
BackgroundBackground Crisis resolutionteamsCrisis resolutionteams

(CRTs) are being introduced throughout(CRTs) are being introduced throughout

England, buttheir evidence base is limited.England, buttheir evidence base is limited.

AimsAims To compare outcomes of crisesTo compare outcomes of crises

before and after introduction of a CRT.before and after introduction of a CRT.

MethodMethod AnewmethodologywasAnewmethodologywas

developed for identification anddeveloped for identification and

operational definition of crises.Aquasi-operational definition of crises.Aquasi-

experimental designwasused to compareexperimental designwasused to compare

cohorts presenting just before and justcohorts presenting just before and just

after a CRTwas established.after a CRTwas established.

ResultsResults Following introduction oftheFollowing introduction ofthe

CRT, the admissionrate inthe 6 weeksCRT, the admissionrate in the 6 weeks

after a crisis fell from71% to 49% (OR0.38,after a crisis fell from71% to 49% (OR0.38,

95% CI 0.21^0.70).Adifference of 5.695% CI 0.21^0.70).Adifference of 5.6

points (95% CI 2.0^8.3) onmean Clientpoints (95% CI 2.0^8.3) onmean Client

Satisfaction Questionnaire (CSQ^8)Satisfaction Questionnaire (CSQ^8)

score favoured the CRT.These findingsscore favoured the CRT.These findings

remained significant after adjustment forremained significant after adjustment for

baseline differences.No cleardifferencebaseline differences.No cleardifference

emerged in involuntaryhospitalisations,emerged in involuntaryhospitalisations,

symptoms, social functioningorqualityofsymptoms, social functioning orqualityof

life.life.

ConclusionsConclusions CRTsmayprevent someCRTsmayprevent some

admissions andpatients prefer them,admissions andpatients prefer them,

although otheroutcomes appearalthough otheroutcomes appear

unchanged inthe shortterm.unchanged inthe shortterm.

Declaration of interestDeclaration of interest None.None.

The feasibility of substituting communityThe feasibility of substituting community

alternatives for most long-stay hospitalalternatives for most long-stay hospital

beds is widely accepted, but debate persistsbeds is widely accepted, but debate persists

as to how far acute beds can be replacedas to how far acute beds can be replaced

and with what kind of community serviceand with what kind of community service

(Kluiter, 1997). Current English policy(Kluiter, 1997). Current English policy

advocates specialist crisis resolution teamsadvocates specialist crisis resolution teams

(CRTs) dedicated to providing short-term(CRTs) dedicated to providing short-term

intensive home treatment, and these areintensive home treatment, and these are

rapidly being introduced nationwiderapidly being introduced nationwide

(Department of Health, 2001; Johnson,(Department of Health, 2001; Johnson,

2004). However, whether CRTs are prefer-2004). However, whether CRTs are prefer-

able to generic community teams thatable to generic community teams that

provide home treatment in crises alongsideprovide home treatment in crises alongside

continuing care is vigorously debatedcontinuing care is vigorously debated

(Pelosi & Jackson, 2000). Earlier studies(Pelosi & Jackson, 2000). Earlier studies

of intensive home treatment initiated inof intensive home treatment initiated in

emergencies (Stein & Test, 1980; Houltemergencies (Stein & Test, 1980; Hoult etet

alal, 1983; Marks, 1983; Marks et alet al, 1994) provide only, 1994) provide only

limited support for the current CRT model,limited support for the current CRT model,

as the experimental teams continued toas the experimental teams continued to

provide care once the crisis had resolved,provide care once the crisis had resolved,

and control services did not include routineand control services did not include routine

home visits by multidisciplinary teams.home visits by multidisciplinary teams.

Study aims and designStudy aims and design

We assessed the effects of introducingWe assessed the effects of introducing

CRTs in an area with well-establishedCRTs in an area with well-established

community mental health teams. Wecommunity mental health teams. We

selected a quasi-experimental design sinceselected a quasi-experimental design since

recruitment to a randomised trial at therecruitment to a randomised trial at the

time of a crisis poses substantial practicaltime of a crisis poses substantial practical

and ethical difficulties. As guidance onand ethical difficulties. As guidance on

quasi-experiments (Cook & Campbell,quasi-experiments (Cook & Campbell,

1979; McKee1979; McKee et alet al, 1999; MacLehose, 1999; MacLehose etet

alal, 2000) recommends, we aimed to make, 2000) recommends, we aimed to make

the groups as comparable as possible, andthe groups as comparable as possible, and

to measure comprehensively and adjustto measure comprehensively and adjust

statistically for potential confounders.statistically for potential confounders.

Our primary hypotheses were that theOur primary hypotheses were that the

introduction of a CRT would be associatedintroduction of a CRT would be associated

with fewer admissions and with betterwith fewer admissions and with better

patient satisfaction in the 6 weeks follow-patient satisfaction in the 6 weeks follow-

ing a crisis. Secondary hypotheses relateding a crisis. Secondary hypotheses related

to other dimensions of clinical and socialto other dimensions of clinical and social

outcome.outcome.

METHODMETHOD

Study sampleStudy sample

The sample consisted of all crisis presenta-The sample consisted of all crisis presenta-

tions to secondary mental health servicestions to secondary mental health services

of adults aged 18–65 years resident in twoof adults aged 18–65 years resident in two

geographically defined sectors with a com-geographically defined sectors with a com-

bined population of 63 000 in the southernbined population of 63 000 in the southern

part of the inner-London borough of Isling-part of the inner-London borough of Isling-

ton. The first recruitment period, lasting 6ton. The first recruitment period, lasting 6

months, immediately preceded the intro-months, immediately preceded the intro-

duction of a CRT. The second followedduction of a CRT. The second followed

its introduction and lasted 9 months.its introduction and lasted 9 months.

The study received local research ethicsThe study received local research ethics

committee approval.committee approval.

Definition of crisisDefinition of crisis

The research team developed an opera-The research team developed an opera-

tional definition of a crisis, shown in thetional definition of a crisis, shown in the

Appendix. This was intended to describeAppendix. This was intended to describe

situations in which, in the context of thesituations in which, in the context of the

local service system prior to CRT intro-local service system prior to CRT intro-

duction, clinicians would regard admissionduction, clinicians would regard admission

to an acute hospital ward as justified.to an acute hospital ward as justified.

Identification of crisesIdentification of crises

Throughout the study, researchers con-Throughout the study, researchers con-

tacted the staff of the casualty departmenttacted the staff of the casualty department

liaison team, the local community mentalliaison team, the local community mental

health teams and crisis houses and, in thehealth teams and crisis houses and, in the

second phase, the CRT at least twice asecond phase, the CRT at least twice a

week to identify all potential crisisweek to identify all potential crisis

presentations. Vignettes of each were thenpresentations. Vignettes of each were then

evaluated by a rating panel consisting ofevaluated by a rating panel consisting of

at least three senior psychiatrists and aat least three senior psychiatrists and a

clinical psychologist. The panel was notclinical psychologist. The panel was not

told whether presentations had resulted intold whether presentations had resulted in

admission and was asked to reach aadmission and was asked to reach a

consensus about whether they met studyconsensus about whether they met study

criteria for a crisis. Those that did not werecriteria for a crisis. Those that did not were

excluded from further assessments andexcluded from further assessments and

analyses.analyses.

