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Objective: This study aims to describe the course of admission and clinical characteristics of admissions to a psychiatric intensive
care unit (PICU) in the Phoenix Care Centre (PCC), Dublin, Ireland.

Methods: This retrospective chart study was conducted at the PCC, Dublin, Ireland. The cohort included all admission episodes
(n= 91 complete data) over a three-year study period between January 2014 and January 2017.

Results:Themean age of admitted caseswas 37.1 (S.D.= 11.3; range 18–63). Themean length of stay (LOS)was 59.3 days (S.D.= 61.0;
median 39.5 days). All patients were admitted underMental Health Act legislation. Antipsychotic polypharmacy was used in 61%
(n= 55) of the admissions. A diagnosis of acute psychotic disorder (B=−1.027, p= 0.003, 95% CI: −1.691, −0.363) was associated
with reduced LOS in PICU.

Conclusion: Our study describes the cohort of patients admitted as being predominantly male, younger-aged, single, having a
diagnosis of schizophrenia and being legally detained. The primary indication for referral is risk of assault, which highlights
the need for the intensive and secure treatment model that a PICU can provide.

Received 10 March 2020; Revised 20 December 2020; Accepted 20 February 2021; First published online 23 April 2021

Key words: High dose antipsychotic, length of stay, mental disorder, PICU, psychiatry intensive care unit.

Introduction

There is limited literature on psychiatric intensive care
units (PICUs) in the Republic of Ireland. In the last three
decades, psychiatric care in Ireland has transitioned
from asylum care to a communitymental health service
model. This led to a reduction in the total number of
patients in institutional care in Ireland. The Phoenix
Care Centre (PCC) is a built for purpose facility that
was built on the grounds of St. Brendan’s Hospital as
set out in the national policy and initiatives ‘A Vision
for Change’ for mental health in 2006 (Health Service
Executive, 2015; HSE, 2017). St. Brendan’s Hospital
opened in 1851 and is the first public psychiatric hospi-
tal developed in Ireland. PCC is a state-of-the-art pur-
pose-built mental health facility which includes a
PICU located in inner-city Dublin.

A PICU is a tertiary mental health service designed
to provide intensive care to patients who are in an
acutely disturbed phase of a major mental disorder
(Rachlin, 1973; Mounsey, 1979; Bowers et al. 2008;
Bailey, 2014; Winkler et al. 2019). PICU units were first
established in the 1970s in the UK (Mounsey, 1979) and
United States (Rachlin, 1973) to manage patients who
presented with behavioural disturbance, agitation
and increased risk of harm to self or others. A previous
systematic review described a typical PICU patient
as likely to be young, male, single, unemployed, with
a diagnosis of schizophrenia or mania, from the
Caribbean or African background, legally detained
with a forensic history (Bowers et al. 2008). The UK
and Australian literature described PICU as small
wards, with a higher proportion of nursing and other
staff, built on an open plan locked ward designed to
promote observation and often with facilities for seclu-
sion (Bowers et al. 2008).

An early study published on PICUs by Rachlin (1973)
from New York, described the unit as a ‘closed ward’
(Rachlin, 1973). The admission policy was rigid in that
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patients were only accepted from other psychiatric facili-
ties after the referringward had exhausted all othermeth-
ods of management (Rachlin, 1973). A similar admission
criterion was described by another PICU unit in New
York in 1979. Colin and Jordan (1979) described the
admission policy to be only accepting patients after ‘every
effort’ had been supplemented to manage the patient in
an open ward. Mounsey (1979) described the intensive
care unit in the south of England as a 12-bedded unit
established for patients who ‘had presented serious man-
agement problem in their ward of origin’ (Crowhurst &
Bowers, 2002; Goldney et al. 1985). These variations sug-
gest a lackof standardising admission criteria to thePICU,
and this might be explained by the difference in mental
health legislation and policies in each country. The litera-
ture suggests that PICUunits in theUKandabroadhave a
voluntary and involuntary admission criterion, with the
majority of patients legally detained under the Mental
Health Act (Crowhurst & Bowers, 2002; Bowers et al.
2008; Winkler et al. 2019). However, in Ireland, the
PICU at the PCC has restrictive admission criterion.
The admission policy describes only accepting patients
who are legally detained under the Mental Health Act
2001 and only after they ‘cannot be safely assessed or
treated in an open acute inpatient facility’. This shows dis-
similarities exist between PICU’s in different countries in
terms of legal status, patient selection criteria, type of care
and treatment outcome (Crowhurst & Bowers, 2002;
Karen Barlow et al. 2000; Bowers et al. 2008;
Koppelmans & Schoevers, 2009; Bailey, 2014; Winkler
et al. 2019). It is unclear whether these differences in ser-
vice operation and admission criteria of PICU’s are built
on community needs, or a result of historical or financial
developments.

