) I want also to outline a best practice framework or approach to partnership working, and lastly d) I want to talk briefly about the DDA and why I now believe it is such an excellent piece of legislation
Why are social landlords having to cope with more people?

We have no time to go through the history of Care in the Community, though it’s a fascinating subject – good bedtime reading. However, this is a good question – “Why are social landlords having to cope with more people with mental disorder than 15 years ago?”

The answer lies in the fact that by 1996 these large, Victorian asylums or hospitals had closed down and the present Community Care model established: we now treat most patients in their homes, either alone or with their families. Those in crisis, or posing a serious risk of harm, are admitted to smaller District Hospitals on “acute wards”. 
We have lost capacity
The point is of course that the new hospitals wards never really had enough space to cope with the demand for short term “acute” illnesses. 
During the long closure programme, as the hospitals gradually emptied, there was plenty of spare beds and spare capacity. These could often be unpleasant and untherapeutic places, but there was always space to take someone for two, three, even six weeks. Someone who needed “time out” for hospital treatment, “time out” for their family and yes, often “time out” for their neighbours too.
By the late 1990s we had lost this capacity to “extricate the crisis from the community back in to the hospital”. Acute wards are full and doctors and nurses often operate waiting lists for admission and discharge those who are least ill, rather than discharge each patient when they are ready and able to live back in their own home.

Housing staff now come across people experiencing severe and serious health problems that in the past would more likely have been in hospital away from sight, away from the property and away from the neighbour. No one I have talked to suggests returning to the old system. However it is important to recognise these changes and to recognise the new pressures and challenges facing a profession ill prepared and poorly equipped to cope.

It wasn’t only the loss of space capacity that has affected housing staff, though. Along with bed space, the large hospital closures also saw the loss of skill capacity within the psychiatric profession itself. 
I think this is the key point of the whole topic.

“In the old days” a psychiatric nurse dealing with someone in crisis on the hospital ward had to manage that person’s behaviour as well as treat him or her. Containing, controlling, constraining, a patient, was as much as a part of the psychiatric nurse’s work as providing treatment. Indeed, many argue that successful recovery involves integrating both roles. 

Mark gives a brilliant example that illustrates this point. In the early 1980s when he worked on the old hospital wards they often had to deal with aggression, bullying, violence and anger. Sometimes this was because a patient was going through a psychotic episode, but other times, just because that was how that person was or was feeling that day. As Mark says “it came with the territory”. No matter what the reasons for this bad behaviour, if the patient began smashing windows or actually hit someone, the nurse had to intervene. Mark could not fold his arms and say “it’s not my responsibility”, or say living without windows was a “life style choice”. Nurses had to take immediate action.

They just could not allow other patients or themselves to be placed at such risk.

Nowadays, Community Psychiatric Nurses do not have these same responsibilities and in just ten years they have lost the skills to both manage disorder as well as to treat illness. 
Mark teaches new psychiatric nurses and at no point on the National Curriculum do his students explore the issues of neighbour nuisance and antisocial behaviour. Never once are they asked even to think how they would react if a landlord phoned them up to say their patient was shouting abuse at his neighbour.

I find that extraordinary.

The challenge, we believe, for the mental health profession is to recognise this fundamental point: you can’t divorce treatment from control and the new “Ward Manager”, if you like, is the housing officer, who must be treated at all times as an equal partner in care, not just someone to contact for repairs, sorting out rent problems and getting more suitable accommodation for their patient - an equal partner in care.

These are the sort of problems housing staff and neighbours are facing:

I want now to list a few of the problems most commonly spoken about by housing staff on the training days:

· Noise nuisance and disturbances during the night when a person is off medication and becomes “nocturnal”
· The high number of alcohol and drug problems, possibly linked to psychotic illness and “self medication” – causing tremendous disruption and chaos to neighbours
· Hoarding and poor property conditions was a big one: intractable behaviour, very difficult to prevent or stop, yet causing serious danger to all involved
· Fire damage inside the property: whether deliberate in the more extreme case, or forgetfulness, the risks and anxiety is clearly very high
· Then there’s the “odd” and “bizarre” complaints against neighbours, frequently taking up huge amounts of fruitless investigations and administrative time
Difficulties Housing staff say they have when dealing with other agencies

And these were some of the more common difficulties housing staff reported when seeking help from the health professionals:
the CPN says “unless the person wants to be treated, there’s little we can do”

· Psychiatrists diagnosing “personality disorder” which can’t be treated, therefore is not an illness, or at least is something we can’t get involved with

· Hoarding or poor property condition is a “life style” choice, or something we can’t cure, therefore we can’t get involved
· CPN, Social Worker saying: “we’ve tried everything, none of it seems to work, nothing else we can do. Sorry. Just evict him!”

· CPN or Social Worker refusing to disclose information or to involve housing staff before of “data protection” or “client, patient confidentiality”

These are the problems and hurdles facing the majority of housing staff across the country. 
I am drawing a very large and crude picture of a very complex reality.

However I am convinced that in the majority of circumstances Housing staff do not feel or experience effective assistance from their colleagues in the mental health profession. They definitely do not feel as though they are equal partners in care. 

(Have I used that expression before?)
This is not a gloomy picture

However, this is not a gloomy picture. Far from it. The prospects are excellent. The last two years have proven very exciting and very uplifting. We have come across excellent examples of close working partnerships between CPNs and housing officers, excellent support schemes offering real treatment and examples of robust and proactive community psychiatric interventions. 
Best of all, I believe there is a workable and successful model in place that housing staff can follow.