InterventionsInterventions

Before introduction of the CRT, acute careBefore introduction of the CRT, acute care

involved acute wards, two 24-h staffedinvolved acute wards, two 24-h staffed

crisis houses, well-established communitycrisis houses, well-established community

mental health teams, available 9 a.m. tomental health teams, available 9 a.m. to

5 p.m. on weekdays, and a multidisciplin-5 p.m. on weekdays, and a multidisciplin-

ary liaison team available between 8 a.m.ary liaison team available between 8 a.m.

and 10 p.m. in the casualty department.and 10 p.m. in the casualty department.

Local patterns of care were investigatedLocal patterns of care were investigated

during the pre-CRT phase using theduring the pre-CRT phase using the

European Service Mapping Schedule (John-European Service Mapping Schedule (John-

sonson et alet al, 2000). Quite high levels of com-, 2000). Quite high levels of com-

munity contacts were found: 49% ofmunity contacts were found: 49% of

continuing care community service userscontinuing care community service users

were seen outside health service premiseswere seen outside health service premises
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at least once during a census month.at least once during a census month.

However, contacts were not usually veryHowever, contacts were not usually very

frequent: 1.5% of service users were seenfrequent: 1.5% of service users were seen

three or more times in a single week.three or more times in a single week.

Crisis team groupCrisis team group

The CRT group was identified after a CRTThe CRT group was identified after a CRT

was added to the service system describedwas added to the service system described

above. This conformed to the modelabove. This conformed to the model

described in national policy guidelinesdescribed in national policy guidelines

(Department of Health, 2001): it was avail-(Department of Health, 2001): it was avail-

able 24 h a day to assess and treat people inable 24 h a day to assess and treat people in

their homes or other community settings.their homes or other community settings.

Members included nurses, social workers,Members included nurses, social workers,

support workers and a junior psychiatrist.support workers and a junior psychiatrist.

The CRT was required to assess whetherThe CRT was required to assess whether

home treatment was feasible before anyhome treatment was feasible before any

acute admission could take place. Patientsacute admission could take place. Patients

could be visited several times a day if neces-could be visited several times a day if neces-

sary and were discharged from the CRTsary and were discharged from the CRT

caseload once the crisis had resolved. John-caseload once the crisis had resolved. John-

son (2004) has described this model inson (2004) has described this model in

more detail.more detail.

Six weeks elapsed between the end ofSix weeks elapsed between the end of

the pre-CRT group recruitment periodthe pre-CRT group recruitment period

and the start of the CRT group recruitmentand the start of the CRT group recruitment

period. The same senior staff were in postperiod. The same senior staff were in post

throughout the study period, except thatthroughout the study period, except that

one of the community mental health teamone of the community mental health team

leaders moved to manage the CRT.leaders moved to manage the CRT.

AssessmentsAssessments

Assessments were carried out immediatelyAssessments were carried out immediately

after identification of the crisis, then 6after identification of the crisis, then 6

weeks and 6 months afterwards. Exceptweeks and 6 months afterwards. Except

where a single source is specified below,where a single source is specified below,

best available information was elicitedbest available information was elicited

from participants, staff and clinical records.from participants, staff and clinical records.

Participants were interviewed if the clini-Participants were interviewed if the clini-

cians responsible for their care felt thiscians responsible for their care felt this

was feasible and informed consent couldwas feasible and informed consent could

be obtained. As systematic differencesbe obtained. As systematic differences

between interview responders and non-between interview responders and non-

responders were likely, we obtained ethicalresponders were likely, we obtained ethical

approval for some anonymised dataapproval for some anonymised data

collection regarding those not interviewed.collection regarding those not interviewed.

Baseline data collectionBaseline data collection

Baseline data were collected as soon asBaseline data were collected as soon as

possible after the initial crisis: researcherspossible after the initial crisis: researchers

aimed to carry out all assessments withinaimed to carry out all assessments within

a week. Structured questionnaires werea week. Structured questionnaires were

used to assess:used to assess:

(a)(a) socio-demographic characteristics;socio-demographic characteristics;

(b)(b) clinical and social history, includingclinical and social history, including

diagnosis and previous service use;diagnosis and previous service use;

(c)(c) referral route, location of first (index)referral route, location of first (index)

assessment by mental health profes-assessment by mental health profes-

sionals during the crisis, presentingsionals during the crisis, presenting

problems, and risk of self-harm,problems, and risk of self-harm,

violence, self-neglect or serious lack ofviolence, self-neglect or serious lack of

caution (staff ratings);caution (staff ratings);

(d)(d) symptoms and social functioning ratedsymptoms and social functioning rated

by staff using the Health of theby staff using the Health of the

Nation Outcome Scale (HoNOS, WingNation Outcome Scale (HoNOS, Wing

et alet al, 1998) and Life Skills Profile, 1998) and Life Skills Profile

(LSP; Parker(LSP; Parker et alet al, 1991), and at, 1991), and at

patient interviews using the extendedpatient interviews using the extended

Brief Psychiatric Rating Scale (BPRS;Brief Psychiatric Rating Scale (BPRS;

LukoffLukoff et alet al, 1986);, 1986);

(e)(e) quality of life: rated by patients usingquality of life: rated by patients using

the Manchester Short Assessment ofthe Manchester Short Assessment of

Quality of Life (MANSA; PriebeQuality of Life (MANSA; Priebe et alet al,,

1999).1999).

Follow-up assessmentsFollow-up assessments

Primary outcomesPrimary outcomes. Best available infor-. Best available infor-

mation was used to ascertain whether eachmation was used to ascertain whether each

patient had been admitted in the 6 weekspatient had been admitted in the 6 weeks

after the crisis. Service satisfaction wasafter the crisis. Service satisfaction was

assessed using the Client Satisfactionassessed using the Client Satisfaction

Questionnaire (CSQ–8; Atkisson & Zwick,Questionnaire (CSQ–8; Atkisson & Zwick,

1982).1982).

Secondary outcomesSecondary outcomes. The BPRS and. The BPRS and

MANSA were re-assessed at patient inter-MANSA were re-assessed at patient inter-

view at 6 weeks. HoNOS and LSP ratings,view at 6 weeks. HoNOS and LSP ratings,

admissions and adverse events wereadmissions and adverse events were

assessed 6 weeks and 6 months after theassessed 6 weeks and 6 months after the

crisis. Six-month assessments were basedcrisis. Six-month assessments were based

solely on staff reports and records.solely on staff reports and records.

AnalysisAnalysis

StataRelease8 (forPC)wasused inananalysisStataRelease8 (forPC)wasused inananalysis

involving the following pre-specified stages.involving the following pre-specified stages.

(a)(a) Baseline differences: univariate testsBaseline differences: univariate tests

were used to assess differenceswere used to assess differences

between pre-CRT and CRT groups forbetween pre-CRT and CRT groups for

all baseline characteristics measured.all baseline characteristics measured.

(b)(b) Comparison between interview respon-Comparison between interview respon-

ders and non-responders: univariateders and non-responders: univariate

comparisons were made between thosecomparisons were made between those

interviewed and those not interviewedinterviewed and those not interviewed

at 6 weeks.at 6 weeks.

(c)(c) Primary hypotheses: a series of regres-Primary hypotheses: a series of regres-

sion analyses was used to test thesion analyses was used to test the

primary hypotheses and investigateprimary hypotheses and investigate

whether baseline differences couldwhether baseline differences could

account for the results. Nineteenaccount for the results. Nineteen

people experienced crises that led topeople experienced crises that led to

their inclusion in both the pre-CRTtheir inclusion in both the pre-CRT

and CRT groups, and lack of indepen-and CRT groups, and lack of indepen-

dence between their outcomes wasdence between their outcomes was

allowed for in all regression analysesallowed for in all regression analyses

by computing robust standard errors,by computing robust standard errors,

clustered on individual patientsclustered on individual patients

(Rogers, 1993). In the case of admission(Rogers, 1993). In the case of admission

by 6 weeks:by 6 weeks:

(i)(i) the primary hypothesis was testedthe primary hypothesis was tested

through a logistic regression withthrough a logistic regression with

admission by 6 weeks as depen-admission by 6 weeks as depen-

dent variable and experimentaldent variable and experimental

group as an independent variable.group as an independent variable.

