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1 Comparative effectiveness of different
> rehabilitation services

3 Review question 2.2: What is the comparative

4 effectiveness of different types of rehabilitation

5 services?

6 Introduction

7 Rehabilitation services can be provided in different ways: for example, inpatient

8 rehabilitation units can be hospital based or community based and could be provided

9 by the NHS or independent sector. This review aims to compared the effectiveness
10 of different types of rehabilitation services.

11 Summary of the protocol

12 Please see Table 1 for a summary of the Population, Intervention, Comparison and
13 Outcome (PICO) characteristics of this review.
14 Table 1: Summary of the protocol (PICO table)

Adults (aged 18 years and older) with complex psychosis and
related severe mental health conditions

¢ Inpatient
o Hospital based high dependency unit
o Community based inpatient unit
o Longer term high dependency/complex care
o Community
o Community rehabilitation team
o Community mental health/recovery team
e Inpatient rehabilitation services compared with each other
e« Community rehabilitation services compared with each other
o Early versus late
¢ Private versus NHS
e Local versus out of area
e Locked versus open community
Critical
¢ Social functioning (including management of own mental +
physical health)
¢ Positive outcome of rehabilitation:

o for inpatients - discharge to a sustained community placement
(successful community living/ accommodation instability /
placement breakdown)

o for those in community placement — sustained move to a less
supported placement

o for those with carers - reduction in amount of support required
from carers

Important
¢ Contact with criminal justice system.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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o Achievement of personal recovery goals.
¢ Attendances at A&E.

o Number of days as inpatient

¢ Activities of daily living.

e Quality of life

1 A & E: accident and emergency, NHS: national health service

N

For further details, see the review protocol in appendix A.
3 Clinical evidence

Included studies

Three studies were identified for this review, 1 systematic review (Dieterich 2017), 1
cluster randomised controlled trial (RCT; Gater 1997) and 1 RCT (Sellwood 1999).
The included studies are summarised in Table 2.

The systematic review compared intensive case management with non-intensive
case management (Dieterich 2017), the cluster RCT study compared
multidisciplinary care with traditional inpatient hospital care (Gater 1997), and the

11 other RCT compared home based rehabilitation with outpatient rehabilitation

12 (Sellwood 1999). See the literature search strategy in appendix B and study selection
13 flow chart in appendix C.

N
QW0 ~Noo »

14 Excluded studies

15 Studies not included in this review with reasons for their exclusions are provided in
16 appendix K.

17 Summary of clinical studies included in the evidence review

18 A summary of the studies that were included in this review are presented in Table 2.

19 Table 2: Summary of included studies
Study ~ Population  Intervention ~ Comparison ~ Outcomes

Dieterich 2017 Severe mental  Intensive case Non intensive case 4 Social functioning:

illness in the management: management: . )
Systematic community. Comprehensive Comprehensive © ﬁzggg?igﬁe-gcga e
review range of treatment, range of treatment, 9

rehabilitation, and
support services,
including assertive
community
treatment, assertive
outreach model and
case management
model with a
caseload of 20
people or less

rehabilitation, and
support services,
including assertive
community
treatment,
assertive outreach
model and case
management
model, with a case
load of more than
20 people

endpoint sub-scale
score (ROMI) - by long
term (> 12 months)

o Average endpoint score
(LSP, high = poor) - by
long term (> 12 months)

Positive outcome of

rehabilitation: Reduction in

support

o Accommodation status
(various measurements;
follow up > 12 months)

Contact with criminal

justice system

o Imprisoned

o Arrested

Achievement of personal

recovery goals:

o Global state - average
endpoint score
(HoNOS) - by long term
(> 12 months)

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of

rehabilitation services DRAFT (January 2020)

7



N —

N

DRAFT FOR CONSULTATION

Comparative effectiveness of different types of rehabilitation services

Study

Gater 1997
Cluster RCT

United Kingdom

Sellwood 1999
RCT

United Kingdom

Population

N=108

Diagnosis
Schizophrenia,
16 to 65 years
old, symptoms
or medication
started at least
2 years before
the study
N=65

Diagnosis
Schizophrenia,
Mean age 42.5
years for home
based
rehabilitation
and 38.2 years
for outpatient
rehabilitation,
duration of
illness 2 years
or more

Intervention

Intervention: Multi-
disciplinary
community team
with close links with
primary care

Home-based
rehabilitation
(n=29): It was
composed of a
highly individualised
treatment package
prepared by an
occupational
therapist and a
clinical psychologist
in partnership with
the patient and any
other agencies that
were involved,
including informal
carers.

Comparison

Treatment as
usual: Traditional
services at district
general hospital
psychiatric unit

Hospital outpatient
rehabilitation
(N=36): The
outpatient
treatment
intervention
consisted of
outpatient follow-
up every 2to 3
months by a
consultant
psychiatrist or a
trainee
psychiatrist, with
support from
community
psychiatric
nursing, day
hospital and
outpatient
(hospital-based)
occupational
therapy, and
outpatient
psychology.

Outcomes
e Number of days as
inpatient
o Average number of
days in hospital per
month
e Quality of life: Average
endpoint score (various
scales)

o Activities of daily living
(personal care, shopping,
getting meals, managing
the household chores)

¢ Social functioning:
o Social functioning scale
e Quality of life:

o Lancashire Quality of
Life Scale

HoNOS: health of the nation outcomes scales; LSP: Life skills profile; RCT: randomised controlled trial;
ROMI: rating of medication influences

See the full evidence tables in appendix D and the forest plots in appendix E.

See the clinical evidence profiles in appendix F.

Quality assessment of clinical outcomes included in the evidence review

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of

rehabilitation services DRAFT (January 2020)
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Economic evidence

Included studies

A systematic review of the economic literature was conducted but no economic
studies were identified which were applicable to this review question.

Excluded studies

Studies not included in this review with reasons for their exclusions are provided in
Appendix K — Excluded studies.

Summary of studies included in the economic evidence review

No economic evidence was identified for this review (and so there are no economic
evidence tables).

Economic model

A costing analysis was developed, comparing the costs between a hypothetical
reduction in out-of-area placements with the current rate of out-of-area placements.
The rationale for economic modelling, the methodology adopted, the results and
conclusions from this economic analysis are described in detail in Appendix J. This
section provides a summary of the methods employed and the results of the
economic analysis.

Overview of methods

The model was structured as a decision tree with an extended Markov component.
The model follows a cohort of patients through a rehabilitation pathway in 2 treatment
strategies. The pathway begins at the point a patient is transferred to an independent
or NHS rehabilitation ward through to different ‘states’ of independent living
arrangements: residential care, supported accommodation and floating support. An
independent or NHS ward can also be categorised as being as an out-of-area
placement (OAP) or local placement. An OAP was defined as a patient being placed
in a different clinical commissioning group (CCG) area to the CCG that was funding
it. The data used in the model for OAPs was extracted from The Mental health
rehabilitation inpatient services report (CQC 2018). No data on OAPs was identified
in the accompanying clinical review. The ‘current’ treatment strategy, set as the
comparator in this analysis follows patients based on current estimates of referral
rates to OAPs. The intervention treatment strategy is a hypothetical reduction in out-
of-area placements. This reduction, it is estimated, would also include an increase in
referrals to local placements, mostly NHS rehabilitation units that have a reduced
average length of stay. The model supposes that this would also have downstream
effects on discharge rates and costs further down a rehabilitation pathway that
includes support for independent living in the community. In addition, the hypothetical
pathway supposes that patients living in the community would progress to
increasingly independent living at a faster rate as there was evidence that many
people with complex psychosis are also in a higher category of supported housing
than is required.

The model setting was for the NHS and the population were adults (aged 18 years
and older) with complex psychosis and related severe mental health conditions. The

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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decision point of the model begins with a cohort of 3408 patients who are already
placed in either an independent or NHS ward (CQC 2018).

