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Agenda (precise timings will remain flexible) 

Welcome and introduction

Background to the Mental Health Clustering Tool (MHCT) and  Care Clustering in IAPT 

Systematic  run through the MHCT

Clinical exercise using the MHCT 

Lunch

Introduction to Clusters 1-8 and cluster allocation 

Practical experience of allocating to a cluster 

Final questions and feedback
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Objectives

• Have an understanding of the background to the development of the 

Mental Health Clustering Tool and clusters and their use in IAPT.

• Understand the glossary descriptions of the scales that form the 

Mental Health Clustering Tool and how to use these scales to rate a 

client.

• Understand the rules for rating and be able to use the scales in an 

acceptably consistent and reliable manner. 

• Understand how to use an assessment and MHCT score profile to 

allocate a client to a cluster, with specific emphasis on 

understanding clusters 1-8.
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The MHCT

The HoNOS is the first 12 scales. Their total score is used to measure health outcome. The 

MHCT is all 18 Scales (1-13 then scales A-E). The score profile generated at assessment is 

used to allocate to a Care Cluster.
© Royal College of  Psychiatrists, 2021

PART 1 (CURRENT SCALES)

SCALE SCALE DESCRIPTION
1 Overactive or aggressive or disruptive or agitated behaviour

2 Non-accidental self-injury
3 Problem drinking or drug-taking
4 Cognitive problems

5 Physical illness or disability problems
6 Problems with hallucinations & delusions
7 Problems with depressed mood
8 Other mental & behavioural problems

Please specify which problem- A – B – C – D – E – F – G – H – I – K or O, 

NB if you choose ‘O’ (other problem then please specify the problem)

9 Problems with relationships
10 Problems with activities of daily living
11 Problems with living conditions

12 Problems with occupation & activities

TOTAL HoNOS SCORE FOR OUTCOME MEASUREMENT 

13 Strong Unreasonable Beliefs occurring in non-psychotic disorders only

PART 2 (HISTORICAL SCALES)

SCALE SCALE DESCRIPTION
A Agitated behaviour/expansive mood (historical)
B Repeat self-harm (historical) 
C Safeguarding other children & vulnerable adults (historic)

D Engagement (historical)

E Vulnerability (historical)

4
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Cluster 1 Common Mental Health Problems (Low Severity)

Cluster 2 Common Mental Health Problems (Low Severity with greater need)

Cluster 3 Non-Psychotic (Moderate Severity) 

Cluster 4 Non-Psychotic (Severe) 

Cluster 5 Non-Psychotic Disorders (Very Severe) 

Cluster 6 Non-Psychotic Disorder of Over-valued Ideas 

Cluster 7 Enduring Non-Psychotic Disorders (High Disability) 

Cluster 8 Non-Psychotic Chaotic and Challenging Disorders 

Cluster 9 Blank cluster

Cluster 10 First Episode Psychosis 

Cluster 11 Ongoing or recurrent Psychosis (Low symptoms) 

Cluster 12 Ongoing or recurrent Psychosis (High Disability) 

Cluster 13 Ongoing or recurrent Psychosis (High Symptoms and Disability) 

Cluster 14 Psychotic Crisis 

Cluster 15 Severe Psychotic Depression 

Cluster 16 Dual Diagnosis 

Cluster 17 Psychosis and Affective Disorder - Difficult to Engage

Cluster 18 Cognitive Impairment (low need) 

Cluster 19 Cognitive Impairment or Dementia Complicated (Moderate Need) 

Cluster 20 Cognitive Impairment or Dementia Complicated (High Need) 

Cluster 21 Cognitive Impairment or Dementia (High Physical or Engagement) 

The Care Clusters for Mental Health Payment by Results 

The Clusters

. 
© Royal College of  Psychiatrists, 2021



6

• Equity and Excellence: Liberating the NHS committed the DH to
developing “systems to support the commissioning of talking 
therapies.” 

• The DH wanted this system to align with the care clusters being 
rolled out in secondary mental health services, as the care clusters 
are designed to capture service user need and help identify an 
appropriate treatment response, one of which would be a course of 
psychological therapies. 

• However, the DH also recognised the good outcome information that 
was already captured by improving access to psychological 
therapies (IAPT) and wanted to make use of this in the 
commissioning mechanism.

• There is now a fully developed outcomes-based commissioning 
approach for IAPT services which was implemented from 1 April 
2018.

The development of the outcomes-

based commissioning approach 

for IAPT

© Royal College of  Psychiatrists, 2021
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Commissioners and providers should work through six key elements 
when developing and implementing this approach:

• understanding service user severity and complexity and quality of 
provision

• agreeing quality and outcome measures and establishing relative 
outcome weightings

• agreeing local prices and how to link quality and outcome measures 
to payment

• agreeing financial gain/loss-sharing arrangements

• agreeing an approach to monitoring and feedback

• considering the service in the context of local system factors. 

The outcomes-based approach for 

IAPT

© Royal College of  Psychiatrists, 2021
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The 10 national quality and outcome measures routinely collected in 
the IAPT dataset are:

• Access:
1. Waiting times

2. Black, Asian and minority ethnic (BAME)

3. Over 65s

4. Specific anxieties

5. Self-referral

• 6. Clinical outcomes

• 7. Reduced disability and improved wellbeing

• 8. Employment outcomes

• Patient experience:
9. Satisfaction

10. Choice of therapy.

The outcomes component

© Royal College of  Psychiatrists, 2021
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Background to the 

development of the MHCT

This clinical data set was been developed in partnership with the Royal 
College of Psychiatrists.  It builds on work done by the Care Pathways and 
Packages Project in developing an assessment tool that allows allocation of 
clients to Care Clusters.  It has the advantage that it retains HoNOS intact, 
an internationally recognised outcome measure (collection of which is 
mandatory), thus avoiding the need for two separate data collections.

© Royal College of  Psychiatrists, 2021



The MHCT

The HoNOS is the first 12 scales. Their total score is used to measure health outcome. The 

MHCT is all 18 Scales (1-13 then scales A-E). The score profile generated at assessment is 

used to allocate to a Care Cluster.
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PART 1 (CURRENT SCALES)

SCALE SCALE DESCRIPTION
1 Overactive or aggressive or disruptive or agitated behaviour

2 Non-accidental self-injury
3 Problem drinking or drug-taking
4 Cognitive problems

5 Physical illness or disability problems
6 Problems with hallucinations & delusions
7 Problems with depressed mood
8 Other mental & behavioural problems

Please specify which problem- A – B – C – D – E – F – G – H – I – K or O, 

NB if you choose ‘O’ (other problem then please specify the problem)

9 Problems with relationships
10 Problems with activities of daily living
11 Problems with living conditions

12 Problems with occupation & activities

TOTAL HoNOS SCORE FOR OUTCOME MEASUREMENT 

13 Strong Unreasonable Beliefs occurring in non-psychotic disorders only

PART 2 (HISTORICAL SCALES)

SCALE SCALE DESCRIPTION
A Agitated behaviour/expansive mood (historical)
B Repeat self-harm (historical) 
C Safeguarding other children & vulnerable adults (historic)

D Engagement (historical)

E Vulnerability (historical)

10
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The HoNOS are…..