The majority of mental disorders are treated in the
community, with only a small percentage requiring in-
patient treatment (Kessler et al. 2005). These cases can
present with an associated increased risk to self or
others, which poses a challenge for therapeutic man-
agement and treatment in a less secure mental health
ward (Bowers et al. 2008). The patient cohort admitted
to a PICU requires higher intensity, more restrictive
interventions to manage the increased risk (Karen
Barlow et al. 2000; Bailey, 2014; Pararajasingam et al.
2017). The frequency of threatening and aggressive inci-
dents differ with the phase of the psychiatric disorder
(Vaaler & Iversen, 2011). The highest rate of such inci-
dents is described in the acute stage of inpatient hospi-
tal stay, which is the first few days of admission (Valeer
& Iversen, 2011).

Aim

This observational study aims to describe the course of
the admission and clinical characteristics of admissions

to the PICUs in the PCC, Dublin, Ireland. The authors
hypothesised that the length of stay (LOS) would be
shorter in male patients as compared to females.

Methodology

Methods

This retrospective cohort study was carried out at the
PCC, Dublin, Ireland. Informed consentwas not sought
as this was a retrospective chart study involving anony-
mised clinical data which were collected as part of rou-
tine clinical care and no items of information were
reported that would enable the identification of any
subject.

Clinical unit

The PCCNorth Dublin is state of the art built for purpose
psychiatric hospital that was opened inMay 2013 (Health
Service Executive, 2015). The inpatient service of a
54-bedded facility which cost approximately 21 million
euros (Health Service Executive, 2015) and is divided into
two separate units. The intensive care unit consists of a
separate male and female ward constituting of 12 beds
each, and there is a 30-bed rehabilitation unit divided into
twowards. The two 12-bedded PICU on the ground floor
is designed around a landscaped courtyard. Single en-
suite bedrooms which open out to the central circular
space which encircles a courtyard and a nursing station
with good visibility. This facility includes an open dining
room, activities room, television lounge, two quiet rooms,
a seclusion room and open access courtyard on each
ward. These designated areas provide a low-stimulus
environment and open space for patients. An indoor
gymwas developed in 2017 for patients and is supervised
by the Occupational Therapist at all times.

Population

The PICU at PCC, Dublin, Ireland, covers a population
above 2 million inhabitants within the catchment areas
of Dublin, Wicklow and the North-East Region (Health
Service Executive, 2015). Ireland’s Mental Health
Services are publicly funded.

Staffing

The PCC relies on dynamic factors, for example,
increased nurse to patient ratio and security. Static char-
acteristics are locked doors, security cameras and walls
to minimise risk (Bailey et al. 2014). Each ward is com-
posed of a well-resourced specialist multidisciplinary
team, consisting of a consultant psychiatrist, trainee
psychiatrist, nursing, full-time mental health social
worker, occupational therapist, clinical psychologist,
pharmacist and a part-time dietician. A fully-staffed
multidisciplinary team for a 12-bedded unit provides
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a higher level of support and increased face to face time
with patients. Each ward is complemented with six
nursing staff rostered during the day and four at night,
and these are regularly supplemented by additional
nurses when patients require further care.