The perspective was that of the NHS and Personal Social Services (PSS). The price
year is in accordance with NHS Reference Costs 2017/18. Cost data prior to 2018
were adjusted for inflation. Discounting, at a rate of 3.5% was applied to all costs that
are incurred after the first year, as per the NICE reference case. Costing for the
decision tree part of the model is extracted from the same CQC report that provided
probabilities for patients being placed in rehabilitation wards out-of-area or locally. It
is important to note that these are reported as the median unit costs rather than the
mean values and no data on the range of costs were reported, although they could
be assumed to be right skewed. The length of stay in each type of ward was also
informed from the CQC (2018) report. Costs for the community living health states
were informed from a study of 619 service users across 14 regions in the UK
(Killaspy 2016). The committee thought that these values underestimated their
experience of these costs. Therefore, a sensitivity analysis was performed based on
higher cost values for independent living accommodation. The cost of a relapse was
extracted from NHS reference costs 2017/18.

Main findings

According to the base-case results, the hypothetical pathway resulted in lower costs
when compared with the current pathway. The expected costs were £198,538 and
£250,785 for the hypothetical and current pathway respectively. According to these
results, the hypothetical pathway would have an expected cost saving of £52,247. A
Tornado analysis, with incremental costs set as the x-axis, showed that the model
results were particular sensitive to the current and hypothetical probabilities of
leaving a rehabilitation ward and are key drivers in the model. For all included inputs,
an extremely high/low value does not change the results of the deterministic analysis.
That is, the hypothetical pathway remains cost saving when compared to the current
pathway when values are varied one at a time, holding all other values constant.

Strengths/limitations

This analysis is characterised by a number of limitations. Most significantly, the data
for the decision tree part of the model in both treatment strategies was not informed
from the accompanying clinical review owing to a lack of data. Inputs used in this
model on the rate of OAPs, informed from a CQC (2018) report, was advised by the
committee as the best available source of evidence for this patient group. As noted
above, the data extracted from the CQC report was from the narrative text, with no
information provided on the uncertainty of the input values. Consequently, a
probabilistic sensitivity analysis (PSA) was not performed as this would not elicit
meaningful analysis beyond the model’s inherent structural uncertainty.

There was no published data linking health state utilities with OAPs or stays in local
rehabilitation wards. Nor was there utility data between different types of supported
living. Therefore, quality-adjusted life years (QALYs) were not computed for this
model. The committee were unanimous however that OAPs were associated with
poorer clinical outcomes, and that a reduction of these placements would likely lead
to an improvement in such outcomes, and consequently a better health-related
quality of life than would otherwise be the case. If this is the case, a pathway that
reduces OAPs would likely be dominant, that is, both cost saving and more effective.

There is also a limited amount of information on the extent of geographical
dislocation reported in the report which could bias the results of this analysis. For
example, an OAP is defined as being in a different CCG. However, the committee

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

10



DRAFT FOR CONSULTATION
Comparative effectiveness of different types of rehabilitation services

were particularly interested in the proportion of people who are placed far away from
their home and felt there may be many instances when a patient placed in an OAP
may actually be relatively near their home area, albeit in a different CCG. This
economic model did not incorporate a cost utility analysis, but it is likely that the
further an OAP, the greater a utility decrement.

Subject to the aforementioned serious limitations, this analysis provides some
evidence that there may be substantial cost savings from reducing OAPs.

NOoO OB WN -

8 Evidence statements

9 Clinical evidence statements

10 Comparison 1. Intensive case management versus non intensive case
11 management

12 Critical outcomes

13 Social functioning: Compliance with medication - average endpoint sub-scale
14 score (ROMI) - by long term

15 Low quality evidence from 1 RCT (N=239) showed that there was no clinically
16 important difference in long-term compliance scores assessed with the ROMI
17 compliance and non-compliance subscales in those receiving intensive case
18 management compared to those receiving non-intensive case management.

19 Social functioning: Average endpoint score (LSP, high = poor) - by long term

20 Low quality evidence from 1 RCT (N=239) showed that there was no clinically
21 important difference in LSP social functioning scores in those receiving intensive
22 case management compared to those receiving non-intensive case management.

23 Positive outcome of rehabilitation: Accommodation status (various
24 measurements; follow up > 12 months)

25 Low quality evidence from 1 RCT (N=251) showed that there was no clinically
26 important difference in homelessness in those receiving intensive case management
27 compared to those receiving non-intensive case management.

28 Positive outcome of rehabilitation: Living in supported accommodation (follow
29 up > 12 months)

30 Low quality evidence from 1 RCT (N=241) showed that there was no clinically

31 important difference in those living in supported accommodation in those receiving
32 intensive case management compared to those receiving non-intensive case

33 management.

34 Positive outcome of rehabilitation: Accommodation status - long term FUP (8.5
35 years) - homelessness

36 Low quality evidence from 1 RCT (N=214) showed that there was no clinically
37 important difference in homelessness at 8.5 years follow-up in those receiving
38 intensive case management compared to those receiving non-intensive case
39 management.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Important outcomes

Contact with criminal justice system (various measurements; follow up > 12
months)

Very low quality evidence from 2 RCTs (N=959) showed that there was no clinically
important difference in the number of people imprisoned among those receiving
intensive case management compared to those receiving non-intensive case
management.

Very low quality evidence from 1 RCT (N=251) showed that there was no clinically
important difference in the number of people arrested among those receiving
intensive case management compared to those receiving non-intensive case
management.

Achievement of personal recovery goals: Global state - average endpoint score
(HoNOS, high = poor) - by long term

Low quality evidence from 1 RCT (N=239) showed that there was no clinically
important difference in HONOS scores in those receiving intensive case management
compared to those receiving non-intensive case management.

Attendances at Accident and Emergency

No evidence was identified to inform this outcome.

Number of days as inpatient: Average number of days in hospital per month -
by about 24 months

Moderate quality evidence from 21 RCTs (n=2220) showed that there was no
clinically important difference in the average number of days in hospital per month in
those receiving intensive case management compared to those receiving non-
intensive case management.

Activities of daily living

No evidence was identified to inform this outcome.

Quality of life: Average endpoint score (various scales)

Low quality evidence from 1 RCT (N=203) showed that there was no clinically
important difference in short term - overall life satisfaction Quality of life score in
those receiving intensive case management compared to those receiving non-
intensive case management.

Low quality evidence from 1 RCT (N=203) showed that there was no clinically
important difference in medium term - overall life satisfaction Quality of life score in
those receiving intensive case management compared to those receiving non-
intensive case management.

Low quality evidence from 1 RCT (N=526) showed that there was no clinically
important difference in by long term Lancashire Quality of life Profile (LQoLP) score
in those receiving intensive case management compared to those receiving non-
intensive case management.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Low quality evidence from 1 RCT (N=166) showed that there was no clinically
important difference in long term MANSA Quality of life score in those receiving
intensive case management compared to those receiving non-intensive case
management.

Low quality evidence from 1 RCT (N=203) showed that there was no clinically
important difference in overall life satisfaction Quality of life inventory (QOLI) score in
those receiving intensive case management compared to those receiving non-
intensive case management.

Comparison 2: Multi-disciplinary community team management versus treatment

as usual

Critical outcomes

Social functioning

No evidence was identified to inform this outcome.
Positive outcome of rehabilitation

No evidence was identified to inform this outcome.
Important outcomes

Contact with criminal justice system

No evidence was identified to inform this outcome.

Achievement of personal recovery goals

No evidence was identified to inform this outcome.

Attendances at Accident and Emergency

No evidence was identified to inform this outcome.

Number of days as inpatient

No evidence was identified to inform this outcome.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Activities of daily living (personal care, shopping, getting meals, managing the
household chores)

Low quality evidence from 1 RCT (N=107) showed that there was a clinically
important increase in activities of daily living skills assessed by needs assessment
schedule in those receiving multidisciplinary community team management
compared to treatment as usual at 2 years follow-up.

Low quality evidence from 1 RCT (N=35) showed that there was a clinically important
increase in activities of daily living skills assessed by needs assessment schedule in
those receiving multidisciplinary community team management compared to
treatment as usual at 4 years follow-up.

Quality of life
No evidence was identified to inform this outcome.

Comparison 3: Home based rehabilitation versus Hospital outpatient

rehabilitation

Critical outcomes
Social functioning

Low quality evidence from 1 RCT (N=65) showed no clinically important difference in
the change from baseline in social functioning assessed by social functioning scale in
those receiving home based rehabilitation compared to those receiving hospital
outpatient based rehabilitation.

Positive outcome of rehabilitation
No evidence was identified to inform this outcome.
Important outcomes

Contact with criminal justice system

No evidence was identified to inform this outcome.