(ii)(ii) We then added each of the baselineWe then added each of the baseline

socio-demographic, clinical andsocio-demographic, clinical and

social variables in turn as asocial variables in turn as a

second independent variable insecond independent variable in

this regression. Variables whosethis regression. Variables whose

entry into this analysis resulted inentry into this analysis resulted in

relatively large changes in therelatively large changes in the

odds ratio for the associationodds ratio for the association

between experimental conditionbetween experimental condition

and admission were identified asand admission were identified as

potential confounders.potential confounders.

(iii)(iii) We added into the regressionWe added into the regression

model from (i) the followingmodel from (i) the following

combinations of variables: the 10combinations of variables: the 10

variables identified at step (ii) asvariables identified at step (ii) as

producing the greatest change inproducing the greatest change in

the odds ratio for experimentalthe odds ratio for experimental

status; the 15 and then the 20 vari-status; the 15 and then the 20 vari-

ables producing the greatestables producing the greatest

change in this odds ratio; the 10change in this odds ratio; the 10

variables producing the largestvariables producing the largest

positive shift in this odds ratiopositive shift in this odds ratio

together with the 10 producingtogether with the 10 producing

the largest negative shift.the largest negative shift.

In the first of these regressions weIn the first of these regressions we

also explored the effects ofalso explored the effects of

including in the model interactionsincluding in the model interactions

between the potential confoun-between the potential confoun-

ders. This made very little dif-ders. This made very little dif-

ference, and interaction termsference, and interaction terms

were not included in the otherwere not included in the other

regressions.regressions.

(iv)(iv) To further test the robustness ofTo further test the robustness of

our results, the 20 variables mostour results, the 20 variables most

strongly associated with likelihoodstrongly associated with likelihood

of admission (assessed byof admission (assessed by PP valuesvalues

in the individual logistic regres-in the individual logistic regres-

sions) were entered into a stepwisesions) were entered into a stepwise

logistic regression with admissionlogistic regression with admission

in the initial 6 weeks as the depen-in the initial 6 weeks as the depen-

dent variable.dent variable.

Our criterion for accepting that a genuineOur criterion for accepting that a genuine

association was likely was that it should re-association was likely was that it should re-

main similar in magnitude and significantmain similar in magnitude and significant

at theat the PP¼0.05 level with each combination0.05 level with each combination

of independent variables. The same pro-of independent variables. The same pro-

cedure was used to test the hypothesis re-cedure was used to test the hypothesis re-

garding satisfaction, but with linear rathergarding satisfaction, but with linear rather

than logistic regression.than logistic regression.

(d)(d) Secondary hypotheses: univariateSecondary hypotheses: univariate

analyses were initially used to testanalyses were initially used to test

secondary hypotheses, following whichsecondary hypotheses, following which
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we investigated the effects of adjustingwe investigated the effects of adjusting

for baseline scores for the relevant vari-for baseline scores for the relevant vari-

able. Where this yielded evidence of anable. Where this yielded evidence of an

association, the procedures outlinedassociation, the procedures outlined

above were used to investigate potentialabove were used to investigate potential

confounders. For 12 people withconfounders. For 12 people with

follow-up but no baseline data forfollow-up but no baseline data for

MANSA and BPRS, missing baselineMANSA and BPRS, missing baseline

values were imputed from regressionvalues were imputed from regression

models, using other baseline variablesmodels, using other baseline variables

as predictors (White & Thompson,as predictors (White & Thompson,

2005).2005).

RESULTSRESULTS

Recruitment and response rateRecruitment and response rate
Three hundred and eighteen potentiallyThree hundred and eighteen potentially

eligible emergency presentations were iden-eligible emergency presentations were iden-

tified. Of these, the panel rejected, as nottified. Of these, the panel rejected, as not

meeting study criteria for a crisis, 42meeting study criteria for a crisis, 42

(35% of those initially identified) in the(35% of those initially identified) in the

pre-CRT phase and 71 (36%) in the CRTpre-CRT phase and 71 (36%) in the CRT

phase. In all, 200 crises were evaluated asphase. In all, 200 crises were evaluated as

meeting study criteria, 77 during the pre-meeting study criteria, 77 during the pre-

CRT phase (12.8 per month) and 123 inCRT phase (12.8 per month) and 123 in

the CRT phase (13.7 per month).the CRT phase (13.7 per month).

Socio-demographic data, informationSocio-demographic data, information

about crises and LSP and HoNOS ratingsabout crises and LSP and HoNOS ratings

were obtained for all 200 at baseline.were obtained for all 200 at baseline.

Interviews were completed with 140 par-Interviews were completed with 140 par-

ticipants (70%). At 6 weeks, data onticipants (70%). At 6 weeks, data on

admissions and adverse events and HoNOSadmissions and adverse events and HoNOS

and LSP ratings were obtained for all 200,and LSP ratings were obtained for all 200,

of whom 49 out of 77 (64%) in the pre-of whom 49 out of 77 (64%) in the pre-

CRT group and 78 out of 123 (63%) inCRT group and 78 out of 123 (63%) in

the CRT group were interviewed. At 6the CRT group were interviewed. At 6

months, information was available for allmonths, information was available for all

but 10 people: the whereabouts of 4 werebut 10 people: the whereabouts of 4 were

uncertain and 6 had died.uncertain and 6 had died.

Sample characteristicsSample characteristics

As Table 1 shows, most socio-demographicAs Table 1 shows, most socio-demographic

characteristics of the two groups were simi-characteristics of the two groups were simi-

lar, but there were some potentially import-lar, but there were some potentially import-

ant differences, especially in presentingant differences, especially in presenting

problems and previous service use. Theproblems and previous service use. The

variables shown are selected from 110 uni-variables shown are selected from 110 uni-

variate tests carried out for baseline differ-variate tests carried out for baseline differ-

ences. Of these,ences. Of these, PP values fell below 0.05values fell below 0.05

in 24 cases (5.5 would be expected byin 24 cases (5.5 would be expected by

chance) and below 0.01 in 14 (1.1 expectedchance) and below 0.01 in 14 (1.1 expected

by chance). Thus there were probably sys-by chance). Thus there were probably sys-

tematic baseline differences between thetematic baseline differences between the

populations from which the groups werepopulations from which the groups were

drawn.drawn.

Comparisons were made on all baselineComparisons were made on all baseline

variables between interview responders andvariables between interview responders and

non-responders at follow-up. Few differ-non-responders at follow-up. Few differ-

ences were found, but Black Africansences were found, but Black Africans

((PP¼0.039) and people assessed in casualty0.039) and people assessed in casualty

((PP¼0.013) were less likely to be inter-0.013) were less likely to be inter-

viewed, and responders had higher func-viewed, and responders had higher func-

tioning than non-responders on the socialtioning than non-responders on the social

contact LSP sub-scale (contact LSP sub-scale (PP¼0.018).0.018).

