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For much of modern history, individuals with severe mental illness were confined to large, remote asylums, often deprived of dignity and autonomy. There has been one of the biggest shifts in the paradigm of healthcare, namely, the development of community mental health services such as residential care homes and community disability services. This essay critically assesses the evolution, operation, and value to quality of life of these services, concluding that although the deinstitutionalization movement has mostly succeeded, there are continuing problems of funding and integration.
[bookmark: _Toc232048966]Origins and Historical Context
Mental health care in the United Kingdom and elsewhere was Victorian until the 1950s. These institutions were famously referred to as ‘total institutions' by Goffman (1961) because they involved ‘mortification of the self' by way of rigid routines, no privacy, and institutionalized behaviors. But there were three forces that brought change. First, the introduction of psychotropic drugs (chlorpromazine in 1952) enabled symptoms to be controlled in the community (Thornicroft & Tansella, 2013). Secondly, the anti-psychiatry movement, led by anti-psychiatrists such as R.D. Laing, brought to light the dehumanizing conditions found in mental hospitals. Third, the fiscal constraints could not justify mass institutionalization. The Mental Health Act 1959 (amended in 1983) introduced the concept of compulsory community treatment, and the National Health Service and Community Care Act 1990 stated that care should be provided ‘in the least restrictive setting’ (Department of Health, 1990). 
[bookmark: _Toc232048967]Current Functioning of Community Mental Health Services
Residential care homes and community disability services are no longer medical-custodial services but run on a recovery-oriented, person-centered model. Most residential care homes house 6-12 service users and have 24/7 staff available to help them with medication and daily activities (cooking, cleaning, budgeting, and emotional support) (Aspire Life Care, 2026). Residents are provided with their own lockable room and have opportunities to plan their daily activities and engage in house meetings, unlike the old asylums. Community disability services, on the other hand, are services that offer outreach in a person's home or family environment. These are assertive outreach teams (for hard-to-reach clients), crisis resolution and home treatment teams (to prevent hospital admission), and early intervention in psychosis services (EIPs) (Slade et al., 2017). One of the innovations is the multidisciplinary team (MDT) approach for formulating a care plan for the person, involving psychiatrists, community psychiatric nurses (CPNs), occupational therapists, social workers, and peer support workers. 
[bookmark: _Toc232048968]Significance Of Improving a Person's Quality Of Life
In several respects, the transition to a community-based system of services has been shown to have a positive impact on the life of service users. First, autonomy and choice are truly strengthened. In an asylum setting there would be none of these choices for a service user residing in a residential care home to make. Community services actively promote recovery outcomes identified by Leamy et al. (2011) as core to recovery: connectedness, hope, identity, meaning, and empowerment (the CHIME framework). Second, there is less stigma when people are socially integrated. Instead of being out of view, service users become 'visible neighbors' shopping in a local shop, attending local churches, and attending local colleges. Thirdly, objective outcomes are enhanced. In terms of care costs, a systematic review by Slade et al. (2017) demonstrated that community-based care can lower hospital readmission rates by about 40% compared to institutional care and that costs for health care services are also lower. However, some observers question the effectiveness of ‘community care' as 'dumping,' where the number of clients on which CMHTs rely is far too high for one practitioner and the care is therefore not adequately resourced with caseloads of over 40 clients per practitioner often leading to practitioner burnout and neglect (Thornicroft & Tansella, 2013). Notwithstanding these limitations, evidence shows that adequately resourced community mental health services are effective in improving people's functional independence, subjective well-being, and social belonging.
[bookmark: _Toc232048969]Conclusion
Community mental health services have been able to challenge the 'asylum' model and focus on recovery, autonomy, and social inclusion. Their trajectory through history, starting back in the 1950s to today, highlights a significant change in attitude towards the rights and dignity of persons with mental illness. But their ability to operate is limited by their long-standing underfunding and high case loads. 
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BRIDGING THE GAPS IN CARE: THE ROLE OF
MEDICATION THERAPY MANAGEMENT (MTM) IN
MODERN PHARMACY
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Brief History of the Service

)

The concept of MTM emerged in the early 2000s in the United
States, driven by rising medication misuse costs. The Medicare
Modernization Act (2003) formally established MTM programs
for Medicare Part D beneficiaries (Megellas, 2006). Initially, it
focused on elderly patients taking 8+ chronic medications.

Globally, the UK's Medicines Use Review (MUR) and Australia’s
Home Medicines Review (HMR) served as precursors
(Radhakishan et al, 2026). Over the last decade, MTM has
evolved from episodic reviews into continuous, collaborative
care models. The COVID-18 pandemic accelerated its adoption
via telehealth, proving that remote MTM significantly improves
adherence. Today, MIM is recognized by the World Health
Organization as a core strategy to combat polypharmacy and
adverse drug events.
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Current Workflow:

~

Today, MTM operates through a structured, five-stop workflow within
community and elinical pharmacies.

Patient identification: Pharmacists use electronic health records
(eHRs) to identify high-risk patients (e.g, 5+ medications, 3+ chronic
conditions).

Comprehensive Assessment: A 30-45 minute consultation (in-person
or via video call) reviewing efficacy, safety, and adherence.
Intervention: Pharmacist identifies DRPs (e, duplicate therapy,
suboptimal dosing). They communicate with prescribers via secure
messaging or formal recommendations.

Monitoring: Patient progress is tracked using clinical markers (e.9.
Hbalc, blood pressure).

Reimbursement: Increasingly funded via collaborative practice
agreements and velue-based insurance models

Example: A diabeic patient on metformin and giipizide presents with
hypoglycemia. The MTM pharmacist discovers the patient is also using
@ herbal supplement (bitter melon) not in the chart. The pharmacist
adjusts the action plan and consults the physicion to reduce the
glipiride dose, preventing a potential emergency.

Two Major Challenges )

hallenge 1:

« Despite proven value, MM services face inadequate
reimbursement. Many insurance plans only pay for
Comprehensive Medication Reviews (CMRs) but not for follow-up
interventions, which are clinically critical. In  community
pharmacy, the lack of direct fee-for-service models forces
pharmacists to subsidize MTM with dispensing income. A study by
Jakovljovic ot al. (2021) found that 68% of pharmacists reported
providing uncompensated MTM time, leading to burnout. Without
sustainable payment models (e.g, bundied payments or providar
status recognition), scaling MTM remains impossible.

and

and T y Gaps.
+ Integrating MTM Into chaotic pharmacy workllows is notoriously
difficult. Most pharmacy software is designed for billing and
inventory, not for documenting clinical Interventions. Pharmacists
lack dedicated private spaces and technology for efficient data
capturs.  Furthermors,  interoperability betwsen  pharmacy,
hospital, and primary care EHRs is poor. When @ pharmacist
performs an MTM, the physicion often doss not recaive the report
in @ usable format, breaking the communication loop (Jarab et
oL, 2022). This lack of real-time data shoring leads to duplicated
efforts and missed interventions.

rural areas

Telehealth expands access to MTM in )
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