Achievement of personal recovery goals

No evidence was identified to inform this outcome.

Attendances at Accident and Emergency

No evidence was identified to inform this outcome.

Number of days as inpatient

No evidence was identified to inform this outcome.

Activities of daily living

No evidence was identified to inform this outcome.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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1 Quality of life

Moderate quality evidence from 1 RCT (n=65) showed a clinically important increase
from baseline in quality of life assessed by Lancashire Quality of life scale in those
receiving home based rehabilitation compared to those receiving hospital outpatient
based rehabilitation (n=65, MD=21 (95% CI 11.34 to 30.66))

Economic evidence statements

6

7 There was evidence from the guideline cost analysis that showed a hypothetical

8 rehabilitation pathway, with a reduction in out-of-area placements in inpatient

9 rehabilitation wards, results in cost savings when compared with current rates of out
10 of area placements. This evidence was directly applicable to the UK context.
11 However, owing to the structural uncertainty of the model, this analysis can be
12 characterised as having potentially severe limitations.

13 The committee’s discussion of the evidence

14 Interpreting the evidence
15 The outcomes that matter most

16 Social functioning and positive outcome of rehabilitation were critical outcomes,

17 because effective rehabilitation should enable many service users to participate in
18 society with increased independence. Other important outcomes were selected

19 because rehabilitation may affect overall recovery and reduce the need for

20 healthcare. Important outcomes related to personal recovery were: achievement of
21 personal recovery goals, activities of daily living and quality of life. Important adverse
22 outcomes related to relapse of mental health problems were contact with criminal

23 justice system, number of days as inpatient and attendances at Accident and

24 Emergency.

25 The quality of the evidence

26 Evidence about social function was assessed as low quality using GRADE. There
27 was very low to moderate quality evidence about positive outcome of rehabilitation
28 (reduction in amount of support needed), contact with the criminal justice system,
29 achievement of recovery and number of days as an inpatient. There was low quality
30 evidence about quality of life and activities of daily living.

31 Evidence from RCTs was downgraded for risk of bias (due to lack of blinding or
32 attrition bias) and for imprecision.

33 There was a lack of evidence comparing different types of inpatient rehabilitation
34 services, locked versus open community, early versus late rehabilitation and private
35 versus NHS services.

36 Benefits and harms

37 The evidence did not find a clinically significant difference in the outcomes social

38 functioning, positive outcome of rehabilitation, contact with the criminal justice

39 system, achievement of personal recovery goals, number of days as an inpatient and
40 quality of life in people receiving a comprehensive range of treatment, rehabilitation,
41 and support services with a caseload of 20 people or less compared to those

42 receiving similar services with a caseload of more than 20 people. The committee

43 discussed that, based on the evidence informing this comparison it was difficult to

44 recommend one type of rehabilitation over the other and hence the committee did not

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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make a recommendation regarding caseloads. While discussing different types of
rehabilitation in inpatient and community rehabilitation settings, the committee
acknowledged that inpatient rehabilitation would be more appropriate for some
service users and so they recommended a local rehabilitation pathway including both
inpatient (high-dependency units and community units), and community rehabilitation
services (people supported by the community mental health rehabilitation team in
supported accommodation). They thought that this local rehabilitation pathway would
help to reduce inappropriate care — for example being ‘stuck’ in an acute inpatient
unit or out-of-area placement. The committee agreed that the rehabilitation pathway
should be arranged at the local level (local authority level) to allow full integration
between health and social care (housing is currently arranged at local authority
level), and to minimise the number of people who would need to be sent out of area
for care.

The committee did not specify the number of inpatient or community units needed in
each local rehabilitation pathway, given that needs vary according to the local
population. Instead they agreed that the joint strategic needs assessment would
provide the information needed to commission the balance of services needed in
each area. The committee identified key groups to be aware of in the needs
assessment — those people that are most likely to need local rehabilitation services,
and those people who might need high dependency, highly specialist or longer term
rehabilitation services.

There was some evidence, and committee experience, supporting the provision of
community rehabilitation through a multidisciplinary team. The committee also
considered that inpatient rehabilitation services would require a multidisciplinary team
to be effective, and so recommended a multidisciplinary team for all settings. The
committee were aware that there is a national scheme for accredited rehabilitation
psychiatrists. Psychiatrists can achieve this competency through the local Deaneries
and the Royal College of Psychiatrists as part of a psychiatrist's training, which is
then included in their Certificate of Completion of Specialist Training (CCST) in
psychiatry. The committee noted in the recommendation that the multidisciplinary
team should include ‘rehabilitation psychiatrists’, to help avoid psychiatrists with
limited rehabilitation competence being assigned to rehabilitation services. The
committee were not aware of accreditation schemes for other members of the team.
The committee noted the core roles that should be included in the team in the
recommendation based on their experience, and also recommended that this team
have access to a number of other health professionals to ensure the provision of
sufficient mental and physical healthcare in rehabilitation.

The committee agreed that the multidisciplinary community mental health
rehabilitation team would manage mental health problems and meet people’s
rehabilitation and social support needs in the community, coordinating the care of a
small group of service users, using a shared team caseload approach. The
committee agreed this team should have the flexibility to alter care levels so as to
see people daily at times of relapse or crisis and that the consultant psychiatrists and
psychologist on the team should be able to see people at home when needed. The
committee acknowledged, based on their experience, that the remit of the community
mental health rehabilitation team may vary from one local area to another depending
on the provision of other community based services, but that the remit of the team
should be clearly specified. It was also agreed by the committee that supported
accommodation can be provided in a number of different ways and from their
experience the committee felt it important that community mental health rehabilitation
teams should be able to provide rehabilitation services to each of these settings.
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The committee acknowledged that it would be impractical to provide highly specialist
or long term high dependency rehabilitation services in the local rehabilitation
pathway. The size of the population requiring these services in the local area is likely
to be too small. The committee agreed this would be best achieved at a regional level
and may require an out of area placement.

The committee recommend limiting the use of out-of-area placements except to
people with these highly specialist needs, which was supported by economic
evidence (see below). The committee were aware of evidence suggesting that for
many of the people in out-of-area placements, it could be appropriate to offer them
rehabilitation in local units (Killaspy 2009). Local units also help to maintain contact
between service users and their families, communities and local support networks or
activities such as peer support groups. The committee recommended that existing
local funding panels should ensure out of area placements are used only when the
care cannot be offered locally. They also recommended regular reviews of people
receiving care in out-of-area placements by a designated care manager within the
community mental health rehabilitation team. The committee shared anecdotal
reports of people being in out-of-area placements for many years, without clinical
oversight from the person’s local area, in placements that were no longer suitable. To
avoid people in out-of-area placements becoming isolated, plans should be put in
place to return them to their locality at the earliest possible opportunity, and in the
meantime they should be supported to maintain contact with friends and family. The
committee also agreed that service users and their carers should receive written
information about their out-of-area placement, so they have this information to hand
and know their rights about the placement.

The committee noted the lack of comparative evidence between services provided by
the independent sector and the NHS. The committee acknowledged that the
independent sector is an important provider of rehabilitation services; however, the
services they provide are often a long way from where the patients and their families
live, and from the local area that funds the placement. Many independent units are
locked and lengths of stay are considerably longer (hence costlier) than equivalent
NHS provision. Although these observed drawbacks were known and considered by
the committee, there is little systematic and reliable evidence on the characteristics of
users of these services or the effectiveness of these units. The committee therefore
recommended a research recommendation on these issues.

Cost effectiveness and resource use

The committee acknowledged that people with complex psychosis will have often
been unwell over an extended period and would usually have had multiple
readmissions to hospital prior to accessing rehabilitation services. It was noted that
many NHS mental health trusts have reduced the number of inpatient rehabilitation
units. As a result, the committee were of the view that this reduction has driven the
increase in the number of placements in the independent sector, which are often
characterised as ‘locked rehabilitation’ wards and are associated with having a higher
proportion of patients dislocated from a patient’'s home. It was the committee’s view
that these ‘locked’ wards had a length of stay which contravened the principles of
rehabilitation and that there would also be substantial cost savings were there to be
more community rehabilitation services available for patients to be discharged to.
The committee were also in agreement that reducing out-of-area placements would
be beneficial for patient outcomes.

