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Abstract

Background: Crisis Resolution Teams (CRTs) aim to offer an alternative to hospital admission during mental health
crises, providing rapid assessment, home treatment, and facilitation of early discharge from hospital. CRTs were
implemented nationally in England following the NHS Plan of 2000. Single centre studies suggest CRTs can reduce
hospital admissions and increase service users’ satisfaction: however, there is also evidence that model
implementation and outcomes vary considerably. Evidence on crucial characteristics of effective CRTs is needed to
allow team functioning to be optimised. This review aims to establish what evidence, if any, is available regarding
the characteristics of effective and acceptable CRTs.

Methods: A systematic review was conducted. MEDLINE, Embase, PsycINFO, CINAHL and Web of Science were
searched to November 2013. A further web-based search was conducted for government and expert guidelines on
CRTs. We analysed studies separately as: comparing CRTs to Treatment as Usual; comparing two or more CRT
models; national or regional surveys of CRT services; qualitative studies of stakeholders’ views regarding best practice
in CRTs; and guidelines from government and expert organisations regarding CRT service delivery. Quality assessment
and narrative synthesis were conducted. Statistical meta-analysis was not feasible due to the variety of design of
retrieved studies.

Results: Sixty-nine studies were included. Studies varied in quality and in the composition and activities of the
clinical services studied. Quantitative studies suggested that longer opening hours and the presence of a
psychiatrist in the team may increase CRTs' ability to prevent hospital admissions. Stakeholders emphasised
communication and integration with other local mental health services; provision of treatment at home; and
limiting the number of different staff members visiting a service user. Existing guidelines prioritised 24-hour,
seven-day-a-week CRT service provision (including psychiatrist and medical prescriber); and high quality of staff
training.

Conclusions: We cannot draw confident conclusions about the critical components of CRTs from available
quantitative evidence. Clearer definition of the CRT model is required, informed by stakeholders’ views and
guidelines. Future studies examining the relationship of overall CRT model fidelity to outcomes, or evaluating
the impact of key aspects of the CRT model, are desirable.
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Background

Crisis Resolution and Home Treatment Teams (CRTs)
serve adults experiencing an acute mental health crisis
who are otherwise likely to require hospital admission.
CRTs aim to provide rapid assessment, to treat service
users at home where possible, and to facilitate early dis-
charge from hospital [1]. They offer an alternative to
hospital care with the aim of treating people ‘in the least
restrictive environment with the minimum disruption to
their lives’ ([2] p.11). CRTs typically aim to offer 24-hour
access, intensive support and a “gatekeeping” function
(controlling access to inpatient beds and assessing suit-
ability for home treatment before admission) [1].

CRTs in England

Provision of CRTs in all catchment areas became
mandatory in England in 2000 under the National Health
Service (NHS) Plan [3]. Nationwide introduction of this
model was achieved over the next few years, but with vari-
able adherence to the Department of Health's original
guidance [4]. A national survey of CRTs in 2005/6 found
that only 40% of teams described themselves as fully
established according to the Department of Health’s [3]
guidance, with a third of teams not involved in gatekeep-
ing, and just over a half of teams offering a 24-hour,
seven-day-a-week home visiting service [4]. CRT availabil-
ity is no longer mandatory in England, but the model con-
tinues to be prominent: national guidance on service
delivery strongly recommends CRTs as a central part of
acute service pathways [5,6].

Impact of CRT implementation

Some single centre studies [7,8], including a randomised
trial of CRTs [9], provide evidence that CRTs can reduce
the number of hospital admissions, and thus also cut the
cost of services [10]. Some naturalistic studies have sug-
gested that CRTs can increase service users’ satisfaction
with acute care [8,9,11,12]. However, overall reductions
in admissions have not been reported everywhere where
CRTs have been introduced (for example such reductions
were not found in a team in Wales, [13], and national data
do not indicate a clear overall effect in reducing admis-
sions [14,15]. Some service users and carers report unsat-
isfactory experiences of CRT care [16,17]. A higher rate of
suicide on CRT caseloads than in acute inpatients has also
recently been reported, with concerns raised that risk
management may be less than optimal in some teams
[18]. Thus evidence suggests that the implementation of
the CRT model in England currently does not consistently
achieve the intended aims, while implementation of the
model also appears to vary greatly in Norway, the other
country where CRT introduction has been national policy
[19]. There is a need for evidence on how best to imple-
ment the CRT model. This should include specification of
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the organisational structures, specific interventions and
ways of working that are likely to optimise outcomes, and
the development of methods for assessing service quality
and for improving implementation [1].

Previous systematic reviews of CRTs have focussed on
whether CRTs are effective, rather than exploring the
characteristics that influence their effectiveness. Findings
were of increased service user and/or carer satisfaction
rates for CRTs versus standard care [20-22]; reduced
hospital bed use following introduction of CRT care
[23]; and reduced inpatient admissions but inconclusive
effect on compulsory admissions [21 in Germany] [20,24].
The specific effectiveness of CRTs for people with border-
line personality disorders [25] or for older people [24] is
unclear from current evidence.

Aims and scope of study

Although previous papers have reviewed the effective-
ness of CRTs, no review to our knowledge has systemat-
ically collected qualitative and quantitative evidence and
views regarding key organisational principles and critical
components of CRT services. Therefore, this study aims to
systematically review randomised and non-randomised
comparison studies and national surveys of CRT services,
qualitative studies of CRT stakeholders’ views, and national
and expert guidelines relating to the implementation of
CRTs. We aim to investigate:

i. What characteristics of CRTs are associated with
positive outcomes in empirical evaluations of CRT
services?

ii. What do service users, carers and staff identify in
qualitative studies and surveys and quantitative
questionnaires as important elements influencing
CRT service quality?

iii. What recommendations do government agencies
and non-statutory organisations and experts make
regarding CRT service delivery and organisation?

The review follows the Preferred Reporting Items for
Systematic Reviews and Meta-analyses (PRISMA statement)
[26] and follows guidance from the Centre for Reviews
and Dissemination [27] on conducting narrative syn-
thesis. A PRISMA checklist for this review is provided
in Additional file 1.

Methods

Protocol and registration

The study is registered with PROSPERO international
prospective register of systematic reviews at the Centre for
Reviews and Dissemination, University of York; registra-
tion number CRD42013006415. The protocol can be
found online [28].



Wheeler et al. BMC Psychiatry (2015) 15:74

Inclusion criteria

Services

We included studies of CRTs that offer intensive home
treatment for a brief period (typically a month or less on
average) to adults with acute mental health problems
who would otherwise be admitted to hospital. We in-
cluded specialist services established for crisis care and
integrated services with a clear crisis function. For quan-
titative studies, comparison treatment as usual (TAU)
groups were specialist mental health services that pro-
vide multi-disciplinary community-based care (such as
UK Community Mental Health Teams).

We excluded studies of intensive home treatment ser-
vices which offered on-going rather than brief care (such
as Assertive Community Treatment teams). In order to
assess the impact of CRTs in a contemporary mental
health system involving secondary care community men-
tal health teams, we also excluded studies comparing
CRT services to treatment as usual where the latter in-
volved only inpatient care or outpatient appointments
with a psychiatrist.

Participants
At the participant level, the inclusion criterion was that
CRTs serve adults with acute mental health problems
who would otherwise be admitted to hospital. Studies in-
cluding older age adults were included if the participants
had a functional mental illness rather than an organic
mental disorder.

Studies primarily including participants under the age
of 16 were excluded.

Types of study
The following types of study were included:

1. Quantitative studies of any type comparing
outcomes between two or more CRTs with different
characteristics or service content.

2. Quantitative studies of any type comparing a CRT
service with another type of service or treatment as
usual (in order to explore differences in CRT
characteristics between studies where the CRT is
found to have an association with improved
outcomes and studies where there was no effect).

