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Question 

 
In adult patients experiencing a mental health crisis, which service model is most effective in an 

urban area, in improving patient outcomes?  

 

Clarification of question using PICO structure  

 

Patients: Adult patients in mental health crisis  

Intervention: Any service model  

Comparator: Any/no other service  

Outcome: Improving patient outcomes  

 

 

 

Plain language summary 

 

A reasonable amount of evidence suggests that crisis resolution teams and other similar 

interventions are effective. However more research needs to be completed to assess the cost-

effectiveness of these interventions and the effect on the community and staff that run these 

services.  
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Clinical and research implications 

Overall there appears to be a reasonable amount of moderate to high quality evidence suggesting 

that crisis resolution and home treatment teams, crisis houses and having a crisis plan can 

significantly reduce the risk of hospital admission compared to standard care. 

 

The recent rapid SR of the evidence made the following implications for practice: 

1. Crisis resolution teams are more clinically effective than inpatient care for a range of 

outcomes, although implementation of this model of care varies across the UK with few 

teams meeting all evidence-based criteria for good practice. 

2. Crisis houses and acute day hospitals appear as clinically effective as inpatient treatment, 

but are associated with greater service user satisfaction. (Paton et al. (2016)) 

 

 There are a number of important recommendations for future research: 

1.  “As UK government policy mandated that crisis resolution teams are established in England 

and there is currently only one study then further trials evaluating crisis resolution teams are 

needed. Future trials should be large and simple and measure the burden on the community 

and staff involved in the team.” (Murphy et al. (2015)) 

 

2. “Further high-quality research is needed into the clinical and cost-effectiveness of mental 

health crisis care including components of inpatient care, post-discharge transitional care 

and Community Mental Health of intensive case management teams.” (Paton et al. (2016)) 

 
3. “The clinicians needed intensive monitoring during the study, which suggests that 

implementing crisis plans in the mental health system requires additional supervision. 

Further research is needed into the working mechanisms, cost-effectiveness of crisis plans 

and whether the plan instructions were followed during a crisis.” (Ruchlewska et al. (2014)) 

 

 

What does the evidence say? 
 
Number of included studies/reviews (number of participants) 

Two systematic reviews (SRs) and one randomised controlled trial (RCT) were included.  

 

One of the reviews was a rapid review of guidelines (n=9), systematic reviews (n=7) and comparative 

studies (n=15) of different forms of crisis intervention in adults and young people with mental health 

problems (Paton et al. (2016)) The other was a Cochrane review containing 8 studies (n=1144) 

evaluating any type of crisis-orientated treatment in adults with severe mental illness experiencing 

an acute episode (Murphy et al. (2015)). The RCT (n=212) was conducted in the Netherlands and 

compared two types of crisis plan (formulated by the patient helped by an advocate, or developed 

with a clinician) to no plan in adult outpatients with schizophrenia, depression or severe neuroses 

(Ruchlewska et al. (2014)). 

 

Main findings 

The rapid review found significant reductions in the risk of being admitted to hospital within 12 

months (RR 0.4, 0.31 to 0.51) with crisis resolution and home treatment teams (CRHTT), although 
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this was based on low quality evidence from 3 studies, CRHTT patients were also more satisfied with 

their treatment.  No benefit was seen for Mental Health Act admissions or readmission and UK 

evidence was consistent with evidence from other countries.  There was some evidence from a SR 

that crisis resolution teams were more effective than treatment as usual for reducing hospital 

admissions. Evidence for crisis houses was mixed with one American RCT finding no significant 

differences in hospital admissions or readmissions but another SR found benefits for quality of life, 

cost of admission and homelessness at discharge, but longer admissions with crisis houses (Paton et 

al. (2016)). 

