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A MESSAGE FROM THE NAPICU EXECUTIVE 
 

The Department of Health is currently in the process of consulting on two proposed 
commissioning guides: 
 

1. Psychiatric Intensive Care (PICU): Good practice commissioning guide, consultation 
draft. 

2. Low Secure Services: Good practice commissioning guide, consultation draft. 
 

The Department of Health hopes to receive contributions from all stakeholders with an interest 
in psychiatric intensive care and low secure services. The consultation process ends on the 19th 
April 2012.  
 

The National Association of Psychiatric Intensive Care and Low Secure Units (NAPICU) was 
formally established in 1996 and has a long history promoting the development of PICU and low 
secure services. From the point of inception, NAPICU’s vision has been driven by the desire to 
improve the experience and outcomes for patients within these services. NAPICU represents 
clinicians working in these services and has provided vehicles for standard-setting, education, 
training, multidisciplinary clinical networks, audit and research in this challenging area of 
mental healthcare.  
 

The NAPICU Executive has been in liaison with the Department of Health Secure Services Policy 
Team in the pre-consultation phase. Now that we are in the middle of the consultation phase, 
the NAPICU Executive has provided an early response to the consultation questions. This allows 
for our membership and the wider PICU and low secure community to be aware of the NAPICU 
position in advance of the consultation end-date. 
 

This communication covers the NAPICU response in its entirety, and we hope that it will 
stimulate you to formulate your response to the consultation questions. NAPICU is happy for 
this communication to be passed onto relevant individuals in your organisation who may be 
involved in providing such a response in order to assist them in this process. If you wish to 
utilise some or all of the elements of this document within your own response, please feel free 
to do so. If necessary, this document can be made available to you in other electronic formats 
via the NAPICU administration office. 
 

The NAPICU Executive and its membership are truly passionate about building upon 
improvements in PICU and Low Secure Care over the past decade. In this context, the 
Department of Health consultation is a once in a decade opportunity to influence and shape the 
care landscape of the future for PICU and low secure patients. Please take the time to read this 
communication from the NAPICU Executive and do respond to the consultation. 
 

                      

Dr Stephen Pereira   Dr Faisil Sethi 
Chair of NAPICU   Vice Chair of NAPICU  
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INTRODUCTION AND BACKGROUND 

 
The National Association of Psychiatric Intensive Care and Low Secure Units (NAPICU) welcomes 
the opportunity to help improve patient care for some of the most disadvantaged and 
challenging patients within psychiatric care and to improve the working lives of clinicians 
working with them.  NAPICU has produced this report in response to the request for 
consultation on the following Department of Health documents:  
 

• Psychiatric Intensive Care (PICU): Good practice commissioning guide, consultation 
draft  

• Low Secure Units: Good practice commissioning guide, consultation draft 
 
Copies of the consultation draft documents and the full details of the consultation are available 
via the Department of Health website at: 
 
http://www.dh.gov.uk/health/2012/01/consultation-on-low-secure-services-and-psychiatric-intensive-care  
 
The process for developing this report has been: 

• Reference relevant documentation and professional literature and evidence as 
appropriate. 

• Specific analysis of the documents by the NAPICU Executive considering the content of 
the documents in the context of the feedback questions posed by the Department of 
Health and other issues not contained therein. 

• Approval of this report by the NAPICU Chair and ratification by the NAPICU Executive on 
the 20th March 2012. 

 
Format for this report: 
 
The following comments are organised into three general sections.  They are: 

1. General comments on the overall analysis of the documents. 
2. Response to the specific questions posed by the Department of Health for offering 

feedback. 
3. Specific analysis and commentary of particular parts of each document not necessarily 

covered by answering the questions posed by the Department of Health.  Although this 
makes reference to individual points within the documents, this is to emphasise and 
provide reasoning behind the responses to the consultation questions.  It is also to help 
provide readers with other relevant questions that could be asked within the 
consultation process. 

 
As well as minimal appropriate references, two appendices are provided which add further 
relevant information.
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SECTION 1:  
OVERALL COMMENTS ON THE DRAFT CONSULTATION DOCUMENTS 
 

• There appears to be no clear ideology underpinning the purpose of the commissioning 
guidance.  The majority of patients treated within PICU originate from the general adult 
psychiatric population but the overall tenet of the documents seems to be weighted 
towards patients from a more secure setting. In this respect, NAPICU is concerned that 
the needs of the general adult psychiatric constituency have been overlooked in these 
documents. 
 

• Both documents do not substitute the National Minimum Standards published in 2002.  
They cannot be regarded as a replacement for clinical standards.  NAPICU has started 
the process of revisiting the 2002 National Minimum Standards to consider areas that 
need update and revision. NAPICU will produce proposed revised National Minimum 
Standards within the next year. 

 
• The majority of PICUs in the United Kingdom still do not meet all the 2002 National 

Minimum Standards. New guidance should logically flow from or work with the 2002 
National Minimum Standards, so that PICU services can continue to develop seamlessly. 
New guidance should not have the inadvertent outcome of taking PICU services 
backwards in terms of quality of care, clinical and operational standards. 
 

