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M. DOM I N I C BEE R

Psychiatric intensive care and low secure units:
where are we now?

SUMMARY

The last decade has seen clinicians
and policy makers develop psychiatric
intensive care units and low secure
units from the so-called ‘special care
wards’of the 1980s and 1990s.
Psychiatric intensive care units are
for short-term care, while low secure

units are for care for up to about
2 years. Department of Health
standards have been set for these
units. A national survey has shown
that there are two main patient
groups in the low secure units:
patients on forensic sections coming
down from medium secure units and

those on civil sections who are trans-
ferred from general psychiatric facil-
ities. Recent clinical opinion has
emphasised the important role both
psychiatric intensive care units and
low secure units play in providing a
bridge between forensic and general
mental health services.

When Zigmond (1995) asked ‘Special care wards: are they
special?’, he described his experience as a Mental Health
Act Commissioner visiting locked wards where staff were
‘brutalised’ and patients saw the unit as a ‘punishment
ward’. He wrote: ‘Patients on special care wards are
usually the sickest in the service. Surely they deserve the
highest standard of care’ (p. 312). How had this arisen?
What has happened since then?

The Open Door policy of the 1960s and 1970s had
led to most hitherto closed wards being unlocked. There
still remained, however, patients who needed to be
contained. The Glancy (1974) and Butler (1975) reports
had led to the medium secure unit building programme of
the 1980s. These units - initially often called interim
secure units - were meant to manage three types of
patients: those discharged from special hospitals, those
transferred from prisons and those general psychiatric
patients who were too disturbed for the local open
wards. The last group were often in practice not admitted
to these new, centrally funded units because there were
too many patients referred from the other two services.
These often chronically disturbed patients, therefore, had
to be managed in locally planned units which were
established in piecemeal fashion. The situation became
more complicated after the Reed report (Department of
Health & Home Office, 1993) encouraged a policy of
diverting mentally disordered offenders from the courts
and prisons. Because of a lack of space within medium
secure units, the low secure wards admitted many of
these patients, even though they may have committed
serious offences such as grievous bodily harm. A survey
in the late 1990s found that closed wards managed at
least three types of patients - those diverted from
prisons and courts, the acutely disturbed and those who
required long-term care (Beer et al, 1997).

Some of the issues raised by Zigmond (1995) were
addressed by Pereira et al (1999). The National Service
Frameworks (Department of Health, 1999) recognised
the need for psychiatric intensive and low secure units
and national minimum standards for psychiatric intensive
care units and low secure units were issued (Department
of Health, 2002). Here, for the first time, two distinct
units were recognised by the Department of Health:
psychiatric intensive care units were designed for
‘patients compulsorily detained usually in secure condi-
tions, who are in an acutely disturbed phase of a serious
mental disorder . . . Length of stay . . . would ordinarily not
exceed 8 weeks in duration’ (p. 3). Low secure units were
for ‘patients who demonstrate disturbed behaviour in the
context of a serious mental disorder . . . and may be
restricted on legal grounds needing rehabilitation usually
for up to 2 years’ (p. 4). A national survey (Pereira &
Dalton, 2006) illustrated the types of patients admitted
to low secure units. They were, first, chronically disturbed
patients admitted from general adult wards on civil
sections and second, patients transferred from medium
secure units who may be on forensic sections, including
restriction orders.

The National Minimum Standards (Department of
Health, 2002) addressed among other things: layout of
the buildings, multidisciplinary team working, therapeutic
activities, patient and carer involvement, and clinical
audit. Dye & Johnston (2005) and Dye et al (2005)
described the way in which this guidance has become
embedded in units around the country in practice. The
Department of Health in a recent publication has
re-emphasised these guidelines and recommends: ‘a well-
trained and well-motivated multidisciplinary workforce
(including occupational therapy and clinical psychology);
an ethos that is user and carer centred (and highly
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responsive to feedback); good and consistent leadership
exercised within a well-managed organisation; a physical
environment that is modern, in good order and fit for
purpose with regard to managing risk; clear lines of
communication, in relation to the processing of referral
and discharge, and widely accepted and adhered to
criteria for admission and discharge’ (Department of
Health, 2008).

An inventory for psychiatric intensive care units and
low secure buildings has been designed (Dix et al 2005).
An audit of the proposed standards (Pereira et al, 2005)
was conducted and it was estimated that about »140
million was required to meet these standards nationally.
In fact, »160 million has subsequently been provided by
the government (Appleby, 2007) to address these needs
and to provide improved section 136 facilities (Mental
Health Act 1983; Department of Health, 2007). Improve-
ment within the units needs to be accompanied by
effective interventions which they provide (Beer et al,
2007a). A strong multidisciplinary team is essential to
provide consistent care required by patients on psychia-
tric intensive care and low secure units (McKenzie, 2001;
Beer, 2006). Another specific issue is treatment with
clozapine, as there is a large proportion of patients with
treatment-resistant schizophrenia on such units. A
significant reduction in violent and other incidents has
been demonstrated following treatment with clozapine
(Beer, 2006; Beer et al, 2007b). A follow-up of patients
not treated with clozapine and discharged from a low
secure unit found that improvement had been main-
tained, challenging behaviours had not recurred and there
had been no re-offending (Akande et al, 2007).

Some have wondered whether the skills learnt by
practitioners in this field can be transferred to other
settings such as the accident and emergency department
or even the community (Dix, 2007). In some settings,
psychiatric intensive care unit staff may assist staff in
accident and emergency departments; in others, a well-
resourced psychiatric intensive care unit might be able to
provide a ‘flying squad’ to help home treatment or crisis
resolution staff de-escalate incidents involving potentially
violent individuals in the community. A more likely situa-
tion would be that psychiatric intensive care unit staff
would help train colleagues working in other parts of the
mental health service.

The role of low secure units has recently been
emphasised by Turner & Salter (2008) and O’Grady
(2008), who concluded that these units were needed to
address a number of areas: ‘large-scale expansion of low
secure, as opposed to psychiatric intensive care units,
facilities for which both adult general and forensic teams
would have carefully shared responsibilities’ (Turner &
Salter, p. 5). For ‘patients with complex problems who
cannot be managed without structure . . . and appropriate
use of security . . . [there needs to be] a radical expansion
of low secure provision’ (O’Grady, p. 7). These views
accord with the opinion of Pereira & Dalton (2006), who
refer to psychiatric intensive care units and low secure
units as ‘bridges with other services and countries.’

The World Health Organization considers English
mental health service the best in Europe, also referring to

the important role of psychiatric intensive care units
(Appleby, 2007). Psychiatric intensive care units and low
secure units in the UK can be a model for similar services
in other countries. Both types of units are visited by
psychiatric staff from all over the world and the UK-
based National Association of Psychiatric Intensive Care
Units (NAPICU, www.napicu.org.uk) receives enquiries
from professionals working with highly disturbed patients
in many countries. Clinicians and managers in psychiatric
intensive care units and low secure units in the UK receive
support from an advisory service founded by the Royal
College of Psychiatrists’ Training and Research Unit, and
NAPICU (Dye et al, 2008).

Psychiatric intensive care units and low secure care
have developed significantly in the past 10 years. There is
still the need for resources to support further research,
but standards have been established, the services are
being audited, and clinicians and managers working in
these units receive support. Much has been achieved in
the decade or so since Zigmond (1995) described the many
problems that he encountered on the ‘special care’ units.
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