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Abstract

Background Inpatient mental health care is an integral part of the continuum of mental health care in many
countries, though it can be associated with challenges, such as reliance on coercive practices, negative patient
experiences, and limited therapeutic options. Given these issues, there is a growing interest in exploring alternative
approaches for individuals experiencing a mental health crisis. This research aimed to identify models which offer an
alternative to standard inpatient mental health care across all age groups, both nationally and internationally, and to
develop a typology for these alternative models.

Methods A dual literature search and expert consultation research methodology was adopted to identify relevant
models. Three typologies of models were developed according to age group and acuity, including: alternatives

to standard acute inpatient services for adults; alternatives to longer-stay inpatient services for adults, including
rehabilitation and forensic inpatient services; and alternatives to standard inpatient services for children and young
people.

Results We identified an array of service models in each typology, some in community settings, some hospital-based
and some working across settings. Models varied greatly in characteristics, extent of implementation and supporting
evidence.

Conclusions Through this mapping exercise, we have developed three novel typologies of alternatives to standard
inpatient care. A range of community-based, hospital-based and cross-setting approaches were identified. The
identification of services providing inpatient care in a substantially different way to the standard suggests that
some improvements could be provided within existing structures. Potential inequities in access to alternatives were
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identified for certain groups, such as people who are compulsorily detained, younger children, and young people
transitioning between children’s and adults' services. These typologies can inform future description, evaluation and
comparison of different service models. This research also yields some key considerations for the design, development
and implementation of alternative mental health service models and service arrays.

Keywords Inpatient mental health care alternatives, Typology development, Crisis care, Community care, Inpatient

mental health care, Acute care

Introduction

Inpatient mental health care is an important component
of the mental health services system, both within the
United Kingdom (UK) [1] and globally [2]. Inpatient ser-
vices aim to offer intensive support and treatment of all
modalities. Acute inpatient services admit people in cri-
sis; longer-term wards are usually intended to focus on
people with a high level of continuing need and/or risk.
Stays are overnight and can result from either voluntary
admission or involuntary admission in accordance with
national law.

While inpatient care can play a critical role in sup-
porting individuals with complex or high mental health
support needs, there are ongoing challenges, including:
high rates of coercive and restrictive practices, includ-
ing involuntary hospitalisations [3, 4]; safety concerns,
including risks of abuse [5, 6]; limited treatment choices
[7]; over-reliance on medication [8, 9]; services not meet-
ing the needs of minority ethnic groups [10-12]; and
strained staff-service user relationships [13-15]. Service
user critiques of hospitalisation highlight concerns about
the potential for standard inpatient mental health care to
violate service users’ human rights and freedoms [16].

Inpatient care is also costly; even though only 3%
of people in England accessing mental health care in
2018/19 received inpatient mental health care, National
Health Service (NHS) trusts in England still invest more
in inpatient than community services [8]. Involuntary
admissions have risen for several decades in England and
some other high-income countries [17]. Thus, service
user dissatisfaction and activism, concerns with justice
and human rights, doubts about inpatient service effec-
tiveness and cost pressures are among the drivers for the
search for effective, cost-effective and acceptable alterna-
tives to standard inpatient care.

In light of these challenges, the World Health Organ-
isation has proposed substantial changes in global men-
tal health systems to deliver care that is person-centred,
rights-based, recovery-oriented, and addresses social
determinants of health [18]. The quest for effective alter-
natives to standard hospital admission dates back to at
least the mid-20th century, and has been a central con-
cern in policy, service development and research for
many decades, including both hospital-based approaches
and community alternatives to both acute and long-term
inpatient services [19, 20]. The goal is not necessarily to

replace inpatient mental health care, as it is an impor-
tant part of the care continuum and may be the model
required or preferred by some individuals. However,
offering alternatives could provide a more flexible range
of support options within a stepped care approach,
where a range of services are offered, from least to most
intensive, based on individuals’ needs [21]. Currently,
the availability of alternative models continues to vary
greatly between and within countries, and innovative ser-
vices are often small in scale, remain underequipped and
underfunded [8].

Currently, there is no extended typology which identi-
fies alternative approaches to inpatient mental health care
internationally and across all settings and age groups.
Such a typology has potential benefits to researchers,
service planners and clinicians in increasing the extent
to which alternatives may be systematically introduced
in contexts where they are appropriate, evaluated and
implemented. Including alternatives to inpatient care for
children and young people (CYP) and in longer-term set-
tings is also an advance on the focus of much previous
literature focusing solely on alternatives to acute adult
mental health care: very significant clinical, ethical and
economic disadvantages have been identified both for
hospital admissions for under 18s [22, 23] and for longer
inpatient stays [24], so these are also valuable targets for
the development, implementation of alternatives to stan-
dard inpatient care.

The National Institute for Health and Care Research
(NIHR) Policy Research Unit in Mental Health (MHPRU)
[25], a research team funded to deliver research evidence
to inform mental health policy, has carried out this study
following a request from policymakers in NHS England
and the Department of Health and Social Care. The
request arose from concerns about high rates of inpatient
mental health service use, its quality, and consistent calls
from service users for alternatives to standard inpatient
mental health care. We sought to inform development
and testing of inpatient and community alternatives to
standard inpatient services and of integrated and compre-
hensive catchment area acute care systems by identify-
ing, mapping out and categorising alternatives nationally
and internationally, across all age groups. We aimed to
develop three typologies of alternative approaches to
standard inpatient mental health care according to: adult
acute inpatient alternatives; alternatives to longer-stay
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inpatient services for adults (including rehabilitation and
forensic inpatient services); and inpatient alternatives for
CYP.

Methods

Study design

This study’s methodology was informed by scop-
ing review principles [26]. We used two simultaneous
approaches for gathering data: literature scoping and
a call for evidence from international experts (Fig. 1).
Alongside this, an expert working group was established
to inform the direction of the research and offer iterative
consultation throughout. The working group comprised
academics and researchers from the NIHR MHPRU with
relevant experience in acute care, as well as clinical and
professional experts (including psychiatrists, mental
health nurses, clinical psychologists and social workers),
lived experience researchers selected from the MHPRU’s
Lived Experience Working Group (LEWG) who had
experiences of different mental health difficulties and
accessing different services, and policymaker represen-
tatives from NHS England. This working group included

(2025) 19:13
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several well-established experts on inpatient mental
health care and inpatient alternatives.

Eligibility criteria

There is no universally agreed-upon definition of ‘stan-
dard inpatient mental health care; and little discussion
of its role, function, and design in the literature. What
is considered ‘standard’ inpatient care varies across con-
texts and over time, with different perspectives on its
purpose and function amongst patients, carers, and dif-
ferent types of professionals [27].

Bowers et al. (2009) suggest that admissions to acute
inpatient mental health wards typically result due to
severe acute mental health problems coupled with one
or more of the following factors: high risk to self or oth-
ers, refusal of treatment, life stressors, concerns about
deterioration, failure to manage activities of daily living,
and need for assessment [27]. In contrast, long-term and
rehabilitation inpatient wards typically support people
with complex and enduring mental health problems, and
forensic wards support people in the criminal justice sys-
tem or those deemed to be at high risk of harming others.
Thresholds for inpatient admissions vary by ward types

Call for information
and evidence

consultation

Data extraction

Data synthesis

Typology
development

Alternatives to
EELLETG TG
inpatient care for
adults and older adults

Alternatives to long-
term inpatient care
(including forensic
services) for adults

and older adults

Alternatives to
standard inpatient
care for children and

young people

Fig. 1 A flow diagram showing the research methodology used for typology development
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and local contexts, influenced by factors such as bed
availability, social support, and other available services
[27].