• At present, funding streams for provision of general adult PICU and Low Secure services 
are different. NAPICU is of the opinion that PICU commissioning should remain a local 
issue.  The picture surrounding Low Secure Services has been somewhat complicated by 
introduction of the term ‘locked rehabilitation’ which has become common parlance in 
various areas but is ill defined.  This adds potential confusion for patients, staff and 
commissioners within planning care pathways for vulnerable patients.  
 

• NAPICU welcomes the idea that these guidance documents attempt to clarify what a 
Low Secure Service is. However the document relating to low secure services does not 
account for the complete set of patient types and range of presenting needs found in 
current low secure services.  

 
• While some general characteristics that might be expected within both PICUs and LSUs 

are described in these guidance documents, the core values, models of care or expected 
outcomes are inadequately represented and described.   
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• Within PICUs, the core values and ideology underpinning the commissioning guidance 

should be added to include efficiency of bed usage and procedures aimed at returning 
patients to a less intensive environment as soon as is appropriate.  The absence of this 
could result in the commissioning guidance having the effect of increasing lengths of 
stay and costs. 

 
• Similar core values and ideology should be offered within the low secure guidance which 

should have as its goal the reduction of length of stay and emphasis on increased 
independent living skills and progression through a care pathway focussed upon 
rehabilitation and recovery. 

 
• Both guidance documents would be assisted significantly by an equivalent emphasis on 

therapeutic interventions and the care pathway as is attributed to the provision of 
security. 
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SECTION 2:  
NAPICU’S RESPONSE TO THE CONSULTATION QUESTIONS POSED BY 
THE DEPARTMENT OF HEALTH 
 
Department of Health Consultation Question 1 
 
“Do you think that it is helpful to publish separate commissioning guidance for Low Secure 
Services and Psychiatric Intensive Care?  Please can you give reasons for your views.” 
 
NAPICU Response 
 
NAPICU believes that it is helpful to publish separate commissioning guidance for Low Secure 
Units (LSUs) and Psychiatric Intensive Care Units (PICUs).  The division between PICU and LSU is 
welcomed.  NAPICU recognises that this proposed guidance is for commissioners and not 
clinicians and therefore questions the statement that it replaces the 2002 guidelines (which are 
clinically-derived minimum standards that need updating; NAPICU will produce a proposed 
update in the near future).       
 
NAPICU has reached this view for the following reasons: 
 

• Key similarities between Psychiatric Intensive Care and Low Secure Care are generally 
only represented in the physical environment and number / range of professional staff 
required to operate both services.   

 
• The strategic care philosophy, purpose and range of interventions required to 

successfully engage each patient population are significantly different.  These key 
differences are: 

 
PICU 
 

• A PICU is an acute care environment which aims to treat and improve specific 
psychiatric psychopathology bringing about significant behavioural improvement within 
a short period of time.  The clinical interventions, specific focus and care principles are 
most often orientated towards the acute degree of a mental health problem rather than 
its nature. 
 

• PICUs aim to bring about a reduction in the acute symptoms of a serious mental 
disorder (or of an exacerbation of an existing mental disorder) to the extent required for 
a patient to function within a less intensive environment. This will often result in a 
patient being returned to another inpatient facility (often the facility from which they 
were originally referred) after a relatively short period in the PICU. 
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• This philosophy of care is not dissimilar to the principles applied in general medical 
Intensive Care Units.   

 
LSU 
 

• An LSU is a longer term recovery orientated environment for which the underpinning 
philosophy of care is orientated towards rehabilitation.  The care philosophy and 
supporting skills set of the LSU requires significant infrastructure aimed at risk 
assessment / management, health promotion, independent living skills development, 
and defined links to facilitate successful community reintegration. 

 
• The direction of care and treatment may often be orientated towards the nature of a 

mental disorder rather than its acute degree.   
 

• The expected timeframes of successful engagement by the LSU based within the 
recovery philosophy are significantly longer than that of the PICU with length of stay 
measured in months or years rather than days or weeks. 

 
• Whilst the physical vehicle of the PICU and the LSU share some structural similarities 

(physical environment, number and range of multidisciplinary professionals), the 
journeys that each service aims to undertake with patients are principally and 
strategically different.   

 
For the above reasons, separate guidance is required and offers significant advantages over an 
attempt at amalgamation.  
 

…………………………………………………………………………. 
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Department of Health Consultation Question 2 

 
“Do you think that the draft commissioning guidance for Low Secure Services and Psychiatric 
Intensive Care adequately reflect appropriate care pathways?  Is there anything that can be 
done to strengthen the draft guidance in this respect?” 
 
NAPICU Response 
 
NAPICU does not consider that the documents adequately reflect the care pathways (CP).   
 
