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Executive Summary

This report contains the results of a major national research project examining
acute psychiatric care. It discusses the implications and identifies ten
recommendations for action.

Acute psychiatric care is regarded as a key service component within mental
health services. It absorbs up to two thirds of the available resources, and is
currently the main intervention for dealing with serious mental health crises.
However, we know that acute psychiatric units are under severe pressure with
high occupancy rates, and that community alternatives are not always in place.
Despite the central role of acute psychiatric care we have only limited
information about its effectiveness and quality.

The purpose of the recent Sainsbury Centre research was to:

� develop a picture of life on today’s acute psychiatric wards

� track pathways to acute care

� describe people’s experiences on the wards

� examine the extent of discharge planning

� assess the key issues surrounding acute care.

It was carried out in two stages:

� the first was a census of a significant proportion of all acute psychiatric units
(ACIS 1)

� the second (ACIS II) was a more intensive study of nine wards and 215
patients. It is this part of the research that is reported in detail here.

This report is aimed at all those who have an interest in or responsibility for
acute psychiatric care including the Department of Health, the NHS, the
independent sector, and the main professional groups and their representative
agencies. The findings will be of interest to staff, service users, carers and others
who have contact with acute psychiatric services such as the police, social
workers and A & E staff, as well as national bodies concerned with mental health
care.

A representative sample of nine wards was selected from the 38 services
studied in the first part of the research programme. 20-25 patients admitted
consecutively to each ward were recruited to the study, totalling 215 people in
all. Information was collected on their personal characteristics, why they were
admitted, what care they received and how effective it was, and on the
discharge process.

The purpose
and scope of
the research

The audience

The research
methodology
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The researchers visited the wards weekly, collecting information on admission,
then following patients through to discharge. Patients themselves were also
interviewed and described their satisfaction with services. The research was
carried out between September 1996 and April 1997.

The study found that the large majority of patients were admitted for
emergency psychiatric treatment, usually for the relapse of an existing illness. 89
per cent were unplanned “emergency admissions”. However, more than one in
ten patients were admitted for social reasons or for respite care. 40 per cent of
patients had been admitted to the same service within the last 12 months and
13 per cent within the last 6 weeks.

There was evidence that a significant proportion of admissions were avoidable,
and that community services are failing, or are unable to, predict or prevent
admission. In some cases this is due to a lack of alternatives in the community.
A & E Departments are a major access point to acute care – the most
important in the South East – and many patients arriving in A & E had not
received previous input from mental health services during their crisis.

Most patients leave acute care in a better mental state than when they came in.
However, people’s long term, underlying needs are not being met during their
hospital stay; and in particular social needs are not being addressed. In some
cases staff and patients disagree about the patient’s most pressing needs. Nearly
half of all patients said that they had not received enough information about
their illness and the possible treatments.

Many patients receive only limited therapeutic input and multi-disciplinary care
is absent for the majority. Patients had remarkably few contacts with staff other
than doctors and nurses, and there was little evidence of the timely and effective
use of psychologists, occupational therapists or social workers. There was also
little evidence of community staff being involved on a systematic basis. Patient
contact with all staff other than hospital doctors or nurses only averaged one
contact per patient per stay.

Most patients are bored during their stay and few if any are involved in planned
programmes of social activity. 40 per cent of all patients undertook no social or
recreational activity during their stays.

The study uncovered a small, but serious, risk of violence to patients and staff
on acute wards. During the study 18 incidents causing no detectable injury were
recorded and a further 10 which caused minor injury. No major incidents
occurred. There were 16 cases where patients harmed themselves during their
stay.

Acute care should form part of a planned and integrated programme, delivered
in conjunction with community services. This ideal is, in practice, rarely
achieved. Most patients stayed longer in acute care than is necessary, because of
a lack of (usually less expensive) alternatives in the community. Staff believed
that nearly one in five patients no longer needed inpatient care at the end of the
first week of their stay, rising to 45 per cent by the end of the second week and
70 per cent after 8 weeks. The main reasons for inability to discharge were lack
of accommodation and lack of home-based support.

Pathways to
acute care

Patients’
experiences of

acute care

Discharge
planning
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community services following eventual discharge may in turn lead to early
readmissions. The revolving door keeps on spinning. These problems add to the
suffering of already vulnerable patients and put unacceptable strain on staff.

There is scant evidence about the effectiveness and quality of care of acute
wards in dealing with people with psychiatric problems. Relatively little is known
about exactly who are the people who stay on acute psychiatric wards and what
happens to them while they are there. There is a sense that hospital care is a
black box, with people entering and leaving, and we have high but vague
expectations about what happens in between. The issue about quality and
effectiveness of care is crucial however, not least because acute inpatient
treatment is the most intensive and expensive form of mental healthcare – but
also because patients on acute wards have to sacrifice both privacy and freedom
during their stay. Moreover, they are unpopular with many of those patients
(Rose,D. et al, 1998). It is crucial, therefore, that hospital stays are used to best
advantage, treating the patients who need and benefit most from this regime and
for the shortest necessary time.

There is currently an increasingly polarised debate about the role of acute care.
Many clinicians argue for more acute beds to relieve pressure on services.
Others view this approach as illusory arguing that it would result in less
investment in the community and poorer mental health outcomes. In reality, we
know little about the effectiveness of acute care, yet it is the most resource
intensive intervention within mental health services. There is some evidence
that some patients can be cared for more cost effectively using community
based crisis services and this issue is examined in a recent Sainsbury Centre
report (Minghella,E. et al, 1998).

A number of possible roles, not necessarily mutually exclusive, can be proposed
for inpatient care including:

� crisis management for serious mental health problems

� intensive treatment and therapy

� intensive assessment

� providing a place of safety.

It is hard to assess inpatient care unless the role is set out clearly, both
nationally and in local service plans. This seems rarely to be the case. For the
purposes of this study all the above areas were considered. However, the study
did not look at the clinical effectiveness of acute care as opposed to alternatives
(or no intervention). Further research is required on the effectiveness of the
various elements of acute care relative to its intended objectives. There is no
clear evidence at present to justify the specific form of crisis response which has
evolved, which seems to owe more to the historic development of institutional
medicine than the needs of mentally ill people.

This study had more modest objectives. It aims to elucidate the role of the
current acute psychiatric ward within the overall framework for mental health
services. It provides a picture of life on today’s acute psychiatric wards by
tracking patients through admission, treatment and discharge.

Chapter 2 looks at the findings of stage II of the ACIS about the admission of
the 215 patients. The report goes on to discuss the treatment and other

Care on the
wards

What then is
the role of
acute care?

1  •  INTRODUCT ION



– 12 – ACUTE  PROBLEMS

therapies provided for patients, the environment and facilities the wards offer,
what happens to patients during the discharge process, and their personal
experiences. Finally, it discusses the conclusions reached by the study and
explores the way forward. Throughout the report we follow four typical
patients – David, Dorothy, Mohammed and Carol – whose experiences
illustrate life on today’s acute psychiatric wards. Their experiences are charted
as they are admitted, treated and discharged from the wards.
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The large majority of admissions represent a response to a crisis, and are
unplanned. At the same time, a sizeable minority of patients is being admitted
primarily for social rather than psychiatric reasons. Community alternatives or
the better organisation of care might have prevented admission in some of these
cases.

There are questions for both policy-makers and practitioners about the
appropriateness of many admissions and the lack of suitable alternatives. ACIS
set out to examine who is admitted to acute care, why they are there and how
they came to be there.

A representative sample of nine hospital wards was selected from the 38
services studied in ACIS 1 (Shepherd,G. et al, 1997), according to degree of
deprivation, geographical location (inner city, suburban or rural) and hospital
site (general or psychiatric hospital). Between 20 and 25 patients admitted
consecutively to each ward were recruited into the study, totalling 215 people.
Information was collected on their characteristics, why they were admitted,
what care they received, how effective the care was, and on the discharge
process. The researchers visited the wards weekly, collecting information on
admission, then following the patients through to discharge. Patients themselves
were also interviewed and described their satisfaction with the services. The
research was carried out from September 1996 to April 1997.

This study of 215 patients admitted to acute care found that patients were
evenly divided between male and female. A total 85 per cent of the patients
were white [compared with 93.5 per cent of the total population]. Average age

2C H A P T E R

Pathways to
Acute Care

� Most acute admissions are
unplanned.

� Acute wards need better
gate-keeping.

� Community services are
failing to prevent or
predict admissions.

� A significant number of
admissions are
avoidable.

� Some admissions are
due to lack of
alternatives.

Key points

Relieving some
of the pressure

The
methodology of

the study

Patient profiles



– 14 – ACUTE  PROBLEMS

was 40. A total 36 per cent were living alone at time of admission as compared
with 11 per cent of the wider population. Only 20 per cent were in paid
employment. Most frequent diagnosis was mood disorder: 43 per cent were
diagnosed with a mood disorder, mostly depression, and 28 per cent with
psychosis. The remaining 29 per cent suffered from a variety of disorders
including dual diagnosis (eight per cent), personality disorder (seven per cent)
and those with no diagnosis (eight per cent). Most admissions were voluntary,
although 15 per cent were admitted under the MHA (and the larger scale
census in ACIS I clearly indicates more patients are detained as their stay
continues).

ACIS 1 (n=2236) ACIS 2 (n=215)

Male Female Male Female

Gender (%) 52 48 50 50

Mean age (%) 38 43 39 42

White (%) 85 90 81 88

Diagnosis (% with psychosis) 48 30 37 20

Living alone (%) - - 39 32

Employed (%) - - 20 19

The study found some variations between wards. Those wards in the three
most deprived areas (all London services) had a higher proportion of male and
ethnic minority patients. The same three wards admitted a higher number of
patients with a diagnosis of psychosis. This reflects the findings of the recent
King’s Fund study of London mental health services (King’s Fund, 1997). There
was a considerable variation (4-37%) across the wards in the proportion of
people admitted under the MHA, although this variation is not associated with
deprivation or location. 70 per cent of people admitted under Section were
white, 15 per cent black Caribbean, 6 per cent black African and 9 per cent
Asian.

Women were slightly more likely than men to have a planned admission and
more likely to be admitted for social or respite reasons, the survey shows. They
were less likely to be admitted under the MHA.

The large majority of patients in the survey were admitted to wards for
emergency psychiatric treatment, mainly for relapse of an existing illness. In
many instances an additional reason was that they were believed to be at risk of
harming themselves. However, more than one in ten patients were admitted for
social reasons or for respite care. This proportion varied significantly between
wards, from five per cent in the two most socially deprived areas to 21 per cent
in one area serving a large rural population.