Some of the theorised key functions of inpatient mental
health care include ensuring safety, providing assessment
and psychiatric treatment, rehabilitation, meeting basic
care needs, and physical health care. Support may also
be provided for other issues, such as financial or housing
problems [27]. Key components of inpatient care include:
24-hour staff presence, multidisciplinary team input,
treatment provision, regular observation, containment,
and tolerance of behaviour that would be unacceptable
or unmanageable in the community. Inpatient admissions
may also provide respite for patients, families and com-
munities [27].

The absence of a universal definition for ‘standard’
inpatient mental health care makes it challenging to
define ‘alternatives’ to it. For this study, we developed our
own criteria for defining ‘alternatives to standard inpa-
tient mental health care, adapted from those used in a
previous study by members of our team [28] and agreed
upon amongst experts within our working group.

To be considered an alternative, each model had to aim
to serve people who would otherwise be admitted to a
standard acute psychiatric ward or receive longer-term
inpatient psychiatric care (e.g., in secure or rehabilitation
services), and meet at least one of the following criteria:

+ Based outside of a hospital setting, including services
that support people intensively at home, in day care
settings or in community residential settings with the
aim of reducing pressure on hospital services;

+ Dedicated to delivering specialised care for a specific
diagnostic or sociodemographic group, since
standard inpatient services typically provide more
generalised care;

+ Have a fixed maximum length of stay, since standard
inpatient care typically does not have one;

+ Have implemented a specific therapeutic model,
programme, or approach involving changes in
the practice of more than one profession within
a hospital or hospital alternative service, or that
involves different types of workers in care;

+ Have implemented a significant change in practice in
the management of risk.

Models were included if they had the potential to either
avoid inpatient admissions or shorten them by facilitating
earlier discharge. Though most secondary community
mental health models have a role in avoidance of hospi-
talisation, the focus here is on models that are more obvi-
ously intensive forms of support that could substitute for
an inpatient admission, including during a period when
someone is experiencing a mental health crisis.

(2025) 19:13
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We included models of care which fitted these crite-
ria regardless of age range or geographical location, but,
in the interests of feasibility, limited our scope through
the exclusion of services specialising in care for perina-
tal populations, people with drug and alcohol problems,
autistic people and people with intellectual disabilities,
people living with dementia or other organic conditions,
and solely prison-based services. These service types
were also outside of the scope of policymakers’ request.

Literature searching

Academic database searching

We conducted a broad initial search of relevant sys-
tematic and non-systematic reviews across three aca-
demic databases (PubMed, PsycINFO via Ovid and the
Cochrane Central Register of Systematic Reviews) from
the date of database initiation to 19th December 2022.
Key words for inpatient alternatives and specific service
models already identified by the working group were used
(see Appendix A, Supplementary Material 1). We aimed
to offer a broad scope of the literature at the review level
and as such, the search strategy was thorough though not
exhaustive.

Database records were exported to EndNote and
screened for relevance by two researchers (HB, JG). Any
uncertainties regarding a record’s eligibility were jointly
discussed by JG and HB. If uncertainty remained, the
multidisciplinary working group was consulted to reach a
consensus on inclusion or exclusion. Given the interest in
international models, non-English language documents
were included and translated using Google Translate.
Extracted information was checked by someone with a
knowledge of the language.

Grey literature searching

The academic literature searching was supplemented by
grey literature searching using Google and nine other
grey literature databases (see Appendix B, Supplemen-
tary Material 1) identified by the expert working group.
Grey literature searches were conducted by a member
of the research team (RP) between 16th December 2022
and 1st February 2023. There were no restrictions on the
type of sources that could be included from grey litera-
ture searching. Any uncertainties regarding the eligibility
of grey literature sources were discussed between RP, ]G,
and HB, and, when necessary, with the wider multidisci-
plinary working group.

Supplementary searches

Supplemental searches of academic databases and grey
literature were conducted for specific service models
where there were gaps or insufficient detail in the accrued
resources. These gaps were identified by reviewing the
data extraction form for each model (see Supplementary
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Material 2). There were no restrictions on the types of
sources that could be included from supplementary
searches.

Expert consultation

The literature scoping workstream was supplemented
with expert consultation. The expert working group iden-
tified key international experts (see Acknowledgements)
to be contacted with a call for information (see Appen-
dix C, Supplementary Material 1). 120 experts (including
health care professionals [# =26], academics [ = 32], clin-
ical academics [n=35], charity workers [n=13], experts
by experience [n=6], and policymakers [n=8]) were
asked via email to provide information relating to rele-
vant models, any literature associated with these models,
and recommendations for other experts to contact. Using
this snowballing approach, a further 18 experts were
contacted, resulting in a total of 138 experts being indi-
vidually contacted. The call for information was also dis-
tributed to 26 specialist clinical (7 =3), academic (n=4),
charitable/not-for profit (n="7), lived experience (n=3),
and mixed (n=9) networks and organisations operat-
ing internationally and identified by the expert working
group.

There were no specific criteria that experts needed to
meet in order to be contacted with our call for informa-
tion. All literature and alternative models recommended
by experts were screened for relevancy by two research-
ers (JG, HB). Any uncertainties regarding eligibility
were discussed between JG and HB and if needed, with
the multidisciplinary working group, to reach a consen-
sus on whether to include or exclude them. Data were
extracted for those that met our eligibility criteria. There
were no restrictions on the types of sources that could be
included from expert consultations.

The call for information was delivered to the identified
experts via email, and responses were received either via
video call or email. A semi-structured interview guide
was developed (JG, HB) for this study to facilitate discus-
sions with experts via video (see Appendix D, Supple-
mentary Material 1). Monetary compensation (£50) was
provided to contributors from the voluntary/third sector
who provided information via video expert consultation.
Interviews with experts were conducted jointly by two
researchers (JG, HB), who made notes during the inter-
views to capture the discussions. Given that the primary
aim of these expert consultations was to identify alter-
native models, no formal qualitative analysis of these
notes was performed, but the researchers followed-up by
screening all literature recommendations made and con-
ducting supplementary searches to investigate any alter-
native models mentioned in the interviews.

(2025) 19:13
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Data extraction and synthesis

All relevant models and services identified from the lit-
erature scoping and expert consultation were extracted in
Microsoft Excel by one of the research team (HB, ]G, R],
JV, KS, RC, RP). This data extraction form was designed
following consultation with the expert working group
and piloted on a set of studies initially in case modifica-
tions were needed. A range of key model descriptor vari-
ables were extracted, including: setting; funding; location;
brief description of the model; date of establishment;
target population; occupational roles of staff involved
in the model; typical duration of support; access routes;
whether the service can accept compulsorily detained
individuals; and the details of any associated literature.

Where identified, additional information was also
extracted regarding quantitative service use outcomes,
including inpatient admissions/readmissions; number of
inpatient bed days; length of stay; and satisfaction with
care (see Supplementary Material 2). It should be noted
that the outcome evidence presented was not subjected
to quality appraisal and is not exhaustive.