A set of 12 scales with a 5-point rating scale which are completed in

a few minutes by mental health professionals after routine clinical 

assessment, clinical reviews etc

The scales: 

– Are designed for use in any setting in mental health care 

services

– Are based on a rating of the worst symptoms/problems within a 

specified time period

– Provide a numerical record of the clinical assessment

– Are ratings of mental health outcome, not health care outcomes

© Royal College of  Psychiatrists, 2021
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The MHCT is…..

• The 12 HoNOS plus 6 additional scales including one new current scale and 

5 historic scales

• PART 1 contains 13 scales to record problems experienced during the 2 

week period prior to your assessment (the current rating period).

• PART 2 contains another five scales (A-E) that consider problems from a 

‘historical’ perspective. These will be problems that occur in episodic or 

unpredictable ways. While they may not have been experienced by the 

individual during the 2 week current rating period, clinical judgement would 

suggest there is still a cause for concern that cannot be disregarded (i.e. no 

evidence to suggest that the person has changed since the last occurrence 

either as a result of time, therapy, medication or environment etc.) In these 

circumstances any event that remains relevant to the cluster allocation (and 

hence the interventions offered) should be included.

• The MHCT will allow you to allocate to one of 21 Care Clusters.
© Royal College of  Psychiatrists, 2021
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What does the MHCT Provide?

A single ‘rating’ is completion of the 18 scales.

A single rating provides:

A profile of the individual client’s needs and a measure of the 
severity of their mental health problems. This provides the evidence 
to allocate to a cluster. This is all that will be used for the IAPT 
services

© Royal College of  Psychiatrists, 2021
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Using the MHCT

• The MHCT is not a clinical assessment but a clinical assessment is a pre-
requisite for rating the MHCT

• A rating of HoNOS is a rating of the client’s current problems in terms of their 
impact on the client. Rating the MHCT shows both current and  historical 
problems in terms of their impact on the client

• Not included in making a rating for HoNOS is:

The diagnosis

The cause of the problem

The intervention

The risk to others or the effect on others of the problem

• The MHCT brings some of these into consideration when making a rating – it 
is important to read the glossary for each scale and rate what is asked

© Royal College of  Psychiatrists, 2021
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MHCT Structure

18 SCALES, each with 5-point severity range (0-4)

0 - no problem

1 = minor problem requiring no action (sub-clinical)

2 = mild problems but definitely present (mild)

3 = problem of moderate severity (moderate)

4 = severe to very severe problem (severe/very severe)

• The glossary provides further information on each scale and examples of 
each severity point in the scale.

• When no information is available to score a scale the figure ‘9’ is used to 
indicate ‘not known’.  The ‘9’  is not added to the 0 - 4 scores.  Further 
information should be collected and a 0 - 4 score given – without a full set of 
scores the rating cannot be used to measure outcome or allocate to a 
cluster.

© Royal College of  Psychiatrists, 2021
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Scoring the MHCT

• The rating period for ‘current’ and ‘historical’ problems:

– The rating period for the first 13 ‘current’ scales is the 2 week 
period prior to your current assessment. 

– The rating period for the five historic scales (A-E) is any point in 
the past, including the current rating period i.e. the 2 week period 
prior to your current assessment (where this is deemed to 
remain relevant for current care planning and cluster allocation).

© Royal College of  Psychiatrists, 2021



17

• There is no absolutely ‘correct’ rating

• Rating is the clinical judgement of the rater

• For the first 12 items, each mental health/social problem 
is rated only once

• Rate each scale in order from 1 to 13 (Part 1) followed 
by scales A to E (Part 2)

• For the first 12 items, do not include information rated in 
an earlier scale except for scale 10 which is an overall 
rating

• Rate the most severe problem that occurred during the 
period – both current and historical

MHCT General Guidelines

© Royal College of  Psychiatrists, 2021
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Part 1

Current Problems

Rate each scale considering the most severe example 

that occurred during the 2 weeks preceding your 

assessment

The MHCT

© Royal College of  Psychiatrists, 2021



1. Overactive or aggressive or disruptive 

or agitated behaviour

❖ Rate any of the behavioural components that this scale covers from 
overactive or aggressive or disruptive or agitated behaviours.

❖ Include such behaviour due to any cause (e.g. drugs; alcohol; dementia; 
psychosis; depression).

❖ Do not include bizarre behaviour to be rated at Scale 6, unless it is 
aggressive, destructive or overactive.

0 No problem of this kind during the period rated.

1 Irritability, quarrels, restlessness etc. not requiring action.

2 Includes aggressive gestures; pushing or pestering others; threats or verbal 
aggression; lesser damage to property (e.g. broken cup; window); marked 
overactivity or agitation.

3 Physically aggressive to others or animals (short of rating 4); threatening 
manner; more serious overactivity or destruction of property.

4 At least one serious physical attack on others or on animals; destruction of 
property (e.g. fire-setting); serious intimidation or obscene behaviour.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021
Rate 9 if not known 
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2.  Non-accidental self-injury

❖ Do not include accidental self-injury (due e.g. to dementia or severe 
learning disability); the cognitive problem is to be rated at Scale 4 and the 
injury at Scale 5.

❖ Do not include illness or injury as a direct consequence of drug/alcohol use 
(e.g. cirrhosis of the liver or injury resulting from drink driving) to be rated at 
Scale 5.

0 No problem of this kind during the period rated.

1 Fleeting thoughts about ending it all but little risk during the period rated; no 
self-harm.

2 Mild risk during the period rated; includes more frequent thoughts or talking 
about self-harm or suicide (including ‘passive’ ideas of self-harm such as 
not taking avoiding action in a potentially life threatening situation e.g. while 
crossing a road). 

3 Moderate to serious risk of deliberate self-harm; includes frequent/ 
persistent thoughts or talking about self-harm; includes preparatory 
behaviours (e.g. collecting tablets).

4 Serious suicidal attempt and/or serious deliberate self-injury during the 
period rated.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021 Rate 9 if not known 
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3. Problem-drinking or drug-taking

❖ Include psychological as well as behavioural impacts of drug (illicit and/or 
prescription) and alcohol use.