 

The other SR found that crisis intervention significantly reduced readmissions (RR 0.62, 95% CI 0.52 

to 0.76) and family burden (RR 0.34, 95% 0.2 to 0.59) at 6 months compared to standard care, as 

well as increasing patient satisfaction with treatment.  There were no significant differences 

between crisis intervention and standard care for death (any cause and through suicide) and patient 

reported outcomes such as global functioning, mental state and quality of life. 

 

The RCT found that patients with a crisis plan were significantly less likely to be admitted to hospital 

by court order than those without a plan (15.9% patient-devised plan, 10% clinician-devised plan, 

26% no plan). There were no significant differences in the number of patients admitted, with 

emergency visits, voluntary or emergency admissions, service engagement, social support, insight 

and working alliance between patients with and without a crisis plan. 

  

Authors’ conclusions 

Systematic reviews: one review concluded that crisis intervention care, with or without an ongoing 

home care package seems to be a viable and acceptable treatment for people with serious mental 

illnesses; and the rapid systematic review concluded that there was some positive evidence for the 

clinical and cost-effectiveness of crisis resolution teams but there was considerable variability in 

their implementation.  

 

The RCT concluded that crisis plans may be an effective intervention for reducing court-ordered 

admissions in patients with psychotic and bipolar disorders. 

 

Reliability of conclusions/Strength of evidence 

Both systematic reviews were well-conducted and considered to be at a low risk of bias, one was 

performed by the Centre for Reviews and Dissemination and the other by the Cochrane 

Collaboration, both are respected providers of evidence synthesis.  

 

The RCT had a moderate risk of bias due to the fact the patients and clinicians were not blinded to 

treatment group as it would not have been possible to blind them to the type of crisis plan, or lack of 

plan. However outcome data were collected from patient and electronic records so this would have 

been blinded to treatment group. Some of the outcomes listed in the trial protocol were not 

reported in the paper, so selective outcome reporting was a limitation. 

 

What do guidelines say? 

NICE guidelines do not comment on the most effective service model for adults in mental health 

crisis. 
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Date question received: 22/04/2016 

Date searches conducted: 25/04/2016 

Date answer completed: 16/05/2016 
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Results 

Systematic reviews 

Author 

(year) 

Search 

date 

Inclusion criteria Number of 

included 

studies 

Summary of results Risk of bias 

Paton et 

al. (2016) 

1999 to 

June 

2014 

Participants: Adults and young people 

experiencing a mental health problem 

requiring crisis support, different inclusion 

criteria dependant on the phase of 

treatment. This summary considers the 

quality of treatment and care when in crisis.  

Intervention: Crisis intervention as an 

alternative to inpatient treatment (crisis 

resolution and home treatment teams 

(CRHTT), crisis houses (a residential 

alternative to acute admission during crisis), 

acute day hospital care.  

Comparator: Treatment as usual, active 

control, waiting list or no treatment.  

Outcome: Hospital admissions, reduction of 

use of force or restraint, self-harm, violence, 

mental health outcomes and service user 

experience. 

Study design:  Guidelines, systematic reviews 

of reviews, systematic reviews, good quality 

primary studies (randomised and non-

1 review of 
reviews, 6 
systematic 
reviews, 9 
guidelines 
and 15 
primary 
Studies   

One systematic review contained 6 studies 

published between 1964 and 2005 on 

CRHTTs which showed UK evidence was 

consistent with that of other countries. The 

risks of being admitted to hospital were 

significantly reduced with CRHTT at 3, 6, 12 

(RR 0.4, 85% CI 0.31 to 0.51, 3 low quality 

studies), and 24 months (RR 0.32, 95% CI 

0.22 to 0.46, 1 very low quality study). 

There were no significant differences in the 

risk of readmission at 12 or 24 months, or 

Mental Health Act admissions at 3 months. 

CRHTT patients were significantly more 

satisfied with treatment (SMD 1.21, 95% CI 

0.85 to 1.58, 1 low quality study). 

