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Is 333 the Future of Mental Health Inpatient Care?
Abstract

Objective: 333 is a radical redesign of mental health acute care. Functionalised time
limited inpatient pathways, 3 days assessment, 3 weeks treatment and 3 months
recovery, replaced traditional geographical sector wards. By making beds available
333 aspired to improve access, deliver early treatment and shorten hospital stays.
The improved quality would generate savings through reductions in beds and out of
area placements (OAPs). This paper describes 333’s performance against national
benchmarking and internal targets.

Methods: The general adult bed complement over time was mapped out. Patient flow
data from April 2015 to March 2017 was extracted from the trust’'s data warehouse
and was systematically compared with 2016 NHS benchmarking and 333 targets.

Results: Between 2012-16 there was a 44% reduction in beds in comparison to 17%
nationally. OAPs due to bed unavailability became extremely rare. 2679 patients got
admitted to 333, 74% of patients admitted to the assessment unit were discharged
back to the community keeping fragmentation of care to a minimum. Median length
of stay was 1/6t" the national median but readmission rates were higher due to
“Open Door”, an innovative approach to managing personality disorder patients. Bed
occupancy was below national average with beds being available every night over
two years.

Conclusion: A focused recovery approach within 333 has reduced lengths of stay
and ensured that any stay on any ward is meaningful and adds value. The paper
demonstrates that simultaneous bed and OAPs reduction, along with safe care is
both achievable and deliverable.

Highlights:

e 333 provides a solution to the bed crisis and a template for radical redesign of
mental health acute care.

e Crisis resolution and home treatment teams provide a foundation for time
limited pathways for assessment, treatment and recovery.

e Patients do not fit into pathways, pathways fit around the patients.

e Recovery oriented care focused on adding value can shorten lengths of stay
and improve patient experience.
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Introduction

Mental health acute care was radically redesigned in Cambridgeshire and
Peterborough NHS Foundation Trust (CPFT). Catchment wards were replaced by
time limited inpatient pathways for assessment and specific interventions. The Crisis
Resolution and Home Treatment Team (CRHTT) provides the foundation for this 333
model of inpatient care that includes 3 day assessment units (AU), 3 week treatment
units (TU) and 3 month recovery units (RU). Box 1 provides unit focus and functions.
Roll out was in phases, Oct 2011 in Peterborough and May 2013 in Cambridge.

Box 1

Improving access and quality of care, when demand for beds far exceeded supply,
called for a system rethink. Pushing quality up and costs down was the challenge.
This was in the context of a steep cost improvement programme (CIP)("2) and stretch
quality metrics with close regulation from Monitor® (financial regulator) and Care
Quality Commission® (quality regulator). The bed crisis was driven by decreasing
beds®), increasing population from immigration into East of England(®), increasing
number of people in contact with mental health services(®7), social housing crisis(@9)
and impact of recession(9. Locally, timely beds were difficult to find and 75 patients
were being treated in long term private sector out of area placements (OAPs).
Inpatient treatment delays would result in deterioration in the community. When
admitted, they would be so unwell that they would need longer hospital stays, have
poor outcomes and perpetuate the bed shortage cycle(''.12), If they ended up as an
OAP, being away from their families would result in poor patient experience(13.14),
OAPs diverted finances away from community services which was delivering most of
the CIPs(12),

Reducing community provision could be a false economy. In 2016 the cost of an
adult acute bed per year stood at GBP 131,267 (USD 161,879), 6% higher than
2015019, For an individual patient a year of generic community mental health support
costed GBP 2,880 (USD 3551), 3% higher than 2015(%), The cost of inpatient care
increased more rapidly and annually the expenditure of one adult mental health bed
can support delivery of care for 46 community patients. Decreasing community
provision delays treatment, resulting in more unwell patients needing beds,
deepening the demand supply mismatch('?). So the CIP was redirected from
community to inpatient services. A systems solution to inpatient care delivery was
needed if there was to be a reduction of generic adult mental health bed stock and
simultaneous decrease in OAPs. Moneys released could then be reallocated to
make community services robust and responsive.