Other studies have also pointed to patients being admitted to psychiatric wards
because of social circumstances. One survey showed these accounted for nine
per cent of short (less than one week) stays (Cawley et al, 1997). Although the
overall proportion of patients coming into hospital for social reasons is relatively
small in the ACIS, it still raises important questions about whether a specialised
and expensive unit is the most appropriate place for such people.

T a b l e  1
Patient profiles

Differences
between men

and women

Avoidable
admissions
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T a b l e  2 The wards

Ward A B C D E F G H I

Location Inner Outer Inner Other Suburban Rural Rural/ Suburban Suburban
London London London inner Suburban

city

Deprivation level High High High High Medium Medium Medium Low Low

Location DGH DGH PH (new) DGH PH (old) DGH DGH DGH PH (old)

Number of beds 16 26 22 29 25 18 18 26 48

Total admissions 111 203 227 421 322 253 232 333 1,197

Total discharges 177 254 251 453 327 250 229 324 1,239

Finished consultant
episodes 162 208 304 409 308 250 189 324 656

Throughput 10.1 8 13.8 14.1 12.3 13.9 10.5 12.5 13.4

MHA admissions % 19 32 57 16 N/K N/K N/K 31 30

Bed occupancy >100% >100% >100% >100% >100% >100% 87% >100% >100%

Length of stay (days) 31 31 24 50 27 28 28 30 50

Number of patients
in ACIS II (n=215) 19 20 19 24 25 30 22 30 26

* Figures above relate to financial year 1995–6

** N/K not known

Male Female

Type of admission n % n %

Emergency 98 92 94 87

Planned 9 8 14 13

Patients admitted within 6 weeks
of past discharge 14 6.5 14 6.5

Reasons for admissions

Psychiatric treatment 46 44 38 35

Social respite 9 9 15 14

Risk of harm to self 41 39 46 43

Other reason 9 9 12 11

Patients detained under MHA

Informal 89 83 93 86

Detained 18 17 15 14

T a b l e  3
Admissions
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The study found 89 per cent of admissions were classified as emergencies.
However, 40 per cent of the patients had previously been admitted to the same
service in the last 12 months, 20 per cent within the last 90 days and 13 per
cent within the last six weeks, confirming the so-called ‘revolving door’ of
mental health care. This high rate of people returning to acute care in a crisis
indicates the difficulties community services experience in preventing admission
or finding alternative forms of care for people with mental health problems.

Other studies have shown that this ‘revolving door’ of hospital care is an
indicator of poor planning and communication between hospital and community
services. A Sainsbury Centre for Mental Health survey of patients admitted to
psychiatric wards in two London boroughs discovered that many patients were
returning to acute wards because packages of community care set up at the end
of previous admissions had broken down. The survey showed at the time of
their admission only 16 per cent of the patients were on the caseload of a
community mental health nurse and 30 per cent on a social worker’s caseload,
while 41 per cent were registered as psychiatric outpatients. It revealed that a
quarter of these patients with a history of previous hospital admissions had been
discharged before with no recorded care package. A further 21 per cent had left
with a care package but it had broken down in some way (Minghella et al, 1997).
Discharge arrangements are discussed in more detail later.

The ACIS looked at service users’ routes to admission by tracing contacts with
other agencies for the 48 hours prior to admission. Overall, community mental
health services instigated admission for the largest group of patients. This
category includes outpatients, social services, community psychiatric nurses or
case managers, day centres and crisis teams, but still accounted for well below
half of the admissions. Accident and emergency departments (A & E) were the
previous port of call for the next biggest group of patients. Services in South
East England admitted higher numbers of patients through A & E than through
community services. By contrast, general practitioners (GPs) were involved
more often in admission in other areas. Reasons for these variations may
include poor access to or poorer links between community services, GPs and
inpatient services in the South East, and particularly in London.

Unplanned and
unexpected?

Pathways to
admission
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REAL LIVES: THE EXPERIENCE OF ADMISSION

David
A 34-year-old white graduate in a highly specialised technical job, David was taken by police to a southern
England hospital under Section 136 of the Mental Health Act following an incident with a taxi driver. He
was transferred and admitted, voluntarily, to ward H – part of a large DGH in outer London – to be
nearer home. He was diagnosed as having schizophrenia with the reason given for admission as
reinstatement of medication. Previously, he had been admitted three times to acute care, in 1990, 1993
and 1994.

Dorothy
Police using Section 136 of the Mental Health Act brought a 41-year-old African-Caribbean woman,
Dorothy who had stolen a bus from a depot, to hospital. She lived alone and was attending college. She
was admitted to ward C, in a highly deprived part of inner London. Her diagnosis was manic depression
and staff considered she also had learning difficulties. Reinstatement of her medication was given as the
reason for admission. Dorothy was first admitted to an acute psychiatric ward in 1978 and was well
known to staff on the ward.

Mohammed
An unemployed 19-year-old Bangladeshi, who lives with his family, Mohammed was taken to A & E by
one of his parents. He was admitted to ward H under Section 2 of the Mental Health Act and the
diagnosis given was a manic episode. Staff gave need for medication as the reason for his admission. This
was his first admission to a psychiatric ward.

Carol
A 25-year-old white woman in full-time employment who lived alone, Carol was taken to A & E by her
family. She was admitted to ward I – in an affluent part of south east England – initially for observation
then, after a brief discharge, because it was believed she might commit suicide. This was an emergency
admission but not under the Mental Health Act. She had been admitted to acute care twice before, both
within the last 18 months.

All patients admitted via A & E were traced back a step further to identify their
previous contact (see Appendix 2, table i). The study found half had either
referred themselves or been taken by their families, and had had no contact
with mental health services in the previous 48 hours. A total of 17 per cent of
admissions through A & E were brought there by police and 14 per cent were
referred by GPs. Patients admitted to acute psychiatric wards after being
transferred from other wards came mainly from medical wards subsequent to
being admitted via A & E for self-harm. It is a concern that A & E is such a major
access point for admission to acute psychiatric wards and that so many patients
arriving via A & E had not received any input from mental health services during
their crisis. This suggests a lack of available community intervention or crisis
services which might have prevented or replaced admission to hospital.

2  •  PATHWAYS  TO ACUTE  CARE
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Clearly, hospitals should not just provide asylum, but also a variety of high
quality treatments, information, support, good food and leisure activities, all in a
safe and pleasant environment. Most patients will need support with social
problems such as benefits, employment, housing and family – pressures that may
have prompted their admission in the first place. Some patients also need close
supervision or observation. So how successful are today’s acute psychiatric
wards at addressing peoples’ needs?

Success can be measured in various ways – in outcomes such as relief of
symptoms, meeting social and psychological needs, or in process terms, i.e. what
actually happens on wards such as time spent with staff, activities and
medication. The study evaluated these different factors through weekly
assessments of each of the 215 patients alongside that of the primary nurse, and
using medical notes, care plans and progress notes. The aim was to build up a
comprehensive picture of the care provided on the nine wards. The study also
measured user satisfaction with the wards, which will be discussed in chapter 5.

In general terms, most patients leave acute wards in a better condition, both
subjectively and objectively, than when they came in. The study shows that
average severity of user’s symptoms (measured by the Brief Psychiatric Rating
Scale) nearly halved from admission to discharge. The improvement was
observed in users across all nine wards, and is statistically significant. It is not
clear however, whether this is due to psychiatric crises being self-limiting or
what, if any, attributes of acute care alleviate a psychiatric crisis.

3C H A P T E R
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Total BPRS scores at admission and discharge

BPRS* WARD
total score A B C D E F G H I Total

n 19 20 19 24 24 30 22 29 26 213

Average on
admission 13.4 12.1 14.7 13.6 13.9 15.5 11.4 12.4 7.9 12.7

Average on
Discharge 6.2 7.1 6.9 6.6 7.5 8.2 4.8 3.6 5.1 6.4

* Brief Psychiatric Rating Scale

Acute wards deal with many emergency psychiatric needs. However, since
nearly half of the patients return in less than a year, it is likely that many of the
problems apart from symptoms that may have contributed to breakdowns in
the first place – such as housing, finance, social relations, daily occupation or
stigma – are not being tackled satisfactorily. It is questionable whether staff on
acute wards have the resources or skills to address these problems, or whether
other agencies or support systems are being involved sufficiently to assist with
these non-medical problems in an attempt to break the cycle of readmission.

Expertise on these issues is concentrated in community teams, yet there is little
evidence of their skills being deployed effectively during inpatient stays.

Patients’ problems were assessed by asking both patients and nurses to
complete a checklist of 22 possible areas of need at admission and discharge.
These problems ranged from psychiatric symptoms to basic needs like
accommodation and food. (See box 1).

Basic needs: Accommodation, food, daytime activities

Health needs: Physical health, psychotic symptoms, distress, drugs, alcohol, self-
harm, risk to others

Social needs: Company, relationships, sexual expression

Functioning needs: Looking after home, self-care, child-care, basic education,
money

Service needs: Information, access to telephone, transport, benefits.

Both patients and nurses agreed on a similar total number of needs at admission
– roughly an average of five per patient. There were, however, some
disagreements between staff and patient perceptions. Patients and staff differed
in their judgement about the profile of the patients’ needs on admission and
how well those needs had been met at discharge. Looking at the five different
sub-groups, the patients rated their needs at admission as slightly higher than
staff did in every area, except health, where the staff rated patients’ needs
higher than the patients themselves.

Obviously there may be difficulties in these assessments. Nurses focus on
psychiatric rather than social needs when admitting patients with acute mental
health problems, and patients may find it difficult to assess their own mental
health – or indeed any other – needs at this point in time dispassionately.

B o x  1
Assessment of patients’

needs (using the
Camberwell Assessment

of Need)

T a b l e  4
Reduction in symptoms

Neglecting
basic needs
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However, if staff pay insufficient attention to social needs identified by patients,
this could be perpetuating the revolving door pattern. This is highlighted by the
fact that patients in socially deprived areas rated themselves as having more
basic problems with areas such as accommodation and food, yet staff
assessments showed no such relationship.

Analysing the ratings further, there are more differences. When looking at each
of the 22 needs areas in turn, staff and patients show some disagreements. For
example, 19 per cent of all patients identified obtaining welfare benefits as a
problem, yet staff named this need for only 11 per cent of patients. While 30
per cent of patients identified obtaining an adequate diet as a problem, staff
described this as a need for only 21 per cent of all patients.

However, these figures mask even wider differences, since the patients who
identify themselves as having particular problems are not necessarily the same
patients identified by staff. For example, looking at benefits again, there were
instances where staff identified this as a problem for individual patients who did
not mention benefit related problems themselves. Likewise, some individual
patients named benefits as a problem, but this was not identified for them by
staff. In all there was agreement between both patients and staff that individual
patients needed help with benefits for only 8 per cent of patients. The only area
where there was strong agreement between pairs of staff and patients was with
alcohol problems. Here 18 per cent of patients and staff agreed there was a
problem, which may reflect jointly agreed admissions for detoxification.