 

A systematic review of 5 studies comparing 

different crisis resolution team (CRT) 

models found that the presence of a 

psychiatrist was associated with reduced 

hospital admissions (1 study). Another 

Low 

This was a rapid 

systematic review and 

would have been 

performed in a shorter 

timescale with 

searches and data 

extraction/summaries 

less detailed than a full 

systematic review.  

 

Inclusion criteria were 

clearly stated.  The 

literature searches 

appeared appropriate 

and were not 

restricted by language.  

 

Most review methods 

were performed by 

two reviewers.  Risk of 
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randomised controlled trials). review of the effectiveness of CRTs 

included 13 studies and concluded that 

CRTs were more effective than treatment 

as usual for reducing hospital admissions 

but the components of CRT were not well-

reported. 

 

One RCT from the US evaluated crisis 

houses for people with psychosis and 

found no significant difference compared 

with inpatient care on hospital 

admissions(RR 1.0, 95% CI 0.98 to 1.02, 1 

low quality study) or readmissions (RR 0.9, 

95% CI 0.76 to 1.05, 1 low quality study). A 

systematic review of crisis houses and 

other residential options found 11 studies 

but only 3 were moderate to high quality. 

One study found benefits in quality of life, 

cost of admission and homelessness at 

discharge but these benefits were not seen 

at 2 months. One found crisis houses lead 

to longer admissions and the other study 

found no differences between crisis houses 

and standard care. 

bias was assessed 

using appropriate 

tools. 

 

Due to differences in 

the study designs, 

interventions and 

settings a narrative 

synthesis was 

presented. 

 

 

 

 

Murphy et 

al. (2012) 

March 

2010 

 

Participants: Adults with  severe mental 

illness experiencing an acute episode 

Intervention: Any type of crisis-orientated 

treatment by staff with a remit to deal with 

8 (n=1144) This was an update of a Cochrane Review. 

All 8 studies were in severely mentally ill 

adults who were in crisis and needed 

immediate hospitalisation. Most had 

Low 

This review followed 

the methods 

recommended by the 
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these situations in and outside of ‘office’ 

hours (e.g. mobile teams caring for patients 

in their homes, or residential programmes 

within the community).  

Comparator: Standard care (hospitalisation if 

required then standard treatment such as 

medication, counselling, physiotherapy, 

occupational therapy and social work 

involvement). 

Outcome: Service utilisation (e.g. hospital 

admissions), treatment satisfaction, death or 

suicide, general or specific improvement, 

medication concordance, antipsychotic 

medication, relapses, social functioning and 

treatment costs.  Split into very short (< 3 

months), short (< 6 months), medium (7 to 

12 months) and long-term outcomes (> 12 

months). 

Study design: Randomised controlled trials, 

quasi randomised controlled trials were 

excluded.  

schizophrenia but others had depression 

and severe neuroses. One evaluated a 

crisis resolution home team, five had 

home-based packages which included crisis 

intervention and two studies evaluated 

crisis houses providing care similar to a 

residential home. All had standard care as 

the comparator. Duration ranged from 3 

months to 2 years.  

 

Compared to standard care, the risk of a 

repeat hospital admission within 6 months 

was significantly reduced with crisis 

intervention (RR 0.62, 95% CI 0.51 to 0.76, 

1 high quality study). Crisis intervention 

also significantly reduced the family 

burden at 6 months (RR 0.34, 0.2 to 0.59, 1 

low quality study) and significantly 

increased patient satisfaction at 20 months 

(mean difference [MD] 5.4, 95% CI 3.91 to 

6.89, 1 moderate quality study).  

 

No significant differences were seen 

between crisis intervention and standard 

care for global state (MD 5.7, 95% -0.26 to 

11.66, 1 moderate quality study); mental 

state (MD -4.03, 95% CI -8.18 to 0.12, 2 low 

quality studies), quality of life (MD -1.5, 

Cochrane 

Collaboration. 

 

Inclusion criteria were 

clearly stated. The 

searches were 

comprehensive and 

not limited by 

language. 