In-patient admission in the 6 weeksIn-patient admission in the 6 weeks
following the crisisfollowing the crisis

As Table 2 shows, 55 (71%) pre-CRTAs Table 2 shows, 55 (71%) pre-CRT

group members and 60 (49%) of the CRTgroup members and 60 (49%) of the CRT

group were admitted within 6 weeks (oddsgroup were admitted within 6 weeks (odds

ratio 0.38, 95% confidence interval 0.21–ratio 0.38, 95% confidence interval 0.21–

0.70). The effects of all 110 baseline clinical0.70). The effects of all 110 baseline clinical

and social variables on the odds ratio forand social variables on the odds ratio for

the association between experimentalthe association between experimental

group and admission were tested, individu-group and admission were tested, individu-

ally and then for planned combinations ofally and then for planned combinations of

variables, as described above. The findingvariables, as described above. The finding

of a highly significant association betweenof a highly significant association between
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Table1Table1 Baseline characteristics of the pre-CRT (control) and CRT (experimental) groupsBaseline characteristics of the pre-CRT (control) and CRT (experimental) groups

CharacteristicCharacteristic Pre-CRT groupPre-CRT group

((nn¼77)77)

CRT groupCRT group

((nn¼123)123)

PP11

MaleMale 35 (46%)35 (46%) 61 (50%)61 (50%) 0.340.34

Age in years, mean (s.d.)Age in years, mean (s.d.) 40.7 (12.2)40.7 (12.2) 39.3 (12.8)39.3 (12.8) 0.720.72

Ethnic groupEthnic group

White EuropeanWhite European 54 (70%)54 (70%) 76 (62%)76 (62%) 0.340.34

Black Caribbean or Black BritishBlack Caribbean or Black British 9 (12%)9 (12%) 14 (11%)14 (11%)

Black AfricanBlack African 3 (4%)3 (4%) 15 (12%)15 (12%)

AsianAsian 6 (8%)6 (8%) 10 (8%)10 (8%)

Other or mixedOther ormixed 5 (7%)5 (7%) 8 (7%)8 (7%)

Single, divorced or widowedSingle, divorced or widowed 68 (88%)68 (88%) 104 (85%)104 (85%) 0.460.46

Living alone (or only with children under 18)Living alone (or only with children under 18) 42 (55%)42 (55%) 65 (53%)65 (53%) 0.820.82

Openmarket employmentOpenmarket employment 2 (3%)2 (3%) 12 (10%)12 (10%) 0.0540.054

In supported accommodationIn supported accommodation 12 (16%)12 (16%) 4 (3%)4 (3%) 0.0020.002

Clinical diagnosis this treatment episodeClinical diagnosis this treatment episode

Schizophrenia/schizoaffective disorderSchizophrenia/schizoaffective disorder 28 (36%)28 (36%) 40 (33%)40 (33%) 0.0680.068

Bipolar affective disorderBipolar affective disorder 12 (16%)12 (16%) 31 (25%)31 (25%)

Other psychotic illnessOther psychotic illness 3 (4%)3 (4%) 13 (11%)13 (11%)

Unipolar depressive illnessUnipolar depressive illness 19 (24%)19 (24%) 26 (21%)26 (21%)

Personality disorder onlyPersonality disorder only 9 (12%)9 (12%) 10 (8%)10 (8%)

Other non-psychotic mental illnessOther non-psychotic mental illness 6 (8%)6 (8%) 2 (2%)2 (2%)

Comorbid substancemisuseComorbid substancemisuse 31 (41%)31 (41%) 40 (33%)40 (33%) 0.250.25

No previous mental health service contactNo previous mental health service contact 4 (5%)4 (5%) 24 (20%)24 (20%) 0.0050.005

Ever admitted to hospitalEver admitted to hospital 69 (90%)69 (90%) 86 (70%)86 (70%) 0.0010.001

Admission in past 2 yearsAdmission in past 2 years 36 (47%)36 (47%) 50 (41%)50 (41%) 0.240.24

Ever detained under Mental Health Act 1983Ever detained under Mental Health Act 1983 42 (55%)42 (55%) 58 (48%)58 (48%) 0.360.36

Imprisoned in past 2 yearsImprisoned in past 2 years 2 (3%)2 (3%) 11 (9%)11 (9%) 0.0770.077

Principal presenting problemsPrincipal presenting problems22

Increasing psychotic symptomsIncreasing psychotic symptoms 45 (58%)45 (58%) 92 (75%)92 (75%) 0.0150.015

Increasingly depressedmoodIncreasingly depressedmood 41 (53%)41 (53%) 42 (34%)42 (34%) 0.0080.008

Increasingly elevatedmoodIncreasingly elevatedmood 12 (16%)12 (16%) 32 (26%)32 (26%) 0.0830.083

Increasing anxiety symptomsIncreasing anxiety symptoms 15 (20%)15 (20%) 21 (17%)21 (17%) 0.730.73

Location of index assessment whereLocation of index assessment where

crisis identifiedcrisis identified

Casualty departmentCasualty department 22 (29%)22 (29%) 37 (30%)37 (30%) 0.0030.003

At homeAt home 22 (29%)22 (29%) 56 (46%)56 (46%)

Community-based health service premisesCommunity-based health service premises 32 (42%)32 (42%) 23 (19%)23 (19%)

Prison or police stationPrison or police station 1 (2%)1 (2%) 5 (4%)5 (4%)

Total LSP score, mean (s.d.)Total LSP score, mean (s.d.) 122 (15.6)122 (15.6) 118 (14.3)118 (14.3) 0.0450.045

CRT, crisis resolution team; LSP, Life Skills Profile.CRT, crisis resolution team; LSP, Life Skills Profile.
1.1. PP values are from chi-squared tests for categorical variables andvalues are from chi-squared tests for categorical variables and tt-tests for continuous variables.-tests for continuous variables.
2. Multiple presenting problems were recorded for many patients.2. Multiple presenting problems were recorded for many patients.
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experimental group and admission by 6experimental group and admission by 6

weeks remained robust throughout all testsweeks remained robust throughout all tests

involving different combinations of base-involving different combinations of base-

line variables, and the odds ratio did notline variables, and the odds ratio did not

rise above 0.38 in any case.rise above 0.38 in any case.

Secondary hypotheses regardingSecondary hypotheses regarding
admissionadmission

A 6.2-day difference in mean bed useA 6.2-day difference in mean bed use

between the groups also remained statisti-between the groups also remained statisti-

cally significant throughout testing forcally significant throughout testing for

potential confounders. Logarithmic trans-potential confounders. Logarithmic trans-

formation of bed use data was not used asformation of bed use data was not used as

graphing indicated little skewness. How-graphing indicated little skewness. How-

ever, there was some clumping due to aever, there was some clumping due to a

substantial number of zero values. In viewsubstantial number of zero values. In view

of this, a non-parametric test was carriedof this, a non-parametric test was carried

out as a sensitivity analysis: Wilcoxon’sout as a sensitivity analysis: Wilcoxon’s

rank sum test also indicated a significantrank sum test also indicated a significant

difference between the groups (difference between the groups (PP¼0.0034).0.0034).