We would advance the following in respect of areas of omission and potential areas of required 
further development:   
 

• In their present form, both documents suggest some elements that are required as part 
of a CP although not the care pathway itself.  By this we mean that suggestions are 
made with regard to overarching risk assessment / management, some suggestions of 
the type of interventions that would be relevant to each setting with a particular 
emphasis on interior and perimeter security.   
 
We do not feel that the document provides full analysis with respect to an integrated 
care pathway (“a multidisciplinary outline of anticipated care, placed in an appropriate 
timeframe to help a patient, with a specific condition or set of symptoms, to move 
progressively through a clinical experience to positive outcomes”). 

 
NAPICU believes that what this question refers to when stating ‘care pathways’ are the 
flow diagrams which are identical in both documents.  In their present form, a true 
suggested CP is not offered in either document nor is any clear guidance for how the 
suggested elements of a CP should be consolidated toward an outcome.  The interfaces 
between PICU and LSU, the interface with the criminal justice system, the ‘forensic’ / 
‘general adult’ divide etc. need clarity (further comment is made in Section 3).      
 

• The proposed guidance does not provide detail or a grasp of the type of patient within 
these services.  The addition of case vignettes may be beneficial to outline the type of 
patient treated by these services. 

 
• The documents would be assisted by indentifying a clear suggested care pathway 

involving PICU and LSU care.  These should include broad patient profiles which would 
represent the population for each speciality.  An outline example for PICU is given in 
Appendix 1 (based upon Kearney & Dye, 2010).   
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To further refine this, broad care pathways should be defined for each group (PICU and 
LSU) including the following: 
 
a) The facilities / circumstance from which each of the specialities would likely 

receive referrals and patients. 
 
b) The general processes and considerations that would be undertaken as part of 

the assessment for each of the specialities with general suggested timeframes.   
 
c) An outline of the markers for progress within each of the specialities and the 

processes by which progression through the care pathway would be supported. 
This should include a broad outline of when it is indicated that the patient 
should be considered for the next step in the pathway. 

 
d) A description of the general output destinations of patients from within each 

speciality with some broad considerations as to the supporting/required 
infrastructure. 

 
e) Suggested timeframes could also be considered as part of the commissioning 

guidance for progression through each pathway (whilst accepting that individual 
circumstances will often require appropriate outliers to the generally accepted 
timeframes). 

 
…………………………………………………………………………. 
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Department of Health Consultation Question 3 
 
“What is your view on the principle that Psychiatric Intensive Care is a model of treatment 
that can be provided in general adult services in Low Medium and High Secure Inpatient 
Services?  Is there anything that we have omitted to consider in this respect?” 
 
NAPICU Response 

 
• The evidence confirms that the PICU is one of a variety of settings in varying degrees of 

perimeter and internal security arrangements. 
 

A number of surveys (Adams & Clark, 2008, Kasmi, 2010) have defined the numbers and 
characteristics of PICUs within High and Medium Secure defined perimeter security. 

 
• PICUs within High and Medium Secure settings follow the same underpinning service 

philosophy to Psychiatric Intensive Care Units within general adult services.  The main 
differences being the level of security required within the Unit itself, the surrounding 
perimeter security and the defined population from which the unit receives referrals. 
 
The catchment population for referrals to the general adult PICU is generally 
represented by the general adult acute wards serving a defined community population 
within localities or defined within service level agreements for several localities. 
 
The catchment population for PICUs within High and Medium Secure perimeters will be 
the population already resident (or referred to High or Medium secure services) within 
the high or medium secure perimeter.   
 

• The philosophy of function and care of the PICUs within these three service domains i.e. 
High Secure Hospitals, Medium Secure Hospitals and general adult Mental Health 
Services – is to admit a patient from their defined population in an acute state of need 
and aim for intensive interventions to be employed in the PICU which will successfully 
enable the individual to be returned to an environment of lesser intensity within a 
relatively short period of time.   
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Psychiatric Intensive Care (PIC) 
 

• There is an important distinction between ‘Psychiatric Intensive Care’ and the 
‘Psychiatric Intensive Care Unit’.  The evidence supports the theory that Psychiatric 
Intensive Care should be provided within a designated Psychiatric Intensive Care Unit.  
This would require the infrastructure associated with Psychiatric Intensive Care Units as 
previously defined in the National Minimum Standards 2002.  A PICU can also perform 
this function (see above) within High or Medium secure perimeters.  The term PICU is a 
well known concept both nationally and internationally but introduction of a new, 
similar, acronym may lead to confusion within provision of clinical services. 

 
• Caution should be exercised to ensure that the concept of Psychiatric Intensive Care 

Unit provision and the use of an ‘Extra Care Area’ (ECA) are not confused.  The concept 
of the ECA as a facility within a Psychiatric Intensive Care Unit (or other provision) to 
provide short term increased engagement for a single acutely disturbed individual has 
been well defined and discussed within the literature (Dix & Page, 2008; Dix & Williams, 
1996; Curran et al. 2005).  This should not be confused or misinterpreted within this 
proposed guidance as the boxes outlined in the care pathway diagram refer to PIC and 
not PICU.  It is NAPICU’s view that General adult services MUST include access to a PICU 
and may also include access to an LSU which provides rehabilitation.  These services 
cannot be replaced with an ECA. 