Admission criteria

The admission policy states patients admitted/trans-
ferred to the PICU should be legally detained as an
involuntary patient under the Mental Health Act
2001. The criteria for patient admission should be an
immediate danger to themselves or others or pose a sig-
nificant risk of absconding in the context of a major
mental disorder. Patients are admitted to the PICU from
another acute psychiatric facility (approved centres).

Inclusion and exclusion criteria

For the current study all admissions from an acute psy-
chiatric unit to the PICU between January 2014 and Jan
2017 were eligible. Patients in the rehabilitation unit are
excluded. The readmission of patients was also taken
into account.

Data collection

All patients admitted between January 2014 and
January 2017 to PCC formed the study group.
Information for the study was extracted from clinical
medical records and medication charts. Data collected
from clinical medical records included a total of 14 var-
iables: Gender, age, ethnicity, marital status, primary
ICD 10 diagnosis, concurrent alcohol/substance use,
behaviour precursor (behaviour preceding referral to
the PICU), referral source, previous admission to
PICU, forensic history, course of admission (number
of restraint episodes, seclusion episodes, 1:1 nursing
interventions), list of psychotropic medications (this
includes antipsychotic dose in milligrams expressed
as a percentage of the BNF maximum recommended
daily dose), high antipsychotic dose (cumulative anti-
psychotic dose> 100% of maximum BNF recom-
mended daily dose) and length of stay (LOS).

Data analysis

Wedescribed primary outcomes using frequencies, per-
centages, mean and standard deviations, median and
interquartile ranges. Between groups comparisons
were made using x2 tests for categorical variables;
t-tests, ANOVA tests or Kruskal–Wallis tests, for con-
tinuous variables. All analyses were two-tailed, and a
p-value≤ 0.05 was considered statistically significant.

Predictors of LOSwere evaluated using a stepwise lin-
ear regression model. LOS was treated as a continuous
variable; however, the raw LOS variable was not nor-
mally distributed, we transformed the data using the

natural logarithm (ln) which was normally distributed
according to the Kolmogorov–Smirnov test (p= 0.200).

To identify potential confounding variables, we
examined variables collected at baseline [i.e. gender,
age at admission, ethnicity, relationship status, diagno-
sis, psychotic disorder diagnoses (schizophrenia, schiz-
oaffective disorder, bipolar affective disorder, acute
psychotic disorder)], a psychotic disorder with or with-
out comorbid alcohol/substance misuse, referral
source, previous PICU admission, interventions used
during admission, number of seclusion episodes, num-
ber of restraint episodes, antipsychotic dose a % of BNF
maximum recommended daily dose, high-dose anti-
psychotic use defined as cumulative antipsychotic
dose> 100% of BNF maximum recommended daily
dose, antipsychotic polypharmacy use, use ofmood sta-
biliser, benzodiazepines, depot antipsychotic medica-
tion, behaviour preceding referral to admission,
assault, aggression, absconding, self-harm, multiple
risks identified pre-admissions (>1), the total number
of risks identified, and forensic history. First, candidate
variables were tested individually in a bivariate model;
only variables with a coefficient of determination
(R2)> 0.01 (the variable explains, i.e. at least 1% of
the variance in the outcome) and a p-value< 0.2 on
the bivariate model were included in the multivariable
model.

The covariates with R2> 0.01 and p< 0.20 were con-
sidered for our multivariate model. We eliminated the
variables with the largest p-values individually until all
the remaining variables had p< 0.05. This procedure
highlighted gender, age at admission, acute psychotic
disorder and schizoaffective disorder diagnoses, psy-
chotic disorder with comorbid alcohol/substance mis-
use, number of restraint episodes, mood stabilisers,
cumulative antipsychotic dose> 100% of maximum
BNF recommended daily dose, multiple risks identified
pre-admissions (>1), as candidate variables for the final
model. No collinearity was present with all VIF values
between 1 and 2.