The biggest area of disagreement was over provision of information. Nearly half
(45 per cent) of patients said they had not received enough information about
their illness or the treatment given, while staff named this a problem for only 9
per cent of patients. Lack of adequate information has been a consistent
complaint of users of mental health services (Rose,D. et al, 1998).

We also found a wide difference of opinion between those patients who
identified themselves as having a psychotic problem and the patients identified
by staff as having psychotic problems. The staff identified psychotic symptoms in
48 per cent of patients, but this was mentioned by only 18 per cent of patients.
There was only direct agreement about psychotic symptoms for 12 per cent of
patients.

The divergence of views was also clear at discharge. Patients believed they had
fewer total needs when they left than when they arrived. They saw an
improvement in their needs across all areas, social and medical, although with
only a minor reduction in basic and service needs. Staff, however, only regarded
health needs as improved and believed patients’ needs in all other areas had
increased. Staff interviewed felt that patients’ social and other non-medical
problems had not been addressed by the end of their stay.

The reasons for these differences over time and between patients and staff are
not clear. It may simply be that staff only become aware of a patient’s wider
needs as they get to know them better during they stay. On admission they may
concentrate on psychiatric symptoms, and ignore social problems, which are not
considered a priority at that time. For the patient, a respite from their social
problems – the traditional role of ‘asylum’ – may temporarily diminish them.
Success in treating a patient’s acute symptoms may also raise the relative
importance of their wider needs, especially with discharge approaching.

3  •  BE ING  THERE
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The difference of perception may also highlight the lack of information
communicated from community services to acute wards at the time patients are
admitted. The strong implication is that communication with other services is
essential and that community teams need to be involved in care planning at the
earliest possible stage if discharge is to be timely and follow-up successful.

Patients appear to leave acute psychiatric wards feeling better than when they
arrived. But what actually happens to them during their stay, and are the
interventions responsible for the changes in medical, psychological and social
profile?

There is surprisingly little research to guide staff as to selecting the most
effective interventions for this group of increasingly unwell and disturbed
patients (Olfson et al, 1993). The earlier mentioned ‘black box’ model of
inpatient care is reinforced. Recently, there have been calls for greater clarity
over the roles of different professionals and the various inputs and interventions
each can make on the acute psychiatric ward (Nuffield Institute for Health, 1996).
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The ACIS examined some of the typical interventions and activities available to
patients on acute psychiatric wards. In particular, the study looked at care
planning, at which staff and patients met, the activities they took part in, the
medication taken and the use of observation and seclusion regimes.

The researchers carried out a brief review of nursing care plans after the
patient’s discharge, to establish their quality and the type of interventions
identified. The notes of 113 of the 215 patients who took part in the study were
identified. These 113 patients had 249 care plans between them:

� 49 per cent had one care plan

� 49 per cent had two to five care plans

� 2 per cent had more than five care plans.

Of the problems identified in the plans, 50 per cent referred to signs or
symptoms of psychiatric illness, 20 per cent to a risk of danger to self or others,
10 per cent to physical health problems, and only 10 per cent to other issues
such as social needs or problems with daily living skills.

Care plans across the nine wards had a very similar formula. A large number
began with the words “to develop a therapeutic relationship with the patient”
with no explanation of how this was to be done or what it means. The
interventions identified in care plans fell into two broad types:

� psychiatric treatments such as medication

� milieu type interventions such as “spending time with the patient”.

There were few plans where the mechanism and expected outcome of the
intervention was specified or of referral for evidence based interventions other
than traditional medical or nursing care (such as cognitive behavioural therapy,
psychosocial interventions or family interventions). Evaluations of the care plans
were rarely recorded.

Much emphasis is placed on the role of multi-professional teams in today’s acute
hospitals. Research in the U.S. has shown that multi-disciplinary treatment with
clear aims, well defined roles for staff, and discharge plans leads to more
effective care of mental health patients on acute wards (Hargreaves et al, 1990).
Other U.S. studies suggest the most effective acute wards provide high levels of
staff and patient interaction (Ellsworth et al, 1979; Collins et al, 1985).

The ACIS found that the multi-disciplinary approach was absent for the majority
of patients on acute psychiatric wards. Patients had remarkably few contacts
with staff, apart from doctors and nurses (see Appendix, table ii). Obviously,
when compared to nurses on the wards, social workers, occupational therapists
and psychologists are fewer in number. They are not always available on a ward
and, when they are available, their specialised skills are not necessarily used to
their full potential. It seems fair to state that these professions could be more
involved in therapy and care. Contacts with nursing staff were not included in
the research, since they are around constantly, and specific interventions are
difficult to distinguish from routine care. However, patients did identify lack of
availability of nurses as one of the factors they would most like to change on the
wards in the user satisfaction survey discussed later. We also know from other
work that presence of staff on wards and the amount of direct patient contact is

Care planning

Making contact?
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often low (MHAC 1997). The implication is that although nurses are present
within the overall care setting there is little in the way of specific therapeutic
intervention.

All patients had contact with nurses and a psychiatrist during their episode of
care, but interactions with other staff groups were very low. Comparatively,
social workers and occupational therapists (OTs) recorded the next highest
levels of interaction, but they still met only a small proportion of patients (28
and 23 per cent of patients respectively). Only 11 per cent met a psychologist.
Patients on wards in the most deprived areas had fewest contacts with
psychologists and OTs. Those on the three most deprived wards had no visits
from OTs at all.

Visits from community staff varied from 48 per cent of patients to an absolute
low of none. The variations between wards cannot be explained by differences
in numbers of community staff or local levels of deprivation. Poor relationships
and communications between hospital and community staff are probably a more
important factor to explain the lack of contact from outside. Other research has
also identified such a lack of communication between community and hospital
staff. In a study by the Sainsbury Centre, community mental health nurses
reported they visited acute wards between once a week and once a month.
They said they were not always informed when a patient on their caseload was
admitted or discharged (Minghella et al, 1997a).

The majority of patients had at least one visit during their stay from a relative or
friend. Only 11 per cent had no visits but those from more deprived areas had
significantly fewer visitors, highlighting the social isolation in these inner-city
areas.

Patients having any contact with staff and visitors during episode of care
(n=215=100%)

WARD A B C D E F G H I Total

Psychiatrist 100 100 100 100 100 100 100 100 100 100

Social
worker 26 15 16 37 64 3 54 23 19 28

Care
manager 21 0 16 0 4 10 9 13 0 8

Psychologist 5 5 5 0 4 13 14 17 27 11

OT 0 0 0 50 52 10 45 27 15 23

Other
professional 58 40 32 42 40 7 32 17 31 31

Community
staff 48 30 5 12 24 0 27 3 15 17

Informal
carers and
friends 68 85 78 92 88 93 91 100 96 89

An even stronger picture of the poverty of care emerges when frequency of
contacts is considered. Patients’ most frequent staff contacts if nursing
involvement is excluded were with psychiatrists. During their average 38-day
stay, patients averaged nearly 11 contacts with psychiatrists. But contact with all
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other staff – including those who work outside the hospital – averaged less than
one per patient during their stay.

Patients who stayed longest, who were admitted with the most severe
symptoms and who were female, had the highest overall level of contact with
non-nursing staff. Most patients who met an OT or social worker did so early
on in their stay. Nearly a quarter of patients who had contact with an OT – 13
out of the 50 – were seen in their first week, with an average wait of three
weeks. Comparably, 39 per cent of patients who met a social worker – 27 out
of 69 patients – did so within the first week of stay. In contrast, patients had to
wait significantly longer to meet a psychologist (see Appendix 2, table iii). The
23 patients who did see a psychologist waited an average five weeks before their
first meeting. Only three patients met a psychologist in their first week of stay.

Other studies have also identified low contact between staff and patients.
According to one survey, patients spent only four per cent of time with staff
compared to 28 per cent doing nothing or watching television (Nuffield
Institute, 1996). The national census of acute psychiatric wards by the MHAC
found on a quarter of wards visited, no staff were at that particular time in
contact with any patients (MHAC, 1997).

Psychiatric wards can be dull places, with little happening apart from ward
rounds and meals. Organised activity is important, not only therapeutically or to
maintain interest and engagement, but also because of research showing that
activities which are disorganised and unpredictable lead to increased rates of
violence on psychiatric wards (Katz et al, 1990).

While most wards offered patients some creative activities, there were
surprisingly few therapeutic interventions available and what was on offer varied
widely between hospitals. A worryingly high proportion of patients in the study
– a total of 40 per cent – passed their stay without taking part in any social or
recreational activity, while 30 per cent were not engaged in an activity of any
form, whether therapeutic or recreational.

The low activity rate is not totally surprising, since therapeutic interventions,
such as psychological therapies and social skills training, were rare or absent on
the wards. Only two per cent of the patients took part in social skills training,
five per cent in sessions focused on activities of daily living (ADL), and five per
cent in psychological therapies. Availability varied enormously. None of the
patients on two of the wards in the most deprived areas were involved in any
ward meetings, social skills, ADL sessions, psychological therapies or discussion
groups on medication. However, 62 per cent of patients on another inner city
ward in a deprived area were offered ward discussions and 17 per cent ADL
sessions. These variations may be due as much to shortages of OTs and
psychologists on wards as to culture.

Patients were more likely to be offered some form of social or recreational
activity, although even this was hardly provided in abundance. Less than half of
all patients took part in creative therapies such as art and craft groups, while a
third joined in social activities such as playing games. However, there was little
evidence of organisation around such activities. Nurses tended to set up
recreational sessions when they could find the time and they were therefore
often run on an ad hoc basis without any formal schedule. This led to patients
spending much time in their bedrooms or watching television to pass the day. It

Keeping active
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was not clear whether activities were geared to the needs of individual patients
or whether patients attending different sessions were those most likely to
benefit. Boredom was obviously a major factor on the wards.

Number of patients participating in activities (n=215=100%)

WARD A B C D E F G H I Total

Ward
meetings 0 5 0 62 36 7 68 17 11 23

Social skills 0 5 0 0 0 3 0 3 4 2

Activities of
daily living
sessions 0 10 0 17 4 3 0 7 0 5

Psychological
therapies 0 0 0 4 8 10 9 0 9 5

Receiving
medical
information 0 0 0 0 0 40 0 10 0 7

Relaxation 5 15 5 21 28 0 68 13 38 21

Creative
therapies 16 45 47 67 40 33 64 50 46 46

Social
activities 16 65 10 25 16 54 23 40 38 33

Sport 5 10 0 25 16 17 13 4 15 13

Benefits
advice 0 5 0 0 0 3 0 0 11 2

Other
activities 0 0 5 12 8 20 9 23 27 13

A variety of forms of medication are in use on acute psychiatric wards. Most
patients received anti-psychotic medication. However, nearly a fifth of all
patients in the study passed their stay with no medication whatsoever (see
Appendix 2, table iv). Male patients were more than twice as likely to be treated
without medication. Patients with shorter stays were also more likely to receive
no medication.