 
• The concept of the ECA requires that a single patient is intensively engaged / supervised 

for a short period of time (not usually for a period of more than 72 hours) in a purposely 
designed area of a Psychiatric Intensive Care Unit with the aim of minimising the effects 
of disturbed behaviour to the main PICU population. 
 
This facility lacks the infrastructure, resources and range of clinical interventions to be 
considered as meeting the criteria for a PICU. 
 

The commissioning guidance would be significantly improved by a section clarifying the issues 
as described above.   
 

…………………………………………………………………………. 
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Department of Health Consultation Question 4 

 
“Do you consider that the draft guidance (paragraph 4.18) correctly identifies the patient 
group for Low Secure Units?  Is there anything else that we should consider?” 
 
NAPICU Response 
 
We cannot clearly identify a 4.18 paragraph within the Low Secure consultation document 
although we assume this to be reference to point 28 ‘inclusion criteria’ and point 29 ‘exclusion 
criteria’ on page 6 of the Low Secure Services good practice commissioning guide consultation 
draft.  It would be beneficial to have similar sections that are explicit within the PICU document. 
 

• These sections do not adequately describe the patient group for Low Secure Services.   
 
• The three broad categories of patient requiring low secure services include: 

 
a) Patients who have successfully progressed through higher levels of security (high 

or medium) and require a lower secure environment to facilitate the community 
reintegration process.  

b)  Patients within the Criminal Justice System predominantly as remand or 
sentenced prisoners who require mental health assessment and or treatment 
and whose offence levels are not assessed to require a medium secure unit. 

c) Patients detained under civil Sections presenting higher levels of risk consistent 
with groups a) & b) above that cannot be accommodated in any lower level of 
security. These patients will also present the similar needs of the other two 
groups i.e. longer term risk managed community reintegration.   

 
• There are patients subject to civil sections of the Mental Health Act detained within all 

levels of security with the Mental Health System. The two key factors for determining 
the need for LSU placement are:   

a) levels of risk 
b) range of needs  

 
• The risk of harm to others on assessment which is active at the point that transfer to a 

Low Secure Unit is proposed should be no more than medium to upper levels of actual 
bodily harm (or equivalent type of offence).  Active risk within the perimeter, or to the 
public should the patient abscond, of more serious offence levels e.g. grievous bodily 
harm (or equivalent) should generally indicate the need for Medium Secure care.  This 
consideration applies to all three groups of LSU patient defined above. 
 

• NAPICU feel that the bullet point 5 within the exclusion criteria [“has complex needs, 
but can be managed...”] should in fact be an inclusion criterion with the addition of a 
phrase resembling: 
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“not expected to respond to the acute treatment of symptoms resulting in significant 

decrease in risk within a period of time consistent with a PICU”.   
 

This would enhance the description of a type of patient whose risk levels could not be 
managed and or needs could not be appropriately met within an open ward 
environment, a PICU or a locked rehabilitation facility.  Their level of risk and need for 
risk managed rehabilitation would be consistent with the remit of an LSU. 

 
• Point 15 within the PICU document seems to be at odds with point 30 within the Low 

Secure document as it implies that patients with particular difficulties should be treated 
within specialist Low Secure environments but that they may be housed within general 
adult PICUs.  The mix of physically frail people or those with organic brain conditions 
may be unsafe within a general PICU environment.  It is noted that specialist PICUs have 
been developed for these particular patient types.  See also comment within Section 3. 
 

• Point 21 within the PICU document states that patients are “likely” to be detained under 
the Mental Health Act.  NAPICU feel that all patients admitted to a PICU should be 
detained upon their admission.  We appreciate that mention of specific sections from 
part 3 of the Act may refer to those patients detained in a PICU in higher levels of 
security as opposed to general adult but this needs to be clarified.     

 
…………………………………………………………………………. 
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Department of Health Consultation Question 5 

 
“Do you feel that the approach to security in the draft Low Secure guidance will help to 
achieve the correct balance between security, patient safety and care?  Please can you 
explain your views and say if there is anything else we should consider.” 
 
NAPICU Response 
 

• The security guidance within the Low Secure document requires revision in some areas: 
in particular the advice regarding seclusion/de-escalation facilities and in the physical 
environment sections.  These comments will be made under the specific comments 
section below. 

 
• Generally, the document does not offer proportionality and does not portray equivalent 

emphasis on care pathway issues as is attributed to areas of security.   
 
• This balance could be more appropriately described with the inclusion of specific 

guidance related to the process of assisting patients towards discharge/transfer from 
the Unit within a risk assessment and management framework.   

 
• Further guidance could also be offered in areas e.g. ‘core values’ to which units should 

aspire. 
 

• Further description of security is required surrounding ways in which the unit should 
have the capacity to respond with security at various levels given the needs presented 
by an individual patient at a specific point within their care pathway.  For example, some 
patients may be appropriately assessed as being relevant to utilise unescorted leave, 
some people would be able to use gardens by themselves and others only with staff etc.    