Results

Clinical characteristic of admissions

Over the study period from January 2014 to January
2017 inclusive, there were 96 admission episodes to
the PICU, with 91 admission episodes having complete
demographic and clinical data (see Table 1). Five admis-
sion episodes had no clinical data and were excluded
from the analysis. All patients were admitted under
MHA legislation, and 31% (n= 28) of admissions had
a prior forensic history. Fifty-eight per cent (n= 53) of
admission episodeswere formen and 42% (n= 38)were
for women. The mean age was 37.1 (S.D.= 11.3) (range
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18–63) (see Table 1). Majority of admissions 43%
(n= 39) had a diagnosis of schizophrenia, followed
by bipolar affective disorder BPAD 21% (n= 21), schiz-
oaffective disorder 18% (n= 18) and acute psychotic
disorder 9% (n= 9).

Risk factors leading to admission

We identified assault as the primary risk factor for
pre-admission 62% (n= 62) to the PICU. Aggression
pre-admission was 15% (n= 14), and absconsion pre-
admission was 10% (n= 9) in the number of admission
to the PICU. Only 1.1% (n= 1) of the risk factors leading
to admission were to self-harm. Overall, 60% (n= 55) of
these patients had multiple risks identified for pre-
admission (see Table 2).

Course of admission

Seventy-four per cent (n= 39) of admissions did not
require 1:1 nursing, seclusion or restraint use. Only
13% (n= 7) of admissions had a seclusion episode
and 6% (n= 3) had restraint over the course of the
3-year study period. The mean number of seclusion
episodes was 2.12 (S.D.= 4.7) (range= 0–28; n= 90) with
an average number of restraints of 1.99 (S.D. = 4.7;
range= 0–27; n= 89).

Antipsychoticmedicationwasused in 100% (n= 91) of
the admissions and antipsychotic polypharmacy drugs in
61% (n= 55). High-dose antipsychotics were used in 68%
(n= 15) of those admissions treated with single anti-
psychotic use. Sixty percent (n= 55) of the admissions
were treated with antipsychotic polypharmacy, and
59% (n= 54)were treatedwith a cumulative antipsychotic
dose> 100% BNF maximum recommended daily dose.
The mean daily antipsychotic dosage was 139.4 %
(S.D.= 65.1) of BNF maximum daily dose. Males were
more likely to be treated with antipsychotic polyphar-
macy (n= 39, 74%) compared to females (n= 16, 42%)
(x= 9.173, p= 0.002). A mood stabiliser was used in
44% (n= 44) of the admissions and benzodiazepines for
70% (n= 70).

Length of stay (LOS)

The mean LOS was 59.3 (S.D.= 61.0) days, and the
median was 39.5 days. Patients that were previously
admitted measured a significantly longer LOS (mean
= 83.3 (S.D.= 87.2) compared to those with a first
PICU admission (mean= 48.9 (S.D.= 42.3) (t= 2.524,
p= 0.013). Female gender (B= 0.826, p< 0.001, 95%
CI: 0.450, 1.201) and having more than one risk identi-
fied prior to admission (B= 0.401, p= 0.011, 95% CI:
0.011, 0.096) were associated with a longer LOS.

Table 1. Sociodemographic and clinical characteristics of cases and gender comparisons (n; %)

Total Male (n; %) Female (n; %) χ2/t test; p value

Gender 91 53 (58.2%) 38(41.8%)
Age mean (S.D.) 37.1 (11.3) 34.2 (10.3) 41.2 (11.4) 0.003
Ethnicity χ²
White 82 (90.2%) 48 (58.5%) 34 (41.5%) 3.342; 0.342
Black African 4 (4.4%) 1 (25.0%) 3 (75.0%)
Asian 2 (2.2%) 2 (100%) 0
Middle Eastern 3 (3.3%) 2 (66.7%) 1 (33.3%)

Marital status χ²
Single 84 (92.3%) 50 (59.5%) 34 (40.5%) 2.853; 0.240
Married/in a relationship 5 (5.5%) 3 (60.0%) 2 (40.0%)
Divorced/separated 2 (2.2%) 0 2 (100%)