A costing analysis was developed for this guideline, comparing the costs between a
hypothetical reduction in out-of-area placements. The model also integrates the
impact on downstream costs along the rehabilitation pathway based on discharge
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rates to supported housing. The results suggested that a reduction in out-of-area
placements, and higher rate of referral to more independent living would be cost
saving. The committee were also in agreement that reducing out-out-area
placements would improve clinical outcomes for people with complex psychosis as
well as their quality of life. The cost saving shown in the model is based on people
with complex psychosis being referred less often out-of-area, currently mostly in
independent wards, and more often to local wards, currently mostly in NHS wards.
The committee noted that these results could imply a potentially significant resource
impact if this requires many trusts to open NHS wards. However, it was also noted
that their recommendations are consistent with a policy directive to reduce out-of-
area placements and are recommended best practice. It was acknowledged that this
resource impact might not be as large as implied by this analysis, as the independent
sector may be able to make appropriate adjustment to be more geared towards
providing a rehabilitation service in accordance with NHS wards.

Whilst the economic analysis implies an overall large cost saving, there may be a
high resource impact for Local Authorities as the people are discharged at a faster
rate to supported accommodation. Whilst the components of funding vary between
individuals, Local Authorities commission the provision of community accommodation
for people who have been originally detained under Section 3 of the Mental Health
Act 1983 (as amended). To some degree, this resource impact may be offset by
faster transitions between different levels of supported accommodation such as a
reduction in residential care, and an increase in more independent modes of living
such as supported housing and floating support. Nevertheless, the overall health
benefits of people spending more time in contact with community based services,
and less in inpatient facilities would override any additional resource impact.

The definition of out-of-area placements was informed by the mental health
rehabilitation services report (CQC 2018) report which classified an out-of-area
placement as placing a person with complex psychosis in a different clinical
commissioning group area than their original one. The committee expressed the view
that people placed the furthest away from their home would fare the worst regarding
clinical outcomes. However, the committee noted that the data, as reported in the
CQC (2018) report did not present the extent of geographical dislocation.
Nevertheless, it was noted that those in independent wards resided, on average,
49km away from their home address compared with those in NHS wards who resided
14km away.
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1 Appendices

2 Appendix A — Review protocols

3 Review protocol for review question 2.2: What is the comparative effectiveness of different types of rehabilitation services?

4 Table 3: Review protocol for comparative effectiveness of different types of rehabilitation services

Field (based on PRISMA-P) Content

Review question What is the comparative effectiveness of different types of rehabilitation services?

Type of review question Intervention review

Objective of the review This review aims to compare the effectiveness of different models of rehabilitation service provision, both within the
community and in inpatient units.

Eligibility criteria — population Adults (aged 18 years and older) with complex psychosis and other related mental health conditions (as defined in
scope).

Studies with mixed populations should include at least 66% with complex psychosis and related severe mental
health conditions. Mixed study population will be examined in a sensitivity analysis as a potential source of
heterogeneity.
Eligibility criteria — intervention(s) Rehabilitation services:
e Inpatient
o Hospital based high dependency unit
o Community based inpatient unit
o Longer term high dependency/complex care
e Community
o Community rehabilitation team
o Community mental health/recovery team
Eligibility criteria — ¢ Inpatient rehabilitation services compared with each other
comparator(s)/control o Community rehabilitation services compared with each other.
o Early versus late
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Field (based on PRISMA-P)

Outcomes and prioritisation

Eligibility criteria — study design
Other inclusion exclusion criteria

Proposed sensitivity/sub-group
analysis, or meta-regression

Content

¢ Private versus NHS

Critical

¢ Social functioning (including management of own mental + physical health)
¢ Positive outcome of rehabilitation:

o for inpatients - discharge to a sustained community placement (successful community living/ accommodation
instability / placement breakdown)

o for those in community placement — sustained move to a less supported placement
o for those with carers - reduction in amount of support required from carers
Important
¢ Contact with criminal justice system
o Achievement of personal recovery goals
¢ Attendances at A&E
o Number of days as inpatient
¢ Activities of daily living
e Quality of life
RCTs. If no RCTs are available for any of the interventions, comparative observational studies will be considered.
Date limit: 1990

The date limit for studies after 1990 was suggested by the GC considering the change in provision of mental health
services from institutionalized care in the 1970s to deinstitutionalise and community based care from 1990s
onwards.

Country limit: UK, USA, Australasia, Europe, Canada. The GC limited to these countries because they have similar
cultures to the UK, given the importance of the cultural setting in which mental health rehabilitation takes place

Confounders that will be used to explore heterogeneity:
¢ Local availability of the rehab. service (e.g out of are treatments (OATSs))

¢ Value based culture / social engagement (including therapeutic relationships — family, carers; team
sports/activities)

o Family involvement
e Black, Asian and minority ethnic groups
¢ Differences in healthcare systems

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

21


http://www.prisma-statement.org/Extensions/Protocols.aspx

DRAFT FOR CONSULTATION

Comparative effectiveness of different types of rehabilitation services

Field (based on PRISMA-P)

Selection process — duplicate
screening/selection/analysis

Data management (software)

Information sources — databases and
dates

Identify if an update
Author contacts

Highlight if amendment to previous
protocol

Search strategy — for one database

Data collection process —
forms/duplicate

Data items — define all variables to be
collected

Methods for assessing bias at
outcome/study level

Content

Observational studies should adjust for the following:
o Age

e Measure of clinical severity

e Gender

A random sample of the references identified in the search will be sifted by a second reviewer. This sample size of
this pilot round will be 10% of the total, (with a minimum of 100 studies). All disagreements in study inclusion will be
discussed and resolved between the two reviewers. The senior systematic reviewer or guideline lead will be
involved if discrepancies cannot be resolved between the two reviewers.

NGA STAR software will be used for study sifting, data extraction, recording quality assessment using checklists
and generating bibliographies/citations.

RevMan will be used to generate plots and for any meta-analysis.

‘GRADEpro’ will be used to assess the quality of evidence for each outcome

Potential sources to be searched: Medline, Medline In-Process, CCTR, CDSR, DARE, HTA, Embase, PsycINFO
Limits (e.g. date, study design):

Apply standard animal/non-English language exclusion

Dates: from 1990

Not an update

For details please see https://www.nice.org.uk/guidance/indevelopment/gid-ng10092

For details please see section 4.5 of Developing NICE guidelines: the manual 2014

For details please see appendix B.

A standardised evidence table format will be used, and published as appendix D (clinical evidence tables) or H
(economic evidence tables).

For details please see evidence tables in appendix D (clinical evidence tables) or H (economic evidence tables).

Standard study checklists were used to critically appraise individual studies. For details please see section 6.2 of
Developing NICE guidelines: the manual 2014.
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Field (based on PRISMA-P)

Criteria for quantitative synthesis

Methods for quantitative analysis —
combining studies and exploring
(in)consistency

Meta-bias assessment — publication
bias, selective reporting bias

Confidence in cumulative evidence
Rationale/context — what is known

Describe contributions of authors and
guarantor

Sources of funding/support
Name of sponsor

Roles of sponsor

PROSPERO registration number

Content

The risk of bias across all available evidence was evaluated for each outcome using an adaptation of the ‘Grading
of Recommendations Assessment, Development and Evaluation (GRADE) toolbox’ developed by the international
GRADE working group http://www.gradeworkinggroup.org/.

For details please see section 6.4 of Developing NICE guidelines: the manual 2014

For details please see the methods supplementary document.

For details please see section 6.2 of Developing NICE guidelines: the manual 2014.

For details please see sections 6.4 and 9.1 of Developing NICE guidelines: the manual 2014
For details please see the introduction to the evidence review in the main file.

A multidisciplinary committee developed the evidence review. The committee was convened by the National
Guideline Alliance (NGA) and chaired by Dr Gillian Baird in line with section 3 of Developing NICE guidelines: the
manual 2014.

Staff from the NGA undertook systematic literature searches, appraised the evidence, conducted meta-analysis and
cost effectiveness analysis where appropriate, and drafted the guideline in collaboration with the committee. For
details please see the methods see supplementary document.

The NGA is funded by NICE and hosted by the Royal College of Obstetricians and Gynaecologists.