Study selection, data 

extraction and quality 

assessment (using the 

Cochrane Risk of Bias 

tool) were performed 

by one reviewer and 

checked by a second. 

 

Where appropriate, 

meta-analyses were 

performed using 

random effects 

models. 
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95% CI -5.15 to 2.15, 1 low quality study), 

death any cause (RR 0.88, 95% CI 0.37 to 

2.07, 6 studies) and death through suicide 

(RR 1.06, 95% CI 0.36 to 3.11, 6 studies). 

 

 

Randomised controlled trials 
 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Ruchlewska 

et al. (2014) 

The 

Netherlands 

Participants: Adult outpatients aged 

between 18 and 65 years diagnosed 

with bipolar disorder II and 

schizophrenia or another psychotic 

disorder. They had to have had at least 

one emergency outpatient contact with 

mental health services or one voluntary 

or involuntary admission in the 

previous two years.  

Intervention:  
(1) A crisis plan formulated by the 
patient with the help of a patient 
advocate (Patient Advocate Crisis Plan: 
PACP). 
(2) A crisis plan developed together 
with the clinician (Clinician facilitated 
Crisis Plan: CCP). 
Comparator: No crisis plan. 

N = 212 

(n=69 PACP, 

n=70 CCP, 

n=73 no plan).   

Across the three treatment groups there were 

more male patients (68.3%), the mean age was 

around 40 years, and 72.6% had a psychotic 

disorder.  More patients (70%) completed the 

PACP compared to the CCP (57%) but there were 

no dropouts in the group without a plan. There 

was a significant difference between plans in the 

total duration of face-to-face contact needed to 

create the plan with a median time of 120 minutes 

for the PACP and 180 minutes for the CCP (p < 

0.001). The analysis compared the combined PACP 

and CCP groups to no plan. 

 

Significantly fewer patients with a crisis plan were 

admitted to hospital by a court order compared 

with patients without a plan (15.9% PACP, 10.0% 

CCP, 26% no plan). There were no significant 

Moderate 

Randomisation was 

performed by a 

researcher selecting from 

envelopes stratified by 

team.  This is likely to 

have ensured allocation 

concealment. 

 

Patients and clinicians 

would have known which 

group there were in due 

to the interventions.  

 

Primary outcomes of 

admissions/visits were 

collected from 
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Outcome: Voluntary or involuntary (on 
an emergency basis or by court order) 
admission to a psychiatric hospital and 
any outpatient emergency visit. 
Outcomes were measured by interview 
before randomisation and after 9 and 
18 months. 

differences between groups for the number of 

patients admitted (47.8% PACP, 34.3% CCP, 45.2% 

no plan) and the number with emergency visits 

(31.9% PACP, 31.4% CCP, 34.2% no plan). There 

were also no significant differences between 

patients with and without a crisis plan in voluntary 

or emergency admissions, service engagement, 

social support, insight and working alliance. 

 

 

patient/electronic 

records so would have 

been blinded. 

 

An ITT analysis included 

all randomised patients 

but not all the outcomes 

from the protocol were 

fully reported.  
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Risk of bias  
 

Systematic reviews 

Author (year) RISK OF BIAS 

Inclusion criteria Searches Review process Quality 

assessment 

Synthesis 

Paton et al. 

(2016)   
 

 

 

Murphy et al. 

(2012)   
 

 

 

 

Randomised controlled trials 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Ruchlewska et 

al. (2014)  
 

 

  
 

 

Low risk High risk   ? Unclear risk  
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Search details 

Source Search Strategy Number 

of hits 

Relevant 

evidence 

identified 

Guidelines 

NICE 

 

Mental Health Crisis 0  

Systematic Reviews 

MEDLINE 

 

1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (7172) 

2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (5301) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (124441) 

4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (46908) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (130038) 

6     1 or 2 or 3 or 4 or 5 (300540) 

7     (mental adj2 health).ab,ti. (92924) 