3. National or regional level surveys of CRTs which
report associations between service characteristics
and outcomes.

4. Qualitative interviews, focus groups or surveys
(some also including quantitative questionnaires) of
stakeholders’ views (service users, carers and staff)
regarding elements of good CRT services.

5. Published guidelines from statutory agencies or
non-statutory organisations with responsibility for
policy and health services in England, which
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provided recommendations regarding CRT service
delivery and organisation, often based on the views
of an expert panel or a panel containing experts
and stakeholder group representatives.

In anticipation of few randomised trials being found,
studies in categories 1) and 2) were not restricted by meth-
odology: randomised controlled trials and also natural ex-
periments with pre- and post- comparisons and natural
experiments with parallel groups were eligible for inclusion.

Studies written in languages other than English were
not excluded. Studies conducted up to the time of the
last search were included, and there was no time limit
specified.

Search strategy

An electronic database search using MEDLINE, Embase,
PsycINFO, CINAHL and Web of Science was conducted
using the search terms in Additional file 2: Table DS1
(last search conducted in November 2013). Key words
related to concepts of “crisis resolution” and “home
treatment” were combined with MeSH terms from the
PubMed database and Subject Headings from the
PsycINFO database. We did not make restrictions using
limit functions.

A web-based search of government and expert organ-
isation guidelines for England regarding CRTs was con-
ducted using the search terms and web resources
reported in Additional file 2: Table DS2. Google was also
searched.

The title and abstract of all retrieved studies were
scanned independently by two reviewers (AC, BLE, CF,
BP or CW). The full text of potentially eligible papers
was retrieved and decisions about inclusion made by
two reviewers (AC, BLE, CF, BP or CW). We screened
the reference lists of key papers. Any disagreement re-
garding inclusion was resolved through discussion or,
where necessary, with reference to another reviewer (SJ).

Data extraction

A data extraction form was used to code and record
relevant data from each included study. Data extraction
was carried out by a member of the review team (BLE,
CE LM, BP, CW or CGZ) and checked by another
member of the team; with discrepancies resolved in
consultation with another reviewer (SJ). Information
was extracted from included studies on:

1. Study characteristics: type of study; setting; participant
numbers and characteristics (for quantitative studies);
duration of study and outcomes assessed

2. Results: outcomes and significant findings from
quantitative studies; themes and recommendations
from stakeholder interviews and guidelines
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3. CRT service characteristics: for quantitative studies
comparing two CRT service models, we reported the
differences between services being studied; for
studies of CRTs versus standard care, we reported
characteristics of CRTs identified in statutory guidance
for England [2] including 24 hour service, gatekeeping
function staffing levels, multi-disciplinary team,
(defined here as including at least one other professional
group in addition to nurses and psychiatrists), medical
staffing in team, duration of care and early discharge
function to support prompt discharge from hospital.

We contacted authors to ask for any of this informa-
tion not available from published papers.

Quality of individual studies

Quality was assessed using the Mixed Methods Appraisal
Tool (MMAT) [29]. The tool is applicable to quantitative,
qualitative and mixed methods primary studies. We did
not exclude papers from the review on account of low
quality scores, but quality scores were reported and con-
sidered in the narrative synthesis of the evidence. The
MMAT quality scoring scale ranges from 0 (low quality)
to 4 (high quality). The MMAT has been pilot tested for
reliability in systematic reviews [30]. Ratings are specific
to particular methodologies, and are based on control
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of confounding factors; completeness of outcome data;
minimisation of selection bias; representativeness of sam-
ple; appropriateness of measures; response and withdrawal
rates; appropriateness of study design to answer the
research questions; and consideration of limitations.

Synthesis of results

We conducted a narrative synthesis to integrate findings
from studies of all methodologies (quantitative, qualita-
tive and mixed methods). The synthesis was structured
around the characteristics of CRTs, important elements
influencing CRT service quality, and recommendations
for CRT service delivery and organisation. Quantitative
synthesis of results from quantitative studies was not
considered appropriate because of the heterogeneity of
types of study, outcomes measured, service settings and
characteristics.

Results

Study selection

The Study Selection flow Diagram - Figure 1 - shows the
selection and screening of papers to include in the review.
After removing duplicates, the database search yielded
2749 studies. The web-based search for expert and gov-
ernment guidelines yielded 1650 papers/reports. After

Additional records identified through
hand-searching of reference lists
(n= 17) and web searches for
government and expert guidelines (n =
1650)

Records excluded
(n=2635)

A 4

Full-text articles excluded
(n= 45)

A 4

3
-g Records identified through database
.g searching
=
= (n=3014)
[}
=
Records after duplicates removed
\ (n=2749)
[
=
<
o
g Records screened by title or
& abstract (n = 2749)
~—
—
Full-text articles assessed for
= eligibility (n = 114)
=
2
AL
w
AN J Qualitative studies (n = 24)
O Quantitative studies comparing CRT
versus TAU (n=16)
- Quantitative studies comparing two CRT
3 models (n=5)
=
=
£ National and regional surveys (n=4) and
government/expert reports (n=20)
Figure 1 Study selection flow diagram.
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screening, 69 studies and documents were identified for
inclusion in the review.

Study characteristics
The 69 papers included in the review comprised:

1. Comparisons of two CRT models (Table 1) (n =5)
[31-35]: Natural experiments, three with pre-post
comparisons. Studies were published between 1994
and 2011; three were set in the UK, one in USA and
one in Australia. Outcomes assessed were admission
rates, health status at discharge, and service user
and carer satisfaction.

2. CRTs versus standard care (Additional file 3: Table DS3)
(n=16) [8,9,12,13,36-47]: Two studies were randomised
controlled trials, three were non-randomised
(naturalistic) two-group comparison studies; and
11 were naturalistic pre-post comparison studies.
Two studies were Australian, one German, one
American, and 12 British; studies were published
between 1993 and 2011. Primary outcomes in the
included studies were hospital admission rates
and service user satisfaction ratings. Conclusions
were drawn regarding the characteristics of CRTs
in these studies in relation to their outcomes.

3. CRT national surveys (Additional file 3: Table DS4)
(n=4) [7,14,19,48]: Two papers reported one UK
national CRT survey; two papers reported one
Norwegian national survey. The UK survey was first
published in 2006; the Norwegian survey in 2011.

4. CRT stakeholder qualitative interviews and quantitative
surveys (Additional file 3: Table DS5) (n = 24)
(4,16,17,49-69]: Twelve studies included service users
as participants, five included carers, and twelve
included CRT staff. In 15 studies, individual interviews
were conducted in person (seven semi-structured, two
structured, six not reported); one involved focus groups
and eight involved data collection via online surveys,
postal questionnaire or phone interview. The studies
included between 1 and 177 CRTs, and between 7 and
471 participants. 17 studies were set in the UK; two
each in Australia and Norway; and one each in France,
Canada and The Republic of Ireland.

5. CRT government and expert guidelines (Additional
file 3: Table DS6) (n = 20) [2,5,6,70-86]. These
comprised eight sets of English government
guidance, and 12 reports from UK voluntary sector
campaigning or research organisations.

The overall mean quality score for included studies
(not including government and expert guidelines) was
2.96 (moderately high quality) on the MMAT scale [29],
with a standard deviation (SD) of 1.07. The breakdown
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of scores differed between types of study as follows:
studies comparing two or more CRTs obtained a mean
score of 3.25 (SD =0.5); studies comparing a CRT to
treatment as usual (TAU) or another service obtained
3.33 (SD =0.72); the mean score of national surveys was
3.75 (SD =0.5); and stakeholder interviews and surveys
had a mean score of 2.61 (SD = 1.12). The results of one
of the studies [44] are reported only briefly in a book
chapter and consequently scored an MMAT rating of
zero. The MMAT scores are reported in Additional
file 4: Tables DS7-10.

