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The Essence of PICUs

* Fast paced and high intensity.
* Immediacy of response.

* Acute disturbance of multiple
aetiology.

* Multidisciplinary.
* Dynamic.
* Leadership at all levels.

e Treatment interventions reduce risk
and improve clinical state.

* Innovative in approach.
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Restraint in mental health settings: is it time to
declare a position?

Faisil Sethi, lohn Parkes, Eric Baskind, Brodie Paterson and Alleen O'Brien
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Sensory room in a psychiatric intensive
care unit
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Sensory Rooms & Sensory Based
OT Treatments (De-escalation)

* Specially designed environment that
offers a unique sensory experience

 Calming, de-escalating spaces but
can also be immersive, interactive
spaces

* Traditionally used in paediatric and
learning disabilities

* Now used more often in adult
psychiatric settings as an alternative
method of de-escalation

* Support patients to improve skills in
self-regulation of behaviour

* To potentially see a reduction in the
use of restrictive interventions




Sensory Rooms

® Evidence is emerging that sensory rooms
can reduce agitation and distress for
patients experiencing acute disturbance

® Sensory rooms can improve the therapeutic
atmosphere on the ward and make patients
and staff feel more valued




Rapid Tranquillisation

Innes & Sethi 2012

How and when to use specific medications e  Past and current psychiatric diagnoses
Medication side-effects and how to manage them e  Current mental state
Medication interactions e  Past and current treatment history
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Comorbid medical disorders and current physical state *  Pregnancy
Concurrent use of alcohol e  Advance directive
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Joint BAP NAPICU evidence-based consensus
guidelines for the clinical management of
acute disturbance: De-escalation and rapid
tranquillisation
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AN ALGORITHM FOR THE MANAGEMENT OF ACUTE DISTURBANCE
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FUNDAMENTAL PRINCIPLES

Multidisciplinary approach
Effective interventions
Proportionality of intervention
Treatment individualisation/choice
Treatment optimisation of underlying disorder

SEVEN FUNDAMENTAL OVERARCHING PRINCIPLES

* Multidisciplinary approach:
» aetiology of acute disturbance is complex and heterogeneous
* Mx: psychopharmacological, psychological, environmental and social interventions

e Effective interventions:
 evidence base confirming that they increase positive outcomes and/or reduce negative
outcomes (harm) of acute disturbance, in the immediate to short-term (minutes to hours)
* Proportionality of intervention:

e an intervention’s associated restriction on the patient should be proportionate (i.e. not
excessive) to the acute severity of the clinical risk posed by the acute disturbance

* |east restrictive options available should always be considered first



FUNDAMENTAL PRINCIPLES

* Treatment individualisation/choice:
* consideration of patient specific factors (clinical, risk and choice related)

* Treatment optimisation of underlying disorder:

* Interventions should be set in a context of the overarching goal of optimising the
treatment of the underlying disorder

* Continuous monitoring/ review of:
(i) mental/physical health (iii) treatment effectiveness/harm

(i) risk to self/others (iv) patient engagement level
e Risk is dynamic, and intervention selection needs to reflect this so that
* the right intervention is used for the right scenario at the right time



2018: Step change in
the management of
Acute Disturbance

Still gaps in evidence,
but there is evidence
to inform practice

Oral/IM/ IV
recommendations

Exact choice should be
tailored to the patient

Multidisciplirary approach
Effectivae intarventicns
Proportanalicy of intervertian
Treatment individualsation/choice
Tresment eptmizaion al underling daordar

FUNDAMENTAL PRINCIPLES
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Seclusion Practice
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The function and design of seclusion
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Sensor detects
pulse rate,
breathing rate
and movement
from patient

Optical sensor

Secure server within hospital

with infra-red
illuminator ’

Seclusion room

Mattress

Patient

»
Display screen
outside seclusion

room_

Staff member

Screen provides:
+ Vital signs spot checks
* Activity reports

* Activity detection alerts
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Challenges to physical health

Challenges in seclusion:

* Higher risk of physical health conditions
* Communication difficulties

* Rapid tranquilisation and restraint

National guidance
* RT —-15min obs
* Seclusion — 2 hourly obs

Difficulties

* Patient engagement

* Challenging seclusion entries
* Maximising therapeutic rest



Novel & innovative technology

« Optical sensor = camera + infrared
illumination in secure housing in room

e Screen outside seclusion room

* Pulse & breathing rate measurements
without disturbance

« World first medical device

« Data on patient movement
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IMPACT & EVALUATION

o e (%) Post (%)
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DAQ +

Code Question
How likely are you to recommend our ward to
friends and family if they needed similar care or

- treatment?
Do you feel involved in your care?

SCQ Are staff kind and caring?

PSQ Do you feel safe here?

DAQ Are there activities 7 days a week?

Do you think the ward is comfortable?

PInQ Do we treat you as an individual by considering
your culture, spirituality, disability, gender,
sexuality, age and ethnicity?

PHRQ Do you have hope that the care you are having

from this ward will help you?




Demand,
Capacity &
Flow

Norfolk and Suffolk m
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University Psychiatric Intensive Care Units:
patient types, admission lengths and bed numbe
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' Norfolk and Suffolk NHS Foundation Trust ? Dorset Health Care University NHS Foundation Trust South London and Maudsley
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INTRODUCTION

Patients spend varying lengths of time within a PICU, ranging from 1 day to over a
year. Individual PICUs vary in capacity, but standards dictate that a ward's maximum
size is limited to 14 beds.!
Health services aim to provide correct care in a timely fashion based upon patient
needs. Classifying individual needs is distinct from diagnosing disorders or identifying
underlying pathologies.
Within mental health services in England and Wales, a specvfc tool has been
developed to identify patient needs by patient toa
specific assessment: the Mental Health Clustering Tool (MHCT).2 This mandatory
assessment is based on the Health of the Nation Outcome Scale (HONOS).*
It has been demonstrated that the MHCT does not distinguish patient need within a
PICU and that a ‘standard PICU admission’ does not exhibit a typical clustering
pattern.* Instead, different identifiable clinical types of patients can be grouped
by cllnlcal nud Groups were associated with differing lengths of stay and discharge
is that the clinical team should be
aware of early in a patient's admission (if not beforehand) and is a measure of
observed need.

OBJECTIVES

Primary objective: Use statistical techniques to determine if patient typing by
discharge destination can be a useful classification tool to help predict length of stay
within PICUs.

Subsidiary objective: Determine if a modelling process using patient typing can help
measure needed ward capacity.

MATERIALS & METHODS

Following a focus group discussion with clinicians, specific PICU patient types were
developed to be used within this project. Patients are admitted from, and discharged
to, the following mutually exclusive groups:

. TYPICAL: Adult acute psychiatric inpatient services or community settings
(including A&E or subsequent to Section 136 (being brought to a place of safety by
the police))

LONGER SECURE CARE: Care within a longer term secure environment (e.g.
Medium or Low Secure Unit, ‘Locked Rehabilitation’ Unit)

OTHER: Other psychiatric settings (e.g. older adult wards, mother and baby units,
another (normally out of area) PICU or other inpatient specialist services)
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Four, 10-bedded PICUs were used: The lead NHS organisation (NSFT) approved the
project as service evaluation and the University of Sheffield approved the project from
an ethical perspective.

Data analysis was performed using R [code available upon request].®

Length of stay (LoS) is usually short (days). However, some ‘complicated’ patients may
stay for more extended periods, and thus the LoS distribution is skewed (with the
mean being greater than the median). In an attempt to solve thls admission length
values were using natural

Although the patient type categorisation was not precisely the same, data from Dye
(2017) provided approximations for power analysis.* A power analysis using these
figures for a one-way ANOVA suggested that each group should have 25 patients for a
power of 0.95 at a 5% significance level. For pragmatic reasons, attempts were made
to collect data on up to the last 40 patients discharged from each patient-type group
from each of the PICUs. This was limited to a retrospective period of 4 years.