In the UK, the last two decades of the 20t Century witnessed the closure of large
mental health institutions and a move towards community care('®). In 1999 the
National Service Framework was published('”). This was followed by the National
Health Service plan in 2000('8) which made CRHTT mandatory for all catchment
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areas in England. There is now considerable evidence to suggest that CRHTTs are
an effective alternative to hospital stay allowing for bed reduction('®*-21). In CPFT,
CRHTT implementation allowed for closure of an inpatient ward in 2005 (CRHTT
patient flow diagram available online). Even without such alternative to hospital stay,
in 2006 the average length of stay in the US for people with serious mental illness
was reported to be 10.0 + 3.0 days??), considerably shorter than the 25.6 of the
1990s(23), In comparison, a decade later, the 2016 UK National benchmarking quotes
an average of 35.9 days('® revealing potential bed day savings. Many would link the
US shortening to economic considerations of insurance providers4). In the UK, bed
pressures has brought about a similar focus on patient flow and 7 day short
stay/assessment units have been tried. However, a literature review does not reveal
any publications that report on the effectiveness of such approaches. This is a gap in
the evidence base that urgently needs addressing.

333 sought to create a step change in quality of care. A focussed recovery approach
with clarity about how every inpatient hour added value was expected to release bed
days, make inpatient care timely, result in rapid recovery with better outcomes and
overall shorten lengths of stay. This paper describes how 333 performed in the
different process measures against national benchmarking and targets set at
inception. To our knowledge this is the first publication attempting to provide
evidence for the effectiveness of a systems solution to the universal problem of bed
shortage and address the gap in literature.

Methods:

CPFT general adult bed complement, pre and post 333 implementation was mapped
out. For two financial years (April 2015 to March 2017), raw data was extracted from
the trust’s data warehouse. These were compared against 2016 NHS

benchmarking('®) and targets set at the inception of 333. These are categorized into:

1. Admissions and patient flow:
a. 1200 care episodes annually (1 care episode is a patient journey
across 333)
Direct admissions ratio AU:TU:RU at 75:25:0
Discharge from AU to community=70%
Transfers from AU to TU<30%, TU to RU<20%, AU to TU to RU<5%
e. Backflow from TU or RU<5%
2. Length of stay and readmission rates:
a. Median length of stay for AU<3 days, TU<3 weeks, RU<3 months
b. Readmission rates: 30 days<15%, 7 days<5%
3. Monthly occupancy levels
a. Occupancy (leave beds considered occupied): AU<70%; TU<95%,
RU=<100%, Overall<85%

aoo
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b. Nights without beds/annum (leave beds considered vacant): across
CPFT =0, across AUs<5, across TUs<10, in Cambridges5, in
Peterborough<5

Results:

Bed complement and OATs pre and post 333 implementation

Table 2 provides the changing adult mental health bed complement within CPFT
from 2011 to 2016, serving an adult population of 550,000). Given smaller wards
are at the heart of healing environments(2®), large catchment wards were
functionalised and rebranded into smaller 333 units. These are supported by regional
specialist units. Table 2 shows a 44% reduction in beds in comparison to 17%
nationally('®). Over 70 OAPs were repatriated and new OAPs became extremely
rare. Inclusion of these in the percentage bed reduction provides a bed reduction
figure of 62%. As of Dec 2016 adult acute beds/100,000 adult population for CPFT
stands at 16.9 compared to a median of 19.9 nationally(*9).

Table 2
Admissions and patient flow

Table 3 shows that over the two years, 2679 patients received inpatient care in the
333 system, exceeding the annual target of 1200 by 11.7%. The target was set
through a bed mapping exercise, assuming bed occupancy at 85%. Between AU and
TU, target admissions ratio of 75:25 was set. This ratio allowed retention of
generalist assessment skills on TU, while allowing both units to specialize in their
stated function. As detailed in the discussion, it was also a systems approach to
decreasing restrictive care under the Mental Health Act. This target was delivered
successfully at 76% to the AU and 23% to TU. Direct admissions to the RU were
extremely rare (patient flow diagram available online).