❖ Do not include aggressive/destructive behaviour due to alcohol or drug use 
already rated at Scale 1.

❖ Do not include physical illness or disability due to alcohol or drug use to be 
rated at Scale 5.

❖ Do not include dependence on tobacco products unless there are severe 
and adverse consequences arising from that addiction above and beyond 
the known long-term harms to physical health.

0 No problem of this kind during the period rated.

1 Some excessive consumption but no adverse consequences.

2 Excessive and/or harmful consumption resulting in adverse consequences, 
but no obvious craving or dependency.

3 Definite craving and/or dependence on alcohol or drugs.

4 Severe craving/dependence resulting in severe adverse consequences from 
alcohol/drug problems.

. Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 

22
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4.  Cognitive problems

❖ Include problems of orientation, memory, language, thought disorder and 
problem solving associated with any disorder: dementia, learning disability, 
schizophrenia, etc.

❖ Do not include temporary problems (e.g. hangovers) which are clearly 
associated with alcohol, drug or medication use, rated at Scale 3.

❖ Do not rate disorders of thought content (e.g. eccentric or delusional 
thinking) that will be rated at Scale 6. 

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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4.  Cognitive problems

0 No problem of this kind during the period rated.

1 Minor problems with orientation (e.g. occasionally disorientated to time); 
memory (e.g. occasionally forgets names); language (e.g. on occasions 
unable to clearly express ideas; or has to have questions and instructions 
repeated); problem solving (e.g. able to solve simple problems but some 
difficulty with complex tasks).

2 Mild but definite problems with orientation (e.g. lost way in an unfamiliar 
place); memory (e.g. some difficulty remembering events; learning new 
material); language (e.g. some difficulty understanding and/or expressing 
ideas); mild thought disorder; problem solving (e.g. sometimes mixed up 
about simple decisions.)

3 Moderate problems with orientation (e.g. lost way in a familiar place; often 
disorientated to time); memory (e.g. new material rapidly lost; only highly 
learned material retained); language (e.g. speech can be incoherent; fails to 
understand common words/phrases); moderate thought disorder evident; 
problem solving (e.g. frequently unable to think clearly or solve simple 
problems).

4 Severe difficulties with orientation (e.g. consistently disorientated to time, 
person and place); memory (e.g. loss of distant and recent memory; unable 
to learn new information); language (e.g. very limited receptive or 
expressive communication); severe thought disorder; no effective problem 
solving.

Rate 9 if not known 
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5.  Physical illness or disability 

problems

❖ Include illness or disability from any cause that limits or prevents movement, 
or impairs sight or hearing, or otherwise interferes with personal functioning.

❖ Include side-effects from medication; effects of drug/alcohol use; physical 
disabilities resulting from accidents or self-harm associated with cognitive 
problems, drink-driving, etc.

❖ Do not include mental or behavioural problems rated at Scale 4.

0 No physical health problem during the period rated.

1 Minor health problems during the period (e.g. cold, non-serious fall, etc.).

2 Physical health problem imposes mild restriction on mobility and activity.

3 Moderate degree of restriction on activity due to physical health problem.

4 Severe or complete incapacity due to physical health problem.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 

26
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6. Problems associated with 

hallucinations and /or delusions

❖ Include hallucinations and/or delusions irrespective of diagnosis.

❖ Include unusual and bizarre behaviour associated with hallucinations or 
delusions.

❖ Do not include aggressive, destructive or overactive behaviours attributed to 
hallucinations and/or delusions, already rated at Scale 1.

0 No evidence of hallucinations or delusions during the period rated.

1 Somewhat unusual or eccentric beliefs not in keeping with cultural norms.

2 Hallucinations or delusions are present, but there is little distress to patient 
or manifestation in bizarre behaviours, i.e. clinically present but mild.

3 Marked preoccupation with hallucinations or delusions, causing much 
distress and/or manifested in obviously bizarre behaviour, i.e. moderately 
severe clinical problem.

4 Mental state and behaviour is seriously and adversely affected by 
hallucinations or delusions, with severe impact on patient.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021 Rate 9 if not known 
28



7.  Problems with depressed mood

❖ Include cognitive, affective or behavioural aspects of depressed mood (e.g. 
loss of interest or pleasure; lack of energy; loss of self-esteem; feelings of 
guilt).

❖ Do not include overactivity or agitation, already rated at Scale 1.

❖ Do not include suicidal ideation or attempts, already rated at Scale 2.

❖ Do not include delusions or hallucinations, already rated at Scale 6.

❖ Do not include other symptoms of depression as described at Scale 8 (i.e. 
changes in sleep, appetite or weight; anxiety symptoms).

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 

29



7.  Problems with depressed mood

0 No problem associated with depressed mood during the period rated.

1 Gloomy or minor changes in mood.

2 Mild but definite depressed mood and distress (e.g. loss of interest or 
pleasure; feelings of guilt; loss of self-esteem).

3 Moderate depressed mood on subjective or objective measures (depressive 
symptoms more marked).

4 Severe depressed mood on subjective or objective grounds (e.g. profound 
loss of interest or pleasure; preoccupation with ideas of guilt or 
worthlessness).

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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8.  Other mental and behavioural 

problems

❖ Rate only the most severe mental and behavioural problem not considered 
in previous items.

❖ Specify the type of problem by entering the appropriate letter from the table.

0 No evidence of any of these problems during period rated.

1 Minor non-clinical problems.

2 A problem is clinically present, but at a mild level (e.g. the problem is 
intermittent; the patient maintains a degree of control or is not unduly 
distressed).

3 Moderately severe clinical problem (e.g. more frequent, more distressing or 
more marked symptoms).

4 Severe problem which dominates or seriously affects many activities

N.B. J has been deliberately omitted to allow compatibility with the previous 
version of the HoNOS.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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8.  Other mental and behavioural 

problems

32

A Phobic Fear or avoidance behaviour in response to specific situations/objects that is out 

of proportion to actual threat.

B Anxiety Patient experiences general anxiety, panic or similar experiences.

C Obsessive-compulsive Recurrent obsessions or compulsive acts that are distressing and typically 

perceived by the patient as irrational.

D Reactions to stressful 

events or trauma.

Acute stress reactions and/or response to traumatic events.

E Dissociative Mental process where the patient disconnects from their thoughts, feelings, 

memories or sense of identity.

F Somatoform Persistent perceived physical health problems that have no known medical basis.

G Eating Excessive intake or persistent restriction of food intake; includes related 

disordered behaviours to manage weight e.g. purging, excessive exercise, dieting 

etc.

H Sleep Problems with the quality, timing or duration of sleep that impact on sense of 

fatigue, cognitive function or mood.