The use of seclusion to manage patients with temporarily disturbed behaviour
varied considerably. Five of the nine wards did not use seclusion at all, while
nearly a fifth of patients in one suburban ward spent some time in a seclusion
room. In total 11 patients – five per cent of the total – were secluded at some
time during their stay. More than half of the patients were put under an
increased level of observation during their stay, staff checking their movements
at 15-minute intervals (“specialling”). More than a fifth spent at least one period
under constant observation.

T a b l e  6
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Violence and aggression is a source of concern to both staff and patients on
acute psychiatric wards. Incidents involving violence are reported to be on the
increase (Warren et al, 1997). The study uncovered a small, but serious, risk of
violence to staff and patients on the acute wards. There were 18 incidents of
violence which did not cause detectable injury (first degree) and a further ten
incidents which caused minor injuries, such as cuts and bruises (second degree)
during the study. There were also 69 incidents of non-physical aggression. There
were no violent incidents causing major injury (third degree).

In total nine per cent of patients carried out assaults either on other patients or
staff without causing injury. One in 20 patients (five per cent) carried out an
assault causing minor injury. Although a relatively small percentage, this
nevertheless represents a real risk to the safety of patients and staff and must
heighten tension on wards. Nearly a third of all patients displayed some form of
non-physical aggression which staff recorded during their stay.

There were wide variations in reports between the wards, with the most-
deprived areas recording lower rates of incidents, which may reflect different
tolerance levels, less complete recording or different care policies.

There were 16 incidents where patients harmed themselves seriously enough to
require medical attention during their stay. This involved eight per cent of
patients – slightly more than the proportion causing injury to others –
suggesting that patients are more likely to be a risk to themselves than to other
people.

Many patients are allowed and encouraged to spend periods away from the
wards, either accompanied by staff or alone, as their condition improves. The
study found, not surprisingly, that patients were more likely to take leave from
the wards the longer they stayed (see Appendix 2, table v). Less than a quarter
of patients who stayed under one week had any form of leave, while more than
half of patients staying three and four weeks had some kind of leave from the
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wards. Nearly one in 10 patients who stayed up to four weeks, however, went
missing without permission. This represents a worrying phenomenon for staff
that places additional strains on already pressurised workloads.
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REAL LIVES: THE ACUTE WARD EXPERIENCE

David
David stayed 15 days on ward H. Staff defined his needs as medication and day-time activities. He
identified no needs of his own. During this time he was observed every 15 minutes – according to ward
policy. During his stay he was given major and minor tranquillisers. At first he was withdrawn but
immediately prior to discharge exhibited few psychiatric symptoms. He saw a psychiatrist seven times in
all and was assessed by an OT once during his final week. He had no other interventions.

Dorothy
After admission to ward C under Section 136 of the MHA, Dorothy was transferred onto a Section 2,
which was lifted after six days. Staff identified help with basic daily living under social needs and it was
agreed that this would be tackled by her case manager. She spent 31 days on the ward. After her second
week she took leave to attend her college course and was frequently away from the ward. She saw a
psychiatrist twice a week and her case manager once on the ward. She occasionally attended art therapy
but only for short spells. Her drugs included depot medication and major tranquillisers taken orally, as
well as drugs to control side effects.

Mohammed
Mohammed spent nine days on ward H before leaving when his Section 2 was lifted. After 17 days he was
readmitted, again under Section 2, after being apprehended by police. He then stayed for a further 36
days. Staff identified several social needs. He had lost his job, was living with his parents, not claiming
benefit and had inadequate day-time activity. On his first night he was secluded for violent behaviour and
attempting to leave, when he was given a fast-acting injection of a major tranquilliser. He was then
placed under constant observation for four days. He saw a psychiatrist ten times during this period. He
was prescribed other major and minor tranquillisers along with drugs to control side effects. He attended
some creative and recreational activities in the OT department. After readmission, for reinstatement of
his medication, he was diagnosed as having a psychotic episode. He was given further doses of major
tranquillisers and drugs for side effects and saw the psychiatrist on average twice a week. He attended no
activities during this second stay. He absconded twice, once for ten minutes and later for more than eight
hours. He appealed against his section under the MHA but this was rejected. However, when it lapsed he
stayed on as a voluntary patient for a further 8 days.

Carol
Carol spent 149 days in hospital initially but seven days after her first discharge she attempted to commit
suicide and was readmitted to ward I under Section 3 of the MHA for a further 76 days.

During the first part of Carol’s admission, staff identified that she had housing problems and that she
was in danger of losing her job. Her feelings of anxiety and guilt increased before reducing but no
diagnosis was made at this time. She was prescribed anti-depressants. She spent more time on leave than
on the ward, only attending for appointments with her psychiatrist. She was encouraged but failed to
attend art therapy sessions. Staff considered she no longer needed to be on the ward but three months
into her first stay she started being disruptive, returned to stay on the ward and disclosed childhood
sexual abuse. She attended family therapy sessions. After being allowed home on leave again she was
discharged for the first time.

Carol was readmitted after seven days when she tried to commit suicide. She was placed in seclusion
because she was abusive, and tried to leave (she was detained under the Mental Health Act). At this time
staff considered she no longer needed to be on the ward but could not be discharged except to supported
accommodation. She was now diagnosed as having a schizophrenic episode.

3  •  BE ING  THERE
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Acute psychiatric wards are intended to provide intensive care and treatment
for short-term episodes. Patients should therefore stay for the shortest possible
time to resolve their immediate crisis and then receive on-going care in their
usual place of residence, or another community setting allowing some form of
rehabilitation. This means their admission, stay, discharge and follow-up should
all be part of an integrated programme planned in conjunction with local
community services, taking account of all the patient’s needs as they develop
over time. Each patient’s discharge needs to be considered from the moment he
or she is admitted. The Care Programme Approach (CPA) introduced in 1991,
provides a framework for such a systematic and co-ordinated approach to
discharge. In practice, this rarely takes place. Like admission, discharge is largely
unplanned.

Of the 215 patients in the ACIS, 209 had been discharged by the end of the
study. Those who were discharged stayed an average 38 days on the wards,
with a median of 25 days. Average length of stay ranged across the wards from
20 to 48 days with 57 per cent staying for one month or less. Patients admitted
for psychiatric treatment or assessment and for prevention of self harm tended
to stay longest – on average 40 days – while those admitted for social respite
stayed less time – an average of 23 days.

WARD A B C D E F G H I Total

Average
number of
days (mean) 38 36 33 42 40 20 48 38 40 38

n 17 19 17 24 25 30 21 30 26 209

4C H A P T E R

Parting Company

� Many patients stay longer than necessary on acute wards
through lack of alternatives.

� Discharge from acute wards is often unplanned with
inadequate involvement of community staff, patients and
carers.

� Use of the Care Programme Approach (CPA) is variable
and often resented by staff.

Key points
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Many patients could have left the wards earlier if alternative accommodation or
care had been available. Nurses were asked each week to identify patients who
no longer required an acute bed and give reasons for the delay in their
discharge. Staff believed nearly one fifth (19 per cent) of patients no longer
needed inpatient care within the first week of their stay and by the end of the
second week this had risen to 45 per cent. The proportion of patients whose
discharge was delayed continued to rise as patients stayed longer – not
surprisingly given the likelihood of difficulties with aftercare associated with
longer stays. It reached as much as two-thirds (66 per cent) by the end of week
five. For patients staying more than eight weeks, 70 per cent were judged no
longer to require inpatient care.

In stage one of the study (ACIS I), the one-day census of patients on 112 wards
found that staff considered that 27 per cent of patients no longer needed to be
on an acute ward. Similar figures have been found elsewhere. One study at four
inner London hospitals reported 37 per cent of patients were considered by at
least one health professional no longer to require an acute bed (Fulop et al,
1992). Another London hospitals’ study found that ten per cent of patients had
their discharge delayed because no alternative options were available. These
patients were the longest stayers, occupying more than a quarter of all bed days
(Minghella et al, 1997a).

The main reason given for delayed discharge in this study was lack of
accommodation. Between 40 and 50 per cent of patients considered to be in
hospital unnecessarily during the first six weeks of their stay remained due to
lack of accommodation. This is reflected in the figure of 14 per cent of those
leaving hospital being discharged to a different address from the one given when
they were admitted.

Another significant reason why patients were unable to leave was lack of home-
based support for between 26 and 48 per cent of patients in this group. Lack of
rehabilitation places accounted for around a quarter of patients (between 21
and 27 per cent). There was also a small number of patients – between 4 and 8
per cent – who staff felt needed higher levels of supervision than could be
provided on the acute ward.

The long
goodbye

F i g u r e  5 Reasons for delayed discharge
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Care for patients after they leave hospital can be planned in a variety of ways.
Ideally, the patient, or their carer or relative, are involved, and community staff
should be invited with advance notice to a meeting with hospital staff to discuss
the patient’s aftercare, including social needs, support structures and follow-up
psychiatric treatment. A formal discharge planning meeting or a separate CPA
meeting can serve this function. However, the study found that staff often deal
with arrangements about aftercare at ad hoc discussions during ward rounds.
Significantly, only 34 per cent of patients who were discharged during the study
had any kind of formal or separate meeting arranged – either a discharge
planning meeting or CPA meeting – to discuss their aftercare plans. Most
patients had no idea they were about to be discharged until a few days before
they left, and had little involvement in the discussions about their future.

Even at the formal discharge planning meetings there was relatively low
attendance by community staff and patients’ carers. Except in four cases, the
patient attended all of these meetings. A consultant psychiatrist – as the
responsible medical officer – was present at every meeting. Community
psychiatric nurses attended less than half (48 per cent) of discharge planning
meetings, despite the importance of their role in aftercare. Social workers were
present at less than a third (31 per cent), and other community agencies at
around half (49 per cent). Carers and relatives were frequently not invited to
the meetings. In all, they attended only a third (31 per cent) of formal discharge
meetings.