By 6 months, 58 pre-CRT (75%) andBy 6 months, 58 pre-CRT (75%) and

74 CRT group members (60%) had been74 CRT group members (60%) had been

admitted at least once, a difference still justadmitted at least once, a difference still just

reaching thereaching the PP¼0.05 level of significance. A0.05 level of significance. A

caveat is that once the CRT began work,caveat is that once the CRT began work,

pre-CRT group members could not be re-pre-CRT group members could not be re-

fused access to it. No pre-CRT group mem-fused access to it. No pre-CRT group mem-

ber used the CRT during the initial 6ber used the CRT during the initial 6

weeks, but 15 used it between 6 weeksweeks, but 15 used it between 6 weeks

and 6 months. However, admission ratesand 6 months. However, admission rates

are unlikely to be much influenced by this,are unlikely to be much influenced by this,

as 13 of these 15 individuals had beenas 13 of these 15 individuals had been

admitted at least once by 6 months despiteadmitted at least once by 6 months despite

their contact with the CRT. Adjustment fortheir contact with the CRT. Adjustment for

potential confounders was carried out aspotential confounders was carried out as

before, but now yielded equivocal results,before, but now yielded equivocal results,

with experimental condition significantlywith experimental condition significantly

associated with admission by 6 months inassociated with admission by 6 months in

some but not all the planned regressions,some but not all the planned regressions,

depending on method of selecting variablesdepending on method of selecting variables

(odds ratio for experimental condition var-(odds ratio for experimental condition var-

ied between 0.25 and 0.78). Confoundingied between 0.25 and 0.78). Confounding

thus appeared more likely to account forthus appeared more likely to account for

the difference in admissions at 6 monthsthe difference in admissions at 6 months

than at 6 weeks.than at 6 weeks.

The mean difference in bed use betweenThe mean difference in bed use between

the groups increased from 6.2 to 8.8the groups increased from 6.2 to 8.8

between the 6-week and 6-month stages,between the 6-week and 6-month stages,

but standard deviations were wide and atbut standard deviations were wide and at

6 months the difference did not reach the6 months the difference did not reach the

PP550.05 significance level (although for0.05 significance level (although for

Wilcoxon’s rank sum testWilcoxon’s rank sum test PP¼0.05). This0.05). This

finding must be treated with caution, asfinding must be treated with caution, as

the availability of the CRT to pre-CRTthe availability of the CRT to pre-CRT

group members may have reduced pre-group members may have reduced pre-

CRT bed days. No difference was foundCRT bed days. No difference was found

in rates of involuntary hospitalisation.in rates of involuntary hospitalisation.

SatisfactionSatisfaction

Table 3 shows that a highly significant dif-Table 3 shows that a highly significant dif-

ference was found in mean and medianference was found in mean and median

patient satisfaction scores. The median forpatient satisfaction scores. The median for

the pre-CRT group indicated mild dissatis-the pre-CRT group indicated mild dissatis-

faction, the CRT median a very positivefaction, the CRT median a very positive

view. This result remained highly sig-view. This result remained highly sig-

nificant throughout testing for potentialnificant throughout testing for potential

confounders.confounders.

How much non-response could haveHow much non-response could have

influenced these findings is an importantinfluenced these findings is an important

question. To assess this, we consideredquestion. To assess this, we considered

how far scores for non-responders wouldhow far scores for non-responders would

have to diverge from those for respondershave to diverge from those for responders
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Table 2Table 2 Bed use following the crisisBed use following the crisis

MeasureMeasure Pre-CRT groupPre-CRT group

((nn¼77)77)

CRT groupCRT group

((nn¼123)123)

CRTCRT v.v. pre-CRT group (95% CI)pre-CRT group (95% CI) PP

Odds ratioOdds ratio Mean differenceMean difference

Psychiatric admission in 6 weeks following crisisPsychiatric admission in 6 weeks following crisis

Admitted in 6 weeks following crisisAdmitted in 6 weeks following crisis 55 (71%)55 (71%) 60 (49%)60 (49%) 0.38 (0.21^0.70)0.38 (0.21^0.70) 0.0020.002

Adjusted for 10 potential confounders thatAdjusted for 10 potential confounders that

individually most change the odds ratioindividually most change the odds ratio

0.22 (0.10^0.50)0.22 (0.10^0.50) 550.00050.0005

Adjusted for 20 potential confounders thatmostAdjusted for 20 potential confounders thatmost

change the odds ratiochange the odds ratio

0.11 (0.05^0.27)0.11 (0.05^0.27) 550.00050.0005

Adjusted for 10 potential confounders thatmostAdjusted for 10 potential confounders thatmost

increase the odds ratio and 10 thatmost decrease itincrease the odds ratio and 10 thatmost decrease it

0.25 (0.11^0.56)0.25 (0.11^0.56) 0.0010.001

Adjusted for 20 potential confounders withmostAdjusted for 20 potential confounders with most

statistically significant associations with admissionstatistically significant associations with admission

0.15 (0.06^0.36)0.15 (0.06^0.36) 550.00050.0005

Bed days in 6 weeks following crisis, mean (s.d.)Bed days in 6 weeks following crisis, mean (s.d.) 19.1 (16.8)19.1 (16.8) 12.9 (16.2)12.9 (16.2) 776.2 (6.2 (7711.0 to11.0 to771.5)1.5) 0.010.01

Adjusted for potential confoundersAdjusted for potential confounders11 778.6 (8.6 (7713.7 to13.7 to773.6)3.6) 0.0010.001

Psychiatric admission in 6months following crisisPsychiatric admission in 6 months following crisis

Admitted in 6 months following crisisAdmitted in 6 months following crisis 58 (75%)58 (75%) 74 (60%)74 (60%) 0.49 (0.26^0.93)0.49 (0.26^0.93) 0.0290.029

Adjusted for potential confoundersAdjusted for potential confounders 0.25 (0.07^0.75)0.25 (0.07^0.75) 0.0150.01522

Bed days in 6 months following crisis, mean (s.d.)Bed days in 6 months following crisis, mean (s.d.) 43.2 (51.6)43.2 (51.6) 34.5 (48.8)34.5 (48.8) 778.8 (8.8 (7723.2 to 5.7)23.2 to 5.7) 0.230.23

Adjusted for potential confoundersAdjusted for potential confounders 7711.7 (11.7 (7726.7 to 3.4)26.7 to 3.4) 0.120.12

Compulsory detention underMental Health Act1983Compulsory detention underMental Health Act 1983

following crisisfollowing crisis

Compulsorily detained in 6 weeks after crisisCompulsorily detained in 6 weeks after crisis 20 (26%)20 (26%) 24 (20%)24 (20%) 0.69 (0.36^1.3)0.69 (0.36^1.3) 0.260.26

Compulsorily detained in 6 months after crisisCompulsorily detained in 6 months after crisis 21 (27%)21 (27%) 33 (27%)33 (27%) 0.98 (0.54^1.8)0.98 (0.54^1.8) 0.940.94

1. For secondary outcomes, we have shown only the regressionwith the10 potential confounders thatmost increase the odds ratio and the10 thatmost decrease it.Where other1. For secondary outcomes, we have shown only the regressionwith the10 potential confounders thatmost increase the odds ratio and the10 thatmost decrease it.Where other
regressions yield substantially different results, this is noted in the text.regressions yield substantially different results, this is noted in the text.
2. Result not accepted as clearly significant because of fluctuations with differentmethods of selecting potential confounders.2. Result not accepted as clearly significant because of fluctuations with differentmethods of selecting potential confounders.
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for the overall result to change. If the meanfor the overall result to change. If the mean

score for all pre-CRT non-responders werescore for all pre-CRT non-responders were

24.7 (2 points above the overall mean for24.7 (2 points above the overall mean for

responders in the study sample) and theresponders in the study sample) and the

mean score for all CRT non-respondersmean score for all CRT non-responders

were 20.7 (2 points below the study mean),were 20.7 (2 points below the study mean),

the overall means for the pre-CRT groupthe overall means for the pre-CRT group

and CRT group would be 21.4 and 23.4,and CRT group would be 21.4 and 23.4,

respectively. Assuming standard deviationsrespectively. Assuming standard deviations

as for responders, this would just fail toas for responders, this would just fail to

reach statistical significance (reach statistical significance (tt¼1.97,1.97,

PP¼0.054). Thus, a marked reversal of the0.054). Thus, a marked reversal of the

pattern observed among responders wouldpattern observed among responders would

have to be present among non-respondershave to be present among non-responders

for a different overall result to be obtained.for a different overall result to be obtained.