 
• The LSU’s purpose and underpinning philosophy of care will require that enhanced 

security type interventions e.g. observation, supervision and increased restriction will be 
required for some patients while others much further progressed through the care 
pathway would be subject to significantly less.  This may represent a significant 
difference to Medium and High Secure settings in that the LSUs will often need to apply 
this variation within a single unit.  Medium Secure and High Secure facilities often have 
a number of wards within their perimeter offering different regimes.   

 
…………………………………………………………………………. 
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Department of Health Consultation Question 6 

 
“Do you consider that the draft guidance assists with the planning provision and commission 
of Services?  Would anything further strengthen the guidance in this respect?”   

 
NAPICU Response 

 
• Documents identifying the key characteristics of each of the service to assist 

commissioners should be received as helpful. 
 

• Many specialist commissioners will audit providers against commissioning guidance and 
for this reason particular caution is required to ensure that the guidance is clear; it 
should be explicit regarding areas that commissioners should consider essential and 
those within which providers may offer variation. 

 
• The documents could be particularly strengthened by increased detail and clarity in 

relation to the care planning aspects of service provision beyond physical security.  This 
could include psychological input, focus upon the ‘recovery’ agenda, safeguarding of 
vulnerable adults etc.  Although within the documents there is the welcomed reference 
to activity and active engagement, they are not specified (i.e. why it is necessary, how 
this is performed, what is hoped for and what outcomes should be expected).  More 
clarity regarding intensive clinical management should be given with specific reference 
to care, treatment, recovery objectives etc. 

 
• More detailed standards similar to that of the 2002 National Minimum Standards for 

PICU/LSUs are required.  Outcome guidance would strengthen these documents. 
 

• Further details are required surrounding governance and benchmarking of clinical 
services to be provided and of staff training/competence.  For example, services should 
be expected to attain the AIMS-PICU, CCQI & NAPICU standards (Cresswell et al. 2010). 
All clinical staff require regular training in a number of clinical and operational domains, 
for example annual training in Rapid Tranquillisation and annual training in Prevention 
and Management of Violence and Aggression.  This would provide a basis for 
measurement of both an operational and clinical framework.  Other measurements can 
be found both within the textbook Psychiatric Intensive Care (Beer & Pereira, 2008) and 
the Journal of Psychiatric Intensive Care and Low Secure Units. 

 
 

…………………………………………………………………………. 
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Department of Health Consultation Question 7 

 
“Do you think there are likely to be any cost implications of the draft guidance?  If so, please 
outline the anticipated costs, why you believe they will be incurred and your view as to 
whether such costs are justified.” 
 
NAPICU Response 
 

• There are possibilities of significant cost implications as a result of the guidance in two 
general areas.  These are:  

 
a) Exclusion criteria associated with Low Secure Units. 
b) Developments in physical environment and estates.   

 
 

Exclusion criteria associated with Low Secure Units: Care pathways 
 

• In its present form, the guidance could be interpreted to mean that patients posing 
significant risks similar to those that would apply to patients transferred from the 
Criminal Justice System or descending security should not be admitted to Low Secure 
Services. 
 

• This group of patients would present a risk profile and level of need beyond that that 
could be catered for within ‘locked rehabilitation’ or would exceed the length of stay 
and short term acute focus associated with many PICUs.   

 
• These patients may represent a service deficit for which other arrangements will need 

to be made with significant cost implications. 
 

• The lack of a defined care pathway or suggested criteria for discharge / transfer while at 
the same time acknowledging the possibility of ‘slow stream rehabilitation’ could 
increase lengths of stay with associated increase in costs. 

 
Developments in physical environment and estates 
 

• Please see comments entered under the issues specific to the draft document section 
below in Section 3. 

 
…………………………………………………………………………. 
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Department of Health Consultation Question 8 

 
“Do you think that the draft guidance will have an impact on equality, if so what will this 
impact be?” 

 
NAPICU Response 
 

• The documents do not appear to have any significant impact as considered within the 
context of the equality impact assessment for Low Secure Services and Psychiatric 
Intensive Care. 

 
• Generally the documents do not recognise the consequence of some of the 

requirements.  For example, there are particular issues relating to single sex 
accommodation: the low demand for female Low Secure Services may lead to regional / 
national provision which will mean patients / carers being required to travel, families 
being dispersed, mothers not being able to see children etc. 
 

• It is felt that there is a distinct lack of reference to patients or carers involvement within 
the documents. 

 
• There is no reference to the care of patients under 18 years, particularly those physically 

mature aged 16–17 years who may be appropriate for these services. 
 

• There is evidence that there is over-representation within secure psychiatric services of 
patients from  black and minority ethnic backgrounds and that female patients are more 
likely to be treated in a level of security higher than male patients.  This needs to be 
recognised within the documents.  