Who attended: n %

Patient 67 87

Consultant psychiatrist 71 100

CPN 34 48

Social worker 24 31

GP 3 4

Carer/relative 22 31

Support worker 2 3

Housing 4 5

Other agency 3 49

Although some of the meetings called to discuss discharge were formally
identified CPA meetings, frequently these were merged with ward rounds,
leading to confusion about their purpose. In general there was a lack of
commitment from staff to the CPA principles, which were complained of as a
bureaucratic burden rather than an aid to providing co-ordinated care. Similar
responses have been found elsewhere. Less than half of patients in one London
study had clear and complete CPA plans on discharge (Minghella et al, 1997a). A
national study for the Department of Health also found staff did not use the
CPA consistently for all patients and resented the paperwork involved (Nuffield
Institute, 1996).

Under the CPA, a level of aftercare ranging from minimal to intensive support
should be indicated for every patient. From patients’ case notes, however, it was
only possible to identify the CPA level of half the patients. For the others,

Moving on
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information was either not recorded or the assumption made that they would
require only minimal aftercare. Overall, just over a quarter (26 per cent) of
patients were judged to need minimal aftercare and 15 per cent intermediate
support. Just under 10 per cent were considered to have complex needs which
required intensive support.

Despite the lack of formal planning, some kind of aftercare was arranged for
nearly all of the patients (98 per cent) who were discharged from hospital
during the study. The most common single arrangement – for 38 per cent of
patients – was an outpatient appointment. One third of patients (33 per cent)
were referred to the local community mental health team. Nearly a quarter of
patients (23 per cent) were referred to a day care service. One in ten patients
were referred for specialist aftercare, including psychotherapy, drug and alcohol
teams and local authority family services.

Only four patients – 2 per cent of the total – had no arrangements made for
their departure from hospital, usually at their own request. Although 9 per cent
of patients discharged themselves against medical advice, some form of aftercare
was still arranged for all except the four who refused further contact. It is clear
that given readmission rates, people discharged from hospital do not receive
adequate follow-up.

REAL LIVES: THE LEAVING EXPERIENCE

David
When he left ward H, David was given an outpatient appointment for 13 days later. He failed to turn up.
His psychiatrist wrote to alert his GP. David was found to have been travelling abroad with his mother.

Dorothy
On leaving ward C, Dorothy was given an appointment for a CPA meeting for three days later. At this
she was referred to the day hospital. Her case manager was involved in supporting her in the community.
Two months later she was readmitted to the ward, again under Section 136. She was still an inpatient
two months later when the study ended.

Mohammed
At the end of his 45-day stay on ward H, Mohammed was discharged back to living with his family. He
was referred to the local day hospital on the day he was discharged.

Carol
Despite staff views that she needed supported accommodation, when Carol left ward I she was
discharged to her old address where she lived alone. She was referred to the community mental health
team and continued her family therapy. She had a CPA meeting arranged for four days after discharge
and an outpatient appointment was also made.

F i g u r e  6
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People who are admitted to acute psychiatric wards are highly vulnerable, and
being admitted to a hospital ward, possibly against one’s will, can be a frightening
and distressing experience. The key role of the acute ward is to help patients
achieve a measure of stability in their mental health through a combination of
optimal treatments and care. Part of the positive role of the wards is to offer
respite – the traditional role of ‘asylum’ – from the stressors in the person’s
customary environment. It is therefore important that the place patients enter is
the safest, calmest and most therapeutic environment reasonably possible.

Sadly, this is not the reality for most patients. The study shows significant
numbers of patients are being denied the most basic amenities such as their own
bedroom, private washing areas and somewhere safe to keep their belongings.
Safety and privacy are being compromised for many patients.

A total of 112 patients were interviewed at or around the time of discharge
about aspects of the care and environment on their ward. They were a
representative sample of all the patients in the study in terms of gender, age,
ethnicity, diagnosis, informal or compulsory admission and history of previous
admission. More than half (55 per cent) had no separate bedroom. Nearly
three-quarters (71 per cent) did not have a secure locker for their belongings.
Nearly half (47 per cent) had no quiet area where they could take visitors. 20
per cent felt washing facilities were not private. There were also concerns about
hygiene – 22 per cent were unhappy at the cleanliness of the ward – and food –
28 per cent did not like the food while 37 per cent did not judge mealtimes
pleasant and enjoyable. Most worrying, nearly a third (32 per cent) did not feel
safe on the wards.

There were some significant variations between the wards, often reflecting the
different buildings, which ranged from a traditional old psychiatric hospital to a
brand new acute unit, as well as ward sizes and practices (see Appendix 2, table
vi). In one new inner-London psychiatric unit, for example, all patients had
private washing facilities and somewhere quiet to take visitors. All patients on

5C H A P T E R

Views from the Inside

� Wards are unpopular with
patients.

� They lack many basic
amenities.

� Many patients feel unsafe.

� Women are particularly
dissatisfied.

� Conditions are
particularly poor in
deprived areas.
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the wards in the two most affluent areas also enjoyed private washing facilities.
However, while 60 per cent of patients in one inner-London ward had their
own bedroom, this was only true for 29 per cent of patients in the new London
unit. Problems with noise and lack of privacy have been highlighted elsewhere, in
particular in a survey of users by the mental health charity MIND (Sayce et al,
1995). It is noticeable that patients felt least safe on wards in the most deprived
areas, probably reflecting the severe case mix as indicated by the high
proportion of people admitted against their will.

There were also variations in views according to ethnic group (although the
subsamples were very small). African-Caribbean people tended to mention the
nurses and the food as likes, but some had nothing they liked about their stay.
Asian people tended to mention staff, security and other patients. African-
Caribbean people least liked the inability to leave, the lack of activity and the
other patients. Asian people least liked the routine or regime on the wards.

Women patients were less satisfied with every aspect of the ward environment,
except provision of a separate bedroom (see Figure 7). They were significantly
less satisfied with three factors: having a locker with a key, privacy of washing
facilities and ward cleanliness. Safety was a very serious concern to most
women. Concerns about safety and privacy, especially for women, have been
raised in other surveys. The national census by the Mental Health Act
Commission found the vast majority of acute psychiatric wards (94 per cent)
were mixed sex (MHAC, 1997). It showed that only 35 per cent of female
patients had access to women-only facilities such as separate sleeping
accommodation, baths and toilets. Although 27 per cent had separate sleeping
areas they still had to share baths, showers or toilets with male patients. Staff
reported problems of sexual harassment against patients on more than half (57
per cent) of the wards in the MHAC census.

Women’s views
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Patients in the ACIS were invited to say what they liked most and least about
their stay on the ward and to name one aspect they would most like to change.

Despite the lack of privacy and personal space, the most commonly valued quality
of the acute wards mentioned by patients was safety or the opportunity to get
away from everyday problems. Nearly a third named this as what they liked most.
Almost as many patients – nearly a quarter – mentioned the helpfulness of nurses
and other staff, while one in seven said they most appreciated the chance to meet
and talk to other people with similar problems. Relatively few people – one in ten
– mentioned getting better as the aspect they most appreciated. A sizeable
minority – one in five – found nothing about their stay enjoyable.

‘Time away from pressures at home’

‘Time to get yourself sorted out’

‘Staff are kind and try to help’

‘People to talk through problems with’

‘Camaraderie with other patients’

‘The fact that I’ve got well’

‘Stopped me from drinking’

‘I don’t like anything about this place’

‘Nothing’

Dislikes Although patients valued the respite quality of acute wards, they least liked the
lack of freedom which accompanied it, identifying rigid ward regimes, strict
routines and being told what to do, as examples. Attitudes and availability of
nurses was the second most common dislike. This was referred to by one in five
patients, nearly as many people as those who thought staff the best part of their
stay. They referred to nurses being rude, speaking in a disrespectful manner, and
spending most of their time in offices. Likewise, while many patients appreciated
being with others in a similar situation, some found this the least liked part of their
stay. These people were concerned that other patients seemed threatening or
harassing. One in ten patients criticised the ward environment for lack of space,
cleanliness and non-smoking provision. A similar proportion complained of
boredom. However, one in ten patients made no criticism of their stay.

‘The “shit” that comes with it. Doors locked at 9pm’

‘Being locked in with nothing to do’

‘Not being able to see my child’

‘The staff haven’t got time for you’

‘The policy is … The policy is …’

‘Boredom, too much time to think’

‘TV room smoky, killing for non-smokers’

‘Continual TV if you smoke’

‘Everything’

Likes and
dislikes

Likes

B o x  2
What did patients like
most about their stay?

B o x  3
What did patients like
least about their stay?
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Despite the criticism, when asked what they would most like to change on the
ward nearly a third of patients made no suggestions. Not surprisingly, given the
dislike of lack of freedom, nearly a quarter of people identified the restrictive
regime as the aspect they would most like to change. They wanted more
freedom to leave the ward and a less regimented style of living. More availability
of nurses and other staff, and improvements in the ward environment were also
frequent suggestions. A small number of people were critical of the mix of
patients on wards, arguing that people with similar problems, such as alcohol
and drug misuse, or eating disorders, should be together.

‘Nothing’

‘That I could leave’

‘Nurses should spend more time with patients’

‘More staff, counselling available’

‘I’d have the staff out of the office’

‘More quiet rooms and areas, especially at night’

‘More privacy when you’ve got visitors’

‘Single bedrooms’

‘Patients with different problems should be on other wards’

Unsurprisingly views of patients reveal many contradictions. Inevitably, different
people have different preferences: a smoke-free television room or a television-
free smoking room. However, there were some strong and consistent
indications that conditions and facilities on acute wards need radical
improvements, particularly to provide more privacy, more quiet space and more
women-only areas. It was also clear that patients feel nursing staff do not have
sufficient time to spend with them.

B o x  4
What would patients
most like to change?
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This study offers a somewhat sobering, but we believe fair insight into the
present experience of people admitted to acute admission wards in England and
Wales. It is based on a representative selection of nine hospitals, and followed
215 patients from admission throughout their stay to discharge.

Although the wards were located all around England and Wales, representing
considerable variation in deprivation and setting (inner city, urban and rural),
similarities are far more striking than differences.

Acute psychiatric wards are facing unprecedented demands. They are treating
more patients who are there against their will and are likely to present a risk to
the safety of themselves, other patients and to staff. Many wards are severely
over-crowded. As other studies have shown, and this study confirms, many
acute wards are operating with bed occupancy levels well above what is
accepted as either safe or reasonable.

It is within this context that care has to be provided by very pressured and
scarce staff to people suffering from the most severe mental health problems,

6C H A P T E R

� No individualised approach is offered sensitive to the
needs of patients. Patient-centred care should be
adopted as a fundamental principle.

� Hospital care is a non-therapeutic intervention.

� There needs to be an overhaul of the care and amenities
on acute psychiatric wards.

� Staff are currently poorly equipped in terms of numbers,
roles and skills, to offer effective care.

� Bed management is currently poor, with large numbers
of patients currently remaining in beds when they do not
require inpatient care.