Fragmentation of care due to repeated transfers arising from a singular focus on
lengths of stay was a concern. To mitigate against unnecessary transfers when
discharge was impending, balancing targets of percentage turnover back into the
community were set. Patient need dictated transfer to the next step and not how long
it has been since admission. Time scales were indicative and not absolute. Table 3
shows that from AU 74% were discharged back into the community and only 25%
were transferred for further treatment. In a similar way only 15.5% of patients on TU
were transferred to the RU. Only 1 in 23 patients got exposed to all 3 steps of the
pathway and 1 in 26 patients (settled mover) needed to be transferred to an
alternative bed to make room for another patient. All balancing targets set around
patient transfers were delivered.

Table 3

For Review Only

Page 4 of 22



Page 5 of 22

oNOYTULT D WN =

Psychiatric Services Proof

Lengths of stay and Readmission rates

Table 4a provides details of length of stay for each step of 333. The median targets
of 3 days, 3 weeks and 3 months came from bed mapping with aspirations to
eliminate OAPs through bed availability. The AU target was missed narrowly but the
TU and RU target were met quite easily. Across 333 the median length of stay was
5.83 (2015-16) and 6.13 days (2016-17) compared to 2016 national benchmark of
36.1 (including leave)(®), For average, the figures for 333 were 15.32 (2015-16) and
16.02 days (2016-17) compared to 35.9 (including leave) nationally('%).

Table 4a

Table 4b displays the readmission rates for patients to any adult ward, 7 and 30 days
post discharge. Readmission is the anticipated consequence of short lengths of stay.
However continuous bed availability allowed for early readmission at first signs of
deterioration, empowering patients and clinicians to embrace positive risks. From 1st
April 2015 the AU launched ‘open door’, a proactive initiative to manage care for
patients with severe personality disorder(?6). At the face of it CPFT figures of 13 to
17% readmission rates for 30 days look considerably higher than the national mean
of 8.4%. However, removing 100 open door readmissions (10 patients, 10
readmissions each — detailed in discussion) from the 2016-17 figures would half the
30 day readmission rate of 13.19%. This would bring CPFT below the national
average(19),

Table 4b

Bed Occupancy:

There was an overall occupancy (including leave beds) target of 85% (Table 5) in
keeping with Royal College guidance(?527), Both AUs had a pivotal role in ensuring
bed availability and they consistently delivered on a stringent 70% target. National
median bed occupancy (excluding leave) for 2016 was 94.2%('%) compared to
CPFT’s 80.6%. National median bed occupancy (including leave) for 2016 was
102%(® compared to CPFT’s 87.6%.

Occupancy figures average out bed pressures and conceal peaks in bed demand.
Given the aspiration to eliminate OAPs, an annual target of 0 was set for number of
nights without 333 beds (overnight leave bed considered vacant). Overnight leave
beds were taken as available for new admissions. Within 333, patients were
discharged daily and if accommodated overnight, the ward team could find a bed the
next day. All site and function specific targets were met (Table 5). There was not a
single night over 2 years that there was not a 333 bed. In Peterborough, there was
one night (20/3/2016) where there were no beds but beds were available in
Cambridge. Similarly, in Cambridge there was one night (27/11/2016) when there
were no beds, but beds were available in Peterborough.

Table 5
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Discussion

333 provides a solution to the national mental health bed crisis. The Royal College of
Psychiatrists recommend 85 per cent occupancy for quality and safety(2528). 10 per
cent above recommended levels are associated with violent incidents on wards(?9).
Inspections have shown the use of seclusion rooms to accommodate patients who
have been admitted without a bed being available%-31), OAPs is a natural outcome
of this bed crisis. A freedom of information request found a total of 4,447 OAPs
among 37 NHS mental health providers in 2014/15, up 23.1 per cent from the
previous year2). 88 percent of these were due to local bed unavailability. OAPs not
only impact negatively on patient experience, they have also been associated with
increases in patient suicides('9). The 2016 national bench marking('® figures for
occupancy demonstrate how frequent a crisis this is. 333 was designed to counter
this situation by delivering 0 nights without beds annually. In addition, it supported a
44% bed reduction and virtual elimination of long term OAPs

For a radical shift in care delivery, the leadership identified 3 limiting mindsets that
needed changing®3).