I Sexual Disturbance of the patient’s ability to respond sexually or experience sexual 

pleasure.

K Elated mood Feelings of euphoria, excitement, expansive mood or optimism that do not 

reflect person's actual circumstances.

O Other Any other mental or behavioural problem, not rated elsewhere, that is significant 

that results in patient distress or impacts upon their behaviour.
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9.  Problems with relationships

❖ Rate the patient's most severe problem associated with active or passive 
withdrawal from interpersonal relationships, and/or non-supportive, 
destructive or self-damaging relationships.

❖ Include family as well as broader social relationships. 

0 No significant problems during the period.

1 Minor non-clinical problems.

2 Definite problems in making or sustaining supportive relationships which 
create mild but significant distress or difficulty for the patient; patient 
complains and/or problems are evident to others.

3 Persisting major problems due to active or passive withdrawal from social 
relationships; relationships that provide little or no comfort or support; and/or 
problematic relationships which create moderate levels of distress or 
difficulty for the patient.

4 Severe and distressing social isolation or withdrawal from social 
relationships; and/or problematic relationships which create severe levels of 
distress or difficulty for the patient.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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10.  Problems with activities

of daily living

❖ Rate the overall level of functioning in activities of daily living (ADL) (e.g. 
problems with basic activities or self-care such as eating, washing, 
dressing, toilet; also complex skills such as budgeting, organising where to 
live, occupation and recreation, mobility and use of transport, shopping, 
self-development, etc.).

❖ Rate what the person is capable of doing, independently of current support 
from others.

❖ Include any lack of motivation, including the use of self-help opportunities, 
since this contributes to a lower overall level of functioning.

❖ Do not include lack of opportunities for exercising intact abilities and skills, 
to be rated at Scales 11-12.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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10.  Problems with activities of 

daily living cont.

0 No problems during period rated; good ability to function in all areas.

1 Minor problems only with self-care without significantly adverse 
consequences (e.g. untidy; disorganised), and / or minor difficulty with 
complex skills but still able to function independently. 

2 Self-care and basic activities adequate (though some prompting may be 
required) but major lack of performance of one or more complex skills (see 
above).

3 Major problems in one or more areas of self-care (e.g. eating; washing; 
dressing; toilet) as well as major inability to perform several complex skills.

4 Severe disability or incapacity in all or nearly all areas of self-care and 
complex skills

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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11.  Problems with living conditions

❖ NB: Rate patient's usual housing and living conditions. In general, try to rate 
the housing and living conditions most relevant to the patient’s situation 
(e.g. if a brief stay in an acute ward is anticipated, rate the patient’s home 
environment; if discharge is imminent, rate the patient’s destination 
accommodation; if a lengthy hospital stay (e.g. over 6 months) is 
anticipated, rate the suitability of the ward). 

❖ Rate the overall severity of problems with the quality of housing and living 
conditions. Are the basic necessities met (e.g. adequate heat; light; 
sanitation; cooking facilities)? 

❖ In addition to basic necessities, consider how well the patient’s housing and 
living conditions match their current needs.

❖ Do not rate the level of functional disability itself, already rated at Scale 10.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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11.  Problems with living conditions 

cont.

0 Housing and living conditions are acceptable; helpful in keeping any 
disabilities rated at Scale 10 to the lowest level possible and supportive of 
self-help.

1 Housing and living conditions are reasonably acceptable although there are 
minor or transient problems (e.g. not ideal location; not preferred option 
etc.).

2 Problem with one or more aspects of housing or living conditions (e.g. 
limited facilities to improve patient’s independence).

3 Multiple significant problems with housing or living conditions (e.g. some 
basic necessities absent; housing or living conditions have minimal or no 
facilities to improve patient's independence).

4 Housing or living conditions are unacceptable (e.g. lack of basic necessities; 
patient is at risk of eviction or 'roofless'; or living conditions are otherwise 
intolerable) making patient's problems worse.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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12.  Problems with occupation 

and activities

❖ NB: Rate patient's usual situation. In general, try to rate the occupation and 
activities most relevant to the patient’s situation (e.g. if a brief stay in an 
acute ward is anticipated, rate the patient’s usual occupation and activities; 
if discharge is imminent, rate the occupation and activities of the patient’s 
destination; if a lengthy hospital stay (e.g. over 6 months) is anticipated, rate 
the suitability of the ward’s provision).

❖ Rate the overall level of problems with the quality of meaningful occupation 
and activities. Is there help to cope with disabilities, and opportunities for 
maintaining or improving occupational and recreational skills and activities? 
Consider factors such as stigma; lack of suitably skilled staff; access to 
supportive facilities (e.g. staffing and equipment of day centres, workshops, 
social clubs, etc.). 

❖ Consider how well the patient’s occupation and activities match their current 
needs.

❖ Do not rate the level of functional disability itself, already rated at Scale 10.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 

39



12.  Problems with occupation and 

activities cont.

0 Patient's occupation and activities are acceptable; helpful in keeping any 
disability rated at Scale 10 to the lowest level possible and supportive of 
self-help, and maximising autonomy  and role functioning.

1 Minor or temporary problems (e.g. reasonable facilities available but not 
always at desired times, etc.). 

2 Limited choice of activities to maintain or improve autonomy and role 
functioning (e.g. there is a lack of reasonable tolerance such as unfairly 
refused entry to public facilities; or insufficient skilled services; or helpful 
service is available but for very limited hours).

3 Marked deficiency in skilled services available to help minimise level of 
disability and help optimise autonomy and role functioning. No opportunities 
to use intact skills or add new ones; unskilled care difficult to access.

4 Lack of any opportunity for meaningful activities, or complete inability of 
services to involve the patient in such activities, may make patient's 
problems worse.

Health of the Nation Outcomes Scales (HoNOS) © Royal College of Psychiatrists, 2021

Rate 9 if not known 
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Scale 13 (Current)

Strong unreasonable beliefs occurring 

in non psychotic disorders only.

❖ Rate any apparent strong unreasonable beliefs (found in some 
people with disorders such as Obsessive Compulsive Disorder, 
Anorexia Nervosa, personality disorder, morbid jealousy etc.)

❖ Do not include Delusions rated at scale 6.

❖ Do not include Severity of disorders listed above where strong 
unreasonable beliefs are not present – rated at Scale 8.

❖ Do not include Beliefs / behaviours consistent with a person’s 
culture.

Rate 9 if not known 

© Royal College of  Psychiatrists, 2021
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Scale 13 (Current)

Strong unreasonable beliefs occurring in 

non-psychotic disorders only.

