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Why are alternatives of 
interest?

Problems with acute inpatient care (bed 
pressures, high cost, user dissatisfaction)pressures, high cost, user dissatisfaction)
Patient satisfaction may be greater with 
community based crisis houses than acutecommunity-based crisis houses than acute 
wards (Lloyd-Evans et al 2009)

Potential synergy with crisis teams
But little evidence in a contemporary UKBut little evidence in a contemporary UK 
context



TAS: Outline

Phase 1
A survey of alternatives in EnglandA survey of alternatives in England 
(Johnson et al. 2009) 

Phase 2
An evaluation of 6 alternative services, 
comparing with local acute wardscomparing with local acute wards



Phase 1: the National Survey
Criteria: In England for adults 18-65 who would otherwise go to acute wardCriteria: In England, for adults 18-65 who would otherwise go to acute ward

In community AND/OR for specific group AND/OR 
Specific therapeutic orientation AND/OR fixed length of stay 

Identification: via Trusts, internet,
National Mapping literature expert sourcesNational Mapping, literature, expert sources 

362 wards and residential services screened

131 met criteria

109 responders (81%)



Types of Alternative 
(from Two-Step Cluster Analysis) 

Hospital clusters

G l t d

Community clusters

• Clinical community houses•General acute wards 
with therapeutic models

•Wards for specific

Clinical community houses

• Short-stay CRT linked beds

•Wards for specific 
Demographic groups

•Therapeutic wards for

• Non-clinical alternatives

• Specialist crisis houses•Therapeutic wards for 
specific diagnoses

• Short stay wardsShort stay wards
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TAS Phase 2: Main Elements
Alternatives were compared with local acute 
wards:

Characteristics of service usersCharacteristics of service users
Short and medium term health outcomes
Service user satisfactionService user satisfaction
User and carer experiences
Content of careContent of care
Costs and cost-effectiveness



TAS Phase 2 – alternatives 
included

Clinical crisis house –shared base and 
staffing with CMHT, sectioned patients g p
admitted.
Crisis beds – within a long-stay hostel, beds g y ,
managed by CRT for brief admissions.
Two non-clinical alternatives – both run byTwo non clinical alternatives both run by 
voluntary sector, one BME focused
Brief stay ward – 3 day admission ward for allBrief stay ward – 3 day admission ward for all 
voluntary admissions.
‘Tidal Model’ wardTidal Model  ward



TAS main results: 
data sources

Tidal model ward and local comparison service were 
excluded from main analyses.

Clinical outcomes - cohorts of 35 consecutively admitted 
patients: health ratings by staff at admission andpatients: health ratings by staff at admission and 
discharge and 1-year service use from electronic records 
(10 services, n=359)

Satisfaction – questionnaires completed with 40 patients 
close to discharge (6 services n=227)close to discharge (6 services, n=227)

Content of care - direct observation 1-week staff activityContent of care - direct observation, 1-week staff activity 
log, patient questionnaires (6 services)



TAS: Limitations
Inferences about individual services should be drawn 
with caution from TAS results:

Heterogeneity among services: main results may not 
apply to all servicesapply to all services

Inadequate statistical power for individual service q p
comparisons

N t li ti th d d li i i d d d t iNaturalistic methods and clinician-recorded data in 
some components



Who uses alternatives?
Four factors were independently associated with 
admission to alternatives rather than standard 
i ti t iinpatient services:

K t iKnown to services
Patient initiated help-seeking
L i k f h t thLower risk of harm to others
Not detained

Not: severity of symptoms, risk to self, compliance 
with medication demographic characteristicswith medication, demographic characteristics



Who uses alternatives: 
conclusions

Alternatives are not for the worried well: they do 
serve an SMI client groupserve an SMI client group

Large overlap with acute wards in population servedLarge overlap with acute wards in population served 
but limitations re managing risk and containment

Alternatives serve known clients because:
Risk management easier with knowledge of history?Risk management easier with knowledge of history?
Problems with access to alternatives for new   
clients?



Clinical outcomes: short-term
At admission, patients in standard wards had 
slightly more severe symptomsg y y p

Improvement in symptoms and socialImprovement in symptoms and social 
functioning during admission was greater at 
standard wardsstandard wards

The relationship between length of stay andThe relationship between length of stay and 
improvement is complex



Improvement during admission on key 
indicatorsindicators

3 1

20 9
10.8

3.1

Standard

5.1
20.9

 TAG risk/severity
GAF functioning

5.9
1.3

GAF symptom
HoNOS change

2.2
9.5

Alternatives

0 5 10 15 20 25



Service use

Initial admissions were shorter at alternativesInitial admissions were shorter at alternatives 
than standard wards (18 vs. 38 days)

There was no significant difference in g
subsequent inpatient and community service 
use over 1 year follow-upuse over 1 year follow up



Length of stay: initial admission and 1 year 
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Costs

Cost data strongly reflects inpatient bed useCost data strongly reflects inpatient bed use

Mean cost per patient was less at alternatives 
than standard wards for initial admission 
(3.8k vs 9.8k) and 1-year follow up (15.0k vs 
19.3k)19.3k)



Cost: initial admission and 1 year 
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Clinical and cost outcomes
Alternatives have shorter admission and are 
cheaper than standard wards.