Results of studies

Quantitative comparison studies of two CRT models
Characteristics and results of comparison studies of two
CRT models are summarised in Table 1. Of the five
quantitative studies comparing two different CRT models,
one [35] reported an association between the presence of
a psychiatrist within the CRT and reduced hospital
admissions (admissions reduced 40% (from 105 to 62),
p <.0005). Harrison and colleagues [34] reported an asso-
ciation between extending direct referrals to primary care
and a reduction in the proportion of CRT service users
with severe and enduring mental illness and the mean
duration of CRT care episodes (after introduction of
primary care referrals, the percentage of people treated
who had complex care needs reduced from 70% to
39%, p <0.001). However the impact of this change in
referral criteria on client or service outcomes was not
evaluated. Three studies found no clear or significant
difference between outcomes of the different CRT
models regarding: organisational changes within the
same team [31]; team opening times (9 am-5 pm versus
24-hours) [32]; and assessments by trainee psychiatrist
versus by nurse practitioner [33].

Quantitative comparison studies of CRTs versus TAU

Full results from studies comparing CRTs with TAU
(standard care not including a CRT) are provided in
Additional file 5: Table DS11. Of the 16 studies, 13 used
hospital admission as an outcome. Nine out of these 13
studies found reduced hospital admissions with CRT
care. Four out of 12 studies looking at bed days found
reduced bed days with CRT care; a further study found a
significantly lower number of bed days in CRT group
than for standard care at six weeks but not maintained
at six months; and another reported reduced bed days
but with no significance value. Of the five studies meas-
uring service user satisfaction, two did not find greater
satisfaction for service users using CRT services, whilst
three found significantly higher satisfaction rates for
CRT service users than those accessing treatment as
usual or another service.
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Table 1 Comparison studies of different CRT models - study characteristics and outcomes
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Study
Reference

MMAT Study characteristics
score

CRT models compared

Results

Allen (2009) [31] n/a Natural experiment with
pre- and post-comparison;

Buckinghamshire, UK

Doyle (1994) [32] 3 Natural experiment with
parallel groups: 1 Team in
Folkestone, UK 1 Team in

Barnet, UK

Happell (2009) [33] 3 Natural experiment with
pre- and post-comparison
of parallel groups;

Melbourne, Australia

Harrison (2011) [34] 3 Natural experiment with

pre- and post-comparison

of a single CRT; Manchester, UK

Reding (1995) [35] 4

USA

CRT team pre and post several organisational
changes: “patient typing” system categorising
service user needs introduced; greater use of
leave from hospital to promote early discharge;
referrals to CRT from other mental health
services accepted without reassessment;
structured screening tools introduced for

acute assessments; closer links between CRT
and day hospital introduced with single key
worker system

Folkestone CRT with 9 am-5 pm opening
hours

Barnet CRT with 24 hour opening

Control Group: Day after initial assessment,
full assessment given by trainee psychiatrist,
care management plan formulated.

Treatment Group: Day after initial assessment,
full assessment given by nurse practitioner,
who took role of trainee psychiatrist

(After 7 days service users in nurse-initiated
care group reverted to treatment as usual)

+ In 2005 (pre), referrals were only taken
from secondary services.

+ In 2008-2009 (‘post), referral routes
extended to primary care.

Retrospective natural experiment - Comparison of before and after the
with pre- and post-comparison;
Kalamazoo County, Michigan,

introduction of a psychiatrist to the
team

Reduction in inpatient bed provision and
greater service user satisfaction reported

following changes. No statistical tests or

numerical results reported

No clear difference between CRT models
reported and no statistical tests reported.
Over the follow-up period

9% of the 9-5 (Folkestone) CRT service
users were admitted to hospital vs
5% Barnet

Mean HoNOS scores not significantly
different between the groups at
baseline — no p-values reported

HoNoS scores for both groups significantly
improved with treatment (difference for
control group: t=7.90, df=51, p < .001;
difference for treatment group: t =690,
df =50, p <.001) No information given

as to whether there was a significant
difference between group HoNOS scores
after treatment.

Service user and carer satisfaction scores
were reported as not significantly different
between groups — no p-values given

+ 301 people treated in a six-month
period in 2008/09, 128 in a comparable
period in 2005

+ Mean duration of contact in
2008/09 — 24 days, in
2005 - 69 days

+ 39% in 08/09 already known to services
and in receipt of Care Plan Assessment
(CPA), 70% in 05 (P < 0.005)

Increase in proportion treated for less
severe illnesses (less severe depression

and other diagnoses) in 2008/09 compared
with 2005 (increase from 25 to 50%,

P <00001)

« Fewer treated with severe mental illness
(schizophrenia and related disorders,
bipolar disorder and psychotic depression);
50% in 08/09, 75% in 2005, P < 0.0001

There were significantly fewer state hospital
admissions in the team with a psychiatrist
(p < 0.001). (The decrease in state hospital
admissions was not offset by a
corresponding increase in admissions
to the local private psychiatric hospital.)

Additional file 5: Table DS12 provides full details of
the characteristics of services in studies comparing CRTs
with TAU. Data extraction regarding CRT characteristics
remained incomplete, despite efforts to contact authors in

order to fill in gaps in information. From the available
data, at least 16 of the 20 CRTs provided medical cover in-
cluding a psychiatrist within the team, 14 functioned with
a gatekeeping role, 13 ran a 24 hour service, 13 were
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multi-disciplinary, nine facilitated early discharge and five
had staff ratios of at least 14 per 150,000. Table 2 below
summarises study outcomes and the characteristics of ser-
vices in studies with positive results and those without.

There was no obvious difference in study quality be-
tween studies reporting positive results and those not find-
ing significant advantages to CRT care (median MMAT
score of 3 for both). With the exception of staffing levels,
where there was considerable missing data, in most studies
the CRT was adhering to key elements of the original CRT
model [2]. However, in the absence of any quantitative data
synthesis, significant differences between effective and inef-
fective CRT services cannot be identified. No characteristic
was consistently associated exclusively with better outcome
or with no effect. The range of outcomes assessed was lim-
ited, with for example symptoms and quality of life not
measured in most studies.

National/regional CRT surveys

An English CRT survey [7] reported that CRTs which of-
fered a 24 hour service were more effective in reducing hos-
pital admissions than those only operating reduced hours
(83% of primary care trusts with a CRT with 24-hours ser-
vice showed a fall in total admissions, compared with 60%
of trusts with no team and 74% of trusts with a CRT with-
out a 24-hour service). However, a secondary analysis of this
data [14] casts some doubt on whether CRTs were effective
in reducing admissions and suggested that it was not pos-
sible to isolate the impact of CRTs independent of co-
occurring local reductions in inpatient beds. A Norwegian
CRT survey [19] provided inferential evidence in support of
CRTs operating with extended opening hours and accepting
self-referrals if they sought to focus on working with acutely
unwell people (CRTs with extended opening hours accepted
more severely ill service users (HONOS score p < 0.001) than
those operating office hours only). CRTs with longer
opening hours accepted more severely unwell service
users, while accepted service users who had self-referred
were as severely unwell as those referred by health profes-
sionals (see Additional file 3: Table DS4). A study investi-
gating the same cohort reported that a team focus on
out-of-office contact (unstandardized multivariate regres-
sion coefficients 2.502, p=0.016) and longer treatment
times (unstandardized multivariate regression coefficients
0.068, p <0.001) were predictors of favourable outcomes
of crises [48].

Qualitative studies of stakeholders views on CRTs

Findings from surveys, interviews, focus groups and
quantitative questionnaires are fully reported and dis-
played thematically in the table in Additional file 5:
Table DS13. The characteristics most frequently identi-
fied by service users, carers and staff as important
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elements influencing CRT service quality are sum-
marised in Table 3.