I say this with confidence because I have found this in my own work. I used to dread cases involving mental illness. This framework doesn’t make a difficult case easy, but adopting this approach has really helped my confidence and helped me intervene more quickly to sort things out.

The problem is that these examples of good practice around the country are still a minority and we need to highlight and champion each successful partnership so this becomes the majority experience.

Framework for managing

This is the framework. When you look through it you’ll see no surprises. “Not rocket science”. (How many times have I said that about asb work?):
1. The National Framework
2. The Care programme Approach
3. The Community Care Act 1990: If Social Services will not assess a person and get them in to the system, there is legislation to make them do so.
And don’t forget…

4. If all of these interventions or practices don’t work, or if the risks to the person or his neighbours is too high for delay, then the DDA allows landlords to take legal action to stop further damage.

It’s a framework giving guidance and confidence to resolve difficult cases.

1.
The National Service Framework “Equal partners in care”

What this Government document means is that mental health professionals must include their “social partners” in regular care plan meetings – that includes social landlords. 

They must “actively seek and share information” with these partners so a holistic assessment of needs and risks can be made – black and white – social landlords cannot and must not be excluded from relevant information or meetings.

Just knowing that the government expects equal status between Housing Officers and CPNs is helpful and should build confidence. Housing staff must assert these requirements: firmly and politely, but clearly insist on being treated as an Equal Partner in Care

2.
Care Programme Approach
Most of you here will know all about the Care Programme Approach. This is a well established way that all patients who are now living back in the community are helped, treated, looked after, supervised – in other words cared for.

Its principles include:

A holistic approach – not just about treatment, but also about the person’s education, employment, nutrition, health and housing. This further confirms the need for housing staff to be included, and the importance of having a safe and secure environment in which to recover and to stay healthy.

In writing! Written care plans – so make sure to ask for copies, read them and challenge your colleagues if you don’t agree or understand the proposed care package 
Someone has to take responsibility. The Care Programme or package must have a named individual who is responsible and who can be contacted by the housing Officer if there are any problems or significant changes in circumstances.

Lastly the case has to be actively monitored, i.e. with regular reviews. Risks are not just emergencies or crises. A person’s home is at risk if the rent owed is a couple of hundred pounds or thousands in arrears. Hording is as serious to the landlord if it is one foot deep, as it is six foot deep. Assert your own assessment of the person’s risk and assert the need for support from your partners.

3.
NHS & Community Care Act 1990

This is a remarkable piece of legislation to hold in your back pocket!

We have tried this three times and each time we have obtained an assessment within a week, having previously been refused point blank. The Act basically requires the local Authroity (ie Social Services) to carry out an assessment on anyone who might benefit from their services – which will definitely cover your perpetrator.
If your attempts at getting your tenant assessed for their health are refused, consider quoting this Act and consider using it if that doesn’t work.

“Ladder of Intervention”

It’s worth finding out what actions are available to mental health professionals in dealing with distress and disorder.

As an asb person I know the full range of interventions at my disposal: interviews, warnings, letters, injunctions, and evictions
But what can the social worker or CPN do? Is it sectioning or nothing? It’s worth learning more about the range of interventions they can use and see if any of these can be used and how effective might they be.

4.
Disability Discrimination Act 1995

The final piece of the framework is the landlord’s ability to take legal action when needed. There will be a small, but usually highly disruptive, number of cases where interventions do not work, or where the risks to that person or their neighbours is just too great to proceed without the protection of the Courts.

The landlord must be able to take these actions with confidence, fairness and within the law. This means understanding and adhering to the Disability Discrimination Act.
There is plenty, plenty of advice, guidance notes and training out there for people to learn about the Act, and given that social landlords are now at the heart of caring for many mentally ill tenants, then all housing officers should learn as much as they can.

I just want to finish my presentation with a few of my own observations about the Act:

I think I said at the beginning that when I first heard mention of the DDA I was worried, even fearful of it. In truth my worries were that it would prevent landlords being able to injunct or evict perpetrators of serious nuisance if they were ill. I could think of many cases where this would be a catastrophic situation for the neighbour and victim of very serious antisocial behaviour.

However, having come to learn all about the act, and having applied its principles on many of my own cases, I have come to view the DDA as HUMANE, but also a piece of legislation that has COMMON SENSE written all over it. It does have one major Achilles heel, but as a whole it is a very good Act.

Humane, because it requires the Housing officer when contemplating or when taking legal action (even when serving a NOSP) to take special care. You will be in trouble if you do not make reasonable enquiries in to the perpetrator’s health, or take reasonable action to prevent the need for legal action. The DDA promotes the need for early interventions; face to face contacts with all parties; very good record keeping; and careful thought and reasoning before starting legal proceedings. Now what is wrong with that? That’s exactly how we should deal with all of our cases. The DDA requires you to be a good Housing Officer: if you are careless, shoddy or lazy then you are in trouble.

It also oozes common sense: it does not provide immunity to those with an illness or disability; someone who causes serious harm themselves or to others can be injuncted and evicted under the same rules and standards as other tenants. 
At the heart of the Act is the simple doctrine that the most important consideration of all is one of protecting the health, safety and well being of everyone involved in the case.

This is where the DDA supports our work in challenging and stopping serious nuisance and asb in our communities because it recognises that the rights of an individual who is ill must be balance against the rights of the neighbour to be able to live and work in peace and free from harm.

Housing Officers must be confident about this framework

That’s it, that’s my whistle stop tour of mental illness in 30 minutes. It’s an area of asb work that can be fraught, uncertain and difficult. However, there is a lot of excellent work being done case by case throughout the country. If you are one of those cases, then it is important that you publicise your good work and join in the work to promote ever closer working partnerships between all professions involved.

Thank you.
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