0 No Strong unreasonable beliefs evident.

1 Holds illogical or unreasonable belief(s) but has insight into their lack of logic or 
reasonableness and can challenge them most of the time and they have only a minor 
impact on the individual’s life.

2 Holds illogical or unreasonable belief(s) but individual has insight into their lack of logic or 
reasonableness.  Belief(s) can be successfully challenged by individual on occasions.  
Does not have a significant negative impact on the person’s life.

3 Holds strong illogical and unreasonable belief(s) but has some insight into the relationship 
between the beliefs and the disorder.  Belief(s) can be ‘shaken’ by rational argument.  
Tries to resist belief but with little effect.  Has a significant negative impact on person’s life.  
The disorder makes treatment more difficult than usual.

4 Holds strong illogical or unreasonable belief(s) with little or no insight in the relationship 
between the belief and the disorder.  Belief(s) cannot be ‘shaken’ by rational argument.  
Does not attempt to resist belief(s).  Has a significant negative impact on the person’s life 
or other people’s lives and the disorder is very resistant to treatment.

Rate 9 if not known 
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Part 2

Historical Ratings

Rate each scale considering the most severe example 
that has occurred at any point in the past where this 

remains relevant to the cluster allocation.

The MHCT
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Historical Ratings

• Part 2 contains scales that consider problems from a ‘historical’ 
perspective. These will be problems that occur in episodic or 
unpredictable ways. 

• Whilst there may or may not be any direct observation or report of a 
manifestation during the two weeks prior to the rating date, clinical 
judgement would suggest that there is still a cause for concern that 
cannot be disregarded (i.e. no evidence to suggest that the person 
has changed since the last occurrence either as a result of time, 
therapy, medication or environment etc.) 

• In these circumstances, any event that remains relevant to the cluster 
allocation (and hence the interventions offered) should be included.
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A. Agitated behaviour/expansive mood 
(historical)  

❖ Rate agitation and overactive behaviour causing disruption to social role 
functioning. Behaviour causing concern or harm to others. 

❖ Elevated mood that is out of proportion to circumstances.

❖ Include such behaviour due to any cause (e.g. drugs, alcohol, dementia, 
psychosis, depression etc)

❖ Excessive irritability, restlessness, intimidation, obscene behaviour and 
aggression to people animals or property.  

❖ Do not include odd or bizarre behaviour to be rated at Scale 6.

Rate 9 if not known 
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A.  Agitated behaviour/expansive mood 
(historical)

0 No needs in this area.

1 Presents as irritable, argumentative with some agitation. Some signs of 
elevated mood or agitation not causing disruption to functioning.

2 Makes verbal / gestural threats.  Pushes / pesters but no evidence of intent 
to cause serious harm.  Causes minor damage to property (e.g. glass or 
crockery).  Is obviously over-active or agitated.

3 Agitation or threatening manner causing fear in others. Physical aggression 
to people or animals. Property destruction. Serious levels of elevated mood, 
agitation, restlessness causing significant disruption to functioning.

4 Serious physical harm caused to persons / animals.  Major destruction of 
property.  Seriously intimidating others or exhibiting highly obscene 
behaviour. Elevated mood, agitation, restlessness causing complete 
disruption.

Rate 9 if not known 

© Royal College of  Psychiatrists, 2021



48

B.  Repeat self-harm (historical)

❖ Rate repeat acts of self harm aimed at managing people, stressful 
situations, emotions or to produce mutilation for any reason.

❖ Include self cutting, biting, striking, burning, breaking bones or taking 
poisonous substances etc.

❖ Do not include accidental self-injury (due e.g. to learning disability or 
cognitive impairment); the cognitive problem is rated at Scale 4 and the 
injury at Scale 5.

❖ Do not include harm as a direct consequence of drug / alcohol use (e.g. liver 
damage) to be rated at Scale 3. Injury sustained whilst intoxicated to be 
rated at Scale 5.

❖ Do not include harm with intention of killing self rated at Scale 2.

Rate 9 if not known 
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0 No problem of this kind.

1   Superficial scratching or non - hazardous doses of drugs.

2   Superficial cutting, biting, bruising etc or small ingestions of hazardous 
substances unlikely to lead to significant harm even if hospital treatment not 
sought.

3   Repeat self-injury requiring hospital treatment. Possible dangers if hospital 
treatment not sought. However, unlikely to leave lasting severe damage even 
if behaviour continues providing hospital treatment sought.

4   Repeat serious self-injury requiring hospital treatment and likely to leave 
lasting severe damage if behaviour continues (i.e., severe scarring, crippling 
or damage to internal organ) and possibly to death.

B.  Repeat self-harm (historical)

Rate 9 if not known 
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C.  Safeguarding Children & Vulnerable 

Adults (historical)

❖ Rate the potential or actual impact of the patient’s mental illness, or 
behaviour, on the safety and well being of vulnerable people of any 
age.

❖ Include any patient who has substantial access and contact with 
children or other vulnerable persons.

❖ Do not include risk to wider population covered at scale A.

❖ Do not include challenge to relations covered in scale 9.

Rate 9 if not known 
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0   No obvious impact of the individuals’ illness or behaviour on the safety or well 
being of vulnerable persons.

1   Mild concerns about the impact of the individual’s illness or behaviour on the 
safety or well - being of vulnerable persons.

2   Illness or behaviour has an impact on the safety or well being of vulnerable 
persons. The individual is aware of the potential impact but is supported and is 
able to make adequate arrangements.

3   Illness or behaviour has an impact on the safety or well being of vulnerable 
persons but does not meet the criteria to score 4. There may be delusions, Non-
accidental self injury risk or self - harm.  However, the individual has insight, can 
take action to significantly reduce the impact of their behaviour on the children 
and is adequately supported.

4 Without action the illness or behaviour is likely to have direct or indirect 
significant impact on the safety or well - being of vulnerable persons. Problems 
such as delusions, severe Non - accidental self injury risk or problems of 
impulse control may be present.  There may be lack of insight, an inability or 
unwillingness to take precautions to protect vulnerable persons and/or lack of 
adequate support and protection for vulnerable persons.  

C.  Safeguarding Children & Vulnerable 

Adults (historical)

Rate 9 if not known 
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D.  Engagement (historical)

❖ Rate the individual’s motivation and understanding of their problems, 
acceptance of their care/treatment and ability to relate to care staff. 

❖ Include the ability, willingness or motivation to engage in their care/ treatment 
appropriately, agreeing personal goals, attending appointments. Dependency 
issues.

❖ Do not include Cognitive issues as in scale 4, severity of illness or failure to 
comply due to practical reasons.