Extracted models were then synthesised into three
separate typologies where they were broadly catego-
rised according to their settings, approaches and target
populations. A decision was made by the working group
early on in the typology development process to stratify
the typologies by age and target population, rather than
presenting a single comprehensive typology. This was for
ease of interpretation, given the large number of models
included, and to facilitate comparisons across the differ-
ent populations.

The typology categories were iteratively developed
using inductive and deductive methods. Feedback on
the typologies was sought from the working group dur-
ing regular working group meetings. Where knowledge
gaps in the expert working group were identified, addi-
tional external experts were consulted. Expert feedback
was used to refine the typologies until a consensus was
reached on their content and format among all working
group members.

Ethics approval and consent to participate

Minimal risk ethics was obtained from the King’s Col-
lege London ethics committee (Approval Number: MRA-
22/23-34963). In accordance with ethical approval, an
information sheet and consent form were attached to all
call for information emails to experts. The information
sheet detailed the study’s purpose and methods. The con-
sent form explicitly explained that providing information
to the research team would be considered confirmation
of consent to participate, unless participants explicitly
stated otherwise. This process ensured that all partici-
pants provided informed consent regarding their involve-
ment in this study.
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Results

Literature searching and expert consultation

Database searches returned 4,253 studies and a total of
78 experts responded to our call for information, from
a range of countries. Their professional backgrounds
included: academics, health care professionals, clinical
academics, experts by experience, policymakers, char-
ity workers and service leaders (see Appendix E, Sup-
plementary Material 1 for more detailed breakdown).
Screening of database search results and literature rec-
ommendations from experts for eligibility, combined
with supplementary searches, resulted in the inclusion
of 435 relevant sources. These sources ranged from pub-
lished peer-reviewed literature to policy documents,
websites, books and videos.

Typology mapping

Identified models were categorised in three typology
maps: (i) alternatives to adult standard acute inpatient
care (see Supplementary Material 3), (ii) alternatives to
adult standard long-term inpatient care (including reha-
bilitation and forensic inpatient care) (see Supplementary
Material 4), and (iii) alternatives to standard inpatient
care for CYP (see Supplementary Material 5). Table 1
provides a high-level overview of service model compari-
sons across the three typologies.

In total, we identified 65 distinct alternative models. Of
these, 20 provided support to adults only, 10 to CYP only,
and 35 had evidence of use with both adults and CYP.
This highlights the considerable overlap between the
models featuring in the adult and CYP typologies.

Among the 55 models providing support to adults, 33
were alternatives to standard acute inpatient care, 11
were alternatives to long-term inpatient care (includ-
ing rehabilitation or forensic services), and 11 offered an
alternative to both acute and long-term standard adult
inpatient care. Six of the alternative models for adults
represent components of the Offender Personality Dis-
order pathway in the UK, which operates exclusively in
forensic contexts. This aims to offer a pathway of psy-
chologically informed services for offenders with likely
“severe personality disorder” [29].

Models in each typology were broadly categorised into
community-based alternatives, hospital-based alterna-
tives or cross-setting approaches. Community-based
approaches encompass models which are home-based or
located within another community setting, rather than
in a traditional hospital setting. Hospital-based mod-
els are offered within a hospital setting, including inpa-
tient wards operating in a substantially different way to
standard inpatient care according to our criteria. Finally,
cross-setting approaches are broader frameworks or phi-
losophies that can be implemented across different types
of settings whilst maintaining their core principles and
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values and often take a systemic perspective. Across all
three typologies, 39 alternative models were community-
based, 12 were hospital-based, and 14 were cross-setting
approaches.

Examples of community-based alternatives include
community residential models (such as crisis houses
and secure accommodation), family placement schemes,
acute day services, home-based crisis care (such as cri-
sis resolution and home treatment teams), emergency
service-linked models, drop-in crisis care models (such
as crisis cafes), outpatient-based crisis services, discharge
transition services which aid with return to the commu-
nity, and general community services which integrate a
crisis response component (such as enhanced commu-
nity mental health teams and early intervention in psy-
chosis services).

Examples of hospital-based alternatives include models
involving general hospital medical care (such as extended
psychiatric liaison services), brief-stay crisis units (such
as psychiatric decision units), and inpatient psychiatric
services which operate in a substantially different way to
standard inpatient care according to our criteria, such as
inpatient services implementing a specific therapeutic
model (such as Safewards), wards specialised for different
groups (for example, Deaf people or people with particu-
lar psychiatric diagnoses) or short-stay acute inpatient
wards.

Examples of cross-setting approaches include ‘thera-
peutic communities; ‘Open Dialogue, ‘multisystemic
therapy; ‘enabling environments, and Trieste, a whole-
system approach.

The sectors delivering these models varied: 33 were
provided solely by the public sector, three solely by the
voluntary or third sector, three solely by the private
sector, and 24 were delivered by a combination of sec-
tors. For two models, the providing sector could not be
determined.

Across all three typologies, six models were identi-
fied as peer-led or as having peer-led variants, including
peer-led crisis houses, peer-led crisis cafes, and ‘peer-
supported Open Dialogue! Five models aimed to pro-
vide tailored care to specific sociodemographic groups,
including women, veterans, minoritised ethnic groups,
Deaf people, or people experiencing homelessness or
housing instability. Additionally, some models aimed
to provide specialised care for certain clinical groups,
including those experiencing psychosis, suicidality, eating
disorders, or with a diagnosis of “personality disorder”

A more in-depth description of all the models, their
accompanying references, and identified quantitative
evidence (relating to outcomes including admission/
readmission rates, inpatient bed days, length of stay and
satisfaction with care) is provided in Supplementary
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Table 1 A high-level summary and comparison of the models of care across each of the typologies
Adult acute Adult Children and
inpatient long-term rehabilitation ~ young peo-

alternatives

and forensic inpatient
alternatives

ple inpatient
alternatives

Community-based alternatives

Crisis houses

Intensive residential
services

Secure
accommodation

Family placement
schemes

Acute day services

Home based crisis
services

Emergency service
linked models
Drop-in crisis
services

Discharge transition
support

Outpatient-based
crisis services

General community
services with crisis
function

Specialist commu-
nity mental health
rehabilitation teams

Peer-led crisis houses

Clinical crisis houses

Non-clinical crisis houses

Specialist crisis houses

Residential rehabilitation services

Intensive supported housing models
Secure children’s homes

Secure training centres

Residences for the execution of security measures
Family sponsor homes

Shared lives

Therapeutic foster care

Geel family foster care model

Healing homes

General acute day units

Specialist acute day units

Enhanced acute day treatment

Crisis resolution and home treatment teams
Other intensive home treatment services

Intensive home treatment with optional brief inpatient
admission

Homebuilders model

Police and/or ambulance street triage

Clinician-only mobile crisis unit

Crisis assessment services

Lifeguard pharmacies

Mental health crisis hubs

Crisis cafes

Transition to recovery program

Supported discharge service

Hot-BITS

Peer-Bridger

Whole of service stepped care approach

Behavioural health crisis care clinic

Enhanced case management

Enhanced community mental health teams

Early intervention models

Adolescent forensic community services

Intensive intervention and risk management services
Specialist community mental health rehabilitation teams