Patients improve less during admission at 
lt ti b t lik l t b d itt dalternatives but are no more likely to be readmitted.

Diff i t ith t ti ti l dj t t fDifferences persist with statistical adjustment for 
baseline differences 

But this was not a randomised study



Satisfaction with services

Satisfaction was greater at alternatives thanSatisfaction was greater at alternatives than 
standard services. There was less perceived 
coercion.

These findings were consistent forThese findings were consistent for 
community alternatives. Differences 
remained significant after adjustment forremained significant after adjustment for 
MHA status.



Satisfaction and perceived coercion 
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The care provided
Staff spend no more time with patients at 
alternatives than standard services.

Alternatives may provide more psychological and 
f di l t i t ti th t d dfewer medical-type interventions than standard 
wards but differences are modest.

Care looks quite similar overall

Patients reported less anger and aggression at 
alternatives (Ward Atmosphere Scale data)alternatives (Ward Atmosphere Scale data).



Conclusions: quantitative findings 

Evidence regarding the clinical and cost-
effectiveness of alternatives compared to p
standard wards is not clear cut. 

E id di ti t ti f tiEvidence regarding patient satisfaction 
supports the provision of alternatives.

There is variation in alternatives’ role, patient 
population length of stay and cost: attentionpopulation, length of stay and cost: attention 
to local needs is important.



A second view of alternatives

Qualitative interviews with service users, carers 
and stakeholdersand stakeholders

E i f i i lt tiExperiences of service users using alternative 
and standard services
E i f f i iExperiences of carers of service users using 
alternative and standard services
U d t di f th d l t d l fUnderstanding of the development, and role of 
the service within a local system



Data sources
40 service users admitted to an alternative service 
who had also had previous admissions at standard 
services

25 carers of service users admitted to an alternative 
service who had also had previous admissions at 
t d d istandard services

35 k t k h ld f ti i ti lt ti35 key stakeholders of participating alternatives 
(managers, service planners, referrers)



Experiences of service users

Patients reported an overall preference for 
residential alternatives.residential alternatives.  

These were identified as:These were identified as:

Having patients with lower levels of disturbanceg p
Being safer
Having more freedomHaving more freedom 
Having decreased levels of coercion
Being less paternalisticBeing less paternalistic



Experiences of service users 2

Relationships with staff were key to patients’ 
experience at alternatives and standardexperience at alternatives and standard 
service

Patients’ experience of staff was variable at 
all services

No clear differences in the types of 
interventions provided were elicitedinterventions provided were elicited



Experiences of carers

• Carers valued alternatives as having better g
communication and a better atmosphere than 
inpatient wards 

• But they often felt ignored in all types of service y g yp

Carers main priorities:Carers main priorities:
- Good care for the patient

Being kept informed- Being kept informed  
- Courtesy from staff



Stakeholder views: 
Role of alternative services
Four different roles were identified for 
alternatives:

Acute admission equivalent to a standard acute 
wardward
Sub-acute care
Step down care allowing early discharge fromStep-down care, allowing early discharge from 
hospital
Respite careRespite care

All alternatives were seen as serving a mixture g
of purposes.



Patient populations
No specific clinical group targeted by 
Alternatives

Alternatives restricted in level of disturbance 
and risk they could manage by staffing levels 
and expertise and the built environment.  

Possible developments..
Managing people with Personality Disorders?
Widening eligibility – accepting detained 

?patients?



Referrals
Most referrals came from local specialist mental health 
services, and above all crisis teams.

Self referrals and GP referrals were seen to divert 
alternatives from a focus on acute crises.

Ob t lObstacles:
Individual practitioners and teams referral preferences
C l f l dComplex referral procedures 
Lack of night staff



Alternatives’ function in local 
service systems
All lt ti l l li k d i ith l lAll alternatives were closely linked in with local 
NHS service systems.  

Close links with other community services, 
especially Crisis Resolution Teams were ofespecially Crisis Resolution Teams,  were of 
central importance in allowing non-clinical 
alternatives to manage severe and acute crisesalternatives to manage severe and acute crises

Alternatives were seen to reduce the pressure onAlternatives were seen to reduce the pressure on 
standard acute wards and to offer choice

Criticism of alternatives: could do more?



Overview
Alternatives to admission are widespread 
Purpose and population are similar to but not the p p p
same as hospital
Shorter stays, lower costs, less improvement –Shorter stays, lower costs, less improvement 
readmissions no greater by one year
Preferred by service usersPreferred by service users
Not highly distinctive in model or care provided
Valued by others in service systemValued by others in service system
Synergy with Crisis Resolution Teams may result in 
greater effectiveness for both modelsgreater effectiveness for both models



Future plans
Greater patient satisfaction with Alternatives 
was not explained by clinical outcomes or p y
differences in care provided.
A follow-up study is planned to compare p y p p
therapeutic alliance in Alternatives and 
inpatient wards and explore factors which p p
enhance staff-patient alliance.
Comparison between UK and Norway ofComparison between UK and Norway of 
characteristics and outcomes of people 
admitted to acute wards?
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