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Clinical factors 

“how they’re presenting, so obviously you’d be looking for any 
psychotic features”  

“what their intent is” 

“the more information you get the more prepared you are” 

“what protective factors” 

“demographics” 

“whether the risk can be managed safely at home or not” 

“misusing substances and alcohol” 

“they’ve got a diagnosis of an SMI and not a personality issue” 

Patient-Clinician dynamics 

“some people’s preconception of admission is that every-
thing’s is there, everything is fine” 

“general expectations by some service users” 

“they’ll escalate the risk until they” 

“escalating their behaviours and seeking that constant 
attention” 

“sometimes the patient can push you into a corner” 

“its hard when someone’s expectation is admission”  

“family members come in you’ve got added pressure” 

Clinician-clinician dynamics 

“they’ve not fully listened to the story, they’re just say-
ing admit them and kind of stuck between a rock and 
hard place” 

“the registrar’s the more senior of all the professionals 
and its quite difficult to go against them” 

“you’ve got other members of staff saying that you know 
they are quite risky you know so ….. they need to be ad-
mitted” 

“what you think is a risk and what someone else thinks is 
a risk” 

“I think they [GPs] just want to pass the buck” 

“you’ve got to sell this person you know for admission” 

“they [consultants] are very averse to risk taking” 

“everyone around them is screaming at you to admit” 

Threat/Fear factors 

“they will more than likely go out and do something and then practice is then looked upon” 

“we’re holding you responsible we’re going to sue you” 

“I think a lot of comes down to the liability and what you will face legally” 

“the threat of even the coroner’s court” 

“you’re decisions are always being questioned by someone, if some especially if something 
goes wrong” 

“I’m not paid enough to make this decision…. We are making decisions on peoples’ lives 
whether they live or die” 

“I did get told the next day that I shouldn’t have admitted, but I mean he was” 

“what support would we have as practitioners if the worst came to the worst” 

“we were hounded and we had big meetings and we were told we’d failed this gentleman” 

Personal/environmental context  

“you’re under pressure, you’re getting pressure 
from phone calls from A&E” 

“its emotionally emotionally draining” 

“I’m knackered, I’m absolutely knackered” 

“towards the end of the day, you just think can 
I do this any more” 

“especially at night, it is more difficult because 
there is only you there” 

“it’s about the time that you’re allowed to do 
the assessment because particularly at night 

you’ve got A&E staff phoning, bleeping … when 
are you going to come and see this patient” 

“it’s not a comfortable room its cramped and 
horrible” 
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Background  

 

Ensuring clinical practice is informed by the available evidence base is dependent on (i) the availability of a valid evidence base 

relevant to the area of practice, and (ii) the way in which the available evidence is used in the delivery of the service.  

 

Availability of a valid evidence base 

There is an extensive empirically-based literature evaluating the effectiveness of mental health interventions. This literature tends 

to focus on discrete ‘treatments’ for specific conditions such as psychological therapies and courses of medication. However, the 

reality of a patient’s pathway through health services often involves a much broader set of ‘interventions’ such as decisions about 

whether or not to accept a patient on to a specialist team’s caseload, to refer a patient to a different team,  or to admit a patient 

to a hospital bed. Clinicians wishing to make such decisions in an evidence-based way are not particularly well supported by a rel-

evant research literature. Even when there is related research, the study design and results often do not translate well into clinical 

practice. For example, despite a large body of research examining factors associated with risk and mental health, the group level 

data arising from the studies do not lend themselves well to the acute clinical context in which the clinician has to make an imme-

diate decision about the best use of available resources at a single time point of crisis.  In order to start to identify a relevant liter-

ature and inform the design of relevant studies, it is necessary to understand how decisions are made in practice.  

Implementation of the valid evidence base 

Once there is an evidence base of direct relevance to the area of service delivery, the translation of that evidence base into prac-

tice is dependent on the clinicians and the way in which they make decisions. Therefore, insight into the process of clinical deci-

sion-making in vivo is also required to implement evidence-based changes to practice.  

 

The focus of this study is decisions to acutely admit patients to residential psychiatric facilities as this has serious implications not 

only for patients, but also for the use of limited resources and as such is a high priority concern for commissioners and providers 

of mental health services.  

Objectives 

The primary objective of this study was to identify factors that influ-

ence clinicians in deciding to admit patients to acute psychiatric inpa-

tient units. A wider objective was to develop and test a methodology 

of clinical decision-making evaluation and improvement that can be 

applied across mental health services. 

 

Methods 

The study was conducted in a large NHS provider of acute and long-

term community- and hospital-based mental health services. From a 

review of service models and policies, the types of clinical team in-

volved in the decisions to admit psychiatric patients acutely to inpa-

tient facilities were identified. In order to have a representation of 

these teams (i) with different, but overlapping, roles and (ii) at the in-

terface with different inpatient facilities (n=3), five teams were ap-

proached for participation in the study and all agreed. The group 

membership ranged from n=5 to n=10 with a total sample size of 

n=33. Narrative data relating to admission decisions were produced in 

the form of transcripts of recorded semi-structured focus groups with 

the teams. The authors studied the transcripts and undertook an itera-

tive process of inductive thematic analysis to draw out major themes 

relevant to admissions decisions. Preliminary findings are presented 

here.  

 

The study was granted approval by CWP Foundation Trust R&D De-

partment on 20 June 2017 and by the Health and Life Sciences Com-

mittee on Research Ethics (University of Liverpool) on 30 August 2017 

(ref: 2161).  

Results  

The preliminary analysis grouped factors influencing decisions about whether or 
not to admit patients into six overarching themes:  

i) Clinical factors (e.g. intent to harm self, diagnosis, protective factors);  

ii) Patient-clinician dynamics (e.g. assumptions about patient’s motives);  

iii) Clinician-clinician dynamics (e.g. perceptions of inter-disciplinary differences 
in risk thresholds and tolerance);  

iv) Threat/fear factors (e.g. anticipated criticism for decision-making, conse-
quences of ‘worst case scenario’);  

v) Resources (e.g. pressure on inpatient/community services); and  

vi) Personal/environmental context (e.g. fatigue, lone-working).  

 

Conclusions  

Although, unsurprisingly, clinical factors played a role in decisions to arrange 

acute admissions, it was striking that parallel non-clinical factors were reported 

to play such a significant role. The implications of these findings are:- 

a) Service model development must address clinical and non-clinical factors; 

b) The translation of the relevant empirical evidence base into practice to im-

prove patient outcomes must take account of the potential interference from 

non-clinical factors (such as those identified here); 

c) The clinical relevance of the evidence base will be greater if studies include a 

focus on the complex process of clinical decision-making     

Translation  

mediated by 

Next steps  Design service model  

that takes account of all relevant factors:  

clinical & non-clinical 

etc 

Resources 

“there’s nothing there’s no resources availa-
ble for me to refer on” 

“it’s not just the targets of keeping well and 
keeping them out of hospital. It’s so it doesn’t 

cost, it’s the resources” 

“the workload is increasing”…. “I haven’t been 
able to see my GP; so we’re then having to 
see them as well” 

“sometimes you may end up admitting be-
cause you know there’s nothing” 

“we haven’t got the availability of the beds 
anymore” 

“there’s no real crisis care plans or very few” 

“they [CMHTs] haven’t got the resources to 
manage them and to increase their support so 
they automatically come to us” 
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