Hospital-based alternatives

Models involving
general hospital
medical care

Enhanced psychiatric liaison services

Time limited admission to general medical wards with spe-

cialist community eating disorder team input

xX X X X

X X X X X

X X X X X X X

X

X X X X X

xX X X X x

x
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Table 1 (continued)
Adult acute Adult Children and
inpatient long-term rehabilitation ~ young peo-

alternatives and forensic inpatient

alternatives

ple inpatient
alternatives

Brief stay crisis units  23-hour crisis stabilisation units
Behavioural assessment units
Psychiatric emergency service centres
Psychiatric observation units

Psychiatric decision units

Emergency psychiatric assessment, treatment and healing

units (EmMPATH units)
Inpatient psychiatric - Services with a specific therapeutic model
services Inpatient wards for specific groups
Short-stay acute inpatient wards
Ter beschikking stelling (TBS)

Cross-setting approaches

Open dialogue Open dialogue
Peer supported open dialogue
Therapeutic Therapeutic communities

communities Democratic therapeutic communities

Other cross-setting
approaches

Need-adapted treatment

Specialist consultancy

The sanctuary model

Enabling environments

Wraparound with intensive services

Trieste

Multi-systemic therapy

Psychologically informed planned environments
Psychologically enhanced resettlement services
Offender personality disorder treatment services

X X

X X

X X

X

X

X

X X X

X X X

X X

X

X X

X

X X X

X X X

X X

X X

X X X

X X X

X X

X X X
X

Material2, Supplementary Material6 and Supplementary
Material7.

Discussion

Key findings

The typologies we have presented show that a wide vari-
ety of approaches exist internationally which may act as
an alternative to standard acute inpatient mental health
care for adults and CYP, and to standard long-term and
forensic inpatient care across a range of settings.

While we identified a range of community-based
approaches, including some peer-led approaches, we also
noted services which provide inpatient care in a substan-
tially different way to the standard, including time-limited
approaches, inpatient services with a particular thera-
peutic model (including trauma-informed approaches),
and service models which aimed to reduce coercion
and restrictive practice. Inpatient care is an important
component of the mental health system, and these non-
standard inpatient service models demonstrate that some
improvements to care can be provided within existing
inpatient structures. However, the fundamental needs of
services, such as adequate resourcing and staffing, and

workforce development, must be met if good quality cri-
sis or rehabilitation care is to be provided, and we cannot
assume that these innovations eliminate coercive or oth-
erwise harmful elements of hospitalisation.

We also observed that exclusion criteria for the alterna-
tive models seemed to vary between individual services
(see Supplementary Material 7) and were often not stated
in the literature. However, where this information was
available, compulsory detention was a common exclu-
sion criterion. Other exclusion criteria for some services
included: people assessed as presenting with high risk to
themselves or others, people with substance abuse dif-
ficulties and people with intellectual disabilities. This
inequitable access to alternative models could have sev-
eral disadvantages for these individuals, including limit-
ing their choice of care, prolonging institutionalisation in
more restrictive settings, reinforcing feelings of stigmati-
sation and disempowerment, and exacerbating distress.
Furthermore, given that these are common comorbidi-
ties in mental health populations, this poses the question
as to whether the identified models truly act as alterna-
tives to inpatient care, if substantial numbers of those
receiving inpatient care are excluded from accessing
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them. This is compounded by further observations that
certain groups were not fully considered in existing ser-
vice provisions. For example, there appeared to be rela-
tively fewer models providing support to younger CYP,
and CYP transitioning from children’s services to adult
services. In line with previous literature [30, 31], these
observations reiterate that key gaps exist in service provi-
sions for these populations. Mental health care services
should not necessarily be considered as a one-size-fits-all
approach— more granular consideration of sociodemo-
graphic and diagnostic factors in service delivery may
help to improve the quality of care [32]. Taken together,
this necessitates the implementation of alternative mod-
els which can serve these groups, including services
which can intervene before the point of detention for
people at high risk.

We also identified a range of voluntary sector led mod-
els (such as ‘non-clinical crisis houses, and ‘crisis cafés’)
that make an important contribution to supporting indi-
viduals in crisis by providing an immediate response,
contributing to prevention and recovery, and through the
provision of a social rather than clinical approach (see
Supplementary Material 2 and Supplementary Material
7). Evidence suggests that voluntary sector organisations
are attractive and acceptable to people in crisis and can
be more attractive to minoritised groups than statutory
services [33]. However, there are still some documented
issues with geographical variability in service availability
and inequalities in access for certain minoritised groups
[33]. Indeed, it is often voluntary and third sector organ-
isations that address these gaps in provision to offer
more culturally appropriate care to marginalised and
minoritised groups. However, voluntary and third sector
organisations often have short-term, unpredictable fund-
ing compared to statutory services, limiting their capac-
ity to conduct rigorous research needed for larger-scale
implementation. This may contribute to their underrep-
resentation in the existing literature base. Encouraging
collaboration between the voluntary sector and health
and social care researchers could help to address this gap.
Further quantitative and qualitative research is needed
to evaluate different voluntary sector models, including
their outcomes, their impact on promoting equality and
their partnerships with public sector services [33].

Strengths and limitations

In this research, a comprehensive approach was taken to
identify various inpatient alternatives. The search process
involved reviewing literature and consulting experts to
identify a wide range of alternative models. The inclusion
criteria were broad, allowing for the inclusion of alterna-
tives from any country, time period, and for people of any
age. Whilst systematic academic database searches were
limited to reviews to ensure manageable screening, there
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were no restrictions on the type of sources that could be
included from grey literature or supplementary searches,
or expert consultations. Models were also included irre-
spective of the level of evidence available for them. This
ensured a comprehensive scoping of alternatives. Fur-
thermore, key stakeholders were consulted throughout
the project to ensure the real-world applicability of the
resulting typology.

Indeed, the development of international typologies of
alternative service models offers a clear framework for
understanding and categorising different types of mental
health support. This can help to improve our understand-
ing of international mental health care provision and, in
turn, inform service planning, delivery and policymak-
ing. These typologies can also help to identify gaps in
local service provision, and to drive research and evalu-
ation efforts for models which have received less funding
and attention. These typologies may therefore be helpful
for researchers, mental health professionals, policymak-
ers and service users alike.

However, there are also limitations to consider in both
the research process and the interpretability of our find-
ings. It should be acknowledged our scoping exercise
aimed to be broad and rapid, and its aim was to identify
and describe existing models, not to evaluate their effec-
tiveness. Though key information and literature associ-
ated with each model is provided, full systematic reviews
which follow PRISMA guidelines [34] are required for a
comprehensive description of each model and its asso-
ciated evidence to better inform funding decisions and
resource allocations.

Our working group included well-established experts
in inpatient mental health care and inpatient alternatives,
and we conducted extensive international consultations
with a diverse range of experts, including academics,
health care professionals, clinical academics, experts by
experience, policymakers, charity workers and service
leaders. This collaborative approach helped to ensure a
comprehensive identification of inpatient alternatives.
However, we acknowledge that despite this, there may be
some models that were missed. The majority of experts
who responded to our call for information and working
group members were based in England, so models from
other parts of the UK and international models may not
have been adequately captured. Additionally, the Eng-
land-centric nature of the working group may have also
influenced our definition of what is considered ‘standard’
within practice. Another limitation is that the typolo-
gies do not capture models that fall outside of the scope
of this study, including perinatal services, addiction ser-
vices, services specifically for autistic people or people
with intellectual disabilities, neurorehabilitation ser-
vices, services for people living with dementia, and solely
prison-based services.
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There is no standardised definition of ‘standard inpa-
tient mental health care, as it varies across different
contexts and over time. Consequently, what can be con-
sidered an ‘alternative’ to standard inpatient care is sub-
jective. For this study, we developed our own criteria for
‘alternatives’ to standard inpatient care based on previ-
ous research on inpatient alternatives (e.g., Johnson et
al., 2009 [28]) and consensus with academic, lived expe-
rience, and clinical experts with specialist knowledge of
inpatient mental health services and alternatives. Had
other criteria been applied, different models may have
been included or excluded in the typologies.