 
…………………………………………………………………………. 
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Department of Health Consultation Question 9 

 
“Do you feel that the way in which the information is presented in the draft guidance is clear 
and easy to understand?  If not, how could we improve it?” 
 
NAPICU Response 
 

• Both documents in their current form are relatively self explanatory in terms of the 
specific content within each section.   

 
• Both documents would be significantly assisted by clear explorations of the ideology 

underpinning the purpose of the documents. 
 

• Both documents may be significantly assisted with the inclusion of further analysis and 
description of appropriate care pathways relevant to each population.   

 
• In addition, the process may be also significantly improved by reference to an updated 

version of the 2002 National Minimum Standards offering further detail in specific 
clinical and practice areas as well as reference to the AIMS standards. 
 

• The documents appear to mix the terms ‘mental disorder’ and ‘mental illness’.  This 
should be clarified. 

 
…………………………………………………………………………. 
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SECTION 3: 
NAPICU’S COMMENTS RELATED TO SPECIFIC AREAS WITHIN THE 
CONSULTATION DOCUMENTS 
 
 

a) PICU Consultation Draft 
 
 

Section headed “Introduction and Purpose” 
 

• Point 2 suggests that the Department of Health in 2002 commissioned work to define 
National Minimum Standards for these Services.  It is suggested in this section that the 
collaborative approach underpinning this work led to the establishment of a good 
practice network.  If the good practice network to which reference is made is the 
National Association of Psychiatric Intensive Care Units, then this section may not be 
entirely accurate.  The National Association of Psychiatric Intensive Care Units existed 
prior to 2002 and had been providing a framework for networking and good practice 
since 1996 (see Appendix 2).  NAPICU has been at the forefront of describing the 
confluence of both therapeutic interventions and security. We have always felt that 
security parameters can positively enhance the treatment model and vice versa.  This is 
easy to see in LSUs, but NAPICU has improved the understanding and application of this 
two-way relationship in PICUs over the past decade.  In conjunction with NIMHE, 
NAPICU established a governance network which focussed upon specific areas of 
practice (Dye et al. 2005) but NAPICU’s framework and philosophy had been established 
well before this.  The draft guidance also may wish to mention introduction of AIMS-
PICU, a collaboration between the Royal College of Psychiatrists Centre for Quality 
Improvement and NAPICU which measures PICUs against agreed criteria and leads to 
accreditation if acceptable criteria are met.  
 

• Point 3 mentions “additional measures”.  This should also highlight intensive clinical 
management. 

 
• Point 8 advises that the draft guidance replaced the 2002 National Minimum Standards 

for general adult services and Psychiatric Intensive Care and Low Secure environments.  
Within the context of advice to commissioners, the draft documents are advanced as 
guidance for commissioners although the documents, in themselves, do not replace 
2002 National Minimum Standards in terms of ‘like for like’. 

 
• NAPICU has started the process of revisiting the 2002 National Minimum Standards to 

consider areas that need update and revision. NAPICU will produce proposed revised 
National Minimum Standards within the next year. This proposed revision could act as a 
reference point for commissioning guidance. 
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Section headed “The Adult Mental Health Inpatient System” 
 

• The diagram offered within this section shows a vertical arrow in which the phrase 
“increasing level of risk to others” is entered suggesting that this would be the reason 
for which a patient may travel upwards within the flow chart. 

 
• PICUs within all settings also offer admission specifically for reasons of risk to self rather 

than solely for risk to others.   
 

• The admission criteria for a standard PICU include: 
 

a) Externally directed aggression. 
b) Internally directed aggression including significant risk of suicide and suicidal 

behaviour. 
c) Unpredictability in the context of other risks. 
d) Increased potential for absconding with assessed concern for other associated 

risks. 
e) The need for a goal orientated period of more intensive treatment that could not 

be achieved in a less intensive environment within the context of other 
associated risks. 

 
• The diagram is also described as representing a description of ‘high-level pathways’ into 

and between services.  This diagram does not appear to offer a clear description of 
pathways and could be significantly assisted by further developments (e.g. Appendix 1 
and as described above). 

 
• Point 12. Rather than assuming we all interpret this in the same manner, the term 

‘treatment’ should be expanded and defined.  We would understand this to refer to 
pharmacological, psychological and psychosocial treatments, delivered by a highly 
skilled multi-disciplinary healthcare team.  

 
Under point 15 in Psychiatric Intensive Care (PIC) point 15 of the definition suggests that 
PICU should make arrangements for physically frail or patients who have dementia. 

 
• Caution should be exercised in recommending that physically frail patients or those with 

a single diagnosis of dementia can or should be successfully engaged within an adult 
PICU (within any of the levels of security). 

 
• Further clarity in respect of this statement is required with particular reference to the 

need for referral to specialist services in the case of particular needs that cannot be met 
with a PICU.   
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Section headed “Model of Care” 
 

• The guidance offered is helpful although additional points should be included offering 
guidance as to the challenge of maintaining PICU turnover and reducing length of stay.  
This guidance could be centred on maintaining relationships and defined agreed 
systems with referral agencies ensuring prompt return of the individual once the initial 
need for acute treatment has resolved. 