The NGA is funded by NICE and hosted by the Royal College of Obstetricians and Gynaecologists.
NICE funds NGA to develop guidelines for those working in the NHS, public health and social care in England
Not applicable

A&E: accident and emergency; CCTR: Cochrane Controlled Trials Register; CDSR: Cochrane Database of Systematic Reviews; DARE: Database of Abstracts of Reviews of
Effects; GC: guideline committee; GRADE: Grading of Recommendations Assessment, Development and Evaluation; HTA: Health Technology Assessment; MID: minimally
important difference; NGA: National Guideline Alliance; NHS: National health service; NICE: National Institute for Health and Care Excellence; OATS: out of area treatments;
RCT: randomised controlled trial; RoB: risk of bias; SD: standard deviation
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1 Appendix B — Literature search strategies

2 Literature search strategies for review question 2.2: What is the
3 comparative effectiveness of different types of rehabilitation services?

4 Databases: Embase/Medline/Psycinfo
5 Date searched: 04/02/2019

1 exp psychosis/

2 exp schizophrenia/

3 schizoaffective psychosis/

4 exp bipolar disorder/

5 Depressive psychosis/

6 Delusional disorder/

7 mental disease/

8 or/1-7

9 8 use emczd

10 Psychotic disorders/

11 exp schizophrenia/ or exp "schizophrenia spectrum and other psychotic disorders"/
12 exp "Bipolar and Related Disorders"/

13  mental disorders/

14 or/10-13

15 14 use ppez

16  exp psychosis/

17  exp schizophrenia/ or "fragmentation (schizophrenia)"/

18  schizoaffective disorder/

19  exp bipolar disorder/

20  delusions/

21 mental disorders/

22 or/16-21

23 22 use psyh

24 (psychos?s or psychotic).tw.

25 (schizophren* or schizoaffective*).tw.

26 ((bipolar or bipolar type) adj2 (disorder* or disease or spectrum)).tw.
27 (delusion* adj3 (disorder* or disease)).tw.

28 (psychiatric adj2 (illness* or disease* or disorder* or disabilit* or problem*)).tw.
29 ((severe or serious) adj3 (mental adj2 (illness* or disease* or disorder* or disabilit* or problem*))).tw.
30 (complex adj2 (mental adj2 (illness* or disease* or disorder* or disabilit* or problem*))).tw.
31 or/24-30

32 9or15o0r23or 31

33  High dependency unit/

34 Rehabilitation center/

35  Community based rehabilitation/

36  *community mental health center/

37  0or/33-36

38 37 use emczd

39  rehabilitation centers/

40  *Community Mental Health Centers/

41 or/39-40

42 41 use ppez

43  *Community Mental Health Centers/

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

24



DRAFT FOR CONSULTATION

44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69

rehabilitation centers/

43 or 44

45 use psyh

high dependency.tw.

((inpatient or in-patient or long-stay) adj2 (rehabilitation or rehabilitative)).tw.
(rehab* adj2 ward*).tw.

(lock* adj2 ward* adj2 treatment®).tw.

(open adj2 ward* adj2 (rehabilitation or treatment*)).tw.
(Low adj2 secure).tw.

((lock* or open) adj communit*).tw.

(communit* adj3 rehabilitation).tw.

(community-based and rehabilitation).tw.
(Community-based adj3 (inpatient or in-patient)).tw.
(communit* adj2 team®).tw.

community mental health team*.tw.

(communit* adj2 placement).tw.

(Rehabilitation adj2 service*).tw.

"out of area".tw.

38 or 42 or 46 or 47 or 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57 or 58 or 59 or 60 or 61
32 and 62

limit 63 to (yr="1990 - current" and english language)
limit 64 to yr="2005 -current"

limit 64 to yr="1990 - 2004"

remove duplicates from 65

remove duplicates from 66

67 or 68

2 Database: Cochrane Library

3  Date searched: 04/02/2019
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MeSH descriptor: [Psychotic Disorders] explode all trees

(psychos?s or psychotic):ti,ab,kw

MeSH descriptor: [Schizophrenia] explode all trees

MeSH descriptor: [Schizophrenia Spectrum and Other Psychotic Disorders] explode all trees
(schizophren* or schizoaffective*):ti,ab,kw

MeSH descriptor: [Bipolar Disorder] explode all trees

(((bipolar or bipolar type) near/2 (disorder* or disease or spectrum))):ti,ab,kw

MeSH descriptor: [Delusions] this term only

((delusion* near/3 (disorder* or disease))):ti,ab,kw

MeSH descriptor: [Mental Disorders] this term only

((psychiatric near/2 (illness* or disease* or disorder* or disabilit* or problem*))):ti,ab,kw

(((severe or serious) near/3 (mental adj2 (illness* or disease* or disorder* or disabilit* or problem*)))):ti,ab,kw
((complex near/2 (mental adj2 (illness* or disease* or disorder* or disabilit* or problem*)))):ti,ab,kw
(#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #38 OR #9 OR #10 OR #11 OR #12 OR #13)
MeSH descriptor: [Rehabilitation Centers] this term only

MeSH descriptor: [Community Mental Health Centers] this term only

(high dependency):ti,ab,kw

((inpatient or in-patient or long-stay) near/2 (rehabilitation or rehabilitative)):ti,ab,kw

(rehab* near/2 ward*):ti,ab,kw

(lock* near/2 ward* near/2 treatment*):ti,ab,kw
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21
22
23
24
25
26
27
28
29
30
31
32
33

34

(open near/2 ward* near/2 (rehabilitation or treatment*)):ti,ab,kw
(Low near/2 secure):ti,ab,kw

((lock* or open) near communit*):ti,ab,kw

(communit* near/3 rehabilitation):ti,ab,kw

(community-based and rehabilitation):ti,ab,kw
(Community-based near/3 (inpatient or in-patient)):ti,ab,kw
(communit* near/2 team*):ti,ab,kw

(community mental health team®):ti,ab,kw

(communit* near/2 placement):ti,ab,kw

(Rehabilitation near/2 service*):ti,ab,kw

("out of area"):ti,ab,kw

(communit* near/2 recover* near/2 (team* or service*)):ti,ab,kw

(#15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28
OR #29 OR #30 OR #31 OR #32)

#14 AND #33 with Cochrane Library publication date Between Jan 1990 and Feb 2019

1 Database: CRD
2 Date searched: 04/02/2019

0 N o o b~ WDN -

MeSH DESCRIPTOR Psychotic Disorders EXPLODE ALL TREES IN DARE,HTA

(psychos*s or psychotic) IN DARE, HTA

MeSH DESCRIPTOR Schizophrenia EXPLODE ALL TREES IN DARE,HTA

(schizophren* or schizoaffective*) IN DARE, HTA

MeSH DESCRIPTOR Bipolar Disorder EXPLODE ALL TREES IN DARE,HTA

(((bipolar or bipolar type) NEAR2 (disorder* or disease or spectrum))) IN DARE, HTA

MeSH DESCRIPTOR Delusions IN DARE,HTA

(delusion* NEARS3 (disorder* or disease)) IN DARE, HTA

MeSH DESCRIPTOR Mental Disorders IN DARE,HTA

(psychiatric NEARZ2 (illness* or disease* or disorder* or disabilit* or problem*)) IN DARE, HTA
((severe or serious) NEAR3 (mental NEAR2 (iliness* or disease* or disorder* or disabilit* or problem*))) IN DARE, HTA
(complex NEAR2 (mental NEAR?2 (illness* or disease* or disorder* or disabilit* or problem*))) IN DARE, HTA
#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12

MeSH DESCRIPTOR Rehabilitation IN DARE,HTA

MeSH DESCRIPTOR Rehabilitation, Vocational IN DARE,HTA

MeSH DESCRIPTOR Residential Facilities IN DARE,HTA

MeSH DESCRIPTOR Assisted Living Facilities IN DARE,HTA

MeSH DESCRIPTOR Halfway Houses IN DARE,HTA

(resident* NEAR (care or centre or center)) IN DARE, HTA

((inpatient or in-patient or long-stay) NEARS3 (psychiatric or mental health)) IN DARE, HTA
((Support*) NEAR (hous* or accommodat* or living)) IN DARE, HTA

(halfway house* or assist* living) IN DARE, HTA

(rehabilitation or rehabilitative or rehabilitate) IN DARE, HTA

#14 OR #15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23

#13 AND #24
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1 Appendix C — Clinical evidence study selection

2 Clinical study selection for review question 2.2: What is the comparative
3 effectiveness of different types of rehabilitation services?