Other clinical and social outcomesOther clinical and social outcomes

Table 3 also shows symptom severity,Table 3 also shows symptom severity,

which was very similar in the two groupswhich was very similar in the two groups

at both times. Baseline LSP scores suggestedat both times. Baseline LSP scores suggested

greater impairment in the CRT group, agreater impairment in the CRT group, a

difference which had disappeared by thedifference which had disappeared by the

6-month stage. However, regression with6-month stage. However, regression with

adjustment for baseline score did not yieldadjustment for baseline score did not yield

a statistically significant result. A signifi-a statistically significant result. A signifi-

cant difference in follow-up MANSA scorecant difference in follow-up MANSA score

persisted after adjustment for baselinepersisted after adjustment for baseline

score, but not after adjustment for potentialscore, but not after adjustment for potential

confounders. Adverse events are shown inconfounders. Adverse events are shown in

Table 4. More deaths (4 of them suicides)Table 4. More deaths (4 of them suicides)

occurred in the CRT group, but the differ-occurred in the CRT group, but the differ-

ence was not statistically significant.ence was not statistically significant.

DISCUSSIONDISCUSSION

Methodological strengthsMethodological strengths
and weaknessand weakness

The major strength of the design was goodThe major strength of the design was good

external validity. Data were obtained for allexternal validity. Data were obtained for all

eligible crisis presentations, and the routineeligible crisis presentations, and the routine

clinical service was not altered toclinical service was not altered to

implement the study design.implement the study design.

Lack of randomisation is an importantLack of randomisation is an important

limitation. The comparison groups werelimitation. The comparison groups were

similar on many measures, but the dif-similar on many measures, but the dif-

ferences were unlikely to be due solelyferences were unlikely to be due solely

to chance. However, a strength of theto chance. However, a strength of the

study is comprehensive measurement ofstudy is comprehensive measurement of

and adjustment for baseline variables thatand adjustment for baseline variables that

might be associated with the primarymight be associated with the primary

outcomes. It remains conceivable thatoutcomes. It remains conceivable that

significant differences in these outcomessignificant differences in these outcomes

are explained by an unmeasured confoun-are explained by an unmeasured confoun-

der, but residual confounding is relativelyder, but residual confounding is relatively

unlikely in view of the observations thatunlikely in view of the observations that

no adjustment moved the odds ratio muchno adjustment moved the odds ratio much

towards 1.0 for admission by 6 weeks ortowards 1.0 for admission by 6 weeks or

the adjusted mean difference in satisfactionthe adjusted mean difference in satisfaction

scores much towards 0 (Stewart, 2003).scores much towards 0 (Stewart, 2003).

Successive rather than simultaneousSuccessive rather than simultaneous

recruitment of the groups means that dif-recruitment of the groups means that dif-

ferences in outcome might have resultedferences in outcome might have resulted

from a change other than the introductionfrom a change other than the introduction

of the CRT, although there were noof the CRT, although there were no

obvious candidates. Masking the research-obvious candidates. Masking the research-

ers, clinicians or participants was not feasi-ers, clinicians or participants was not feasi-

ble. The distinctive clinical population ofble. The distinctive clinical population of

inner London, the newness of the team,inner London, the newness of the team,

the fact that only one CRT and two com-the fact that only one CRT and two com-

munity mental health teams were involved,munity mental health teams were involved,

and the extensive experience in CRTand the extensive experience in CRT
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Table 3Table 3 Satisfaction and secondarymeasures of clinical and social functioningSatisfaction and secondary measures of clinical and social functioning

MeasureMeasure Pre-CRT groupPre-CRT group CRT groupCRT group Mean difference CRTMean difference CRTv.v.

pre-CRT group (95% CI)pre-CRT group (95% CI)

PP

Satisfaction at 6 weeksSatisfaction at 6 weeks nn¼4949 nn¼7878

CSQ^8 total scoreCSQ^8 total score11, mean (s.d.), mean (s.d.)

MedianMedian

19.2 (7.5)19.2 (7.5)

18.518.5

24.9 (7.0)24.9 (7.0)

27.027.0

5.7 (3.2 to 8.2)5.7 (3.2 to 8.2) 550.00050.0005

Adjusted for potential confoundersAdjusted for potential confounders22 5.1 (2.3 to 7.8)5.1 (2.3 to 7.8) 550.00050.0005

Symptom severity at 6 weeksSymptom severity at 6 weeks nn¼4949 nn¼7878

Baseline total BPRS score for those interviewed at follow-up,Baseline total BPRS score for those interviewed at follow-up,

mean (s.d.)mean (s.d.)

47.8 (8.6)47.8 (8.6) 47.9 (8.0)47.9 (8.0) 0.1 (0.1 (772.8 to 2.9)2.8 to 2.9) 0.950.95

Follow-up BPRS score, mean (s.d.)Follow-up BPRS score, mean (s.d.) 35.7 (6.7)35.7 (6.7) 35.5 (7.3)35.5 (7.3) 770.2 (0.2 (772.6 to 2.3)2.6 to 2.3) 0.900.90

Adjusted for baseline BPRSAdjusted for baseline BPRS 770.2 (0.2 (772.5 to 2.1)2.5 to 2.1) 0.880.88

Social functioningat 6 weeksSocial functioning at 6 weeks nn¼7272 nn¼117117

Baseline total LSP score for those also rated at 6 weeks, mean (s.d.)Baseline total LSP score for those also rated at 6 weeks, mean (s.d.) 121.6 (15.6)121.6 (15.6) 117.4 (14.4)117.4 (14.4) 774.1 (4.1 (778.5 to8.5 to770.2)0.2) 0.060.06

LSP score at 6-week follow-up, mean (s.d.)LSP score at 6-week follow-up, mean (s.d.) 135.9 (12.3)135.9 (12.3) 133.8 (10.8)133.8 (10.8) 772.1 (2.1 (775.5 to 1.3)5.5 to 1.3) 0.220.22

Adjusted for baseline LSP score (95% CI)Adjusted for baseline LSP score (95% CI) 770.6 (0.6 (773.6 to 2.4)3.6 to 2.4) 0.690.69

Social functioningat 6monthsSocial functioning at 6months nn¼7171 nn¼106106

Total LSP score at 6 months, mean (s.d.)Total LSP score at 6 months, mean (s.d.) 134.5 (12.0)134.5 (12.0) 136.0 (14.8)136.0 (14.8) 1.5 (1.5 (772.5 to 5.4)2.5 to 5.4) 0.460.46

Adjusted for baseline LSP score (95% CI)Adjusted for baseline LSP score (95% CI) 2.7 (2.7 (771.0 to 6.4)1.0 to 6.4) 0.150.15

Quality of life at 6 weeksQuality of life at 6 weeks nn¼4949 nn¼7575

Total MANSA score (subjective life satisfaction)Total MANSA score (subjective life satisfaction)

at baseline for those interviewed at follow-up, mean (s.d.)at baseline for those interviewed at follow-up, mean (s.d.)