Furthermore, the typology development involved the
categorisation of complex and diverse models into dis-
tinct groups. This can oversimplify how these models
operate in practice and the heterogeneity within each
model. In practice, the boundaries between different
models may be more blurred. Similarly, there may also
be variability in outcomes depending on how models are
implemented and the contexts in which they operate.
Whilst presenting the three separate typologies offered
greater clarity for ease of interpretation, there was a large
degree of overlap between both the CYP and adult mod-
els of care, and the acute and long-term models of care.
Therefore, the distinctions between the different typolo-
gies can also be blurred. In future, alternative approaches
to typology development could be taken— for example,
with different scope or categorising models on the basis
of different features (e.g., function versus form). Mental
health service delivery is constantly changing, and so new
models and approaches are likely to emerge over time;
this typology provides a strong foundation which future
research can build upon.

The focus of our typology on crisis provision con-
strains its ability to adopt a comprehensive system-wide
approach that considers broader care pathways. It is
important to consider the conceptualisation of mental
health crises as ‘biographical disruptions’— intense and
extreme experiences which disrupt everyday life and
potentially have far-reaching consequences— rather than
episodes requiring an urgent response [33]. This perspec-
tive highlights the importance of providing support not
only during crises, but also before and after. Inpatient
mental health services are vital for some. However, offer-
ing alternative options within a stepped care approach,
where individuals can first access lower-intensity support
such as drop-in community-based services or at-home
care before progressing to higher-intensity interventions,
could enable access to more flexible and tailored sup-
port. It could also be argued that effective mental health
care at earlier stages, such as primary and preventative
care, has the potential to prevent crises from occurring.
Additionally, action to address systemic contributors to
distress (e.g., social and economic inequalities, trauma,
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discrimination and marginalisation, limited community
resources and social support) could help to promote well-
being and prevent crises. This includes, for example, rac-
ism and poverty, which intersect with other inequalities
to exacerbate distress and limit access to care. Addressing
such factors could involve policy changes, social reforms,
advocacy and community empowerment. This highlights
the importance of taking action to prevent crises and
reduce the social determinants of mental ill health, not
just focusing on crisis care provision.

Implications for research, policy and practice

It is apparent from this work, and existing literature, that
crisis alternatives have proliferated in recent decades and
crisis systems have typically become more complex [35].
However, there is a limited evidence base to inform ser-
vice planners’ decision-making. This study has focused
on mapping out three international typologies of service
models which may offer an alternative to standard acute
and long-term inpatient mental health care (including in
inpatient rehabilitation and forensic settings) for adults
and CYP. These typologies encompass community-
based, hospital-based, and cross-setting approaches,
including some models that offer innovative approaches
to providing care within inpatient mental health ser-
vices themselves. Whilst inpatient care forms an integral
component of the continuum of mental health care, the
availability of alternative options within a stepped care
approach can ensure more flexible and tailored support.
Indeed, our findings demonstrate that a range of alterna-
tives are already available and are currently being suc-
cessfully implemented.

Service users, carers, mental health professionals, char-
ities and advocacy groups, and some government agen-
cies and health authorities have called for improvements
to inpatient care and alternatives to inpatient admissions
[1, 33, 36—41]. Furthermore, concerns have been raised
that involuntary treatment in inpatient mental health ser-
vices may infringe upon individuals’ human rights [42].
This underscores the need for further investment and
research into alternatives to standard inpatient health
care. Our typologies can help service planners and com-
missioners recognise and consider the whole range of
options when attempting to decide which crisis system
improvements to prioritise and invest in, as well as guid-
ing researchers in future attempts to explore the critical
ingredients of crisis care systems.

Whilst we did not systematically assess the availability
of the included models in this study, existing research
suggests that the availability of many crisis services var-
ies substantially geographically [35]. A key constraint
about the usefulness of models is the degree to which it
has been feasible to implement them. Future research
could further investigate the feasibility of implementing
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models in different contexts, including exploring barri-
ers and facilitators to effective implementation. How-
ever, geographical variation in availability may also result
from services being commissioned to meet specific local
needs. Recent research reports few associations between
any particular community crisis model and system-level
outcomes— perhaps reflecting that the quality of care is
most important [43]. Some efforts have been made to
define standards, key components and best practices
of effective crisis services and pathways [44, 45], which
could help to improve the quality of crisis care. For exam-
ple, research has shown that increasing model fidelity
in crisis resolution and home treatment teams leads to
reductions in inpatient admissions [46]. Future research
could continue to develop and refine these best practice
standards, investigate methods to enhance fidelity to
them, and examine the impact of this upon outcomes and
experiences of care.

Future research efforts should continue to evaluate
these alternative models to better understand their effec-
tiveness in practice, factors influencing their outcomes,
and how they can be most effectively integrated into a
crisis response system, and what works best for whom,
when and how - prioritising models with an estab-
lished and/or promising evidence base. It is important
to involve other sectors, particularly the voluntary and
third sector, in this research to ensure their contribu-
tions are appropriately represented. Crucially, a focus on
co-produced research is needed with people with lived
experience of mental health difficulties, their families,
clinicians, staff from voluntary and third sector organisa-
tions, policymakers, and commissioners to ensure spe-
cific service models in specific areas address the priorities
of these key stakeholder groups.

Conclusions

Through literature scoping and expert consultation, we
developed three novel typologies: alternatives to stan-
dard acute inpatient mental health services for adults,
alternatives to longer-stay inpatient services for adults
(including rehabilitation and forensic inpatient services),
and alternatives to standard inpatient services for CYP.
These included a range of community-based, hospital-
based and cross-setting approaches. Potential inequities
in access were identified for certain groups, such as those
compulsorily detained, younger CYP, and those transi-
tioning between children’s and adults’ services. Whilst
inpatient mental health services remain an integral part
of the mental health care continuum, these typologies
can inform the description, evaluation, and comparison
of different service models, offering key insights for the
design, development and implementation of alternative
mental health service models and crisis systems.
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Lived experience commentary, written by ROO, LM and KP
As compulsory hospital admissions rise in the UK, pro-
viding alternatives is vital. However, diverting someone’s
care pathway around the most intense crisis point is not
the only, or necessarily the best, way to reduce admis-
sions— many admissions result from unmet needs else-
where. It is vital to consider the whole ecosystem of care,
including social safety nets, social work, and social care,
which have been drastically eroded over the last decade
and a half by austerity and a global pandemic. We are
tired of continually suffering, and watching others suffer,
avoidable crises triggered by punitive benefits reviews,
workplace discrimination, housing problems, and/or lack
of compassionate community services. For carers, watch-
ing loved ones be traumatised by repeated - sometimes
punitive - admissions leads to hopelessness and rela-
tionship breakdowns. This is compounded when carers
are not identified or included in care by those arranging
admissions.