4
Figure 1: Study selection flow chart
Titles and abstracts
identified, N= 4270
: <
Full copies retrieved Excluded, N=4210
and assessed for (not relevant population,
eligibility, N= 60 design, intervention,
comparison, outcomes,
unable to retrieve)
Publications included Publications excluded
in review, N=3 from review, N= 57
(refer to excluded
studies list)
5
6
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1 Appendix D — Clinical evidence tables

2 Clinical evidence tables for review question 2.2: What is the comparative effectiveness of different types of rehabilitation
3 services?

4  Table 4: Clinical evidence tables (insert using Smart Paste from STAR and then reformat if needed

Study details

Full citation

Dieterich, M., Irving, C.
B., Bergman, H.,
Khokhar, M. A., Park, B.,
Marshall, M., Intensive
case management for
severe mental illness,
Cochrane Database of
Systematic Reviews,
2017 (1) (no pagination),
2017

Ref Id

894151

Countryl/ies where the
study was carried out

International: included
trials from Australia,
Canada, USA, Europe;
and one trial from China.

Study type
Systematic review

Aim of the study

Participants

Sample size

40 trials with 7524
participants were included.

Characteristics

20/40 trials included
patients with "severe
mental illness" - the
definition of this varied
across studies from
schizophrenic disorder
alone to wider diagnostic
groups including
schizophrenic, affective,
and personality disorder.
18/40 trials involved
patients with various
diagnoses but the majority
had a psychotic disorder.
In two trials it was unclear
what diagnostic criteria
were used.

The overall mean age
(reported in 32/40 trials)

Interventions

Interventions

29 trials compared intensive case
management (ICM) with standard
care. 12 trials compared ICM with
non-ICM.

Intensive case management was
defined as: where the majority of
people received a package of
care based on the: Assertive
Community Treatment model,
Assertive Outreach model or
Case Management model. With a
caseload of 20 people or less.
Non-intensive case management
was defined as: where the
majority of people received a
package of care based on the:
Assertive Community Treatment
model, Assertive Outreach model
or Case Management model.
With a caseload of more than 20
people.

Standard care was defined as:
where the majority of people

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

Outcomes and Results

Results

Primary outcome was
service use (days in
hospital and not
remaining in contact with
psychiatric services).
Secondary outcomes
were: service use
(readmission, use of
emergency services,
adverse effects, global
state, social functioning,
mental state, behaviour,
quality of life, satisfaction
and costs.

Follow-up was grouped
as follows: short term (up
to 6 months), medium
term (6 to 12 months) and
long term (over 12
months).
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Comments

Limitations

ROBIS checklist summary
Concerns regarding specification
of study eligibility criteria. LOW
CONCERN

Concerns regarding methods
used to identify and/or select
studies. LOW CONCERN
Concerns regarding methods
used to collect data and
appraise studies. LOW
CONCERN

Concerns regarding methods
used to synthesize results. LOW
CONCERN

Risk of bias: Low

Risk of bias for individual
outcomes is based on the critical
appraisal reported in the review

Other information
None
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Study details

1) To compare the
effectiveness of intensive
case management
versus standard care in
people with severe
mental illnesses

2) To compare the
effectiveness of intensive
case management
versus non intensive
case management in
people with severe
mental illnesses

Study dates

Literature search date
was 2015.

Source of funding

The study was carried
out by the Cochrane
Schizophrenia Group.
The National Institute for
Health Research (NIHR)
is the largest single
funder of this group.

Participants
was 38 years.

All trials were in the
community setting.

Inclusion criteria

Studies with:

1) Study design:
Randomised controlled
trials (RCTs), quasi
randomised controlled
trials and economic
evaluations accompanying
RCTs

2) Population: Age
between 18 and 65 years
and a diagnosis of severe
mental illness

or schizophrenia,
schizophrenia-like
disorders, bipolar disorder,
depression with psychotic
features or/

and personality disorder;
and not having acute
illness and being treated in
a community setting

3) Intervention: Intensive
case management
including assertive
community treatment,
assertive outreach model
and case management
model, with a case load of

Interventions Outcomes and Results

received a community or
outpatient model of care not
specifically shaped on either the
model of Assertive Community
Treatment and Case
Management, and not working
within a designated named
package or approach to care.
Standard care was variable
across trials in different countries
at different time periods.
Presence of further specialised
services, such as rehabilitation or
psychotherapist services, were
variable within standard care
services. In some studies, both
ICM and standard care
incorporated services for
substance abuse treatment and
homelessness care.

The comparison ICM vs Non ICM
is of relevance to the guideline
because it compares: a
comprehensive range of
treatment, rehabilitation, and
support services with a caseload
of 20 people or less versus
similar range of treatment,
rehabilitation, and support
services with a case load higher
than 20.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Study details

Full citation

Gater, R., Goldberg, D.,
Jackson, G., Jennett, N.,
Lowson, K., Ratcliffe, J.,
Saraf, T., Warner, R.,
The care of patients with
chronic schizophrenia: A
comparison between two
services, Psychological
medicine, 27, 1325-
1336, 1997

Ref Id

974403

Countryl/ies where the
study was carried out

United Kingdom

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of

Participants Interventions

up to 20 people for
intensive and more than 20
for non-intensive case
management.

4) Outcomes: Service use,
adverse effects, global
state, social functioning,
mental state, behaviour,
quality of life, satisfaction,
costs

Exclusion criteria

1) Studies with
observational study design
2) Studies with participants
having substance abuse
disorder alone

Sample size Interventions

108 Intervention: Multi-disciplinary
community team with close links
with primary care

Control: Traditional services at
district general hospital

Characteristics

Age (mean):
Intervention: 47 years
Control: 43 years
Females:

Intervention: 31%
Control: 51%

Time since first recorded
contact with psychiatric
services (years):
Intervention: 15 years
Control: 14 years

psychiatric unit

rehabilitation services DRAFT (January 2020)

Outcomes and Results

Results

Activities of daily living
assessed using Needs for
Care schedule (personal
care, shopping, getting
meals, managing the
household chores):

At 2-year follow-up:
Intervention: 40/48
Control: 36/59

At 4-year follow-up:
Intervention: 11/14
Control: 7/21

Quality of life (assessed
using Lancashire Quality
of Life Scale):
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Comments

Limitations

Risk of bias assessed with
Cochrane risk of bias
assessment tool

Risk of bias assessed using the
Cochrane risk of bias
assessment tool

Random sequence generation:
unclear risk;

Allocation concealment: unclear
risk, allocation concealment not
described

Blinding of participants and
personnel: high risk; blinding of
participants not described
Blinding of outcome assessment:
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Study details
Study type
Cluster RCT

Aim of the study

To compare the
effectiveness of multi-
disciplinary community
team service with close
links to primary care with
traditional psychiatric
service in district general
hospital psychiatric unit

Study dates

Details not reported. The
intervention was offered
during 1990 (as
mentioned in reference
to staff working time
equivalent on pg. 1327)

Source of funding

This study was funded
by the Department of
Health and the North
West Regional Health
Authority.

Full citation

Lavelle, E; ljaz, A;
Killaspy, H, Mental
Health Rehabilitation and
Recovery Services in

Participants

Inclusion criteria

1) Age between 16 and 65
years

2) Diagnosis of
schizophrenia

3) Symptoms or
medication started at least
2 years before the study

Exclusion criteria

1) Only patients with
severe handicap

2) Severe forensic
problems

3) Drug dependence

Sample size

229 patients recruited from
5 centres. 126 (63%) were
receiving mental health
rehabilitation services and

Interventions

Interventions

Rehabilitation services (N=126):

12% were in inpatient rehab
wards, 19% in high support
hostel, 16% in medium support

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

Outcomes and Results

Results

Successful progress over
the 18 month study period
was defined in two ways:
1) If recruited as an

31

Comments

low risk; assessors not blinded to
allocation, but bias minimized by
consensus ratings with two blind
raters

Attrition bias: high risk; 20%
patients referred declined to take
part in the study.