� Acute 24-hour care should be viewed as one component
of a comprehensive and integrated service. A high-quality
range of services needs to be made available, offering
people seamless care tailored to individual needs.

Core conclusions
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often in dilapidated settings. It should not come as a surprise that we found the
problems described in this report.

In this section we summarise areas of concern identified in this report, and we
offer 10 recommendations which we believe could remedy these concerns. We
do not suggest they are simple to address, nor that changes will come cheaply,
but they are realistic. What we do believe is that action in response to these
recommendations is essential if we want to deliver decent and therapeutic care
to the most frightened and unwell in our society, when they are at their most
vulnerable and when they are deprived of their liberty because of their illness.

No individualised approach is offered, sensitive to the
needs of patients.

A mental health crisis is always a frightening experience, whatever problems
precipitated it. It is the responsibility of mental health services to support
people through such crises in the most humane and effective way, minimising
any distress, risk and loss of liberty.

Different people have different kinds of crises, brought on by a wide variety of
factors and accompanied by different needs, whether social, psychological or
medical. Currently, there is little variation or flexibility in the services available.
People are generally offered the same service, facilities and environment,
regardless of their circumstances or needs, with only minor differences in
therapeutic interventions. The response to crisis – whether provided on acute
wards or in community settings – does not seem to be tailored to individual
needs.

RECOMMENDATION 1:
Patient-centred care should be adopted as the fundamental principle
underpinning the planning and delivery of acute care.

Acute mental health services need to be patient-centred so that the response to
crisis is tailored to individual patients’ needs. This should be expected as a basic
right by patients, carers and staff. In planning and delivering care staff need to
take account of and be sensitive to patient’s specific individual needs and to
their gender, sexuality, culture, ethnicity and religion. An example of how this
has been done in practice is given in Appendix 1.

Specifically, this principle requires that services develop care plans when
someone known to services enters crisis. Care planning must involve
consideration of the range of options for responding to the crisis and listening
to the views of the user and their immediate carers. If inpatient care is the most
appropriate option a plan for the inpatient episode must be developed with the
user which covers all aspects of their care and life. Discharge planning needs to
start immediately after admission.

ACTION:
Department of Health: To state this principle in the National Service
Framework and elsewhere. To use it to underpin policy development and
implementation.

Commissioners and providers: To use this principle locally in planning
and delivering services and determining local policies. Specifically, action will
be required to improve care planning.

Core conclusion
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Hospital care is a non-therapeutic intervention.

Acute psychiatric wards are currently the places where help is given to people
in the most serious state of mental health crisis. But there is an increasing
recognition of the limitations of acute wards, and the obvious deficiencies in the
delivery of care and the environment acute wards provide.

This study goes some way towards illuminating the kind of care and setting
provided on acute wards. It shows that, against the odds, people almost always
feel better on leaving than when they come in. However, the research also
confirms the findings of other studies that in many ways acute wards are failing
people in crisis. Although acute wards still consume the lion’s share of spending
on mental health services, little progress has been made in developing and
evaluating new models of inpatient care. Nevertheless, the slow development of
community services means acute wards still have to fill in the gaps where no
alternatives exist.

The problems are three-fold:

� the care offered is not meeting individual patients’ social and therapeutic
needs;

� there are serious deficiencies in basic amenities;

� the needs of specific groups of patients are not separately addressed.

Individual needs There is confusion at the heart of acute mental health care about the role of
acute wards and what they should offer to service users. This study has shown
that the care provided on acute wards is often unplanned and ad hoc from
admission to discharge.

Most patients arrive as emergencies, without prior notice, despite the fact one
fifth had left the same wards less than six weeks previously. Patients’ social,
psychological and other non-medical problems are often neglected, even though
these may be at the root of the patient’s crisis. Acute wards offer a mixed bag
of therapies and other activities, which varies from one hospital to the next,
with little thought or planning about individual patients’ needs. Patients seem to
be offered simply what is available – the basic menu – rather than activities and
therapies tailored to their needs. Some 30 per cent of patients in this study
were not involved in any kind of activity during their stay, and 40 per cent did
not take part in recreational activities! Care that involves patients sitting all day
in a chair watching television (and often not a programme of their choice)
should be considered as anti-therapeutic. We doubt whether this environment
would be tolerated anywhere but in institutions, and we do not believe it is
acceptable.

While admission and treatment appeared often unplanned, equally, little
organisation went into patients’ departures. The study found little formal
planning of discharge and a lamentable lack of involvement for patients and their
carers.

Staff were aware that many patients left hospital with social problems that had
not been addressed. Effectively, hospital stays patch people up before they are
sent home again to the environment where their social problems originated, and
where they are likely to resurface and provoke another crisis. This not only
perpetuates people’s mental health problems, but also undoes good work that

Core conclusion
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has been done, precipitating further costly re-admissions. There is a need to
drastically improve communication with community services and the
involvement of community staff in care planning for inpatients.

RECOMMENDATION 2:
Care should be individualised, comprehensive and continuous.

Patients need to receive a comprehensive individualised assessment on
admission, addressing psychological, medical and social problems, and followed
by an agreed detailed care plan. This plan should regularly be adjusted to
changing circumstances, and discussed with the patient and community services
to address outstanding needs before discharge. It must be recognised that the
responsibilities of community services do not end with a hospital admission and
recommence on discharge. Contact must be maintained during the hospital stay.
The idea that an “episode” of care starts with admission and ends with discharge
is deeply unhelpful. Care needs to be seen as a continuous process for as long as
a person requires any level of mental health services, and the key worker needs
to stay in touch throughout.

ACTION:
Ward managers, clinicians.
Consortia and providers to provide appropriate training.
Key workers to remain in touch with clients during inpatient stays.

RECOMMENDATION 3:
A range of therapeutic resources must be available within acute care based
on the needs of patients.

Patients should expect the care they need, rather than the care hospitals make
available.

Recreation should be considered as therapy. A recreational programme needs
to be available throughout the day, including weekends, suitable to the varied
needs and wishes of patients.

ACTION:
Providers to undertake a review of the range of therapeutic resources
required to make their inpatient care optimally effective.

There needs to be an overhaul of the care and amenities on
acute psychiatric facilities

For patients, the experience of staying on an acute ward can be unpleasant.
Although they clearly value the relationships they develop with staff, and the
respite from their daily problems, this study shows they are deprived of some of
the most basic amenities, such as privacy and security. These standards would
be hard enough to tolerate for patients recovering from a brief physical illness,
but this lack of basic amenities seems particularly unacceptable on psychiatric
wards. For people in mental distress, who are in many cases prevented from
leaving this environment, they are all the more disturbing.

In addition, the ACIS has shown there is a small but very real risk of harm to
patients, as well as to staff. The study found a one in eight risk of self-harm and a
one in 20 risk of physical injury by patients to both other patients and staff.

Core conclusion
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An adequate environment should include sufficient space, privacy, an
atmosphere conducive to calmness, safety for patients, security for their
belongings, and opportunities for relaxation. The environment should also
protect individual dignity and be designed to allow people to observe their own
religious or other practices. Official guidance recommends acute psychiatric
wards should have single bedrooms with en-suite toilet facilities for all patients,
quiet rooms and separate sitting or meeting areas (NHS Estates, 1996). Strong
recommendations on improving the environment of acute wards have recently
been put forward by a working party of the Royal College of Psychiatrists
(RCPsych, 1998). This calls for smaller and much more homely units. The report
argues that standards of accommodation in newly built acute units should ‘bear
comparison with a comfortable modern hotel’ and should include individual
bedrooms with en-suite facilities for all patients. None of the wards in this study
would comply with such standards.

RECOMMENDATION 4:
The hospital environment must be designed to deliver a relaxed and secure
environment.

There needs to be an urgent review of the facilities and environment on acute
psychiatric wards in an effort to improve privacy, security and general amenities.
There should be separate rooms for all patients, with access to high-standard
washing and toilet facilities. There should be quiet spaces for people to enjoy
privacy or take visitors, and a separate smoking room. Everyone should have
access to somewhere secure to keep their belongings.

ACTION:
Commissioners and providers should review current and planned inpatient
provision, to determine whether the environment is acceptable. Where it is
not – and this will be the case in most areas – priority should be given to
bringing such provision up to modern standards.

The Department of Health should monitor performance on this process
through Regional Offices and should set specific deadlines for improvements
to be made.

Specific care for The needs of a teenager with an eating disorder and a history of sexual abuse
specific groups are different to those of a deeply depressed mother with a young baby in a

caring relationship, who feels suicidal. They are different again to those of a
young homeless, unemployed man with schizophrenia and drug problems, and
yet again different are the problems of an older depressed person whose
partner has died. Nevertheless, it is likely that all these people will be placed on
the same ward if they come from the same geographical catchment area, under
the responsibility of the same Responsible Medical Officer (RMO). It is clearly
questionable whether this serves any therapeutic interest, apart from minimising
administration and simplifying medical ward rounds.

None of the hospitals in this study had made much progress in separating wards
or areas within wards into functional areas looking after people with distinct
needs, whether on the basis of age, gender, social problems, diagnosis, severity
of symptoms, treatment or service user’s choice. A mixed approach would also
be quite feasible. Any of these has its pros and cons, but most are preferable to
the status-quo.
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RECOMMENDATION 5:
Wards should be organised as optimally therapeutic units.

The needs and resources of staff and patients should be considered more
creatively, and units should be identified functionally for maximum therapeutic
benefit. We are not proposing a return to the old therapeutic community, with
its long stays and emphasis on psycho-dynamic principles, rather the creation of
units which bring together people with similar needs and affinity, and the
avoidance of anti-therapeutic inter-personal tensions. This would also facilitate
the organisation of therapeutic and recreational programmes.

ACTION:
Clinical Directors within each provider should be responsible for preparing
action plans to address this issue, within a set timescale.

Women patients Special consideration must be given to the needs of women. Their concerns
about safety and privacy, and the high level of reported sexual harassment in
other studies, is unacceptable and hardly conducive to a therapeutic milieu.
Equally unacceptable is the frequency of mixed sleeping areas, toilets and
bathrooms, and the absence of women-only areas.

Although it is government policy to eliminate mixed sex wards, this is not the
only solution. It is not that long ago that the mixing of genders was considered
as a social and therapeutic advance (Clark 1997). Women only wards should be
considered as one option among others (see recommendation 5). However,
there need to be improvements to ward facilities to ensure better privacy for
women.

RECOMMENDATION 6:
Providers must review their provision to ensure that it meets the needs of
women.

Sleeping, washing and toilet areas in particular should always be separated. Each
ward should also provide a women-only sitting area.

ACTION:
As part of the reviews required to deliver other recommendations, providers
should plan to make adequate provision for women within a set time scale.
Again, Regional Offices should performance manage this process.