Disparities in detention rates suggest racialised groups,
especially Black patients, cannot access alternatives to
hospital equally or at the right time. Nor are racialised
groups as likely as White patients to receive therapy [47—
49] despite the World Health Organisation emphasis-
ing everyone’s rights to choice and meaningful support.
Bearing this in mind, institutional racism will continu-
ally influence access to admission alternatives unless
it is actively and consciously countered with culturally
sensitive commissioning, valuing service user and carer
voices. While it is tempting to seek scalable models to
roll out nationwide, we also need local flexibility to work
with local communities’ needs. This is a constant tension
in policy work: the flipside of flexibility is a postcode lot-
tery. It has been eye-opening to read about alternatives
unavailable in our areas and disappointing to realise how
much some groups are missing.

For the services that do currently exist, accessibility is
an issue. Many people who need these services will not
know they exist, and many services are ‘gatekept; requir-
ing a professional referral in order to receive support
- but if you are not under a professional’s care, or the pro-
fessional does not think you are suitable, then you won't
be able to access the service. Finally, a system at breaking
point cannot deliver admission alternatives as intended.
We have seen cracks in the UK system open wide enough
to swallow us and our loved ones whole: people waiting
weeks in a 24-hour assessment unit; living in “supported”
housing offering little meaningful support; unable to
work with crisis teams failing to provide basic consis-
tency. We are left wondering how new admission alter-
natives can possibly be implemented in this climate; how
such services can provide accountability to users and car-
ers; and worried that overstretched providers might not
resource them sufficiently to be safe.



Griffiths et al. International Journal of Mental Health Systems

Supplementary Information
The online version contains supplementary material available at https://doi.or
g/10.1186/513033-025-00669-7.

Supplementary Material 1
Supplementary Material 2
Supplementary Material 3
Supplementary Material 4
Supplementary Material 5
Supplementary Material 6

Supplementary Material 7

Acknowledgements

We are very appreciative for the many contributions of the academic,

clinical and lived experience experts who provided valuable information,
resources and time towards this project. Those who provided consent to
acknowledgement are listed here. We would like to thank Aisling Clifford,
Amy Trunnell-Morris, Akiko Hart, Alessandra Martinelli, Ania Scigala-Ali,
Arnhild Lauveng, Ben Hannigan, Bernadette McSherry, Bethan Thibaut, Bob
Hinshelwood, Brian Martindale, Caroline Fox, Catriona Connell, Cherene Allen-
Caraco, Christian Dalton-Locke, Claire Fraser, Crick Lund, Crystal Blyer, Daniel
Eichert, Dennis Ougrin, Eamonn Flynn, Francis Silvestri, George Roycroft,
Graham Thornicroft, Guiseppe Tibaldi, Harry Dyson, Helen Killaspy, Himali
Pandya, Hollie Berrigan, Holly Salazar, Indira Vinjamuri, James Scurry, Jenny
Molin, Joanna Monaghan, John Baker, John Dawson, Jorge Zimbron, Judith
Moss, Keir Harding, Kenneth Minkoff, Kirk Turner, Klaus Lehtinen, Lars Kjellin,
Lisa Neos, Lisette van der Meer, Lucy Fernandes, Lucy Maconick, Margaret
Turner, Michael Kazich, Miram Berges, Natasha Tyler, Niel van Cleynenbreugel,
Nigel Blackwood, Oliver Dale, Peter Cockersell, Pien Leendertse, Rachel
Hastings-Caplan, Rafaella Pocobello, Rex Haigh, Robert Koch, Samuel Grenny,
Sam Timimi, Shirley McNicholas, Shubulade Smith, Siobain Bonfield, Steve
Miccio, Susie Walker, Tim Kendall, Vincenzo Passante, Jessica Griffiths, Wayne
Lindstrom, Liz Durrant, Prathiba Chitsabesan and Kate Lorrimer.

Author contributions

All authors, except KP and MLC, substantially contributed to the conception
or design of this study (JG, HB, JV, RJ, RP, KS, RC, UF, LSR, PB, GB, SP. KN, JL, RRO,
LM, PN, CL, BLE, AS, SJ). Literature searching was conducted by JG, HB, RJ, JV,
RP, KS. Expert consultations were conducted by JG and HB. Data extraction
was conducted by JG, HB, RJ, JV, RP, RC, KS. JG and HB led on developing

the typologies and drafting the manuscript with input and/or editing by all
authors, and all authors read and approved the final manuscript (JG, HB, JV, RJ,
RP, KS, RC, UF, LSR, MLC, PB, GB, SP, KN, JL, RRO, LM, PN, CL, KP, BLE, AS, SJ).

Funding

This study is funded by the National Institute for Health and Care Research
(NIHR) Policy Research Programme (grant no. PR-PRU-0916-22003). The views
expressed are those of the author(s) and not necessarily those of the NIHR or
the Department of Health and Social Care. The funders had no role in study
design, data collection and analysis, decision to publish, or preparation of the
manuscript.

Data availability

The Excel dataset generated via expert consultation and literature searching is
available within this manuscript's supplementary files. Unpublished data and
identifiable information from expert responses have not been made publicly
available to protect participants’ confidentiality.

Declarations

Ethics approval and consent to participate

Minimal risk ethics was obtained from the King's College London ethics
committee (Approval Number: MRA-22/23-34963). In accordance with ethical
approval, an information sheet and consent form were attached to all call

for information emails to experts. The information sheet detailed the study’s
purpose and methods. The consent form explicitly explained that providing

(2025) 19:13

Page 12 of 13

information to the research team would be considered confirmation of
consent to participate, unless participants explicitly stated otherwise. This
process ensured that all participants provided informed consent regarding
their involvement in this study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'NIHR Policy Research Unit in Mental Health (MHPRU), Department of
Health Services and Population Research (HSPR), Institute of Psychiatry,
Psychology & Neuroscience, King's College London, London, UK

2NIHR Policy Research Unit in Mental Health (MHPRU), Division of
Psychiatry, University College London, London, UK

3\ndependent Researcher, London, UK

“National Health Service (NHS) England, London, UK

SCentre for Outcomes Research and Effectiveness, Research Department
of Clinical, Educational, & Health Psychology, University College London,
London, UK

SFlorence Nightingale Faculty of Nursing, Midwifery and Palliative Care,
King's College London, London, UK

’Department of Health Services and Population Research (HSPR), Institute
of Psychiatry, Psychology & Neuroscience, King's College London, London,
UK

8School of Health Sciences, The University of Manchester, Manchester, UK
°School of Social Policy, University of Birmingham, Birmingham, UK
'ONIHR Policy Research Unit in Mental Health Lived Experience Working
Group, Division of Psychiatry, University College London, London, UK
""Department of Primary Care & Public Health, Brighton & Sussex Medical
School, University of Sussex, Brighton, UK

'2Camden and Islington NHS Foundation Trust, London, UK

Received: 29 July 2024 / Accepted: 23 March 2025
Published online: 17 April 2025

References

1. Johnson S, Dalton-Locke C, Baker J, Hanlon C, Salisbury TT, Fossey M, et al.
Acute psychiatric care: approaches to increasing the range of services and
improving access and quality of care. World Psychiatry. 2022;21(2):220-36.