1. Silos to collaboration: We are in this together.

2. Top to tap: | am here to help you help yourself.

3. Targets to outcomes: Doing right by the person.

5 engagement events with over 300 stakeholders were held. The Influence Model
was used to script a compelling narrative, set up reinforcement mechanisms, acquire
skills for change and role model the new behaviours and mindsets(®3. Attendees
defined ‘where we are’ and shaped ‘where we want to get to and how’. Open and
honest discussion about what'’s in it for me, my patients, my team, my organisation
and society enthused attendees(®4). Site visits to different organisations and detailed
process/bed mapping was carried out. During target setting, balancing measures
were incorporated to reinforce the patient story and disincentivise target chasing,
particularly length of stay. Collaboration was the focus, so system performance
rather than unit level targets took priority. To acquire new attitudes and aptitudes, a
ward was temporarily closed to release the staff team to train and then backfill staff
across the system for training events. Patients delivering training was crucial in
shifting from the paternalistic “on top” stance to a coaching one of “on tap”©5).
Valuing the person as an expert in the management of their own condition was a
major paradigm shift. To ensure role modelling key individuals (Consultant
Psychiatrists, Modern Matrons and Ward Managers) went through an open
redeployment process to ensure sign up and alignment of skills to pathways. This
was then replicated throughout the 333 workforce in a tiered fashion.

Recovery principles(®® of finding and maintaining hope, re-establishing a positive
identity, taking control and responsibility, and building a life meaningful to the person,
was central. For example, on the 3 day AU staff consider themselves hope vendors.
For someone severely unwell, 3 day treatment goals are limited. However the
journey of rediscovering hope may be initiated. Establishing all is not lost becomes
the foundation of the safety planning balance sheet which involves shared risk
mitigation. They still need their treatment, but our results show that for 74% of
patients admitted to the AU, within a median of 3.75 days, they can be safely
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managed at home using recovery oriented interventions. Median from the national
confidential enquiry for suicides per 10,000 people under mental health care in 2013-
15 is 7.1(36) in comparison to CPFT’s 5.5.

Added value from any stay on any ward is scrutinised with regular exploration of
alternatives. Staff and patients working in partnership, set up realistic but challenging
recovery milestones towards which they work together and hold themselves to
account. Each pathway has well defined roles. For example, in addition to the core
function of ‘assuring safety through hope’, AU staff have five specific assessment
goals. These include a formulation of the person’s needs and strengths, a provisional
diagnosis, what treatment is indicated, where is it best delivered and for how long.
Every hour of every stay is accounted for on the AU with clear milestones from hour
one. The assessment process is continuous and is integrated into the daily routine. A
patient’s attempt at a jig saw, creates concentration related documentation. If peers
are interacting staff will be observing for eye contact, rapport and reactivity of mood.
This continuous process feeds into a holistic formulation that guides the opinions
relating to treatment and safety. Similar to AU, the TU has day by day milestones
and week by week for the RU.

Promoting common sense as common practice was adopted as a principle to
navigate the interfaces in the patient journey. Patients do not fit into pathways, the
pathways fit around the patient. Clinical judgement and common sense overrule
archetypal policies/protocols. Dialogue is the preferred way to resolve any pathway
bottleneck. To provide seamless care, key individuals like the community care
coordinator remain involved all through and consultant work across TU and RU
following the patient. CRHTT and AU work very closely and are co-located, sharing
staff and expertise. This provides smooth transition and eradicates wasteful double
assessments.

The new mindsets have created a ‘can do’ attitude and a milieu in which innovation
centered on ‘doing right by the patient’ flourishes. ‘Open Door’ is such an initiative for
personality disorder patients(26). Within 333, AU serves as a short term safe haven
for their distress to settle. Sometimes to manage risk they would be transferred to
TUs where long stays would achieve little. Following emergency presentations, lot of
resources are unhelpfully spent in efforts to keep personality disorder patients out of
hospital®7). Staff proposed a radically opposite approach of taking down barriers to
admission and handing control over to these patients. Those included in the Open
Door programme, so long they had not self-harmed, they could request a 2 day
admission without having to give any justification. Following discharge, 24 hours at
home was expected before a further request for admission. Patients felt validated
and the safety net created a sense of containment. Admission requests spaced out
fairly quickly for individuals as they treated the privileged access with extreme
responsibility. Most registered long self-harm free periods and extremely rarely were
‘Open Door’ privileges withdrawn. An initiative like this could only be launched in a
system where beds are reliably available. Admission requests need to be honored
for the safety net to retain its efficacy. It doubled CPFT’s readmission rates but it
changed the care seeking trajectory of these patients. The leadership took the view
that there is not much to be gained by hitting a target but completely missing the
point of putting patients first. Although ‘Open Door’ is a specific initiative for
personality disorder, 333 as a system caters to the needs of all diagnostic groups.