Diagnosis (n=; %) χ²
Schizophrenia 39 (42.9%) 31 (79.5%) 8 (21.5%) 22.823; p< 0.001
SAD 18 (18.0%) 6 (33.3%) 12 (66.7%)
BPAD 21 (21.0%) 14 (66.7%) 7 (33.3%)
Acute psychotic disorder 9 (9.0%) 2 (22.2%) 7 (77.8%)
Depression 1 0 1 (100%)
EUPD 2 (2.0%) 0 2 (100%)
ADHD 1 (1.2%) 0 1 (100%)
Psychotic disorder with the presence of alcohol/substances 45(54.2%) 33 (73.3%) 12 (26.7%) χ²

3.826; 0.042Psychotic disorder without alcohol/substances 38 (45.8%) 20 (52.6%) 18 (72.7%)

χ² = chi-squared test; S.D., standard deviation.
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Adiagnosis of an acutepsychotic disorder (B=−1.027,
p= 0.003, 95% CI: −1.691, −0.363) and the use of mood
stabilizers (B=−0.344, p= 0.028, 95% CI: −0.649,
−0.038) were associated with reduced LOS in PICU (see
Table 3). Those with a diagnosis of schizoaffective disor-
der had the longest average LOS (mean= 90.6
(S.D.= 71.4)), which was significantly longer than those
with an acute psychotic disorder, who had a mean LOS
of 20.4 (S.D.= 16.2) days (F= 2.985, p= 0.036).

Each admission episode was associated with an
average of 2.1 (S.D.= 4.7) seclusion episodes and 2.0
(S.D.= 4.7) restraint episodes. Those requiring 1:1 nurs-
ing had a significantly increased LOS (mean 149.0
(S.D.= 171.3) days) compared to patients who had other

interventions or no interventions, including seclusion
(mean= 52.1 (S.D.= 55.0) days) and physical restraint
(mean= 43.3 (S.D.= 22.5) days; F= 4.426, p= 0.08).

Discussion

We report for the first time on clinical characteristics of
patients admitted to a PICU in Ireland. In doing so, we
contribute a number of significant findings to the lim-
ited extant research in clinical care in PICUs.

Our study provides one of themost detailed reports of
medication use andothermanagement interventions dur-
ing PICUadmissions. FewPICU studies have reported on
medication use (Goldney et al. 1985; Musisi SM et al. 1989;

Table 2. Pre-admission clinical characteristics

Total Male (n; %) Female (n; %) χ²/t test; p value

Referral source χ²
Dublin area 75 (82.4%) 45 (84.9%) 30 (78.9%) 0.542; 0.321
Outside Dublin area 16 (17.6%) 8 (15.1%) 8 (21.1%)

Previous PICU admission χ²
Yes 27 (29.7%) 13 (24.5%) 14 (36.8%) 1.608; 0.150
No 64 (70.3%) 40 (75.5%) 24 (63.2%)

Reason for PICU admission χ²
Assault 62 (62.0%) 37 (59.7%) 25 (40.3%) 1.017; 0.219

4.582; 0.032
0.733; 0.264

Aggression 14 (15.4%) 11 (78.6%) 3 (21.4%)
Absconding 9 (9.9%) 4 (44.4%) 5 (55.6%)
Suicidal ideation/risk 1 (1.1%) 0 1 (100%)
No risk identified 5 (5.5%) 1 (20.0%) 4 (80.0%)

Multiple reasons identified for admission (>1) χ²
Yes 55 (60.4%) 30 (56.6%) 25 (65.8%) 0.781; 0.253
No 36 (39.6%) 23 (43.4%) 13 (34.2%)

Forensic history χ²
Yes 28 (30.8%) 20 (37.7%) 8 (21.1%) 2.892; 0.070
No 63 (69.2%) 33 (62.3%) 30 (78.9%)

Number of risks identified pre-admission [mean (S.D.)] 1.8 (0.9) (range:0–4) 1.8(1.0) 1.7 (0.9) t test
0.22; 0.044

χ², chi-squared test; S.D., standard deviation.