45.0 (12.8)45.0 (12.8) 48.2 (13.7)48.2 (13.7) 3.2 (3.2 (771.3 to 7.8)1.3 to 7.8) 0.160.16

Total MANSA score at follow-up, mean (s.d.)Total MANSA score at follow-up, mean (s.d.) 45.6 (12.7)45.6 (12.7) 51.2 (13.5)51.2 (13.5) 5.6 (1.2 to 10.0)5.6 (1.2 to 10.0) 0.0130.013

Adjusted for baseline MANSAAdjusted for baseline MANSA 3.6 (0.11 to 7.1)3.6 (0.11 to 7.1) 0.0430.043

Adjusted for baseline MANSA score and potential confoundersAdjusted for baseline MANSA score and potential confounders 2.0 (2.0 (773.1 to 7.2)3.1 to 7.2) 0.440.44

CSQ^8,Client Satisfaction Questionnaire; BPRS, Brief Psychiatric Rating Scale; LPS, Life Skills Profile; MANSA,Manchester Short Assessment of Quality of Life.CSQ^8,Client Satisfaction Questionnaire; BPRS, Brief Psychiatric Rating Scale; LPS, Life Skills Profile; MANSA,Manchester Short Assessment of Quality of Life.
1. Range of CSQ^8 scores 8^32: a score of 8 indicates great dissatisfaction, 32 great satisfaction, 20 indifference.1. Range of CSQ^8 scores 8^32: a score of 8 indicates great dissatisfaction, 32 great satisfaction, 20 indifference.
2. In this table, adjustedmean differences relate to the10 baseline variables producing the greatest increase in adjustedmean difference and the10 producing the greatest decrease.2. In this table, adjustedmean differences relate to the10 baseline variables producing the greatest increase in adjustedmean difference and the10 producing the greatest decrease.
The results for variables in this table were similar for all methods of adjustment.The results for variables in this tablewere similar for all methods of adjustment.
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development of J.H., who was consultantdevelopment of J.H., who was consultant

psychiatrist in one of the sectors through-psychiatrist in one of the sectors through-

out the pre-CRT and CRT periods, mayout the pre-CRT and CRT periods, may

limit generalisability.limit generalisability.

Our methodology set a high thresholdOur methodology set a high threshold

for identifying service users as being in cri-for identifying service users as being in cri-

sis. Reduction in admissions may well havesis. Reduction in admissions may well have

been less for crises meeting these relativelybeen less for crises meeting these relatively

stringent criteria than among patientsstringent criteria than among patients

who, before the introduction of the CRT,who, before the introduction of the CRT,

may have been admitted to hospital despitemay have been admitted to hospital despite

not meeting these criteria.not meeting these criteria.

Finally, the response rate was relativelyFinally, the response rate was relatively

low, although higher than in two recentlow, although higher than in two recent

surveys of crisis service users in which re-surveys of crisis service users in which re-

sponse rates were a third or less (Whittlesponse rates were a third or less (Whittle

& Mitchell, 1997; Ford& Mitchell, 1997; Ford et alet al, 2001). This, 2001). This

probably reflects the difficulties in recruit-probably reflects the difficulties in recruit-

ing people who have recently experienceding people who have recently experienced

a mental health crisis. Our assessment ofa mental health crisis. Our assessment of

the possible effects of missing data suggeststhe possible effects of missing data suggests

that our finding of greater service satisfac-that our finding of greater service satisfac-

tion is unlikely to be entirely attributabletion is unlikely to be entirely attributable

to response bias.to response bias.

Admission patternsAdmission patterns
At 6 weeks, there were convincing differ-At 6 weeks, there were convincing differ-

ences in admission rate and in bed days,ences in admission rate and in bed days,

indicating that the CRT appeared to serveindicating that the CRT appeared to serve

its intended function of diversion fromits intended function of diversion from

admission. The difference was, however,admission. The difference was, however,

smaller than in many earlier studies ofsmaller than in many earlier studies of

intensive home treatment initiated in anintensive home treatment initiated in an

emergency (Stein & Test, 1980; Houltemergency (Stein & Test, 1980; Hoult etet

alal, 1983), and 60% of the CRT group, 1983), and 60% of the CRT group

had been admitted by 6 months. The poorhad been admitted by 6 months. The poor

social circumstances of many of our servicesocial circumstances of many of our service

users and the large numbers with a historyusers and the large numbers with a history

of violence or involuntary admission mayof violence or involuntary admission may

be inimical to home treatment. Moreover,be inimical to home treatment. Moreover,

community mental health teams alreadycommunity mental health teams already

visited many patients at home: it may bevisited many patients at home: it may be

more difficult for new teams to better themore difficult for new teams to better the

outcomes achieved by services that areoutcomes achieved by services that are

already substantially home-based.already substantially home-based.

Although the differences in bed useAlthough the differences in bed use

were limited, they made a clinically import-were limited, they made a clinically import-

ant difference to service functioning. At 6ant difference to service functioning. At 6

months, mean bed use in the CRT groupmonths, mean bed use in the CRT group

was 20% lower than in the pre-CRT group.was 20% lower than in the pre-CRT group.

While this was not statistically significant,While this was not statistically significant,

it does fit with local routine data on bedit does fit with local routine data on bed

occupancy in the study sectors, whichoccupancy in the study sectors, which

indicated a substantial fall in bed occu-indicated a substantial fall in bed occu-

pancy, allowing the practice of purchasingpancy, allowing the practice of purchasing

overspill beds in the private sector tooverspill beds in the private sector to

cease. There was no effect on involuntarycease. There was no effect on involuntary

hospitalisation, suggesting that it is easierhospitalisation, suggesting that it is easier

for a CRT to prevent voluntary admissionsfor a CRT to prevent voluntary admissions

of reasonably cooperative patients.of reasonably cooperative patients.

Patient satisfactionPatient satisfaction

Mirroring earlier randomised trials (HoultMirroring earlier randomised trials (Hoult

et alet al, 1983) and recent uncontrolled sur-, 1983) and recent uncontrolled sur-

veys, our data suggest that service usersveys, our data suggest that service users

prefer CRT care. Given that pre-CRT andprefer CRT care. Given that pre-CRT and

CRT care appear similar on most other out-CRT care appear similar on most other out-

comes, this seems a reasonable justificationcomes, this seems a reasonable justification

for favouring this model in service plan-for favouring this model in service plan-

ning. It should be noted, however, thatning. It should be noted, however, that

satisfaction was measured at an early stagesatisfaction was measured at an early stage

when patients had experienced only a singlewhen patients had experienced only a single

episode of CRT care, and we did not inves-episode of CRT care, and we did not inves-

tigate the views of carers.tigate the views of carers.

Other outcomesOther outcomes

As in most home treatment studies, ourAs in most home treatment studies, our

study lacks power for analysis of suicidesstudy lacks power for analysis of suicides

and other serious adverse events. The great-and other serious adverse events. The great-

er incidence of deaths in the CRT group iser incidence of deaths in the CRT group is

probably a chance finding. Three of theprobably a chance finding. Three of the

four patients who died by suicide had beenfour patients who died by suicide had been

admitted to hospital by the CRT: one diedadmitted to hospital by the CRT: one died

by suicide soon after discharge without re-by suicide soon after discharge without re-

referral to the CRT, one was allowed to dis-referral to the CRT, one was allowed to dis-

charge himself shortly after admission andcharge himself shortly after admission and

died by suicide later that day, and one dieddied by suicide later that day, and one died

by suicide while on leave from hospital.by suicide while on leave from hospital.

Only one was receiving CRT care whenOnly one was receiving CRT care when

he died. Although four suicides occurredhe died. Although four suicides occurred

during the 9-month CRT phase of ourduring the 9-month CRT phase of our

study, only two were recorded in thestudy, only two were recorded in the

following 9 months, during which thefollowing 9 months, during which the

CRT continued to operate.CRT continued to operate.