For Review Only



oNOYTULT D WN =

Psychiatric Services Proof Page 8 of 22

333 system design reinforced recovery principles. For example, involuntary patients
bypassed the AU. So, when setting targets, recovery oriented care was incentivised
through a target ratio for direct admissions for AU to TU at 75:25. In 2011 the split of
voluntary to involuntary admissions stood at 65:35. Thus 75:25 reflected
organisational aspiration to provide least restrictive care through a higher proportion
being admitted voluntarily to the AU. Mental Health Act use declined as continuous
bed availability meant timely inpatient care before patients got extremely unwell in
the community. Also for many reluctant patients or those worried about the stigma of
a hospital stay, a 3 day voluntary admission was a compromise they were willing to
make. 2016 national benchmarking shows a national mean of 35.1% for proportion
of patients admitted involuntarily, compared to CPFT’s 19.8%('5).

Over the same period, in-the-same-setting-within a parallel programme to decrease
coercion in care (PROMISE) hasreduced was successfully implemented, and

physical interventions was reduced by 36%, and prone restrains by 58%(8) and

registered-patient-experience-scores-of 87%(38). Inpatient experience surveys (N =
4591) administered between April 2014 and March 2017 provide further evidence of high

quality care. 87% rated the care received as good, very good or excellent, with 98% feeling
involved in their care/treatment. Staff attitudes were highly commended (staff polite and
friendly: 98%, admission welcoming: 97 %, respect and dignity maintained: 96%)
followed by action oriented measures (medication purpose explained: 94%, weekday
activities supported: 93%, have a care plan: 93%). These scores were registered in
spite of the involuntary status of approximately 20% of patients(®).

Limitations:

333 has provided a viable inpatient mental health care solution within the resources
available, however it does not meet the needs of patients who require longer term
care and needs the support of specialist wards. The system is interdependent and
any issue in one part affects the whole. It needs daily oversight or else patient flow
tends to break down across interfaces. Positive risk management is crucial to its
success. It requires an engaged recovery oriented workforce that believes in the
model. Recruitment, training and retention of skilled and experienced staff is thus
essential.

This paper provides a range of process measures and refers to patient safety and
experience. Claims of quality care are based on enhanced access, shorter lengths of
stay, more treatment in the least restrictive environment and decrease in OAPs but
not clinical outcomes. The primary outcome measure used in CPFT for finished
pathway episode is the Health of the Nation Outcome Scales (HONOS) score(®9). The
scoring is based on the presence of symptoms in the previous two weeks. This
makes it unsuitable for assessing outcomes in the 333 system as scores would be
unchanged between admission and discharge for patients in the assessment and
treatment unit as their median lengths of stay were 3.71 and 15.12 days respectively.
HONOS was administered at initial entry into CPFT and repeated every 6 months
and at discharge from secondary care mental health services into primary care. This
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was the preferred outcome measure as HONOS clusters were linked to the ‘payment
by results’ initiative in the UK and HONOS drop provided valuable information for the
overall patient journey through NHS trusts, but its ‘previous two weeks’ caveat
makes it unsuitable for evaluating the quality of care within 333. To address this in
late 2017, attempts were made to incorporate Clinical Global Impression into
standard practice“? for 333. However, reporting on it is outside the scope of this
paper.