40 Patient Type 1 patients (TYPICAL) from each unit were easily collected.
From the other types, the number discharged over the maximum four-year time period
varied between units.

Apart from the individual PICU and patient type, other variables can influence LoS
and its variation, but the number of variables was minimised as far as possible to
make this a clinically useful project. These were:

Patient Age Patient Gender  Primary Diagnosis HoNoS Cluster
(six categorical groupings) (ICD-10 chapter)

RESULTS
The number of records analysed within the four year period were:

Paticnt Type 1 P

2 10 20 88
3 10 zn S0
1 10 2 7 100

TOTAL 160 88 100 968

Bayes factor is a ratio of the likelihood of observing the data given one model over the
likelihood of observing the data given another. If it is greater than 1, then the first model
is favoured, and the higher the number, the more that model is favoured (3-10:moderate
evidence, >10: strong evidence). If the 'null’ model is one with all parameters for
variables collected being zero, each variable can be introduced while keeping the others
at zero. Within this study, Bayes factors introduced in this manner show that patient
type is the preferred variable. There is no evidence to support ‘cluster’ being used
(Bayes factor of 1.04) and anecdotal evidence that the model with no parameters is
better than that with the ICD(diagnosis) variable (Bayes factor of 0.44)!

 Patient Type 578 x (10719) : .

Usit u §‘ I g I % 1 g 1
A 3 iRt
Gender 061 i !
1CD) dingauesis 0.4 = + : :

’ " patenttype -
The above figure reveals evidence of an interaction between unit and patient type
variables: patient type 2 (LONGER LOW SECURE) individuals having shorter lengths of
stay in Unit 3 compared to the other units. A parsimonious model for LoS would be one
determined by patient type, unit and interaction between patient type and unit. When this
is simulated over the units using 4 chains of 5000 iterations (each with a ‘warm-up’ of
1000), converting back to actual admission lengths, the following distributions are seen:

The left side of the figure gives

densities of draws taken from the

m posterior distribution. This shows

some separation of patient type

2. The right part shows trace plots

that indicate good mixing of

m simulations and reasonable (but not
excellent) model convergence: the

s caterpillar plot is straight, but the

centre spans a large range).
To fully model ward capacity, the

| demand for PICU needs to be

m considered. Unfortunately, although

- admission rates were calculated,
the number not admitted although

Needing admission could not be obtained. Despite this, the modelling process was
performed (to demonstrate how it can be done). The number of patients tumed away
due to units being at capacity was modelled for each unit over a four-year period (using
the R simmer package). Although these are bound to be under-estimates, the table
below displays the simulated number of turn aways for each unit over 4 years:

[ Unit 0.25 quantile  Median _0.75 quantile |
2 1 s 13
u 2 i 5
CONCLUSIONS
Pauenl -typing most to di in lission length upon the PICUs
tudied to age, sex, diagnosis and ing). The unit to which a patient

was admitted also influenced LoS. A model using both these variables and an
interaction between them showed reasonable utility.

Amethod for modelling bed capacity based upon turn-away rates was introduced
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Which metrics support flow?

Example: Psychiatric Intensive Care Unit (PICU)

Flow in

Number of Number of Number of Number of
patients referrals referrals patients waiting
assessed accepted rejected for intervention
Number of Number of
. . . - Number of

patients held in patients waiting . . Number
. patients in .
active to be o : readmitted
. . clinical service
intervention transferred

Flow out

Average length
of stay/timein
service

Number of beds

Caseload per
Primary Nurse

Vacancy rate

Key
=Flow in
= Flow out
= Pathway
= Flow metrics
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Pandemic and the PICU
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Pandemic and the PICU: COVID-19 Clinical Model

Expeditious Approach to Least Restrictive
Testing & Screening for Interventions & Group
Symptoms Space Interventions

Guiding

Principles

Dynamic Systems
Approach (incl. rapid Wellbeing & Leadership
reviews, accelerated Focus

treatment plans & flow)
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"In the long run you hit
what you aim at, so aim high"

AlIM HIGH
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