Staff are currently poorly equipped in terms of numbers,
roles and skills, to offer effective care.

The ACIS found patients had minimal contact with staff apart from psychiatrists
and nurses, and that the multi-disciplinary approach, promoted by professional
bodies, was virtually absent in practice. Other studies concluded that nursing
staff shortages on psychiatric wards and lack of direct patient contact are
undermining nurses’ ability to provide effective care (Royal College of Nursing
Institute, 1998, MHAC 1997).

There is an urgent need to review the skills and training of ward staff. Other
studies have questioned the competencies of staff. A national study has found
nurses’ initial and continuing training does not equip them to deal with current
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pressures on acute psychiatric wards so that frequently they are reactive rather
than proactive, spending most time with the most demanding patients (Nuffield
Institute, 1996, The Sainsbury Centre, 1997).

It is surprising that multi-disciplinary teams on wards have received so little
attention as compared to community teams (Onyett,S. and Ford,R. 1996). This
may be because care on wards is still considered as one-dimensional, looking
after people and custodial in essence, rather than offering the complex range of
interventions, support, liaison and preparation for community life it should.

Understanding about the most effective interventions and therapies to help
people in crisis has improved in recent years – research has been done on, for
example, Cognitive Behavioural Therapy (see Drury et al, 1996a; 1996b; Tarrier
1998), Family Intervention Therapies (Lam, 1991), and patient education in the
effects of medication. This information is not being applied on the wards. There
is a real need to ensure staff are skilled in effective interventions through
training programmes. The chance to engage with a vulnerable patient staying in
hospital 24-hours a day should be seen as an opportunity to tackle their long-
standing needs decisively.

RECOMMENDATION 7:
Staffing levels and skill mix must be geared to the provision of effective care.

Providers to carry out an empirical analysis of user needs and staff numbers and
skill mix required to be repeated every 1-2 years.

Wards can only be therapeutic (and safe) if sufficient staff with the right skills
are available. No simplistic recommendation prescribing numbers and skills can
be given: it depends on numbers and characteristics of patients, atmosphere of
the ward and quality of staff. The allocation of staff should not be rigid but offer
flexibility; taking into account the fit between case and skill mix and taking into
account the care environment and seasonal fluctuations in demand.

ACTION:
HAs and providers to cover this issue in their Human Resource strategies.

RECOMMENDATION 8:
Training in evidence based practice is required for all clinical staff.

The role of staff on acute wards needs rethinking. In the light of evidence about
the most effective forms of treatment and poor present availability, the skills
required by staff need to be adjusted. Both pre- and post-registration training
need to be adapted to make good any gaps in staff skills at ward level. This
training should focus on ensuring staff offer a patient-centred, evidence based
and holistic approach to acute care.

ACTION:
Providers and Consortia to reflect in training plans.

Providers to ensure that all ward staff have Personal Development Plans and
that they are implemented and regularly reviewed.
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Bed management is currently poor, with large numbers of
patients currently remaining in beds when they do not
require inpatient care.

Despite the well-recorded pressure on beds, acute wards are still caring for a
considerable number of patients who apparently should not be there at all. These
are people who have either been inappropriately admitted, admitted through lack
of alternative social care, or who have been successfully treated for their
psychiatric symptoms but are waiting for aftercare or housing in the community.

The national census carried out as part of the earlier leg of this study (ACIS I)
found at any one time a quarter of patients on wards have no need of a hospital
bed. One in ten people come in for the wrong reasons and nearly three-quarters
of all patients who are still there two months later probably do not require a
hospital bed. These people do not need an expensive and intensively staffed acute
bed, nor is such an environment appropriate for them. Acute wards are not
serving them, or their more needy patients, by keeping these people in hospital,
although clearly there are currently few alternatives which will allow people to be
discharged earlier. Mental health services need to ensure only people who require
intensive 24-hour care are admitted and stay only as long as is essential.

RECOMMENDATION 9:
Each provider must designate a senior lead clinician or manager to take
overall responsibility for bed management.

There needs to be better management of acute beds at every stage: at
admission, throughout the patients’ stay and at discharge, to ensure available
beds are used in the most efficient and effective way. (See box 5)

Admission
� Better gate-keeping to acute wards with an agreed policy on who is admitted,

through a single point of access, to reduce inappropriate admissions.
� More liaison with community services to help prevent, predict and plan

admissions.

During the stay
� Better day-to-day bed management to reduce the time patients spend in

hospital to the minimum necessary for their recovery.
� Each patient’s discharge should be planned from admission.
� Help and advice for patients to sort out housing, benefits and other social

problems.

Discharge
� Aftercare planned in liaison with community services to ensure appropriate

services are in place and are taken up.
� Involvement of patients and carers in discharge planning to improve the

chances of successful aftercare.

The revolving door
� Audit of patients who are frequently admitted to acute wards – the people

using the revolving door – to help predict and meet their needs in better ways.

Alternatives
� Community alternatives to hospital care at every stage to reduce inappropriate

admissions and provide crisis intervention. These are discussed later.

ACTION:
Providers
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Acute 24-hour care should be viewed as one component of
a comprehensive and integrated service.

People in mental health crisis have many different needs which are not static but
change over time. Acute psychiatric wards, with their institutionalised, clinical
environment, are clearly not able to provide the right response for every need.
They are also unpopular with users. The enormous pressures they face has led
to demands for more beds, but increasing beds is not the long-term answer.
There are many patients on acute hospital wards whose admission could have
been avoided if alternative forms of crisis care had existed in the community.
What is needed is a comprehensive range of integrated services able to
intervene and respond to the many expressions of crisis.

There will always be a need for some form of 24-hour emergency care with
medical input for some of the patients with a severe mental health crisis, even if
only for a brief period. This will probably be some form of an acute ward,
although we should not assume that wards with doctors always have to be
based in large hospitals. Indeed, one project, in Newcastle, has succeeded in
replacing an acute psychiatric ward with a large house in a residential area. (See
Box 6.) In any case, highly intensive 24-hour medical and nursed care – whether
hospital-based or not – should be only one component in a range of local
services designed to meet the different needs, both social, psychological and
medical, of people experiencing mental health crises.

In Newcastle an acute ward in the local psychiatric hospital has been transferred
to a large detached house in a residential street. The Grange, managed by
Newcastle City Health NHS Trust, has been running for six years. It provides beds
for nine people, all in single rooms, in a catchment area serving 50,000 people.
Users are admitted directly from A & E, GPs and other referral sources. The
Grange also admits people on a partial hospitalisation scheme where people
attend on a daily basis but continue to live in their own homes. This is used as an
alternative to inpatient admission for some people where appropriate and also as
an aid to transition for people leaving an acute ward before full discharge to their
homes. There are few restrictions on admission. The Grange does not however
admit anyone under 18. There is no upper age limit but people with senile
dementia or who are physically unwell are not admitted. The Grange also does
not admit people who present a high risk of aggressive or disturbed behaviour,
who would normally be admitted to the acute ward at the local general hospital.
Thus it is not a completely comprehensive alternative to inpatient care.

The house is decorated in a homely style and clinical elements are minimised. It
has 24-hour nursing plus the support of 1.5 consultant psychiatrists and one
registrar. There are no locked areas. The Grange also runs a telephone help-line
for service users in crisis which also gives advice for carers, and a crisis alert
system, which provides help out-of-hours for anyone the CMHT and Grange staff
consider might be vulnerable. Their details are given to the Grange in advance.
CMHT and Grange staff work closely together to provide an integrated service.
Before the house opened staff spent a year explaining its purpose to local
residents. In six years there have been five complaints – three about car parking,
one about litter and one about loud music. Violent incidents are few partly, staff
believe, because of good assessment of people referred to the service and partly
the calming nature of the environment.

Ideally, each local area should be able to offer an appropriate intervention at
every stage of crisis:

� to prevent crisis developing; to predict relapse and plan crisis care
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� to offer intensive support and treatment while needed

� to plan and provide a gradual supported return to the community

� to provide aftercare services including help with social needs like housing,
benefits and employment.

There are a growing number of excellent services which have been developed as
alternatives to hospital admission to meet these needs, and they have been
widely applauded. However, they are lamps in a dark landscape. Many areas
have no crisis support outside the psychiatric ward of an acute hospital. Where
alternative crisis services do exist they operate mainly in isolation. An integrated
and compatible set of services designed to meet crises at different stages is an
extreme rarity.

This study reinforces how patchy alternative provision is. The ACIS census
(ACIS I) found only 11 per cent of services had a specialist crisis team, offering
out-of-hours assessment and treatment as an alternative to hospital admission.
Likewise, only 11 per cent had an intensive support team (or community
rehabilitation team) providing daily, long-term, out-of-hours support to people
in crisis. No Trust provided both of these services. Another study found less
than ten per cent of services had crisis teams while just over a quarter had
emergency residential accommodation outside hospital (Huxley et al, 1995).
Lack of appropriate crisis services has been highlighted by the House of
Commons Health Select Committee (Health Committee, 1994).

It has been estimated that up to half of admissions could be prevented if
alternatives existed (Health Advisory Service, 1991). Lack of funds is clearly a
major reason for the absence of alternatives to hospital care. One survey has
found while many managers planned or wished to develop alternatives to
hospital beds, they were thwarted by lack of money (NHS Confederation/
Sainsbury Centre, 1997). Some studies suggest community alternatives cost less
than hospital admission although until more such services are developed this
needs to be treated with caution (Sayce et al, 1995; Tameside and Glossop, see
Box 9). Certainly the bulk of mental health spending currently goes to acute
beds, which we know are expensive and labour-intensive. The experience of
one service in South London has suggested it is possible to develop an
alternative community-based crisis service to replace a fixed number of acute
beds (see Box 7).

From acute beds to community respite

Two respite houses and two community mental health teams – one an assessment/
crisis team and the other a continuing care team – were created for people with
severe mental health problems in Nunhead, south London, from Autumn 1993. The
developments were partly funded by the simultaneous closure of 13 acute beds at
the local Maudsley Hospital. Services are run by Bethlem and Maudsley NHS Trust.
Managers carried out an audit of patients admitted to the hospital, a study of routes
into the acute beds, and a survey of users and carers to establish what was needed.
There was extensive liaison with unions and personnel staff. Beds were closed
gradually over 15 months and staff transferred from the 25-bed ward to develop the
two community crisis teams and two respite houses. The two houses – one for
women, the other men – each provide beds for four people who need space or
respite away from their normal environment or a period of rehabilitation to prepare
them for their normal community living. Staff visit twice-daily and at weekends.
Everyone admitted has a care plan stating the aims of their visit, expected length of
stay and agreed contact with day care facilities. Rules stipulate no alcohol or drugs
on the premises. Visitors are allowed by negotiation.