2. Wainberg ML, Scorza P, Shultz JM, Helpman L, Mootz JJ, Johnson KA, et al.
Challenges and opportunities in global mental health: a Research-to-Practice
perspective. Curr Psychiatry Rep. 2017;19(5):28.

3. Butterworth H,Wood L, Rowe S. Patients'and staff members’ experiences of
restrictive practices in acute mental health in-patient settings: systematic
review and thematic synthesis. BJPsych Open. 2022;8(6):e178.

4. Lawrence D, Bagshaw R, Stubbings D, Watt A. Restrictive practices in adult
secure mental health services: A scoping review. Int J Forensic Ment Health.
2022;21(1):68-88.

5. Albutt A, Berzins K, Louch G, Baker J. Health professionals’ perspectives of
safety issues in mental health services: A qualitative study. Int J Ment Health
Nurs. 2021;30(3):798-810.

6. Janner M, Delaney KR. Safety issues on British mental health wards. J Am
Psychiatr Nurses Assoc. 2012;18(2):104-11.

7. Waldemar AK, Esbensen BA, Korsbek L, Petersen L, Arnfred S. Recovery orien-
tation in mental health inpatient settings: inpatient experiences? Int J Ment
Health Nurs. 2018;27(3):1177-87.

8. Davidson |. Mental Health— Adult Crisis and Acute Care National Report: Get-
ting It Right First Time (GIRFT) Programme National Specialty Report. National
Health Service; 2021. Available from: https://gettingitrightfirsttime.co.uk/med
ical_specialties/mental-health-adult-crisis-and-acute-care/

9. SAMHSA. Substance Abuse and Mental Health Services Administration:
National Guidelines for Child and Youth Behavioral Health Crisis Care.
Substance Abuse and Mental Health Services Administration. 2022. Available
from: https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Downloa
d/pep-22-01-02-001.pdf

10. Barnett P Mackay E, Matthews H, Gate R, Greenwood H, Ariyo K, et al.

Ethnic variations in compulsory detention under the mental health act: a


https://doi.org/10.1186/s13033-025-00669-7
https://doi.org/10.1186/s13033-025-00669-7
https://gettingitrightfirsttime.co.uk/medical_specialties/mental-health-adult-crisis-and-acute-care/
https://gettingitrightfirsttime.co.uk/medical_specialties/mental-health-adult-crisis-and-acute-care/
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/pep-22-01-02-001.pdf
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/pep-22-01-02-001.pdf

Griffiths et al. International Journal of Mental Health Systems

22.

23.

24.

25,

26.

27.

28.

29.

30.

32.

systematic review and meta-analysis of international data. Lancet Psychiatry.
2019,6(4):305-17.

Coid J, Kahtan N, Gault S, Jarman B. Ethnic differences in admissions to secure
forensic psychiatry services. Br J Psychiatry. 2000;177(3):241-7.

Lynch G, Campbell P, Taggart C. Modernising the mental health act: getting
the balance right. Lancet. 2018;392(10164):2532-4.

Chambers M, Gallagher A, Borschmann R, Gillard S, Turner K, Kantaris X. The
experiences of detained mental health service users: issues of dignity in care.
BMC Med Ethics. 2014;15(1):50.

Gilburt H, Rose D, Slade M. The importance of relationships in mental health
care: A qualitative study of service users'experiences of psychiatric hospital
admission in the UK. BMC Health Serv Res. 2008;8(1):92.

Sweeney A, Fahmy S, Nolan F, Morant N, Fox Z, Lloyd-Evans B et al. The
Relationship between Therapeutic Alliance and Service User Satisfaction in
Mental Health Inpatient Wards and Crisis House Alternatives: A Cross-Sec-
tional Study. McInnis MG, editor. PLoS ONE. 2014;9(7):e100153.

Gould D. Social and legal justice for people given a mental health diagnosis??
A real possibility, or an impossible dream?? Br J Soc Work. 2023;53(3):1647-56.
Sheridan Rains L, Zenina T, Dias MC, Jones R, Jeffreys S, Branthonne-

Foster S, et al. Variations in patterns of involuntary hospitalisation and in

legal frameworks: an international comparative study. Lancet Psychiatry.
2019,6(5):403-17.

World Health Organization. Guidance on community mental health services:
promoting person-centred and rights-based approaches. World Health
Organization. 2021. Available from: https://apps.who.int/iris/handle/10665/34
1648

Killaspy H. From the asylum to community care: learning from experience. Br
Med Bull. 2006;79-80(1):245-58.

Lloyd-Evans B, Johnson S. Community alternatives to inpatient admissions in
psychiatry. World Psychiatry. 2019;18(1):31-2.

Mareya S, Watts MC, Zhao L, Olasoji M. Exploring the stepped care model

in delivering primary mental health Services—A scoping review. Int J Ment
Health Nurs. 2024;33(6):2026-42.

Calhoun CD, Nick EA, Gurtovenko K, Vaughn AJ, Simmons SW, Taylor R, et al.
Child and adolescent psychiatric inpatient care: contemporary practices and
introduction of the 55 model. Evid-Based Pract Child Adolesc Ment Health.
2022,7(4):477-92.

Walker S, Mackay E, Barnett P, Sheridan Rains L, Leverton M, Dalton-Locke C,
et al. Clinical and social factors associated with increased risk for involuntary
psychiatric hospitalisation: a systematic review, meta-analysis, and narrative
synthesis. Lancet Psychiatry. 2019,6(12):1039-53.

Harding K, Poole R, Robinson C. The outsourcing of risk: out-of-area place-
ments for individuals diagnosed with personality disorder in the UK. Lancet
Psychiatry. 2020;7(9):730-1.

NIHR Mental Health Policy Research Unit. Available from: https://www.ucl.ac.
uk/psychiatry/research/mental-health-policy-research-unit

Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA
extension for scoping reviews (PRISMA-ScR): checklist and explanation. Ann
Intern Med. 2018;169(7):467-73.

Bowers L, Chaplin R, Quirk A, Lelliott P. A conceptual model of the aims and
functions of acute inpatient psychiatry. J Ment Health. 2009;18(4):316-25.
Johnson S, Gilburt H, Lloyd-Evans B, Osborn DPJ, Boardman J, Leese M, et al.
In-patient and residential alternatives to standard acute psychiatric wards in
England. Br J Psychiatry. 2009;194(5):456-63.

NHS England. The offender personality disorder pathway strategy. National
Offender Management Service. 2015. Available from: https://www.england.n
hs.uk/commissioning/wp-content/uploads/sites/12/2016/02/opd-strategy-n
ov-15.pdf

Appleton R, Elahi F, Tuomainen H, Canaway A, Singh SP.I'm just a long history
of people rejecting referrals experiences of young people who fell through
the gap between child and adult mental health services. Eur Child Adolesc
Psychiatry. 2021;30(3):401-13.

Singh SP, Tuomainen H. Transition from child to adult mental health services:
needs, barriers, experiences and new models of care: transition from child to
adult mental health services: needs, barriers, experiences and new models of
care. World Psychiatry. 2015;14(3):358-61.

Arundell LL, Greenwood H, Baldwin H, Kotas E, Smith S, Trojanowska K, et

al. Advancing mental health equality: a mapping review of interventions,
economic evaluations and barriers and facilitators. Syst Rev. 2020;9(1):115.