Selective reporting: low risk; all
outcomes reported in sufficient
detail for analysis

Other bias: low risk

Other information
None

Limitations
RoBINs-I checklist summary:

Bias due to confounding:
(moderate - some differences
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Study details

Ireland: a multicentre
study of current service
provision, characteristics
of service users and
outcomes for those with
and without access to
these services, 2011

Ref Id
1000656

Countryl/ies where the
study was carried out

Ireland
Study type
Multicentre audit

Aim of the study

i) describe current
rehabilitation service
provision in Ireland; ii)
describe a
representative sample of
users of these services
and investigate clinical
outcomes and costs for
those receiving and
those wait listed for
rehabilitation; iii)
investigate service and
service user
characteristics
associated with better
clinical outcomes.

Participants

were included in the
comparison.

Characteristics
Diagnosis: 82%
schizophrenia, 8%
schizoaffective disorder,
10% bipolar disorder. 64%
participants were male with
a mean age of 45 years.

Inclusion criteria

Clinical diagnosis of a
severe and enduring
mental health problems
(schizophrenia,
schizoaffective disorder,
bipolar affective disorder)
and a history of high use of
inpatient services (at least
six admissions over their
lifetime or at least three
admissions or 180
inpatient days within the
last two years). Treated in
one of five mental health
services located in urban
and rural areas of Ireland:
St Ita's Hospital, Dublin; St
Loman's Hospital, Dublin;
Cavan/Monaghan; Clare;
St Senan's Hospital,
Wexford. Each centre

Interventions

hostel, 10% in low support hostel,
20% with family or friends, 22%
were independent tenancy or
own home.

For the waiting list control group:
66/74 (89%) were living in the
community and 8/74 (11%) were
inpatients.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

Outcomes and Results
inpatient, having been
discharged from hospital
and able to maintain a
community placement
without placement
breakdown or
readmission to hospital; if
recruited as a community
patient, maintaining the
community placement or
moving to less supported
accommodation without
any admission to hospital;

Successful progress in
rehabilitation was more
likely in those receiving
rehabilitation in
community compared to
those in hospital settings.
(n =126, OR 14.39, 95%
Cl 3.79to 54.54) at 18
months follow-up.
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Comments

between those in rehabilitation &
those on wait-list in terms of
employment & accommodation)
Bias in selection of participants
into the study: (low)

Bias in classification of
interventions: (moderate -
rehabilitation based on Vision for
Change criteria for specialist
mental health rehabilitation
services but potential differences
between units)

Bias due to deviations from
intended interventions: low

Bias due to missing data: low
Bias in measurement of
outcomes: low

Bias in selection of the reported
result: low

Overall bias: moderate risk of
bias

Other information
None
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Study details

Study dates
2007 - 2010

Source of funding

Funded by the Mental
Health Commission
Research Scholarship
Programme

Full citation

Sellwood, W., Thomas,
C. S., Tarrier, N., Jones,
S., Clewes, J., James,
A., Welford, M., Palmer,
J., McCarthy, E., A
randomised controlled
trial of home-based
rehabilitation versus

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of

Participants

aimed to recruit 25
participants in receipt of
rehabilitation services and
15 participants receiving
standard care from the
local mental health service
who had been referred for
rehabilitation (wait listed).

Exclusion criteria

In order to minimise a
“dose” effect of
rehabilitation, those
patients most recently
taken on for rehabilitation
(within the last 12 months)
were recruited first.
Recruitment was extended
to those who had received
rehabilitation longer than
this only if 25 participants
had not been recruited in a
given rehabilitation centre.

Sample size
65

Characteristics

Age (mean, SD):
Home-based rehabilitation
(n=29): 42.5(9.9) years
Hospital outpatient

rehabilitation services DRAFT (January 2020)

Interventions

Interventions

Home-based rehabilitation
(n=29): The home-based

rehabilitation intervention was in
addition to any existing treatment,
and was composed of a highly
individualised treatment package
prepared by an occupational

therapist and a clinical

Outcomes and Results

Results
Follow up: 9 months

Social function (assessed
using Social functioning
scale, mean(SD))

Home-based
rehabilitation (n=29):
Pre-intervention:

33

Comments

Limitations

Risk of bias assessed with
Cochrane risk of bias
assessment tool

Risk of bias assessed using the
Cochrane risk of bias
assessment tool

Random sequence generation:
unclear risk;
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Study details
outpatient-based
rehabilitation for patients
suffering from chronic
schizophrenia, Social
Psychiatry & Psychiatric
EpidemiologySoc
Psychiatry Psychiatr
Epidemiol, 34, 250-3,
1999

Ref Id

766915

Countryl/ies where the
study was carried out

United Kingdom
Study type
RCT

Aim of the study

To compare the
effectiveness of home
based rehabilitation
versus outpatient based
rehabilitation service in
people with chronic
schizophrenia

Study dates
1993 to 1995

Source of funding
Not reported

Participants

rehabilitation (n=36):
38.2(8.6) years

Age at first admission
(mean, SD):

Home-based rehabilitation
(n=29): 26.2(6.7) years
Hospital outpatient
rehabilitation (n=36):
25.9(6.8) years

Living group:

Home-based rehabilitation:
Alone: 10/29, Family: 8/29,
Staffed home: 10/29,
Unstaffed home: 1/29,
Other:0/29;

Hospital outpatient
rehabilitation:

Alone: 6/36, Family: 14/36,
Staffed home: 10/36,
Unstaffed home: 2/36,
Other:4/36

Inclusion criteria

1) Diagnosis of
schizophrenia using DSM
IV criteria

2) Duration of illness 2
years or more

Exclusion criteria

Interventions

psychologist in partnership with
the patient and any other
agencies that were involved,
including informal carers. The
home-based treatment was
individualised and tailored
according to patient needs and
included problems of everyday
living such as domestic and self-
care, budgeting, shopping and
cooking; time management, work
and leisure; and psychosocial
interventions such as prevention
of psychotic relapse, cognitive
behavioural approaches for
positive symptom management,
family intervention and
modification of challenging
behaviour.

Hospital outpatient rehabilitation
(n=36): The outpatient treatment
intervention consisted of
outpatient follow-up every 2 to 3
months by a consultant
psychiatrist or a trainee
psychiatrist, with support from
community psychiatric nursing,
day hospital and outpatient
(hospital-based) occupational
therapy, and outpatient
psychology.

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)

Outcomes and Results
98.3(10.3)
Post-intervention: 101.2
(10.4)

Hospital outpatient
rehabilitation (n=36):
Pre-intervention: 99.6
(8.7)

Post-intervention: 101.1
(9.6)

Quality of life (assessed
using Lancashire Quality
of Life Scale, mean(SD))
Home-based
rehabilitation (n=29):
Pre-intervention: 41.4
(26.1)

Post-intervention: 55.1
(26.2)

Hospital outpatient
rehabilitation (n=36):
Pre-intervention: 58.2
(30.0)

Post-intervention: 50.9
(30.0)
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Comments

Allocation concealment: unclear
risk, allocation concealment not
described

Blinding of participants and
personnel: high risk; blinding of
participants not described
Blinding of outcome assessment:
low risk; blinding of assessors
Attrition bias: high risk; 30%
patients referred declined to take
part in the study, 22% before
and a further 8% after
randomisation.

Selective reporting: low risk; all
outcomes reported in sufficient
detail for analysis

Other bias: low risk

Other information
None
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1) Age more than 65 years
2) Those with primarily
alcohol or drug related
problems

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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1 Appendix E — Forest plots

2 Forest plots for review question 2.2: What is the comparative effectiveness
3 of different types of rehabilitation services?