Government and expert guidelines

Additional file 5: Table DS14 reports the themes found
in guidance and recommendations for CRTs in England.
Documents included government and expert guidance
publications, some of which are based on stakeholder
groups such as NICE guidelines and reviews. Key ele-
ments of a CRT model which were specified in the ori-
ginal government mandatory guidelines regarding CRTs
in England [2] were referenced in the documents, includ-
ing: 24-hour, seven-day-a-week service; gatekeeping role;
multidisciplinary teams; length of treatment; and staff
numbers. The most common recommendations from
CRT guidance are summarised in Table 4.

Other less frequent recommendations related to themes
of medication management within the CRT; service user
age and presentation to be served by the CRT; central
location of the CRT; rapid assessment and acceptance
of referrals from multiple sources; the role of medication,
assessment, skilled staff, a team approach, short-term dur-
ation, location in the home and suitable referral to other
services; content and process of care including risk, train-
ing and supervision, service user and carer involvement in
care, and working with other services; risk policies and
shared responsibilities; the extent of training and supervi-
sion of CRT staff; evaluation and monitoring to be carried
out by the CRT; and joint working with other services.
There was a high level of overlap and congruence between
recommendations reported by statutory and by non-
statutory organisations.

Discussion

Main findings

The review included 49 studies related to the implemen-
tation of CRTs in adult mental health settings, and 20
documents reporting government or expert guidance.
Limited evidence from quantitative studies suggested
that CRTs can reduce hospital admissions and increase
service user satisfaction in some circumstances, but
there is no robust evidence on which to base conclu-
sions about the specific characteristics of CRTs which
influence their effectiveness. There is some empirical
support for the inclusion of a psychiatrist within the
CRT [35], and provision of a 24-hour service rather
than reduced operating hours [7,19].

Qualitative studies and CRT guidelines provided more
specific suggestions for how to optimise CRT services,
though they were generally based mainly on experience,
personal views, and consensus processes. Stakeholders
valued accessibility, continuity of care, provision of time
to talk, practical help, and treatment at home. Guidelines
emphasized that CRTs should provide a multi-disciplinary,



Table 2 CRTs versus Other services: Study outcomes and relationship to CRT characteristics

Outcome Results Studies(MMAT 24 hour service ~ Gatekeeping role reported  Staffing (>14 staff per 150,000 Medical cover within Multidisciplinary Early discharge
score) and implemented population) the CRT team service

Inpatient admissions  Superior outcomes Adesanya 2005 7 papers = Yes 8= Yes (had gatekeeping role) 4 =No (staffing not adequate) 8=Yes (had medical 8= Yes (multidisciplinary) 5=VYes (had early

(admission at time  for CRT (n=10) ) 36 (24 hour service cover) discharge service)

of crisis)

Inpatient bed days

No significant difference
between groups (n=3)

Superior outcomes for
CRT (h=6)

Barker 2011 (2)
[12]

Dibben 2008 (3)
[39]

Guo 2001 (4)
[41]

Hugo 2002 (4)
[42]

Jethwa 2007 (3)
[43]

Johnson 2005a
() (8]

Johnson 2005b
B o

Keown 2007 (4)
[45]

Piggott 1993(4)
[47]

Forbes 2010 (3)
[40]

Kolbjornsrud
2009 (4) [46]

Tyrer 2010 (2)
[13]

Barker 2011 (2)
[12]

Dean 1993 (3)
[38]

Johnson 2005a*
(3) 8

Johnson 2005b
B9

Johnson 2008
(0) [44]

Piggott 1993 (4)
[47]

was present)

2 papers = No
(24 hour service
was not present)

1 = Characteristic
not reported

1=Yes (24 hour
service)

2=No (no 24-hour
service)

5=Yes (24 hour
service)

1= Not reported

No significant difference  Adesanya 2008 4 =Yes (24 hour

between groups (n =6)

() 36]

service)

2 =No (no gatekeeping role)

2 =Yes (had gatekeeping role)

1=No (no gatekeeping role)

5=Yes (had gatekeeping role)

1 =Not reported

5=Yes (had gatekeeping role)

6= Not reported

2 =Yes (staffing adequate)

1= Not reported

1 =Yes (staffing adequate)

2 =No (staffing not adequate)

3=Not reported

1= Yes (staffing adequate)

1=No (no medical
cover)

1 =Not reported

2 =Yes (had medical
cover)

1 =Not reported

5=Yes (had medical
cover)

1 =Not reported

3 =Yes (had medical
cover)

1= No (not multidisciplinary)

1 =Not reported

1= Yes (multidisciplinary)

1= No (not multidisciplinary)

1= Not reported

4= Yes (multidisciplinary)

2 = Not reported

4= Yes (multidisciplinary)

1=No (no early
discharge service)

4= Not reported

1="Yes (had early
discharge service)

1=No (no early
discharge service)

1 =Not reported

4=Yes (had early
discharge service)

2 =Not reported

2=Yes (had early
discharge service)

v£:S1 (5102) AuDIYsAsd DG [p 19 13]93YM
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Table 2 CRTs versus Other services: Study outcomes and relationship to CRT characteristics (Continued)

Service user
satisfaction

Superior outcomes for
CRT (n=3)

No significant difference
(h=2)

Bechdolf 2011
@) [37]

Dibben 2008
() 39

Forbes 2010 (3)
[40]

Keown 2007 (4)
[45]

Tyrer 2010 (2)
[13]

Johnson 2005a
() (8]

Johnson 2005b
B o

Johnson 2008
(0) [44]

Dibben 2008 (3)
[39]

Tyrer 2010 (2)

2=No (no 24-hour
service)

3=Yes (24 hour
service)

1=Yes (24 hour
service)

1=No (no 24-hour
service)

1 =Not reported

2 =Yes (had gatekeeping

role)

1 =Not reported

2 = Yes (had gatekeeping
role)

1= No (staffing not adequate)

4 =Not reported

1 =Yes (staffing adequate)

2 =Not reported

2 =Not reported

3= Not reported

2 =Yes (had medical
cover)

1 =Not reported

1 =No (no medical

cover)

1 =Not reported

2 = Not reported

2 = Yes (multidisciplinary)

1= Not reported

1 =Yes (multidisciplinary)

1 =Not reported

1=No (no early
discharge service)
3=not reported
2=Yes (had early
discharge service)
1 =Not reported
1=No (no early

discharge service)

1 =Not reported

*Johnson [8] was included as one of the studies reporting superior outcomes for CRTs for bed use: it found reduced bed use in CRT group at 6 weeks follow up, though not at 6 month follow-up

v£:S1 (5102) AuDIYsAsd DG [p 19 13]93YM
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Table 3 Most commonly reported themes from
qualitative studies of CRT stakeholders’ views

Number of studies where this
theme was reported (n)

CRT characteristic recommended
by stakeholders

Good communication and integration n=14
with other mental health services

Provision of treatment at home n=11
Limiting the number of different staff n=10
visiting a service user

Adequate staffing, including out of n=9

hours

Good staff record keeping and n=8

information sharing

Staff with time and willingness n=8

to “just listen” to service users

Rapid CRT response and availability n=8
of treatment during a crisis

Clear, inclusive eligibility criteria n=8

CRTs provide a clear bridge to longer n=8
term interventions and care

24-hour, short-term service to people experiencing a men-
tal health crisis; and fulfil a gatekeeping role, controlling
access to local inpatient beds. The importance of adequate
staffing levels and staff skills was also stressed.