 
• This may also include the establishing of specific goals underpinning the need for PICU 

admission, on admission, and estimating a date of transfer/discharge thereafter. 
 

• These goals should be agreed with the patient (wherever possible), with the referrer 
and with the PICU. 

 
• Any systems that underpin the care pathway (including transfer/discharge processes 

from the PICU) should, wherever possible, be agreed with referral agencies including 
those that may need to return to custodial settings following a period of acute 
treatment. 
 

• As mentioned above, it may be helpful to commissioners to have specific inclusion and 
exclusion criteria (as also outlined within the Low Secure guidance and as was 
mentioned within the 2002 clinical guidelines). 
 

• Point 18 should also include risk to others. 
 

• Point 23 should make reference to within time frames that are locally agreed. 
 

• Point 25 should include the phrase “informed patient choice”. 
 

• Point 27 should be rephrased in that treatments should take account of relevant NICE 
guidance and other national clinical guidelines (e.g. RCPsych) and ALL patients should be 
offered information about medication and its side effects in a format that meets their 
individual needs and circumstances. 
 

• There is no reference to patient and carer involvement. 
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Section headed “De-Escalation and Seclusion.” 
 

• Point 30 under the above heading could be interpreted to mean that all PICUs should 
provide seclusion facilities.  This being defined as a room which can be locked, in which 
an individual patient may be contained. 

 
• Many PICUs (and other types of locked psychiatric facility) do not operate a seclusion 

room in the sense of a person being locked alone in a room.  Evidence from national 
surveys revealed that 50% of services did not have seclusion facilities.  
 

• This may require further description within the guidance.   
 

• These issues are covered in the Mental Health Act Code of Practice 2007 
 

• As above, the guidance should be re-written to ensure that practice ‘takes account’ of 
NICE guidance and other national clinical guidelines (e.g. RCPsych).  It is understood that 
NICE CG25 is due to be revised in the near future. 

 
• Point 32 (bullet points): The wording for all the specified physical health care 

assessments should be ‘offered’ (not ‘undergo’) as these are not enforceable. 
 

Section headed “Service Environment” 
 

• Point 39 of the service environment makes reference to fish eye lens covers within toilet 
and bathroom which can be lockable.  This requirement appears to be directly taken 
from the National Minimum Standards and the underpinning evidence-base (Dix, 2001). 

 
• The fitting of a fish eye lens with lockable cover is generally no longer a preferred 

option.  Moreover, it is also not clear that such a product exists.  It should be replaced 
by an obscured louvre key operated panel from the outside which could be used to 
improve supervision for those on 1:1 close observation while they use the toilet without 
need for staff to actually be present. 
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Section headed “Risk Management” 
 

• The points added under this heading are helpful within the document.  The document 
could be significantly improved by the identification of the need to balance risks which 
may have been reduced although not eradicated with a need for transfer to a less 
intensive environment as soon as the primary goals for admission have been achieved. 
 

• The purpose of the PICU is to reduce risks to the extent required that the patient can 
function in a less intensive environment which is also able to manage degrees of 
residual risk. 
 

• No mention is made of treatment within the least restrictive environment. 
 

• Within the safety section, point 52 makes no reference to ‘searching’ or ‘drugs and 
alcohol’. 

 
Section headed “Workforce” 

 
• Point 57: many of these terms are services and appropriate words such as ‘specialist 

pharmacist’ or ‘occupational therapist’ should be used to describe members of the 
multidisciplinary team in this context and the mention of approved clinicians needs to 
be made.  
 

• A separate section on the level of multidisciplinary staff and experience as mentioned in 
the 2002 National Minimum Standards could be also added.  This provides important 
points about team experience that adds to quality of care provision. 

 
• Governance, point 64. We recommend that all PICUs should be accredited under the 

AIMS-PICU scheme (RCPsych CCQI / NAPICU), and participate in other national 
benchmarking activities such as the Prescribing Observatory for Mental Health (POMH) 
national prescribing audits. 
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b) LSU Consultation Draft 

 
 

Section headed “Introduction” 
 

• Point 2 suggests that the core tasks of a Low Secure Unit include assessment 
management and treatment of people whether in hospital, in the community or in the 
Criminal Justice System.  Another key task for the Low Secure unit is to provide recovery 
based treatment with the goal of an individual living as independently as possible 
usually within the community.   

 
Section headed “Goals and Objectives” 

 
• Point 14 lists goals and objectives for the Low Secure Services.  Absent from that list is 

the specific goal of aiming to return patients to an increased level of independent living 
within the community or other type of supported accommodation.   

 
Section headed “Model of Care” 

 
• Point 16 sets out that Low Secure services should adhere to guidance about 

expectations governing the provision of single sex accommodation.  This could be 
interpreted to mean that mixed sex Low Secure Units are appropriate.   