Rate 9 if not known 
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D.  Engagement (historical)

0 Has ability to engage / disengage appropriately with services.  Has good 
understanding of problems and care plan.

1 Some reluctance to engage or slight risk of dependency.  Has understanding of 
own problems.

2 Occasional difficulties in engagement i.e. missed appointments or contacting 
services between appointments inappropriately.  Some understanding of own 
problems.

3 Contacts services inappropriately.  Has little understanding of own problems. 
Unreliable attendance at appointments. 
Or attendance depends on prompting or support.

4 Contacts multiple agencies i.e. GP, A & E etc, constantly. Little or no 
understanding of own problems.  Fails to comply with planned care.  Rarely 
attends appointments.  Refuses service input. Or Attendance and compliance 
dependent on intensive prompting and support.

Rate 9 if not known 
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E.  Vulnerability (historical)

❖ Rate failure of an individual to protect themselves from risk of harm to their 
health and safety or well-being.

❖ Include physical, sexual, emotional and financial exploitation or harm/ 
harassment.

❖ Do not include problems of engagement (rated at scale D).

Rate 9 if not known 
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E.  Vulnerability (historical)

0 No vulnerability evident.

1 No significant impact on person’s health, safety or well-being.

2 Concern about the individuals ability to protect their health, safety or well-
being requiring support or removal of existing support would increase 
concern.

3 Clear evidence of significant vulnerability affecting the individuals ability to 
protect their health and safety or well-being that requires support (but not 
as severe as a score of 4).Or removal of existing support would increase 
risk.

4 Severe vulnerability – total breakdown in individual's ability to protect 
themselves resulting in major risk to the individual's health, safety or well-
being.

Rate 9 if not known 
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Case Study - Bryony

• For this exercise you will be divided up into groups to work together to 
score a vignette. 

• If there is no obvious reference to the issues and needs assessed by any 
of the scales, assume for now that that there is no problem and score as a 
zero.

• You will need to access the following online materials:-

• The case study (Bryony)

• Pages 14 – 21 of the Mental Health Clustering Tool which provide you 
with the Glossary of the tool 

• You will need to keep a copy of your scores for the case study as you will 
be using them later to allocate the client to a Cluster.
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MHCT TRAINING VIGNETTE – BRYONY

Bryony is a 24 year old woman who has recently been referred to the service by her GP. The GP didn’t

provide a lot of background information as he had not used the usual referral mechanism.

On initial interview Bryony has presented as quite sullen and does not seem to be that keen on

engaging. She has poor eye contact and it is difficult to get her to talk about herself in any great detail.

She is casually dressed and appears slightly unkempt.

She lives at home with her mother and step father and has two younger siblings who are also still at

home. She attended a nearby University straight from school but didn’t move away from home. Since

graduating she has not secured any employment. She has had some short term jobs but has never

managed to translate these experiences into more permanent opportunities.

She doesn’t seem to have any real structure to her day. She apparently tends to stay in bed until well

after lunchtime but then stays up very late. She says that she does this partly to avoid her family as they

are ‘always giving her grief’. She does have a network of friends locally and she does see people and

socialise at weekends. She goes out most weekends and she reports that she usually drinks very heavily

on these occasions as well as smoking cannabis and occasionally taking ecstasy. She sometimes goes

beyond the norms of her friendship circle and may be place herself in vulnerable situations as a result of

her binge drinking. She is quite a heavy smoker and has nicotine stained fingers and has a bad cough

but seems unconcerned by this. She is also overweight but otherwise doesn’t seem to have any health

problems.

There don’t appear to be any issues relating to anxiety but her mood does seem to be lowered. She is

somewhat vague about any self harm issues now or in the past but there don’t seem to be any concerns.



BRYONY – expert panel peer review scores

Scale Suggested 

score

Rationale/evidence

1

2

3 2 Usually drinks very heavily at weekend as well as smoking cannabis and occasionally taking

ecstasy. She sometimes goes beyond the norms of her friends

4

5 1 Bad cough

6

7 1 Lowered mood

8 0/1 May score a 1 as sleep pattern not necessarily normative but it doesn't really seem to be a clinical

issue

9. 1 Avoids family as she says her parents are giving her grief

10 1 Slightly unkempt and can't seem to keep down a job

11

12 9 No real info — but she has had job opportunities — so could be O

13

A

B

C

D 1 May be some reluctance to engage.

E 1 Potentially vulnerable as a result of binge drinking
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Case Study - Aisha

• For this exercise you will be divided up into groups to work together to 
score a vignette. 

• If there is no obvious reference to the issues and needs assessed by any 
of the scales, assume for now that that there is no problem and score as a 
zero.

• You will need to access the following online materials:-

• The case study (Aisha)

• Pages 14 – 21 of the Mental Health Clustering Tool which provide you 
with the Glossary of the tool

• You will need to keep a copy of your scores for the case study as you will 
be using them later to allocate the client to a Cluster.
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MHCT TRAINING VIGNETTE – AISHA

Aisha is a 32 year old woman who has self-referred to the service. She is married and has three children.

She works in the local NHS as a commissioning manager, a post that she has recently been promoted to.

She was born locally and has a close family networks. She describes them as very supportive and she

spends most of her spare time with her extended family. She is particularly close to her sister, but does

not feel able to discuss how she is feeling with her or other family members or seek any support from

them.

On assessment Aisha reports that she has been feeling very pressured by the new role she has taken on.

She held her previous role at the Clinical Commissioning Group (and prior to that the Primary Care Trust)

for a number of years and was very comfortable and familiar with her role and responsibilities. She was

unsure whether to apply for her new role, but was encouraged to do so by other colleagues and senior

managers, but since she has started, she is feeling out of her comfort zone and recognises that it is

impacting on her wellbeing.

She is complaining of feeling low in mood and puts this down to the fact that she is experiencing work-

related stress. Her sleep is regularly disturbed. She says she sleeps well for a short while once she gets 

to sleep, but usually struggles to ‘switch off’ at bed time as she is still thinking about all the things she has 

to do at work. She also tends to wake early. She is a strict Muslim and does not smoke or drink. She is 

overweight and has an allergy to cats. Despite her allergy she has two cats at home but takes medication 

to manage the situation. She seems quite offended when asked about self-harm and denies any issues. 

She reports having had a period of lowered mood previously after the birth of her first child, but recovered

within a few weeks without any intervention. About three weeks ago, she accessed the online self-help

modules that the service provides and whilst she reports that they have helped a bit, she feels that she

would benefit from some face-to-face input.



AISHA – expert panel peer review scores
Scale Suggested 

score

Rationale/evidence

1 0

2 0

3 0

4 0

5 1 She has an allergy to cats. Despite her allergy she has two cats at home but takes 

medication to manage the situation.