This review suggests there is substantial variation in
how CRTs operate — such as staffing levels and whether
or not teams had a fully implemented gatekeeping

Table 4 Most common recommendations for CRTs from
English government and non-statutory organisations

CRT characteristic recommended Number of sources

by guidance recommending
this characteristic (n)

CRTs offer a 24-hour, 7 day a week n=10

service

CRTs include a psychiatrist/medical n=10

cover

High quality staff training in crisis n=6

home treatment

CRTs have a multidisciplinary staff n=6

team

CRTs act as gatekeepers for n=6

hospital admissions

CRTs provide intensive, supportive n==6

interventions

CRTs allocate a named worker n=6

for each service user

Discharge from the CRT involves n=6

relapse prevention planning

CRTs remain involved until a n==6

crisis has resolved

CRTs undertake high quality n=6

auditing and service monitoring
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role — which may help explain variation in service
outcomes. However, the original model for CRTs in
England, specified in the Department of Health’s Policy
Implementation Guide [2], appears to remain broadly sup-
ported by stakeholders, guidelines, and the little evidence
available from quantitative studies. Moreover, the views of
different stakeholder groups do not conflict, although
they reflect differences of emphasis: guidelines and
professional stakeholders focus on team resources and
organisation, while service users and carers prioritise
the content and experience of care. This suggests some
consensus from which to develop a more highly speci-
fied and defined model of CRT care than is currently
available, although it is currently a model with limited
empirical basis.

Strengths and limitations

This review used a systematic search strategy to collate
all available types of evidence regarding the critical com-
ponents of CRT services. Efforts were made to ensure
we retrieved all relevant research studies: we supple-
mented a multi-database search with hand-searching of
reference lists, and contacted authors about conference
abstracts. Due to resource limitations however, the web-
based search for government and expert guidelines was
limited to England.

Three further limitations of the review should be
acknowledged:

Firstly, the wide variation among studies in study de-
sign and quality and regarding CRT implementation,
outcomes measured, and setting and study populations —
together with substantial missing data regarding the
characteristics of CRT teams — meant that we could not
carry out quantitative synthesis of results from quantitative
studies. This limited the direct comparison of the effective-
ness of CRTs in different studies. An example of such a
synthesis is the meta-regression conducted by Burns and
colleagues [87], which usefully identified components of
intensive case management services associated with
reductions in inpatient bed use.

Secondly, the quality assessment measure used in this
review was relatively crude. The retrieval of papers using
a mixture of methods meant that the MMAT [29] nu-
merical scale of quality assessment was the most ap-
propriate available means of synthesising quality of
evidence. In order to counterbalance subjective ele-
ments of scoring, assessment was carried out by two
authors and disagreements resolved by a third. However,
there are limitations inherent in conducting an assessment
of the risk of bias in retrieved papers through the use of a
scale that ‘numerically summarise[s] multiple components
into a single number’ and therefore reduces evidence of
quality to pre-specified categories [26,88]. A further limi-
tation is that the MMAT treats different methodologies as
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equivalent, for example there is no weighting for RCTs
compared to natural experiments. We used the MMAT
because, to our knowledge, it is the best available single
measure for assessing quality of studies with the range of
different methodologies included in our review.

Thirdly, the inclusion of studies with lower quality
scores may compromise the strength of conclusions. No
formal assessment of selective outcome reporting or pub-
lication bias was undertaken; however, the high number of
papers in this review with non-significant results suggests
that publication bias might not be a problem. We decided
to include all studies, regardless of quality, in order to
gauge the current evidence base for the implementation of
CRTs in adult mental health settings. Conclusions were
drawn with reference to the variability of quality scores of
the included studies.

Implications for research

Despite identifying over 20 CRT outcomes studies, this re-
view identified few empirically-based critical components
of CRT services. Many of the studies were not designed to
assess specific service characteristics, for example some
were local service evaluations with limited statistical ana-
lysis that did not allow confounding to be taken fully into
account. Future trials of CRTs should describe the CRT
service and comparison services fully, as recommended by
CONSORT Guidelines [89]. A priority for future CRT re-
search is the development of a highly specified CRT model
and means to assess adherence to this model and its rela-
tionship to outcomes.

CRTs are highly complex and contain a large number
of varying components, which creates a methodological
challenge to exploring the relationship between service
characteristics and outcomes. It might not, therefore, be
reasonable or feasible to carry out randomised con-
trolled trials testing the effect of varying individual com-
ponents for every element of CRT delivery. A potential
alternative would be to study service characteristics
and interventions delivered across large numbers of
teams, investigating associations with outcomes at in-
dividual level using multilevel modelling. Contextual
variables such as local service organisation and area
geography could also be included. A fidelity approach
(using a ‘tool to measure the implementation of an
evidence-based practice’ [90]) offers a framework in-
volving the development of a scale that captures the
characteristics that stakeholders believe may be im-
portant. This approach has already been developed
for other complex mental health interventions such
as Assertive Community Treatment [91] and sup-
ported employment [92].

The findings from this review regarding stakeholders’
views and priorities for CRT service organisation and de-
livery can generate numerous hypotheses which could be
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tested in future research. Further evidence is required re-
garding the influence on outcomes of CRT characteristics
such as: 24 hour opening, an exclusive gatekeeping
role, named workers in teams, and a multi-disciplinary
staff team. Further evidence regarding the content of
care — i.e. how specific interventions such as brief psy-
chological therapies or peer support programmes de-
livered by CRTs affect outcomes — would also contribute
to knowledge on how to optimise CRT services.

It is notable from our review that service use (hospital
admission or inpatient bed-days) is by far the most com-
monly studied outcome, with user-satisfaction with ser-
vices a clear second. There is little evidence for the
impact of CRTs on clinical outcomes such as symptom
reduction or relapse, or on carers’ experience. These
may require exploration in future studies, although a
previous UK randomised trial found no impact on other
outcomes from short term interventions that CRTs pro-
vide [9]. Topics for further scrutiny include the impact
of CRT characteristics on compulsory admissions (most
studies suggest it is primarily voluntary admissions that
are affected) and readmissions to acute care. Whether
CRTs are equally effective for all client groups also re-
mains unclear.

Implications for policy and practice

While not conclusive, there is some empirical basis for
recommending that CRTs should provide extended
opening hours and include a psychiatrist within the
CRT team. Good consensus across qualitative research
also suggests CRT managers should prioritise ensuring
staff have time to listen to service users’ concerns and
not be exclusively task-focused, and should also be able
to provide a range of support including help with prac-
tical problems. Managers should also seek means to
promote continuity and limit the number of different
staff a service user sees during an episode of CRT sup-
port: one way to achieve this would be to provide each
service user with a named worker. The CRT model
outlined in government guidance when CRTs were ori-
ginally mandated in England [2] remains generally sup-
ported by the limited available evidence.

In the absence of clearer evidence about the crucial
components of CRT services, the impact of service
changes in CRTs may be hard to anticipate for service
planners and managers. Service developments within
CRTs should, wherever possible, therefore be accompan-
ied by rigorous service evaluation to assess their effects
and add to knowledge about how to optimise this im-
portant aspect of mental health crisis care.

Conclusions
Overall, the present findings provide considerable evi-
dence about stakeholders’ priorities for CRTs, which are
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broadly congruent across stakeholder groups. However,
our review allows few confident conclusions about the
critical components for effectiveness of CRT services,
due to the paucity of empirical evidence in the literature.
Further research is required to determine elements of best
practice that result in effective CRT service provision, in-
cluding tools to evaluate adherence to a model of good
practice.

Additional files

Additional file 1: Microsoft Word document: PRISMA checklist.

Additional file 2: Microsoft Word document. Search terms.
Table DS1. CRT implementation Review - search terms for electronic
database search. Table DS2. CRT implementation review - web resources
searched for government and expert organisations’ guidelines.

Additional file 3: Microsoft Word document. Data extraction tables.
Table DS3. CRT implementation review - study characteristics: CRTs vs
TAU Table DS4. CRT implementation review - study characteristics and
findings for CRT surveys. Table DS5. CRT implementation review - study
characteristics from CRT stakeholder interviews, questionnaires and surveys.