Table 3. Associations between demographic and clinical variables and duration of admission

β 95% CI 95% CI p-value

Gender 0.826 2.606 3.919 <0.001
Age 0.005 −0.110 0.019 0.500
Diagnosis of schizoaffective disorder 0.142 −0.273 0.556 0.497
Diagnosis of acute psychosis disorder −1.207 −1.691 −0.363 0.003
Psychotic disorder with comorbid alcohol/substance misuse −0.112 −0.424 0.200 0.477
Multiple risks identified pre-admission (>1) 0.401 0.096 0.706 0.011
Number of restraint episodes 0.021 −0.019 0.061 0.295
Mood stabiliser used −0.344 −0.649 −0.038 0.028

β, beta coefficient; CIs, confidence intervals.
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Brown&Bass, 2004;Hochstrasser et al. 2018;Winkler et al.
2019), and few have provided detailed analysis. Our
study demonstrated that antipsychotic polypharmacy
was commonly used in treatment (see Table 2). An inter-
estingdevelopmentdescribingmaleswere less likely tobe
treatedwith single high-dose antipsychotics (n= 11, 65%)
compared to females (n= 4, 80%). Differingmultidiscipli-
nary team practices could be a contributing factor. This
study described high-dose antipsychotic use measured
by cumulative antipsychotic dose> 100% of BNF maxi-
mum recommended daily use. This finding highlights
the severity and complexity of this cohort of patients
which was prudent in the administration of high-dose
antipsychotic medication.

Assaultive behaviour is a typical risk behaviour pre-
ceding PICU admission. However, over the course of
admission, the low incidence of violence at the PCC
reflects similar studies (Crowhurst & Bowers, 2002;
Bowers & Cullen, 2017). The PCC had reduced the risk
and need for seclusion (13.2 %) and restraint (5.7%)
compared to secondary acute psychiatric units. This
could be due to the built for purpose facility including
the higher nursing staff ratio and low stimulus environ-
ment (Wynaden & Mcgowan, 2001; Vaaler et al., 2006;
Bailey, 2014; Health Service Executive, 2015).
Meaningful activity programmes including gardening,
table tennis, gym exercise, artwork and baking facili-
tated by nursing staff and the occupational therapist
substantially reduced the level of agitation and physical
aggression of patients on the ward.

An important finding from our study was the shorter
average LOS formales compared to females. A recent UK
retrospective cohort identified a similar shorter average
LOS for male patients, with an average overall LOS of
43 days (O’Brien et al. 2013). To the best of our knowledge,
our study is the first to replicate this finding. Our average
LOS of 59 days was longer than that reported in most
other studies (Bowers et al. 2008). The unique nature of
our PICU, in that it is a stand-alone hospital site, and
the lack of integration with a general hospital or general
adult psychiatry hospital settingmay have contributed to
the longer average duration of stay. In contrast to most
other studies, we provide a median LOS of 40 days.
This is still longer than average PICU LOS of 1–2 weeks
(Bowers et al. 2008). The use of a median LOS provides
amore accurate LOSmeasure, by excluding outlier longer
stay patients. The different MDTmanagement in the two
units is accountable for the difference in LOS between
male and female patients. Patients that had previous
admissions to the PICU had longer LOS reflecting pre-
vious studies (Thompson EE et al. 2003). LOS was
extended in patients requiring a 1:1 special compared to
thosewhohadahistory of absconsion, violence, incidence
of seclusion or physical restraint (Vaaler et al. 2006).

Similar to other studies, the majority of PICU admis-
sions had a diagnosis of schizophrenia or schizoaffec-
tive disorder (Bowers et al. 2008; O’Brien et al. 2013).
We identified that schizophrenia was the largest diag-
nostic category, accounting for 46% of patients. A
review of PICU admissions found that in UK settings
that schizophrenia accounts for 50% of admissions,
with a further 20% admitted with mania (Bowers
et al. 2008).We identified the low rate of personality dis-
orders as a primary diagnosis, similar to previous stud-
ies (Winkler et al. 2019).