6 0

7 2 She is complaining of feeling low in mood

8 2H Aisha’s sleep is regularly disturbed. She says she sleeps well for a short while once she 

gets to sleep, but usually struggles to ‘switch off’ at bed time as she is still thinking about 

all the things she has to do at work. She also tends to wake early.

9 0 Some people rate this as a 1 because she does not feel able to discuss how she is feeling 

with her sister or other family members or seek any support from them. However, please 

note that she describes them as very supportive and she spends most of her spare time 

with her extended family. In such a situation it is important to consider whether there may 

be cultural impacts on her decision not to discuss her mental health with extended family 

members.

10 0

11 0

12 0

13 0

A 0

B 0

C 0 Some people rate as a 1 due to Aisha presenting with low mood and having children, but 

there is no evidence that they are at risk

D 0

E 0
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Working-aged Adults and Older People with Mental Health Problems

A

Non -

Psychotic

B

Psychosis

C

Organic

a.

Mild/Mod/

Severe

b.

Very Severe 

and 

Complex

c.

Blank 

Cluster

a.

First

Episode

b.

Ongoing or 

Recurrent

c.

Psychotic 

Crisis

d.

Very Severe 

Engagement

a.

Cognitive

Impairment

DECISION TREE

CARE CLUSTERS and PATHWAY DEVELOPMENT

10 11 12 13 14 15 16 17 212019181 2 3 4 5 6 7 8 9

Which cluster group is most appropriate for this presentation?
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Cluster 1 Common Mental Health Problems (Low Severity)

Cluster 2 Common Mental Health Problems (Low Severity with greater need)

Cluster 3 Non-Psychotic (Moderate Severity) 

Cluster 4 Non-Psychotic (Severe) 

Cluster 5 Non-Psychotic Disorders (Very Severe) 

Cluster 6 Non-Psychotic Disorder of Over-valued Ideas 

Cluster 7 Enduring Non-Psychotic Disorders (High Disability) 

Cluster 8 Non-Psychotic Chaotic and Challenging Disorders 

Cluster 9 Blank cluster

Cluster 10 First Episode Psychosis 

Cluster 11 Ongoing or recurrent Psychosis (Low symptoms) 

Cluster 12 Ongoing or recurrent Psychosis (High Disability) 

Cluster 13 Ongoing or recurrent Psychosis (High Symptoms and Disability) 

Cluster 14 Psychotic Crisis 

Cluster 15 Severe Psychotic Depression 

Cluster 16 Dual Diagnosis 

Cluster 17 Psychosis and Affective Disorder - Difficult to Engage

Cluster 18 Cognitive Impairment (low need) 

Cluster 19 Cognitive Impairment or Dementia Complicated (Moderate Need) 

Cluster 20 Cognitive Impairment or Dementia Complicated (High Need) 

Cluster 21 Cognitive Impairment or Dementia (High Physical or Engagement) 

The Care Clusters for Mental Health Payment by Results 

The Clusters

. 
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Allocating to a cluster

• Having decided the MHCT scores based on your clinical assessment now use the 
Mental Health Clustering Booklet to help identify the most appropriate cluster

• We examined the decision tree to decide if the person’s presenting needs are non-
psychotic, psychotic or organic in origin. Then we decided which of the next level of 
headings is most accurate. This has narrowed the list of possible clusters 

• Now review the scoring grids to decide which one is the most appropriate by using 
the colour coded key.

• Start with the Red scores; red scores indicate the type and level of need which must
be scored for each cluster. If the scores do not match then try another cluster.

• Next, to more accurately allocate to a cluster, look at the Orange scores. Orange 
represents expected scores. You may allocate a person to a cluster if the ORANGE 
scores do not exactly match the coloured grids. However, this reflects a ‘weaker fit’ to 
that cluster 

• By a process of elimination, examining the required and expected scale severity 
scores for each cluster, you will soon be able to determine which cluster best 
describes the needs of the service user that you have assessed, leading to accurate 
cluster allocation
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Care Cluster 3: Non Psychotic 

(Moderate Severity)
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Allocating to a cluster

• Having decided the MHCT scores based on your clinical assessment now use the 
Mental Health Clustering Booklet to help identify the most appropriate cluster

• We examined the decision tree to decide if the person’s presenting needs are non-
psychotic, psychotic or organic in origin. Then we decided which of the next level of 
headings is most accurate. This has narrowed the list of possible clusters 

• Now review the scoring grids to decide which one is the most appropriate by using 
the colour coded key.

• Start with the Red scores; red scores indicate the type and level of need which must
be scored for each cluster. If the scores do not match then try another cluster.

• Next, to more accurately allocate to a cluster, look at the Orange scores. Orange 
represents expected scores. You may allocate a person to a cluster if the ORANGE 
scores do not exactly match the coloured grids. However, this reflects a ‘weaker fit’ to 
that cluster 

• By a process of elimination, examining the required and expected scale severity 
scores for each cluster, you will soon be able to determine which cluster best 
describes the needs of the service user that you have assessed, leading to accurate 
cluster allocation
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Care Cluster 3: Non Psychotic 

(Moderate Severity)
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• Yellow scores represent the levels that may occur. Yellow scores 
have no bearing on accuracy of cluster allocation. They may indicate 
the need for additional care plan interventions.

• Remember, the final clustering decision is yours, based on your 
assessment results and your clinical judgement in applying this 
guidance.

• If your IT system includes a clustering ‘algorithm’ then you will be 
invited to record your scores on this software and it will automatically 
offer you one or more choices of cluster and estimate the 
percentage ‘best fit’. You will always have the opportunity to over 
ride the algorithm in order to allocate to a cluster that in your clinical 
judgement is the most appropriate.

Allocating to a cluster
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Clusters in IAPT services

• Clusters 1 - 3 describe the needs of people presenting with minor to mild problems 
involving depressed mood, anxiety or other disorder excluding psychosis

• Clusters 4 and 5 describe the needs of people presenting with moderate to severe 
problems involving depressed mood, anxiety or other disorder, excluding psychosis

• Clusters 6 - 8 describe the needs of people with enduring, moderate to very severe 
non - psychotic problems that are difficult to treat and which may seriously affect 
activity and role functioning with an adverse impact on personal relationships
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Summary points for allocating 

to non psychotic clusters

• Cluster ‘0’ is suitable if the needs of the clients are not adequately 
described by the existing clusters but a service will be offered. E.g. 
Autistic Spectrum Disorders and ADHD.

• Clusters 1-5 are determined by increasing severity on scales 7 and 
8 with no score greater than 1 (eccentric beliefs) on Scale 6. Risk of 
DSH is low in Cluster 1-3 and greater in Clusters 4 and 5.