Conclusion:

A focused recovery approach within 333 has reduced lengths of stay and ensured
that any stay on any ward is meaningful and adds value. The bed capacity that has
been created has made the acute care service more responsive resulting in earlier
intervention, decreased suffering and improved outcomes. Over 70 patients in OAPs
have returned home and bed stock has been reduced by 44% releasing moneys for
CIP and reinvestment in the community. The new mindsets promoted collaboration
through common sense and added value to individual recovery journeys. On most
metrics, 333 has outperformed national figures and has now developed a track
record of delivering high quality, seamless, cost effective, safe and innovative care.
The paper demonstrates that simultaneous bed and OAPs reduction, along with safe
high quality care is both achievable and deliverable.
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Box 1: The components of 333 model of acute mental health care delivery

Crisis Resolution and Home Treatment

Key challenge: assuring patient safety

Key recovery focus: reconnect to the life that is meaningful to the person
Key functions:

e Rapid response to evolving crisis in the community

o Gate keep and facilitate early discharge - judgement calls on home
treatability or hospital admission and continued stay

e Deliver treatment in the least restrictive setting — the person’s home

What is new? Day by day accountability time line on what is to be achieved,
setting the right expectations in those who are being admitted to hospital
and continued input into inpatient stay to assess home treatment readiness.

3 Day Assessment Unit
Key challenge: managing patient turnover

Key recovery focus: finding and maintaining hope in individuals who feel all
is lost

Key functions:

e Assess patient’s current clinical state in terms of safety and severity
of illness

e Make a provisional diagnosis

e Formulate needs and strengths, bio-psycho-social aetiology, risk and
safety

¢ Predict what treatment is indicated, where is it best delivered and for
how long

What is new? Hour by hour accountability time line on what is to be
achieved and hope based safety planning and prediction through the safety
balance sheet approach

3 Week Treatment Unit

Key challenge: managing patient acuity

Key recovery focus: reassuming control and responsibility
Key functions:

¢ |Initiate evidence based treatment
¢ Monitor response closely and adjust treatment protocol

e Detailed safety planning

For Review Only
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e Make early referral and recommendations to home treatment or
community team for treatment completion and post discharge care

What is new? Day by day accountability time line on what is to be achieved
and continuous evaluation of how any stay on any bed is adding value over
and above what home treatment may provide.

3 Month Recovery Unit

Key challenge: managing patient chronicity
Key recovery focus: building a positive identity
Key functions:

e Continue evidence based treatment in patients with continued
symptoms that warrant hospital stay

¢ Rehabilitation that supports independent living

e Connecting with community resources and preparing for life that is
not defined by mental iliness

What is new? Week by week accountability time line on what is to be
achieved and twin tracking of symptomatic remission and social recovery.
This contrasts with previous practice where being relatively asymptomatic
was a prerequisite to rehabilitation.
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Table 2: Bed complement and out of area placements pre and post 333

implementation.

Pre 333 (Oct 2011)

333 (April 2015)

333 (Dec 2016)

Cambridge
Friends (Generic adult 25 | Mulberry 1 14 | Mulberry 1 14
locality ward) (AU) (AU)
Adrian (Generic adult 24 | Mulberry 2 16 | Mulberry 2 16
locality ward) (TU) (TU)
Cedars (Rehabilitation 20 | Mulberry 3 16 | Mulberry 3 16
Unit) (RU) (RU)
Cobwebs (Rehabilitation 12 | Closed 0 Closed 0
Step Down Unit)
Huntingdon
Acer (Generic adult locality | 17 | Closed 0 Closed 0
ward)
Peterborough
Oak 1 (Female Generic 24 | Oak1(TU - 16 | Oak1(TU- |16
adult locality ward) Female) Mixed)
Oak 2 (Male Genericadult |24 |Oak2(TU- |16 | Closed 0
locality ward) Male)
Oak 3 (AU) 14 | Oak 3 (AU) 13
Lucille Van Geest 20 | Oak 4 (RU) 14 | Oak 4 (RU) 18
(Rehabilitation Unit)
9 Wards 166 | 7 Wards 106 | 6 Wards 93
Long term out of area >75 <2
placements
Specialist Wards (beds used regionally and not just for CPFT catchment)
Male Psychiatric Intensive | 6 6 6
Care Unit (PICU)
Learning Disability 16 16 10
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Personality Disorder 12 12 12
Eating Disorder 14 14 14
Low Secure 20 20 20
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Table 3: Patient flow and care fragmentation: admission split across units, total
patients admitted, patient transfers