B o x  7
Nunhead, south London
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A recent Sainsbury Centre report (Minghella,E. et al, 1998) contains an
evaluation of the Psychiatric Emergency Team in North Birmingham. The study
showed that the Team was able to deliver a safe and effective emergency service
with a reduced number of inpatient beds, and at lower cost. Cost should not,
however, be the driving force, especially not now that new development money
is becoming available. Above all, there is a pressing need for alternatives to
acute hospital wards. Users have consistently called for comprehensive crisis
services. Such services need to be developed according to local need and based
on the best available evidence on effectiveness.

The different components of a crisis service will vary from place to place. Some
possible models are given in Box 8. They should:

� offer round-the-clock rapid support

� be developed in conjunction with users and carers, determining what they
want and need from crisis services

� offer a holistic and flexible response to crisis, tailored to individual people

� be sensitive to the characteristics of women and people from ethnic minority
groups

� be integrated with other services to ensure a smooth and seamless pathway

� above all be integrated and comprehensive, ensuring the quickest,
smoothest, least distressing route through and out of crisis.

One service, at least, in Tameside and Glossop, has succeeded in developing a
comprehensive spectrum of services to support people in crisis. (See Box 9.) It
is hoped others will follow this example.

Some crisis intervention models

Predicting and preventing a crisis

Telephone help-lines

Home assessment and treatment teams

Assertive outreach teams

Psychiatric nurse triage in accident and emergency departments

Respite care

Sanctuaries

Support through crisis

Home assessment and treatment teams

Crisis houses

Day hospital places

Acute ward beds

Recovering from crisis

Residential places

Help with accommodation, benefits, and employment.

B o x  8
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A spectrum of crisis services

Tameside and Glossop Community and Priority Services NHS trust runs a range
of services to help people in mental health crisis or need. All mental health
services are run jointly by the trust with Tameside Metropolitan Borough and
Derbyshire social services departments.

Crisis services

� Round-the-clock help and treatment for people with serious and enduring
mental health problems (early onset of psychosis and onwards) provided by
community rehabilitation teams, including intensive crisis care provided at
home during weekends and night-time. These services are provided by a range
of statutory and independent sector agencies.

� Advice line for users and carers open until 12 pm.

� Round-the-clock provision of community support workers.

� Reception and initial advice services by CMHTs which may include urgent –
same day – assessment clinics.

� Home treatment provided by acute community mental health teams.

� All teams have spot-purchasing budgets to provide alternatives to inpatient
care, such as short-term residential places and home support.

� Mental health liaison nurses in A & E to provide assessment and pathways to
care, helping to prevent inappropriate hospital admissions. The nurses also
train junior doctors in appropriate pathways.

� Three mental health centres offering help to calls from patients, carers and
GPs.

� A dedicated Mental Health Act Section 136 assessment room to provide police
with rapid – within four hours – initial assessment by nurses of people normally
brought to A and E or wards.

� Joint health and social services funding panels to provide short and long term
residential payments to support people in the community. This process is also
used to assess people for continuing health care need.

� Three acute wards with 72 beds at Tameside General Hospital, including four
intensive care beds.

� A range of day services, employment opportunities and residential care,
including an intensive support house, plus welfare rights help for inpatients.

B o x  9
Tameside and Glossop

RECOMMENDATION 10:
A range of crisis services should be available of which hospital-based care is
one component.

Mental health care for people in crisis needs a fundamental reorganisation to
develop a range of services, offering people seamless and comprehensive
treatment and support tailored to individual needs. Acute wards should form
one component in this range of care. Such services need to be owned by users,
therefore they must be involved in planning and developing the range of crisis
care.

ACTION:
Commissioners and Providers
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Outcomes

� Bed occupancy on acute wards has dropped from 120 per cent to 87 per cent
over the last two years while bed numbers have been reduced by 30 in the last
eight years.

� Exact costs of alternatives are difficult to estimate but preliminary research
indicates that this model of service is cheaper.

� External research has found people with psychosis occupy only 30 per cent of
beds, reflecting the extensive provision for these clients.

� Anecdotal feedback from users and carers is positive.

Keys to success

� Integrated health and social services, including single-line management across all
community and day services provision.

� Shared ownership of key targets such as bed usage and residential
accommodation.

� Good links with housing, police and probation services.

� Quick access to short-term funds.

Plans for the future

To develop residential and flexible community care as alternatives to hospital
admission for people with personality disorders, including drug and alcohol misuse,
who do not have psychotic symptoms, currently accounting for about 22 per cent
of bed use. This would enable the service to reduce a further 24 acute beds. A
piloting process will be developed to evaluate this option.

Further reading on bed management

Commissioning and Managing Hospital and Community Beds (1996) by Strathdee
et al, in Commissioning Mental Health Services, Thornicroft, G. & Strathdee, G., eds.
London: HMSO.

Deploying a CMHT to better meet the needs of people with serious mental illness
(1998) by Strathdee, G., Wood, H., & Perry, M. in Advances in Psychiatric Treatment,
Gatskill (in press)

National audit of new long stay psychiatric patients 2: impact on services (1994),
Lelliot P. & Wing, J., British Journal of Psychiatry, 165, 160-9.

6  •  CONCLUS IONS  –  CREAT IVE  SOLUT IONS  TO CR I S I S
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This example concerns the involvement of a local black voluntary organisation in
the development of an intensive care unit (ICU) in an inner city London
borough. The process of working with the black voluntary sector and the
benefits gained would be similar and applicable to an acute unit. When
Lewisham and Guys Mental Health Trust decided to develop a new ICU on their
Lewisham hospital site, they involved ISIS, a local black mental health
organisation. ISIS provides services to users with severe mental health problems.

Initially there were concerns from both organisations about working together.
ISIS were concerned about working with an organisation which they believed
did not provide an effective service to service users from the black community.
The Trust was cautious about working with a black voluntary organisation which
they believed might not be experienced enough to provide any useful input.
However, over a period of time a trusting relationship was built up. This was
based on the understanding that all issues were open for discussion, the Trust
did not make promises it could not keep, and ISIS were able to exert
considerable influence over the development of the ICU and agree service
objectives.

This resulted in ISIS being involved in the drafting of all the job descriptions and
job adverts for positions on the ICU, while they also had a representative on
the interview panel for all new members of staff on the ICU. ISIS became
involved in drawing up the plans for the physical layout of the ICU and
developing operational policies.

Another positive outcome has been an improvement in the food provided to all
patients using mental health services in Lewisham hospital. Every main meal now
has an African Caribbean option while the staff are also able to order in
specialist meals from two outside contractors. For example, an authentic meal
from a refugee’s homeland could be provided before they had a Mental Health
Act assessment.

The success of the partnership between ISIS and the Trust in developing the
ICU has resulted in ISIS being increasingly used as advisors by the Trust and
being involved in the development of new projects. This collaboration has
allowed the relationship between ISIS and the Trust to mature from ISIS just
having an advocacy role for patients, which sometimes lead to confrontations
with the Trust, to a position where the Trust treats ISIS as a fully fledged partner.

1A P P E N D I X

Involvement of people from ethnic
minorities in service development
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Table (i) The long road to admission

Patients’ previous contacts before admission

Initial route to admission A & E CMHT Social GP Police Self/ Transfer Other
services family

Total 58 74 8 23 14 9 17 7

Admitted % (28) (35) (4) (11) (7) (4) (8) (3)

A & E 14 1 1 1 11 2

CMHT 2 47 2 4 2 1 1

Social Services 1 2 2 2 1

GP 6 13 1 15 1 1

Police 7 1 6

Self/family referral 22 6 2 8 1

Transfer from another ward 6 5 2 2 2

This table shows which agencies patients had contact with prior to the last contact which led to admission (i.e. two steps back)

Table (ii) Contacts with staff

Frequency of contacts per patient with staff during stay (average)

WARD A B C D E F G H I Total

Psychiatrist 10.63 10.15 8.79 12.04 14.04 7.77 13.32 9.97 9.62 10.64

Social worker 0.64 0.84 0.15 0.37 0.79 1.32 0.03 1.6 0.37 0.46

Care manager 0.37 0 0.32 0 0.08 0.17 0.18 0.2 0 0.14

Psychologist 0.05 0.05 0.05 0 0.08 0.23 0.23 0.33 0.85 0.23

OT 0 0 0 1.42 0.84 0.1 0.73 0.97 0.69 0.56

Other professional 1.05 0.75 0.94 0.66 0.88 0.07 0.73 0.37 0.69 0.64

Community staff 1.01 0.55 0.05 0.54 0.32 0 0.64 0.67 0.23 0.35

Table (iii) Time until patient had first contact with staff (weeks)

Week of Contact 1 2 3 4 5 6 7 8 9 12 13 20 Total
patients

 (n)

Psychologist 3 5 3 1 2 1 3 0 2 0 2 1 23

OT 13 19 5 5 2 0 2 0 1 0 2 1 50

Social worker 27 12 12 4 3 1 5 1 2 1 1 0 69

2A P P E N D I X
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Table (iv) Medication

Patients receiving medication (%) (n=215=100%)

WARD A B C D E F G H I Total

None 16 15 32 21 12 3 27 27 19 19

Anti-depressants 32 25 32 54 20 50 37 30 42 36

Major tranquillisers 53 60 26 54 72 63 50 57 54 54

Depot* 12 17 15 12 17 2 2 7 15 19

Minor tranquillisers 21 40 21 21 48 40 23 27 38 32

Anti-parkinsonian drugs 48 20 21 25 20 17 14 33 23 24

Mood stabilisers 10 20 16 17 20 20 23 10 19 17

*Long-lasting injections of major tranquillisers

Table (v) Types of leave by length of stay in wards (n=215=100%)

Length of stay of Length of stay of Length of stay of Length of stay of
up to one week up to two weeks up to three weeks up to four weeks

(%) (%) (%) (%)

No leave 78 71 47 41

Escorted 0 5 3 5

Unescorted 6 9 23 17

Overnight 0 5 8 5

Weekend 0 2 6 12

Extended 11 0 9 10

AWOL 6 7 2 9

Table (vi) User satisfaction % saying no ( total n=112=100%)

WARD A B C D E F G H I Total

Do you feel safe on ward? 50 40 57 29 21 31 29 21 40 32

Do you have personal room? 40 67 71 57 47 54 63 43 50 55

Do you have locker with key? 90 100 14 79 95 38 100 43 10 71

Can you go somewhere quiet with visitors? 50 73 71 44 68 31 20 47

Can you go somewhere quiet alone? 40 47 43 50 26 17 54 14 30 37

Are the washing facilities private? 40 20 21 21 17 38 20