 
Low Secure Units often provide care and treatment for individuals some of whom may 
have offending backgrounds for extended periods of time (often up to two years).  For 
this particular population of inpatients over this period of time, mixed gender 
accommodation may be inappropriate and should be discouraged. 

 
• Point 19 suggests that Low Secure Services should provide an environment where 

patients may receive intensive care.  This point may need further clarification.  While 
Low Secure Units should provide an Extra Care Area in which a single patient can be 
separated from the main patient population during a period of more acute disturbance 
or need for behavioural management, this should not be confused with the provision of 
Psychiatric Intensive Care which should take place in a dedicated Psychiatric Intensive 
Care Unit. 

 
This area of the guidance may more appropriately make reference to provision of an 
Extra Care Area with the interventions evidenced as effective within that setting for a 
time limited period (generally no longer than 72 hours).   
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• Point 18 suggests no definitive length of stay and also acknowledges the need for slower 

stream rehabilitation.  Low Secure Units are a relatively expensive provision and 
consideration should be given to advancing some indication of expected length of stay 
at the lower and upper ranges.   

 
• Similar to previous comments, point 25 should be worded “treatments should take NICE 

guidance into account” rather than comply with it.   
 
Section headed “Inclusion and Exclusion Criteria” 

 
• Points 28 and 29 offer general guidance as to who should be included and excluded 

from Low Secure services. 
 
• Within point 29, bullet point 5 is relatively ambiguous and could exclude a large part of 

the LSU current population for whom other provision including locked rehabilitation 
would not offer adequate risk management, infrastructure or security arrangements.   

 
• Points 30 and 31 suggest that extra arrangements should be made for accommodation 

of people with a number of specific and complex pathologies (NAPICU suggests that the 
word ‘may’ is replaced by ‘should’).  Many of these individuals require specialist services 
and further clarification as to how this need should be considered is required.   

 
Section headed “Providing a Safe Therapeutic Environment” 

 
• All of this section of the document is concerned with aspects of security within the 

physical, procedural and the relational domains. 
 

• This section could be significantly enhanced with general considerations for therapeutic 
use of leave (escorted and unescorted).  Other therapeutic interventions should also be 
outlined in this section.  In particular their relevance to the care pathway and interface 
with security measures should be outlined.  Reference to relational security would be 
relevant within this section. 

 
Section headed “Service Environment” 

 
• Point 72 makes reference to fish eye lens with lockable covers; this should be replaced 

with key operated louvre panel.  In addition, an explanation of why this facility might be 
helpful should be offered.   
 
This would include allowing less intrusive observation for those under special 
observation (1:1) while the toilet is in use which may not necessitate a member of staff 
actually being in the toilet at the time that it is being used. 
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• Point 73 suggests that bedroom and bathroom doors should open two ways to prevent 

holding or barring.  This would require considerable expenditure in many units and 
would be unnecessary to prevent barricading. 

 
The important characteristic is that the doors open out rather than two ways.  The 
design of interior door handles can be such that it would impossible for the door to be 
held closed with leverage applied to the exterior side of the door.  This would 
significantly reduce costs and improve the reliability in door shutting mechanisms as 
compared to doors that are required to open both ways.  
 
Doors opening out provide sufficient protection against excluding staff access to any 
room by the interior side of the door being held.    
 

• Point 75 makes reference to the inclusion of Psychiatric Intensive Care provision.  
Presumably this refers to the use of Extra Care Area which is dealt with in other areas of 
this report. 

 
Section headed “De-Escalation and Seclusion” 

 
• This section requires further clarity as it could be read to mean that all units should 

provide a seclusion room in which a single patient may be locked in.  Many units do not 
operate this facility and provide alternatives. 

 
• Point 86: Note the NICE guidance referred to is in the process of being updated; 

reference should not be made to out of date guidance 
 

Pharmacological treatments, including those used as part of rapid tranquilisation should 
be in line with current NICE guidance  
 

Section headed “Workforce” 
 

• This section would be enhanced by the inclusion of the need for those designated to co-
ordinate and provide activity. 
   

• While an occupational therapist is specified as part of the core team, many units may 
use professionally registered occupational therapists purely for assessments requiring 
others to coordinate and provide activity.   
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Section headed “Governance” 
 

• This area could be significantly improved by the inclusion of monitoring and governance 
arrangements for the activity and outcome from the therapeutic programme.  
 

• This should include the monitoring and ensuring that a wide range of interventions are 
available including the provision of activity.   

 

Section headed “Keys” within Appendix 1 
 

• Bullet point number 6 requires that keys and pass-cards should be secured to staff at all 
times.   

 
This can result in keys, fobs or other access controlled mechanisms dangling from belts 
or other obvious places on the person.  The guidance should include those keys, fobs 
etc. should be secured on the person out of sight (thus reducing probability that these 
items can be snatched or removed) rather than just secured to the person. 
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APPENDIX 1 
 
An Example of PICU Care Pathway  
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APPENDIX 2 
 

The National Association of Psychiatric Intensive Care and Low Secure Units (NAPICU) 
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