8     exp Mental Health/ (25801) 

9     psychiatric.ab,ti. (151909) 

10     exp Hospitals, Psychiatric/ or exp Psychiatric Department, Hospital/ (29164) 

11     7 or 8 or 9 or 10 (253537) 

12     6 and 11 (9312) 

13     limit 12 to systematic reviews (346) 

346  

EMBASE 

 

1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (82693) 

2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (6968) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (170497) 

159  
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4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (62974) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (182985) 

6     1 or 2 or 3 or 4 or 5 (466637) 

7     (mental adj2 health).ab,ti. (118652) 

8     exp Mental Health/ (103375) 

9     psychiatric.ab,ti. (208337) 

10     exp Hospitals, Psychiatric/ or exp Psychiatric Department, Hospital/ (38434) 

11     7 or 8 or 9 or 10 (371813) 

12     6 and 11 (14909) 

13     limit 12 to "systematic review" (159) 

PsycINFO/CINAHL 

 

1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (6854) 

2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (6571) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (14727) 

4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (7249) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (14122) 

6     1 or 2 or 3 or 4 or 5 (45441) 

7     (mental adj2 health).ab,ti. (134320) 

8     exp Mental Health/ (49975) 

9     psychiatric.ab,ti. (164723) 

10     exp Hospitals, Psychiatric/ or exp Psychiatric Department, Hospital/ (0) 

11     7 or 8 or 9 or 10 (285482) 

12     6 and 11 (9639) 

13     limit 12 to "systematic review" (54) 

54  

Primary Studies 

MEDLINE 1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (7172) 488  
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 2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (5301) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (124441) 

4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (46908) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (130038) 

6     1 or 2 or 3 or 4 or 5 (300540) 

7     (mental adj2 health).ab,ti. (92924) 

8     exp Mental Health/ (25801) 

9     psychiatric.ab,ti. (151909) 

10     exp Hospitals, Psychiatric/ or exp Psychiatric Department, Hospital/ (29164) 

11     7 or 8 or 9 or 10 (253537) 

12     6 and 11 (9312) 

13     limit 12 to randomized controlled trial (488) 

EMBASE 

 

1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (82693) 

2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (6968) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (170497) 

4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (62974) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (182985) 

6     1 or 2 or 3 or 4 or 5 (466637) 

7     (mental adj2 health).ab,ti. (118652) 

8     exp Mental Health/ (103375) 

9     psychiatric.ab,ti. (208337) 

10     exp Hospitals, Psychiatric/ or exp Psychiatric Department, Hospital/ (38434) 

11     7 or 8 or 9 or 10 (371813) 

563  
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12     6 and 11 (14909) 

13     limit 12 to randomized controlled trial (563) 

PsycINFO/CINAHL 

 

1     exp Emergency Services, Psychiatric/ or exp Crisis Intervention/ (6854) 

2     (crisis* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (6571) 

3     (acute* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* or 

service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (14727) 

4     (emergenc* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or 

program* or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (7249) 

5     (intensive* adj3 (intervention* or care* or treatment* or therap* or management* or model* or team* or program* 

or service* or base* or theor* or structure* or (set adj2 up*) or deliver* or implement*)).ab,ti. (14122) 

6     1 or 2 or 3 or 4 or 5 (45441) 

7     (mental adj2 health).ab,ti. (134320) 

8     exp Mental Health/ (49975) 

9     psychiatric.ab,ti. (164723) 

10     exp PSYCHIATRIC HOSPITAL PROGRAMS/ or exp PSYCHIATRIC HOSPITAL ADMISSION/ or exp PSYCHIATRIC 

HOSPITALS/ or exp PSYCHIATRIC UNITS/ or exp PSYCHIATRIC PATIENTS/ (39318) 

11     7 or 8 or 9 or 10 (297680) 

12     6 and 11 (9976) 

13     limit 12 to "2000 treatment outcome/clinical trial" (265) 

265  
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