Additional file 4: Microsoft Word document. MMAT scoring for studies
included in this review. Table DS7. CRT implementation review - MMAT
scores for studies comparing two CRTs. Table DS8. CRT implementation
review - MMAT scores for studies comparing a CRT with TAU. Table DS9. CRT
implementation review - MMAT scores for CRT surveys. Table DS10. CRT
implementation review - MMAT scores for stakeholder interviews, surveys
and questionnaires.

Additional file 5: Microsoft Word document. Tables of results and CRT
characteristics. Table DS11. CRT implementation review - team characteristics
and study outcomes for CRTs compared to TAU. Table DS12. CRT
implementation review - CRTs versus other services: Further details of
service characteristics. Table DS13. CRT implementation review - Stakeholders'
views on CRTs: themes and recommendations from included. Table DS14: CRT
implementation review - recommendations from included government and
expert guidelines.

Abbreviations
CRTs: Crisis Resolution Teams; MMAT: Mixed methods appraisal tool;
RCT: Randomised controlled trial.

Competing interests
The authors declare they have no competing interests.

Authors’ contributions

BLE and SJ contributed to the conception of the review. BLE, CW, AC, KF, CF,
LM and BP contributed to screening papers for inclusion in the review. CW, BP,
KF, LM, CF, CGZ contributed to data extraction. BLE, CW and AC contributed to
quality assessments of included studies. CW and BLE contributed to data
synthesis and wrote a first draft of the manuscript. All authors helped to draft
the manuscript.

Acknowledgements

This paper was written as part of the CORE Study, a research programme
funded by the United Kingdom National Institute for Health Research (NIHR)
under its Programme Grants for Applied Research programme (Reference
Number: RP-PG-0109-10078). The views expressed are those of the authors
and not necessarily those of the NHS, the UK NIHR or the UK Department of
Health.

Author details

'Division of Psychiatry, UCL, London, Charles Bell House, 67-73 Riding House
Street, London W1W 7EJ, UK. “Department of Psychology, University of Bath,
Claverton Down, Bath, North East Somerset BA2 7AY, UK.

Page 12 of 14

Received: 11 September 2014 Accepted: 16 March 2015
Published online: 08 April 2015

References

1.

22.

23.

Johnson S. Crisis resolution and home treatment teams: An evolving model.
Adv Psychiatr Treat. 2013;19:115-23.

Department of Health. The Mental Health Policy Implementation Guide.
Department of Health. 2001. p 11-12

Department of Health. The NHS plan: A plan for investment, a plan for
reform. Department of Health. 2000. p12

Onyett S, Linde K, Glover G, Loyd S, Bradley S, Middleton H. Implementation
of crisis resolution/home treatment teams in England: national survey 2005-2006.
Psychiatr Bull. 2008,32:374-7.

National Institute for Health and Care Excellence (NICE). Psychosis and
schizophrenia in adults: Treatment and management. [Online] [Retrieved on
2 July 2014 from http://www.nice.org.uk/Guidance/CG178] 2014,

Joint Commissioning Panel for Mental Health (JCPMH). Guidance for
commissioners of acute care — Inpatient and crisis home treatment. [Online]
[Retrieved on 2 July 2014 from http://www. jcpmh.info/good-services/acute-
care-services/] 2013.

Glover G, Arts G, Babu KS. Crisis resolution/home treatment teams and
psychiatric admission rates in England. Br JPsychiatry. 2006;189:441-5.
Johnson S, Nolan F, Hoult J, White IR, Bebbington P, Sandor A, et al. Outcomes
of crises before and after introduction of a crisis resolution team. Br J Psychiatry.
2005;187:68-75.

Johnson S, Nolan F, Pilling S, Sandor A, Hoult J, McKenzie N, et al.
Randomised controlled trial of acute mental health care by a crisis
resolution team: the north Islington crisis study. BMJ. 2005,331(7517):599.
McCrone P, Johnson S, Nolan F, Pilling S, Sandor A, Hoult J, et al. Impact of
a crisis resolution team on service costs in the UK. Psychiatrist. 2009;33:17-9.
Winness MG, Borg M, Kim HS. Service users' experiences with help and
support from crisis resolution teams. A literature review. J Ment Health.
2010;19(1):75-87.

Barker V, Taylor M, Kader |, Stewart K, Le Fevre P. Impact of crisis resolution
and home treatment services on user experience and admission to
psychiatric hospital. Psychiatrist. 2011;35:106-10.

Tyrer P, Gordon F, Nourmand S, Lawrence M, Curran C, Southgate D, et al.
Controlled comparison of two crisis resolution and home treatment teams.
The Psychiatrist Online. 2010;34:50-4.

Jacobs R, Barrenho E. The Impact of Crisis Resolution and Home Treatment
Teams on Psychiatric Admissions in England. J Ment Health Policy Econ.
2011;14:513.

Keown P, Mercer G, Scott J. Retrospective analysis of hospital episode
statistics, involuntary admissions under the Mental Health Act 1983, and
number of psychiatric beds in England 1996-2006. BMJ. 2008;337:a1837.
Hopkins C, Niemiec S. Mental health crisis at home: service user
perspectives on what helps and what hinders. J Psychiatr Ment Health Nurs.
2007;14(3):310-18.

Mind. Listening to experience: An independent inquiry into acute and crisis
mental healthcare. Mind. 2011.

Hunt IM, Rahman MS, While D, Windfurh K, Shaw J, Appleby L et al. Safety of
patients under the care of crisis resolution home treatment services in
England: a retrospective analysis of suicide trends from 2003 to 2011. The
Lancet Psychiatry, Early Online Publication. [Online] [Retrieved on 2 July 2014
from http.//www.thelancet.com/journals/lanpsy/article/PlIS2215-0366%2814%
2970250-0/fulltext#article_upsell] 2014, doi:10.1016/52215-0366(14)70250-0.
Hasselberg N, Grawe RW, Johnson S, Ruud T. An implementation study of
the crisis resolution team model in Norway: are the crisis resolution teams
fulfilling their role? BMC Health Serv Res. 2011;11:96.

Carpenter RA, Falkenburg J, White TP, Tracy DK. Crisis teams: Systematic
review of their effectiveness in practice. Psychiatrist. 2013;37:232-7.

Guhnel U, Weinmann S, Katrin A, Atav E-S, Becker T, Riedel-Heller S.
Akutbehandlung im hiuslichen Umfeld: Systematische Ubersicht und
Implementierungsstand in Deutschland [Home Treatment: Systematic
Review and Implementation in Germany]. Psychiatr Prax. 2011;38:114-22.
Murphy S, Irving CB, Adams CE, Driver R. Crisis intervention for people with
severe mental illness (Review). Cochrane Library. 2012, Issue 5. Art. No: CD001087.
doi:10.1002/14651858CD001087 pub4

Hubbeling D, Bertram R. Crisis resolution teams in the UK and elsewhere. J Ment
Health. 2012,21(3):285-95.


http://www.biomedcentral.com/content/supplementary/s12888-015-0441-x-s1.doc
http://www.biomedcentral.com/content/supplementary/s12888-015-0441-x-s2.docx
http://www.biomedcentral.com/content/supplementary/s12888-015-0441-x-s3.docx
http://www.biomedcentral.com/content/supplementary/s12888-015-0441-x-s4.docx
http://www.biomedcentral.com/content/supplementary/s12888-015-0441-x-s5.docx
http://www.nice.org.uk/Guidance/CG178
http://www.jcpmh.info/good-services/acute-care-services/
http://www.jcpmh.info/good-services/acute-care-services/
http://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366%2814%2970250-0/fulltext#article_upsell
http://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366%2814%2970250-0/fulltext#article_upsell
http://dx.doi.org/10.1016/S2215-0366(14)70250-0

Wheeler et al. BMC Psychiatry (2015) 15:74

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

42.

43.

44,

45.

46.

47.