Our investigation gives few grounds forOur investigation gives few grounds for

believing that there are major differencesbelieving that there are major differences

between the two models of care in thebetween the two models of care in the

symptomatic and social progress of individ-symptomatic and social progress of individ-

uals following crises. This is not surprisinguals following crises. This is not surprising

given that many had severe illnesses, lim-given that many had severe illnesses, lim-

ited social resources and long psychiatricited social resources and long psychiatric

histories. For a very brief period of CRThistories. For a very brief period of CRT

care to have made a detectable differencecare to have made a detectable difference

to aggregate scores for outcomes such asto aggregate scores for outcomes such as

social functioning and quality of life wouldsocial functioning and quality of life would

have been remarkable. If the availability ofhave been remarkable. If the availability of

CRTs does prove to make a difference toCRTs does prove to make a difference to

patients’ engagement and their clinicalpatients’ engagement and their clinical

and social outcomes, this is more likely toand social outcomes, this is more likely to

be apparent once a cohort has repeatedlybe apparent once a cohort has repeatedly

been able to avoid hospital admission.been able to avoid hospital admission.
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Table 4Table 4 Adverse eventsAdverse events

EventEvent Pre-CRT groupPre-CRT group

((nn¼77)77)

CRT groupCRT group

((nn¼123)123)

Odds ratio CRTOdds ratio CRT v.v. pre-pre-

CRT group (95% CI)CRT group (95% CI)

PP

Deaths (6-week follow-up)Deaths (6-week follow-up) 00 1 (1%)1 (1%) 0.620.6211

Deaths (6-month follow-up)Deaths (6-month follow-up) 1 (1%)1 (1%) 5 (4%)5 (4%) 3.3 (0.37^28.6)3.3 (0.37^28.6) 0.400.40

Baseline history of suicide attemptsBaseline history of suicide attempts

(past 2 years)(past 2 years)

30 (39%)30 (39%) 31 (25%)31 (25%)

Baseline history of suicide attemptsBaseline history of suicide attempts

(past month)(pastmonth)

18 (22%)18 (22%) 17 (14%)17 (14%)

Any suicide attempt (6-monthAny suicide attempt (6-month

follow-up)follow-up)

17 (23%)17 (23%) 17 (15%)17 (15%) 0.58 (0.28^1.2)0.58 (0.28^1.2) 0.160.16

Adjusted for baseline historyAdjusted for baseline history

of suicide attemptsof suicide attempts

0.87 (0.38^2.0)0.87 (0.38^2.0) 0.730.73

Baseline violent or severelyBaseline violent or severely

threatening behaviour (past 2 years)threatening behaviour (past 2 years)22
21 (27%)21 (27%) 37 (31%)37 (31%)

Baseline violent or severelyBaseline violent or severely

threatening behaviour (past month)threatening behaviour (pastmonth)

10 (13%)10 (13%) 31 (25%)31 (25%)

Minor violenceMinor violence33 or severelyor severely

threatening behaviour (6-monththreatening behaviour (6-month

follow-up)follow-up)

16 (21%)16 (21%) 38 (32%)38 (32%) 1.8 (0.95^3.3)1.8 (0.95^3.3) 0.070.07

Adjusted for baseline historyAdjusted for baseline history

of violenceof violence

1.4 (0.69^2.7)1.4 (0.69^2.7) 0.380.38

1. Fisher’s exact test.1. Fisher’s exact test.
2. Definition of severe threatening behaviour: threatening someonewith a weapon or repeatedly threatening to inflict2. Definition of severe threatening behaviour: threatening someonewith aweapon or repeatedly threatening to inflict
significant harm on them.significant harm on them.
3. All the acts of violence reported fell within the study definition of minor violence, which was that victims did not3. All the acts of violence reported fell within the study definition of minor violence, whichwas that victims did not
require hospital admission and did not sustain any lasting disability.require hospital admission and did not sustain any lasting disability.
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well as all the service users and clinicians who gavewell as all the service users and clinicians who gave
their time.their time.

APPENDIXAPPENDIX

Operational definition of crisisOperational definition of crisis
A crisis is a situation in which the following threeA crisis is a situation in which the following three
criteria are met.criteria are met.

1.1. A substantial deterioration has occurred in theA substantial deterioration has occurred in the
mental health and/or social functioning of amental health and/or social functioning of a
patient, either against the background of anpatient, either against the background of an
existing mental disorder or in someone notexisting mental disorder or in someone not
previouslyknownto servicespreviouslyknownto services

OROR

A significant disruption in the support networkA significant disruption in the support network
and social circumstances of a severelymentally illand social circumstances of a severelymentally ill
person threatens his/her ability to continue toperson threatens his/her ability to continue to
function at an adequate levelfunction at an adequate level

ANDAND

2.2. The deterioration ordisruption is suchthat:The deterioration ordisruption is suchthat:

therisk thattheindividualwillharmhimorherselftherisk thatthe individualwillharmhimorherself
or others has substantially increasedor others has substantially increased

AND/ORAND/OR

the individual is no longer able to care for him/the individual is no longer able to care for him/
herself at an acceptable level, so that there is aherself at an acceptable level, so that there is a
threat of significant physical debility or injurythreat of significant physical debility or injury
resulting from self-neglectresulting from self-neglect

AND/ORAND/OR

because of his/her lackof caution, the individualisbecause of his/her lackof caution, the individualis
at significant risk of injury, imprudent actionsat significant risk of injury, imprudent actions
with lasting serious consequences or becomingwith lasting serious consequences or becoming
the victimof assaultor exploitation byothersthe victimof assaultor exploitation byothers

AND/ORAND/OR

members of the individual’s usual supportmembers of the individual’s usual support
networkwho are essential to his/her communitynetworkwho are essential to his/her community
functioning state that they can no longer sustainfunctioning state that they can no longer sustain
their usual role in supporting him/hertheir usualrole in supporting him/her

ANDAND

3.3. The extentofthe deterioration ordisruption is soThe extentof the deterioration ordisruption is so
severe that secondary mental health profes-severe that secondary mental health profes-
sionals believe that a change in the managementsionals believe that a change in the management
of his/her illnessmust be initiated immediately.of his/her illnessmust be initiated immediately.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& The introduction of a crisis resolution teamwas associatedwith reductions inThe introduction of a crisis resolution teamwas associatedwith reductions in
admission rate andbeduse in the 6weeks following a psychiatric emergency, althoughadmission rate andbeduse in the 6weeks following a psychiatric emergency, although
findings over 6 months weremore equivocal.findings over 6 months weremore equivocal.

&& The reductionwas greater in voluntary than in compulsory admissions.The reductionwas greater in voluntary than in compulsory admissions.

&& Patient satisfactionwas greater following introduction of the crisis resolutionPatient satisfactionwas greater following introduction of the crisis resolution
team, but other clinical and social outcomes were similar.team, but other clinical and social outcomes were similar.

LIMITATIONSLIMITATIONS

&& The inner-London setting of the study and the presence of a highly experiencedThe inner-London setting of the study and the presence of a highly experienced
expert on home treatmentmay limit the generalisability of study findings.expert on home treatmentmay limit the generalisability of study findings.

&& The study was quasi-experimental rather than randomised: although thoroughThe study was quasi-experimental rather than randomised: although thorough
attempts weremade to adjust for baseline differences, the possibility of unmeasuredattempts weremade to adjust for baseline differences, the possibility of unmeasured
confounders cannot be ruled out.confounders cannot be ruled out.

&& Interview response rate at 6-week follow-upwas only 63.5%, although beduseInterview response rate at 6-week follow-upwas only 63.5%, although beduse
datawere available for thewhole sample.datawere available for thewhole sample.
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