We identified a PICU readmission rate of 30% over
three-year follow-upperiod. Prior studieswith shorter fol-
low-upperiods of approximately one year have identified
rates of PICU readmission ranging from 9% (Lee et al.
2000) to 30–35% (Warneke, 1986; Mitchell, 1992; Eaton
& Ghannon-2000; Brown & Bass, 2004) and as high as
66% (Pereira et al,. 2006) within one year follow-up.
Patients in these units benefit from profile-specific inter-
ventions before, during and after any incident that might
occur (Hochstrasser et al. 2018). This would be achievable
due to the higher nursing to patient ratio (1 nurse:2
patient) that leads to more one to one staff time with
patients in PICUs compared to an acute psychiatric unit
(Clinton & Pereira, 2001; Gwinner & Ward, 2013).

Acute psychotic disorder, male gender and the use
of mood stabilisers were all associated with shorter
PICU LOS (Table 3). In the broader psychosis literature,
overall LOS in the hospital has reduced in the years of
follow-up after first episode psychosis (FEP), with peo-
ple spending an average of 107 days hospitalised over a
seven-year follow-up period (with over half of all FEP
cases being hospitalised in the first seven years of ill-
ness) (Ajnakina et al. 2019). Recovery rates remain sub-
optimal in schizophrenia (Lally et al. 2017), with high
rates of treatment-resistant schizophrenia existing from
early stages of psychosis (Lally et al. 2016). PICU admis-
sions can be required components of hospital admis-
sions for some people with schizophrenia, indicative
of a more severe symptom profile, but also heightened
risk of aggression and violence.

Strengths and limitations

A strength in this study was the comprehensive data
collection, clinical information and a large data set rel-
evant to previous studies in these settings.We have pro-
vided a quasi-prospective cohort analysis of the clinical
course of PICU admission for a relatively large sample,
in comparison to other work in this area (Gintalaite-
Bieliauskiene et al. 2011; Winkler et al. 2011).

This study was conducted in a single-site PICU, in a
hospital setting remote from general hospital or general
adult psychiatric hospital settings. This may limit the
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generalisability of our findings. We have no data on
how aggression or violence was defined, and this
may have varied across referring to hospital sites.
However, we were able to examine a wide range of
pre-admission risks, and thus provide a reasonably
comprehensive review of pre-admission behaviours.
We do not have information on broader service level
factors that may have affected decisions to transfer
patients to PICU. Some of the primary hospital sites
may not have had access to seclusion facilities, thus
altering the threshold for admission across different
hospital sites.

A limitation is the lack of use of a structured objec-
tive scale such as the Clinical Global Impression (CGI)
rating scale by MDT members. The use of a CGI rating
scale may have provided us with the opportunity to
measure symptom severity and treatment response
and efficacy in our patient cohort. However, we pro-
vided data on comorbid alcohol or substance use disor-
ders, with no evidence of increased LOSwith comorbid
substance use in those with psychotic disorders.

Another limitation is the lack of data on patient per-
spectives on their PICU admission. There is now an
increased drive in psychiatry to lessen unnecessary
coercive treatment (Mielau et al. 2018), and assessing
patient satisfaction and opinion on care received in
the PICU setting would be an important consideration
in improving this.

Conclusion

PICU is an essential service for the severely ill psychiatric
patients and is a progressively developing sub-speciality.
Our research findings provide novel insights into clinical
care in this PICU setting. We determined that physical
assaults are an important determinant inPICUadmission.
The PICU setting provides clinical management and
intensive care to the most disturbed psychiatric patients.
In this study,we provide important evidence for the char-
acteristics of treatment and duration of admission.
Further research is needed to expand on these findings
inmoving forwardwith thedeliveryofhigh standard care
in PICUs.
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