Toot S, Devine M, Orrell M. The effectiveness of crisis resolution/home
treatment teams for older people with mental health problems: A
systematic review and scoping exercise. Int J Geriatr Psychiatry.
2011;26:1221-30.

Borschmann R, Henderson C, Hogg J, Phillips R, Moran P. Crisis interventions
for people with borderline personality disorder (Review). Cochrane Library.
2012, Issue 6. Art. No.: CD009353. DOI: 10.1002/14651858.CD009353.pub2
Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. BMJ.
2009;339:p2535. doi:10.1136/bmj.b2535.

Popay J, Roberts H, Sowden A, Petticrew M, Arai L, Rodger M, et al.
Guidance on the Conduct of Narrative Synthesis in Systematic Reviews. UK:
Lancaster University; 2005.

PROSPERO registration of this systematic review. [http://www.crd.yorkac.uk/
prospero/display_record.asp?lD=CRD42013006415#.UgnXyuLDUko]

Pluye P, Robert E, Cargo M, Bartlett G, O'Cathain A, Griffiths F et al.
Proposal: A mixed methods appraisal tool for systematic mixed studies
reviews. [Online] [Retrieved on 31 March 2014 from http://
mixedmethodsappraisaltoolpublic.pbworks.com] [Archived by
WebCite®at http://www.webcitation.org/5tTRTc9yJ] 2011.

Pace R, Pluye P, Bartlett G, Macaulay AC, Salsberg J, Jagosh J, et al. Testing the
reliability and efficiency of the pilot Mixed Methods Appraisal Tool (MMAT) for
systematic mixed studies review. Int J Nurs Stud. 2011;49(1):47-53.

Allen A, Blaylock W, Mieczkowski S. Local implementation of the crisis
model: the Buckinghamshire community acute service. Psychiatr Bull.
2009;33:252-4.

Doyle H, Varian J. Crisis intervention in psychogeriatrics: A round-the-clock
commitment? Int J Geriatr Psychiatry. 1994;9(1):65-72.

Happell B, Sundram S, Wortans J, Johnstone S, Ryan R, Lakshmana R.
Assessing nurse-initiated care in a mental health crisis assessment and
treatment team in Australia. Psychiatr Serv. 2009;60(11):1527-31.
Harrison J, Rajashankar S, Davidson S. From home treatment to crisis
resolution: the impact of national targets. Psychiatrist. 2011;35:89-91.
Reding GR, Raphelson M. Around-the-clock mobile psychiatric crisis intervention:
another effective alternative to psychiatric hospitalization. Community Ment
Health J. 1995;31(2):179-87.

Adesanya A. Impact of a crisis assessment and treatment service on
admissions into an acute psychiatric unit. Australas Psychiatry.
2005;13(2):135-9.

Bechdolf A, Skutta M, Horn A. Clinical Effectiveness of Home Treatment as
Compared to Inpatient Treatment at the Alexianer Hospital Krefeld,
Germany. Fortschr Neurol Psychiatr. 2011;79(1):26-31.

Dean C, Phillips J, Gadd EM, Joseph M, England S. Comparison of
community based service with hospital based service for people with acute,
severe psychiatric illness. BMJ. 1993;307(6902):473-6.

Dibben C, Saeed H, Stagias K, Khandaker GM, Rubinsztein JS. Crisis resolution
and home treatment teams for older people with mental iliness. Psychiatr Bull.
2008;32(7):268-70.

Forbes NF, Cash HT, Lawrie SM. Intensive home treatment, admission rates
and use of mental health legislation. Psychiatrist. 2010;34(12):522-4.

Guo S, Biegel DE, Johnsen JA, Dyches H. Assessing the impact of
community-based mobile crisis services on preventing hospitalization.
Psychiatr Serv. 2001;52(2):223-8.

Hugo M, Smout M, Bannister J. A comparison in hospitalization rates
between a community-based mobile emergency service and a hospital-based
emergency service. Aust N Z J Psychiatry. 2002,36(4):504-8.

Jethwa K, Galappathie N, Hewson P. Effects of a crisis resolution and home
treatment team on in-patient admissions. Psychiatr Bull. 2007;31:170-2.
Johnson S, Bindman J. Recent research on crisis resolution teams: findings
and limitations. In: Johnson S, Needle J, Bindman J, Thornicroft G, editors. Crisis
Resolution and Home Treatment in Mental Health. Cambridge: Cambridge
University Press; 2008. p. 51-65.

Keown P, Tacchi MJ, Niemiec S, Hughes J. Changes to mental healthcare for
working age adults: impact of a crisis team and an assertive outreach team.
Psychiatr Bull. 2007,31:288-92.

Kolbjornsrud OB, Larsen F, Elbert G, Ruud T. Can psychiatric acute teams
reduce acute admissions to psychiatric wards? [Norwegian] Tidsskrift for
Den Norske Laegeforening. 2009;129(19):1991-4.

Pigott HE, Trott L. Translating research into practice: the implementation of
an in-home crisis intervention triage and treatment service in the private
sector. Am J Med Qual. 1993;8(3):138-44.

48.

49.
50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

72.

73.

74.

Page 13 of 14

Hasselberg N, Grawe RW, Johnson S, Ruud T. Treatment and outcomes of
crisis resolution teams: A prospective multicentre study. BMC Psychiatry.
2011;11:183.

'AMaze’, Shaw B, Stapleton V. Reality of Crisis. Becky Shaw. Nottinghamshire 2010.
Ampelas JF, Robin M, Caria A, Basbous I, Rakowski F, Mallat V, et al. Patient and
their relatives’ satisfaction regarding a home-based crisis intervention provided
by a mobile crisis team. Encephale-Revue de Psychiatrie Clinique Biologique
et Therapeutique. 2005;31(2):127-41.

Armitage C, Lange F. Crisis resolution teams and the role of the service user
development worker. Ment Health Pract. 2006;9(6):15-7.

Borg M, Karlsson B, Kim HS. Double helix of research and practice-
developing a practice model for crisis resolution and home treatment
through participatory action research. Int J Qual Stud Health Well-being.
2010;5:4647.

Freeman J, Vidgen A, Davies-Edwards E. Staff experiences of working in crisis
resolution and home treatment. Ment Health Rev J. 2011;16(2):76-87.
Fulford M, Farhall J. Hospital versus home care for the acutely mentally ill?
Preferences of caregivers who have experienced both forms of service.
Aust N Z J Psychiatry. 2001;35(5):619-25.

Hannigan B. Mental Health services in transition: examining community
crisis resolution and home treatment care. Final Report to the Research
Capacity Building Collaboration Wales for Nursing and Allied Health
Professionals Research Capacity Building Wales, Cardiff. 2010.

Karlsson B, Borg M, Kim HS. From good intentions to real life: introducing
crisis resolution teams in Norway. Nurs Ing. 2008;15(3):206-15.

Khalifeh H, Murgatroyd C, Freeman M, Johnson S, Killaspy H. Home treatment
as an alternative to hospital admission for mothers in a mental health crisis:
A qualitative study. Psychiatr Serv. 2009;60(5):634-9.

Lyons C, Hopley P, Burton CR, Horrocks J. Mental health crisis and respite
services: Service user and carer aspirations. J Psychiatr Ment Health Nurs.
2009;16(5):424-33.

McCauley M, Bergin A, Bannon H, McDonald B, Bedford D, Russell V. How do
GPs experience home-based treatment for acute psychiatric disorders?
Prim Care Community Psychiatry. 2005;10(4):159-63.

Middleton H, Shaw R, Collier R, Purser A, Ferguson B. The dodo bird verdict
and the elephant in the room: A service user-led investigation of crisis
resolution and home treatment. Health Sociol Rev. 2011;20(2):147-56.
Morgan S, Hunte K. One foot in the door. Mental Health Today. 2008,32-35.
Morton J. Crisis resolution: A service response to mental distress. Practice
(09503153). 2009;21(3):143-58.