Target | 2015- | 2015- | 2016- | 2016- | 2015- | 2015-
% (N) 16 (N) | 16 (%) | 17 (N) | 17 (%) | 17 (N) | 17 (%)
Admissions to:
AU 75% 1120 | 77.7% 919 | 74.3% 2039 76 %
TU 25% 312 | 21.6% 309 25% 621 | 23.2%
RU 0% 10 0.7% 9 0.7% 19 0.7%
Total 1200 1442 1237 2679
Transfers from:
AU to
Community 270% 836 | 74.6% 674 | 73.3% 1510 | 74.1%
AUto TU <30% 275 | 24.6% 236 | 25.7% 511 | 25.1%
TU to RU <20% 84 | 12.1% 11| 17.1% 209 | 15.5%
AU to TU to
RU >5% 68 | 4.72% 47 | 3.80% 115 4.3%
Backflow
from TU or
RU >5% 52 3.6% 50 4% 102 3.8%
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Length of Target Median Mean 15/16 | Median Mean 16/17
Stay (Days) | Median 15/16 16/17

AU <3 3.75 4.81 3.71 5.18
TU <21 16.21 23.08 15.12 20.89
RU <90 36.71 75.14 42.40 63.22
All 5.83 15.32 6.13 16.02

Table 4b: Readmission rates
333 patients readmitted to any adult ward | Target % | 2015-16 (%) | 2015-16 (%)

Within 7 Days

<5%

7.38%

5.10%

Within 30 Days

<15%

17.06%

13.19%
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Annual
Occupancy 2015-16 2015-16 2016-17 2016-17
Levels (%) (%) (%) (%)
Target % Including Excluding | Including Excluding
Bed including Home Home Home Home
Occupancy home leave | Leave Leave Leave Leave
CAMBRIDGE <85% 87.23% 83.02% 89.44% 85.47%
Cambridge AU <70% 68.11% 67.77% 69.67% 68.04%
Cambridge TU <95% 94.06% 87.69% 95.45% 89.11%
Cambridge RU <100% 93.30% 88.65% 96.43% 93.38%
EI(E;THERBORO <85% 87.27% 80.93% 78.63% 73.19%
iﬁterborough <70% 69.33% 67.67% 55.77% 54.54%
_Fr’St?;t;OFOUQh <95% 92.32% 82.13% 81.27% 74.71%
_|;St?|[/tl>)0r0ugh <95% 90.54% 83.64% 86.72% 76.69%
Efjterborough <100% 97.47% 90.86% 91.61% 86.71%
Nights 2015-16 2016-17
without beds 2015-16 (N) | (N) 2016-17 (N) | (N)
Leave Leave
Target Leave beds | beds Leave beds | beds
(Leave beds | considered | considered | considered | considered
vacant) occupied vacant occupied vacant
All 333 Beds in
CPFT 0 0 0 0 0
All 333 Beds in
Cambridge <5 10 0 17 1
All 333 Beds in
Peterborough <5 1 0 0 0
All AU Beds in
CPFT <5 3 2 0 0
All TU Beds in
CPFT <10 14 3 7 1
Direct
admissions
All RU Beds in | Not
CPFT expected 147 31 96 35
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Patient flow within the 333 system with transition of care information (from Table 3): Crisis Resolution and
Home Treatment Team (CRHTT) gate keep all patients. 76% get admitted to the 3 day assessment unit,
23.2% get admitted to the 3 week treatment unit (primarily involuntary patients who bypass assessment
unit) and 0.7% get admitted to the 3 months recovery unit. From the assessment unit 74.1% get directly

discharged to the community (primarily CRHTT) and 25.1% move forward to the treatment unit. 15.5% of

patients who get admitted to the treatment unit need a further stay in the recovery unit.
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Patient flow overview of Crisis Resolution and Home Treatment Team (CRHTT): CRHTT is the principal
interface between community care and the 333 inpatient system. It provides home treatment as an
alternative to hospital stay and gate keeps all admissions by rapidly responding to evolving crisis in the
community. CRHTT also facilitate early discharges from inpatients and supplement inpatient care with home
treatment before facilitating seamless transition of care back to the community teams.
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