(2025) 19:13

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

Page 13 of 13

Newbigging K, Rees J, Ince R, Mohan J, Joseph D, Ashman M, et al. The contri-
bution of the voluntary sector to mental health crisis care: a mixed-methods
study. Health Serv Deliv Res. 2020;8(29):1-200.

Page MJ, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD et al.
The PRISMA 2020 statement: an updated guideline for reporting systematic
reviews. BMJ. 2021;372:n71.

Dalton-Locke C, Johnson S, Harju-Seppéanen J, Lyons N, Sheridan Rains L,
Stuart R, et al. Emerging models and trends in mental health crisis care in
England: a National investigation of crisis care systems. BMC Health Serv Res.
2021,21(1):1174.

Mind. Mind's response to the Mental Health Act Review’s report and recom-
mendations. Mind; 2019. Available from: https://www.mind.org.uk/media-a/5
154/minds-response-to-the-mha-review-final.pdf

Department of Health and Social Care. Reforming the Mental Health Act:
government response. 2021. Available from: https://www.gov.uk/governmen
t/consultations/reforming-the-mental-health-act/outcome/reforming-the-m
ental-health-act-government-response#:~:text=In response to the Independ
entto implement them in practice

Garratt K. Judy Laing. Reforming the Mental Health Act. Research Briefing.
The House of Commons Library. 2023. Available from: https://researchbriefin
gsfiles.parliament.uk/documents/CBP-9132/CBP-9132.pdf

National Survivor User Network. NSUN response: omission of Mental Health
Act reforms from the King's Speech. 2023. Available from: https://www.nsun.
org.uk/news/nsun-response-omission-of-mental-health-act-reforms-from-th
e-kings-speech/

Gilburt H, Slade M, Rose D, Lloyd-Evans B, Johnson S, Osborn DPJ. Service
users'experiences of residential alternatives to standard acute wards: qualita-
tive study of similarities and differences. Br J Psychiatry. 2010;197(S53):526-31.
Care Quality Commission. Assessment of Mental Health Services in Acute
Trusts. How are people’'s mental health need met in acute hospital, and how
can this be improved?. Care Quality Commission. 2020. Available from: https:/
/www.cqc.org.uk/sites/default/files/20201016b_AMSAT _report.pdf
Szmukler G, Daw R, Callard F. Mental health law and the UN convention on
the rights of persons with disabilities. Int J Law Psychiatry. 2014;37(3):245-52.
Rojas-Garcia A, Dalton-Locke C, Rains LS, Dare C, Ginestet C, Foye U et al. An
investigation of the association between characteristics of local crisis care
systems and service use in a national survey. Psychiatry and Clinical Psychol-
ogy. 2023 Mar [cited 2023 Sep 8]. Available from: https://doi.org/10.1101/202
3.03.11.23287106

Committee on Psychiatry and the Community for the Group for the
Advancement of Psychiatry. Roadmap to the Ideal Crisis System. National
Council for Mental Wellbeing. 2021. Available from: https://www.thenationalc
ouncil.org/resources/roadmap-to-the-ideal-crisis-system/

Keiller E, Masood S, Wong BH, ching, Avent C, Bediako K, Bird RM, et al. Inten-
sive community care services for children and young people in psychiatric
crisis: an expert opinion. BMC Med. 2023;21(1):303.

Lloyd-Evans B, Osborn D, Marston L, Lamb D, Ambler G, Hunter R, et al.

The CORE service improvement programme for mental health crisis
resolution teams: results from a cluster-randomised trial. Br J Psychiatry.
2020,216(6):314-22.

Morris RM, Sellwood W, Edge D, Colling C, Stewart R, Cupitt C, et al. Ethnicity
and impact on the receipt of cognitive-behavioural therapy in people

with psychosis or bipolar disorder: an english cohort study. BMJ Open.
2020;10(12):034913.

Harwood H, Rhead R, Chui Z, Bakolis |, Connor L, Gazard B, et al. Variations by
ethnicity in referral and treatment pathways for IAPT service users in South
London. Psychol Med. 2023;53(3):1084-95.

Schlief M, Rich N, Rains LS, Baldwin H, Rojas-Garcia A, Nyikavaranda P et al.
Ethnic differences in receipt of psychological interventions in early interven-
tion in psychosis services in England- a cross-sectional study. Psychiatry Res.
2023;115529.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://apps.who.int/iris/handle/10665/341648
https://apps.who.int/iris/handle/10665/341648
https://www.ucl.ac.uk/psychiatry/research/mental-health-policy-research-unit
https://www.ucl.ac.uk/psychiatry/research/mental-health-policy-research-unit
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2016/02/opd-strategy-nov-15.pdf
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2016/02/opd-strategy-nov-15.pdf
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2016/02/opd-strategy-nov-15.pdf
https://www.mind.org.uk/media-a/5154/minds-response-to-the-mha-review-final.pdf
https://www.mind.org.uk/media-a/5154/minds-response-to-the-mha-review-final.pdf
https://www.gov.uk/government/consultations/reforming-the-mental-health-act/outcome/reforming-the-mental-health-act-government-response#:~:text=In%20response%20to%20the%20Independent,to%20implement%20them%20in%20practice
https://www.gov.uk/government/consultations/reforming-the-mental-health-act/outcome/reforming-the-mental-health-act-government-response#:~:text=In%20response%20to%20the%20Independent,to%20implement%20them%20in%20practice
https://www.gov.uk/government/consultations/reforming-the-mental-health-act/outcome/reforming-the-mental-health-act-government-response#:~:text=In%20response%20to%20the%20Independent,to%20implement%20them%20in%20practice
https://www.gov.uk/government/consultations/reforming-the-mental-health-act/outcome/reforming-the-mental-health-act-government-response#:~:text=In%20response%20to%20the%20Independent,to%20implement%20them%20in%20practice
https://researchbriefings.files.parliament.uk/documents/CBP-9132/CBP-9132.pdf
https://researchbriefings.files.parliament.uk/documents/CBP-9132/CBP-9132.pdf
https://www.nsun.org.uk/news/nsun-response-omission-of-mental-health-act-reforms-from-the-kings-speech/
https://www.nsun.org.uk/news/nsun-response-omission-of-mental-health-act-reforms-from-the-kings-speech/
https://www.nsun.org.uk/news/nsun-response-omission-of-mental-health-act-reforms-from-the-kings-speech/
https://www.cqc.org.uk/sites/default/files/20201016b_AMSAT_report.pdf
https://www.cqc.org.uk/sites/default/files/20201016b_AMSAT_report.pdf
https://doi.org/10.1101/2023.03.11.23287106
https://doi.org/10.1101/2023.03.11.23287106
https://www.thenationalcouncil.org/resources/roadmap-to-the-ideal-crisis-system/
https://www.thenationalcouncil.org/resources/roadmap-to-the-ideal-crisis-system/

	﻿Alternative approaches to standard inpatient mental health care: development of a typology of service models
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design
	﻿Eligibility criteria
	﻿Literature searching
	﻿Academic database searching
	﻿Grey literature searching
	﻿Supplementary searches


	﻿Expert consultation
	﻿Data extraction and synthesis
	﻿Ethics approval and consent to participate
	﻿Results
	﻿Literature searching and expert consultation
	﻿Typology mapping

	﻿Discussion
	﻿Key findings
	﻿Strengths and limitations
	﻿Implications for research, policy and practice

	﻿Conclusions
	﻿Lived experience commentary, written by ROO, LM and KP

	﻿References