• Clusters 6 and 7 are characterised by significant severity of strong 
unreasonable beliefs (Scale 13) but low risk of DSH. Eating 
disorders, morbid jealousy or OCD and beliefs associated with these 
conditions are flags for Clusters 6 and 7. Implicit distinction is made 
between beliefs in non psychotic conditions and delusions. 

• Cluster 8 is defined by severity on Scales 7 and 8 combined with 
severity score on historic Scale B (repeat self harm).
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• The care clusters as a currency unit are based primarily on the 
characteristics of a service user, rather than their diagnosis. 

• ‘Likely’ diagnoses are given for each cluster, but the same diagnosis 
could lead to multiple clusters 

• e.g. a service user with depression could fit into a number of 
clusters, dependent on the severity of their symptoms and other 
clustering scores.

Clusters and ICD10 diagnosis
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MHCT Assessments in IAPT

• IAPT services should cluster people as they enter treatment as 

this is used to determine the price paid as it is an indicator of 

the intensity of treatment that will be required. 

• Unlike secondary care MH clustering there is no cluster review 

period and no re-clustering. This includes not clustering again 

when a patient is stepped up (or down), unless the payment 

episode is ended by being stepped to another provider, who 

should then cluster them as entering.

• If after a couple of treatment sessions the cluster is identified as 

being wrong, the cluster assigned may be changed. It is 

important that it is changed in a timely fashion. It needs to be 

before or during the data set submission period that contains 

the ‘care spell end code’ to ensure the new MH Cluster is 

captured (part of the referral record). 
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MHCT Assessments in IAPT

• Any change to cluster should reflect the true cluster the 

patient was in as they entered treatment. Clusters must 

not be changed to reflect treatment effects as this could 

mean a lower cluster, which does not adequately reflect 

the cost of treating the patient.

• Patients who only receive assessment should NOT be 

clustered. Where initial assessments indicate that a 

person’s needs may not appropriately be met by IAPT 

services, they may still have a role in supporting 

wellbeing. In these circumstances, covering the cost of 

assessment is expected to ensure that IAPT providers will 

be remunerated for the activity delivered at this stage such 

as advice, guidance, signposting and onward referral if 

and when needed. © Royal College of  Psychiatrists, 2021
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MHCT Assessments in IAPT

• All other patients need to be clustered otherwise the 

service may not be adequately paid for their treatment.

• There is no link between MH Clustering and provisional 

diagnosis. MH Cluster is a measure of the care needs of 

patients, which can be the same for a number of 

provisional diagnoses. Diagnosis is used to determine 

which ADSM scale needs to be used when measuring 

recovery. 
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Any questions?
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The Care Clusters

Showing the distribution of scores that are required or 
expected on each MHCT scale to achieve the best fit 

to each Care Cluster
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Care Cluster 0: Variance

Based on ratings, mental health professionals should be able to identify a cluster whose 

profile matches that of the service user they are assessing. If no match is possible then the 

variance cluster (cluster 0) can be used and the reasons for doing so recorded. The goal is to 

continually reduce the use of this variance cluster over time e.g. by adding new clusters or by 

adjusting the boundaries of existing clusters.
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Care Cluster 1: Common Mental Health 

Problems (Low Severity)
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Care Cluster 2: Common Mental Health 

Problems (Low Severity with greater need)
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Care Cluster 3: Non Psychotic 

(Moderate Severity)
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Care Cluster 4: Non Psychotic (Severe)
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Care Cluster 5: Non Psychotic Disorders 

(Very Severe)
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Care Cluster 6: Non Psychotic Disorder of Over-

valued ideas
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Care Cluster 7: Enduring Non Psychotic Disorders 

(High Disability)
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Care Cluster 8 – Non Psychotic Chaotic and 

Challenging Disorders
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Case Study - Bryony

• For this exercise you will again be divided up into groups to work together.

• Using your scores for Bryony, allocate her to a cluster using the guidance 
provided

• You will need to access the following online materials:-

• Pages 22 – 39 of the Mental Health Clustering Tool which provide you 
with the required elements of the clustering guidance 
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Case Study - Bryony

• It is expected that you will have allocated Bryony to CLUSTER 1
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Case Study - Aisha

• For this exercise you will again be divided up into groups to work together.

• Using your scores for Bryony, allocate her to a cluster using the guidance 
provided

• You will need to access the following online materials:-

• Pages 22 – 39 of the Mental Health Clustering Tool which provide you 
with the required elements of the clustering guidance 
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Case Study - Aisha

• It is expected that you will have allocated Aisha to CLUSTER 3
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Case Study - Geoff

• For this exercise you will be divided up into groups to work together to 
score a vignette and allocate the client to a cluster.

• If there is no obvious reference to the issues and needs assessed by any 
of the scales, assume for now that that there is no problem and score as a 
zero.

• You will need to access the following online materials:-

• The case study (Geoff)

• Pages 14 – 21 of the Mental Health Clustering Tool which provide you 
with the Glossary of the tool (LINK)

• Pages 22 – 39 of the Mental Health Clustering Tool which provide you 
with the required elements of the clustering guidance 
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MHCT TRAINING VIGNETTE – GEOFF

Geoff is a 35 year old man who lives with his wife in good quality rented accommodation in the

city. He is employed as a salesman for an office supplies company were he is expected to sell

office supplies to new and existing customers. He has presented to the GP complaining of

“anxiety at work”. He was referred to the local Primary Care MH Team.

At interview Geoff presents well with good attention and concentration. He does not have any

suicidal ideation or a depressed mood. Geoff describes some initial insomnia but says that

once he is asleep he wakes rested.

In the last two weeks he says that when he is at work, he “just can’t answer the phone”. He

says that every time it rings he just starts to tremble, have palpitations and break into a cold

sweat. He says that he is concerned that if he speaks to one of his clients and they ask him a

question that he doesn’t know the answer to, “They will think I am a fool”. Geoff thinks that he

only works to about 20% capacity but the boss doesn’t mind, because “I work on commission”.

Geoff says that he has a good social life and regularly entertains family and friends at home.

He enjoys socialising with friends at parties and says at times I can sometime drink a little too

much the way I did “last weekend” but says he doesn’t have to drink all the time.

Geoff met his wife at university and they have a good relationship. At university Geoff’s wife

says that she noticed that Geoff always had problems around exam time and when essays

were due. He would always get very nervous, “his heart would pound, and his hands sweat

and tremble.



GEOFF - expert panel peer review scores and cluster allocation

Expected cluster 4              

Scale Suggested score

1 0

2 0

3 1

4 0

5 0

6 0

7 0

8 3B

9 0

10 2

11 0

12 0

13 0

A 0

B 0

C 0

D 0

E 0
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