NAO (National Audit Office). Helping people through mental health crisis.
The role of Crisis Resolution and Home Treatment service. 2007. National
Audit Office, London HC 5 Session 2007-2008

Nelson T, Johnson S, Bebbington P. Satisfaction and burnout among staff of
crisis resolution, assertive outreach and community mental health teams.
A multicentre cross sectional survey. Soc Psychiatry Psychiatr Epidemiol.
2009;44(7):541-9.

Reynolds |, Jones JE, Berry DW, Hoult JE. A crisis team for the mentally ill:
the effect on patients, relatives and admissions. Med J Aust. 1990;152(12):646-52.
Taylor S, Abbott S, Hardy S. The INFORM project: A service user-led research
endeavour. Arch Psychiatr Nurs. 2012,26(6):448-56.

Tobitt S, Kamboj S. Crisis resolution/home treatment team workers’
understandings of the concept of crisis. Soc Psychiatry Psychiatr Epidemiol.
2011;46(8):671-83.

Wasylenki D, Gehrs M, Goering P, Toner B. A home-based program for the
treatment of acute psychosis. Community Ment Health J. 1997,33(2):151-62.
Weich S, Griffith L, Commander M, Bradby H, Sashidharan SP, Pemberton S, et al.
Experiences of acute mental health care in an ethnically diverse inner city:
Qualitative interview study. Soc Psychiatry Psychiatr Epidemiol. 2012,47:119-28.
Department of Health. The NHS Performance Framework: Implementation
Guide. London: NHS Finance, Performance & Operations Directorate; 2011.
Naylor C, Bell A. Mental Health and the Productivity Challenge. London: The
King's Fund and The Sainsbury Centre for Mental Health; 2001.

Royal College of Psychiatrists. Social Inclusion Scoping Group: Mental Health
and Social Inclusion. London: Royal College of Psychiatrists; 2009.
Controller and Auditor General. Helping people through mental health
crisis: The role of Crisis Resolution and Home Treatment Services. London:
National Audit Office; 2007.

Davies P, Taylor J. Getting the medicines right 2: Medicines Management in
Mental Health and Crisis Resolution and Home Treatment Teams. London:
National Mental Health Development Unit; 2010.


http://www.crd.york.ac.uk/prospero/display_record.asp?ID=CRD42013006415#.UqnXyuLDUko
http://www.crd.york.ac.uk/prospero/display_record.asp?ID=CRD42013006415#.UqnXyuLDUko
http://mixedmethodsappraisaltoolpublic.pbworks.com/
http://mixedmethodsappraisaltoolpublic.pbworks.com/
http://www.webcitation.org/5tTRTc9yJ

Wheeler et al. BMC Psychiatry (2015) 15:74

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

Department of Health. New Ways of Working for Everyone: A best practice
guide. London: Department of Health; 2007.

Crompton N, Daniel D. Guidance Statement on Fidelity and Best Practice for
Crisis Services. London: Department of Health; 2007.

McGlynn P, Bridgett C, Flowers M, Ford K, Hoult J, Lakhani N, et al, editors.
Crisis Resolution and Home Treatment: A practical guide. London: Sainsbury
Centre for Mental Health; 2006.

Bell A, Lindley P, editors. Beyond the Water Towers: The unfinished
revolution in mental health services 1985-2005. London: Sainsbury Centre
for Mental Health; 2005.

Chisholm A, Ford R. Transforming Mental Health Care: Assertive Outreach
and Crisis Resolution in Practice. London: Sainsbury Centre for Mental
Health; 2004.

Rethink. Carers under pressure. London: Rethink; 2003.

Sainsbury Centre for Mental Health. Setting up and Running Crisis
Resolution Services. London: Sainsbury Centre for Mental Health; 2001.
Workforce Action Team for NHS. Mental Health National Service Framework:
Workforce Planning, Education, and Training. London: Workforce Action
Team for NHS; 2001.

Worthington A, Rooney P. The Triangle of Care. Carers included: a guide to
best practice in acute mental health care. London: National Mental Health
Development Unit; 2010.

National Collaborating Centre for Mental Health (NCCMH). Service user
experience in adult mental health. NICE guidance on improving the
experience of care for people using adult NHS mental health services.
British Psychological Society and The Royal College of Psychiatrists [Online]
[Retrieved on 4 July 2014 from http.//www.nice.org.uk/guidance/CG136] 2012.
Centre for Social Justice, Mental Health Working Group chaired by
Samantha Callan. Completing the revolution. Transforming mental health
and tackling poverty. Centre for Social Justice [Online] [Retrieved on 4 July
2014 from http://www.centreforsocialjustice.org.uk/UserStorage/pdf/Pdf%
20reports/CompletingtheRevolution.pdf] 2011.

The Schizophrenia Commission. The Abandoned lliness. The Schizophrenia
Commission [Online] [Retrieved on 4 July 2014 from http://www.rethink.
org/media/514093/TSC_main_report_14_nov.pdf] 2012.

Burns T, Catty J, Dash M, Roberts C, Lockwood A, Marshall M. Use of
intensive case management to reduce time in hospital in people with severe
mental illness: Systematic review and meta-regression. BMJ. 2007;335:336.
Greenland S. Invited commentary: A critical look at some popular meta-analytic
methods. Am J Epidemiol. 1994;140:290-6.

Schulz K, Altman D, Moher D. CONSORT 2010 Statement: updated
guidelines for reporting parallel group randomised trials. BMC Med.
2010:8:18.

Torrey WC, Drake RE, Dixon L, Burns BJ, Flynn L, Rush AJ, et al.
Implementing evidence-based practices for persons with severe mental
ilinesses. Psychiatr Serv. 2001;52(1):45-50.

Becker DR, Swanson S, Bond GR, Merrens MR. Evidence-based supported
employment fidelity manual (2" edition) Dartmouth Psychiatric Research
Centre [Online] [Retrieved on 9 July 2014 from http://sites.dartmouth.edu/
ips/fidelity/fidelity-review-manual/] 2011.

Bond GR, Becker DR, Drake RE, Vogler KM. A fidelity scale for the Individual
Placement and Support model of supported employment. Rehabil Counsel Bull.
1997:40:265-84.

Page 14 of 14

~
Submit your next manuscript to BioMed Central
and take full advantage of:
¢ Convenient online submission
¢ Thorough peer review
* No space constraints or color figure charges
¢ Immediate publication on acceptance
¢ Inclusion in PubMed, CAS, Scopus and Google Scholar
* Research which is freely available for redistribution
Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVed Central
J



http://www.nice.org.uk/guidance/CG136
http://www.centreforsocialjustice.org.uk/UserStorage/pdf/Pdf%20reports/CompletingtheRevolution.pdf
http://www.centreforsocialjustice.org.uk/UserStorage/pdf/Pdf%20reports/CompletingtheRevolution.pdf
http://www.rethink.org/media/514093/TSC_main_report_14_nov.pdf
http://www.rethink.org/media/514093/TSC_main_report_14_nov.pdf
http://sites.dartmouth.edu/ips/fidelity/fidelity-review-manual/
http://sites.dartmouth.edu/ips/fidelity/fidelity-review-manual/

	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	CRTs in England
	Impact of CRT implementation
	Aims and scope of study

	Methods
	Protocol and registration
	Inclusion criteria
	Services
	Participants
	Types of study

	Search strategy
	Data extraction
	Quality of individual studies
	Synthesis of results

	Results
	Study selection
	Study characteristics
	Results of studies
	Quantitative comparison studies of two CRT models
	Quantitative comparison studies of CRTs versus TAU
	National/regional CRT surveys
	Qualitative studies of stakeholders views on CRTs
	Government and expert guidelines


	Discussion
	Main findings
	Strengths and limitations
	Implications for research
	Implications for policy and practice

	Conclusions
	Additional files
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