Figure 2: Comparison 1. Intensive case management versus non intensive case
management; Social functioning: Compliance with medication - average
endpoint sub-scale score (ROMI) - by long term

INTENSIVE CASE MANAGEMENT NOMN-INTENSIVE CASE MANAGEMENT  Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total IV, Fixed, 95% Cl IV, Fixed, 95% CI
1.1.1 compliance sub-scale (high = good)
REACT-Ul 2002 6.7 2.6 124 6.1 28 115 0.60[-0.05, 1.28] —
1.1.2 non-compliance sub-scale (high = poor)
REACT-Ul 2002 108 43 124 11.4 38 115 -0.60 [-1.63, 0.43] —t
B b ; §

Favours Mon-ICM  Favours ICM

ClI: confidence interval; ICM: intensive case management; |V: inverse variance; ROMI: rating of medication
influences; SD: Standard deviation

4
Figure 3: Comparison 1. Intensive case management versus non intensive case
management; Social functioning: Average endpoint score (LSP, high = poor)
- by long term
INTENSIVE CASE MANAGEMENT NOMN-INTENSIVE CASE MANAGEMENT  Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total IV, Fixed, 95% Cl IV, Fixed, 95% CI
REACT-UK 2002 1149 16.4 124 1158 197 114 400061, 8.61]
20 o0 0 10 20
Favours Non ICM  Favours ICM
ClI: confidence interval; ICM: intensive case management; IV: inverse variance; LSP: life skKills profile; SD:
Standard deviation
5
6
Figure 4: Comparison 1. Intensive case management versus non intensive case
management; Reduction in support: Accommodation status (various
measurements; follow up > 12 months)
INTENSIVE CASE MANAGEMENT  NON-INTENSIVE CASE MANAGEMENT Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.3.1 homelessness
REACT-UK 2002 12 127 17 124 0.659[0.34,1.38] — T
1.3.2 long term FUP (8.5 years) - living in supported accomodation
REACT-UIK 2002 42 107 40 107 1.05[0.74, 1.48] -+
1.3.3 long term FUP (8.5 years) - homelessness
REACT-UK 2002 22 107 24 107 0.92 [0.55,1.53] —t—
=D.D1 0?1 1=D 1DD=
Favours ICM  Favours Mon ICM
ClI: confidence interval; ICM: intensive case management
7
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Figure 5: Comparison 1. Intensive case management versus non intensive case
management; Contact with criminal justice system (various measurements;
follow up > 12 months)

INTENSIVE CASE MANAGEMENT  NON-INTENSIVE CASE MANAGEMENT Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.4.2 imprisoned
REACT-UK 2002 3 127 4 124 20.2% 0.73[047,3.21]
UK700-LIK 1995 20 343 16 3585 T9.8% 1.26 [0.68, 2.39]
Subtotal (95% CI) 480 479 100.0%  1.15[0.64, 2.07]
Total events 23 20

Heterogeneity: Chi*=0.43, df=1 (F=0.51); F= 0%
Test for averall effect 7= 0.47 (P = 0.64)

1.4.3 arrested

REACT-UK 2002 24 127 27 124 100.0% 0.87 [0.53,1.42] !
Subtotal (95% CI) 127 124 100.0%  0.87 [0.53,1.42]
Total events 24 27

Heterogeneity: Mat applicable
Test for averall effect Z= 067 (P=047)

\
0.002 01 10 50
Favours ICM  Favours Mon ICM

Test for subgroup differences: Chi®= 052, df=1 (P=0471, F=0%
ClI: confidence interval; ICM: intensive case management; |V: inverse variance; SD: Standard deviation

Figure 6: Comparison 1. Intensive case management versus non intensive case
management; Personal recovery: Global state - average endpoint score
(HoNOS, high = poor) - by long term

=4

INTENSIVE CASE MANAGEMENT NON-INTENSIVE CASE MANAGEMENT  Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total IV, Fixed, 95% Cl IV, Fixed, 95% CI
REACT-UK 2002 8.6 48 124 9 58 115 -0.40[1.77,0.97]
N T

Favours ICM  Favours Mon ICM

ClI: confidence interval; HONOS: health of the nation outcomes scales; ICM: intensive case management; |V:
inverse variance; SD: Standard deviation

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Figure 7: Comparison 1. Intensive case management versus non intensive case
management; Number of days as inpatient - by about 24 months

INTENSIVE CASE MANAGEMENT NON-INTENSIVE CASE MANAGEMENT Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean sD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.6.1 skewed data (sample size = 200)
Essock-Connecticut! 1995 2.87 7.82 130 43 9.52 132 1.9% -143[3.54 0.68] —
REACT-LIK 2002 9 849 124 8 7.8 1149 1.8% 1.00[1.10,3.10 I
UKFO0-UK (D 274 469 91 3749 522 98 4.2% -1.05[2.46 0.36] e
Subtotal (95% CI) 345 349 8.0% -0.65[-1.68,0.37] <

Heterageneity: Chi*= 3.20, df= 2 (P = 0.20); F= 38%
Testfor overall effect Z=1.25 (P = 0.21)

1.6.2 skewed data (sample size < 200)

Bush-Georgia 1990 1.58 3.46 14 239 385 14 11% -0.81[3.52 1.90] —_—T
Drake-MHamp (&) 05 084 7 217 321 9 1.7% -167[3.88054] —_—
Drake-MHarmp (B) 085 1.43 16 1.41 2.06 14 51% -056[1.85 0.73] —
Drake-MHHamp (C) 228 32 10 167 384 12 1.0% 061233 3.55 —_—r
Drake-HHamp (0) 1.04 2.44 13 063 0.91 11 41%  041[11.02,1.84 -1
Drake-NHamp (E) 1.08 415 30 138 236 37 8% -031[F2.04 147 —
Drake-MHarmp (F) 1.66 4.49 10 0.84 233 13 0.8% 082224 388 —_—t
Drake-MHHamp (G) 205 306 g 087 0482 8 19% 110[082 328 -
Essock-Conngcticut? 2006 064 19 98 072 13 99 40.8% -0.08 [0.53 0.37] *
Harison-Read-UK 2000 204 574 97 376 583 96 3.2% -082[2.45 081] —
Johnston-Augtralia 1988 4 575 35 3.08 43 33 1.8% 082[1.48 332 —
McDonekindiana (&) 315 71 61 143 291 B4 23% 1.72[0.20 364 —
McDonekindiana (B) 1.22 366 14 058 129 17 21% 064 [1.37 265 —t
Quinlivan-Califaria 1995 1.09 265 30 28 474 30 22% -1.71[3.65 023 —_—
Salkever-SCarolina 1999 112 3.01 a1 13 251 53 10.0% -018[1.10,0.74] —
UKTO0-UK (8) 3.08 577 94 264 348 95 45% 0.44[0.92 180 -
UKTO0-UK (B) 32 478 77 316 447 73 34% 004152 160 —
UKTFO0-UK (G) 320 5.41 76 248 471 75 3.2% 081 [F0.81, 243 -—
subtotal (95% CI) 783 743 92.0% -0.03[0.33,0.28] [

Heterogeneity: Chi*= 1485, df=17 (P = 0.60); F= 0%
Testfor overall effect Z=017 (P=087)

.

Total (95% CI) 1128 1092 100.0% -0.08 [-0.37,0.21]

Heterogeneity: Chi*=18.47, df= 20 (P = 0.49), F= 0% -1=D -IS I3 :i] 1=D
Testfor overall effect Z=0.51 (P = 0.61) Favours ICM Favours Mon ICM
Testfor suboroup differences: Chi*=1.32,df=1 (P = 0.25), F= 24.3%

ClI: confidence interval; ICM: intensive case management; |V: inverse variance; SD: Standard deviation

Figure 8: Comparison 1. Intensive case management versus non intensive case
management; Quality of life: Average endpoint score (various scales)

INTENSIVE CASE MANAGEMENT NON-INTENSIVE CASE MANAGEMENT  Mean Difference Mean Difference
Study or Subgroup Mean sD Total Mean sD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
1.7.1 by short term - overall life satisfaction (QOLI, high = better)
Drake-MHamp 1998 4.29 1.6 105 4.1 1.41 98 -0.02 [-0.43,0.359] —

1.7.2 by medium term - overall life satisfaction (QOLI, high = better)
Drake-MHamp 1998 43 1.45 105 434 1.37 98 -0.04 [-0.43, 0.35] ——

1.7.3 by long term (LQoLP, high = better)
UK700-Uk 1959 4.58 0.71 274 4.85 0.74 252 0.03[0.10,0.18] -+

1.7.4 by long term (MANSA, range 1-7, high = better)
REACT-LIK 2002 44 1 91 4.4 04 T4 010019, 0.359] -1t

1.7.5 by long term - overall life satisfaction (QOLI, high = better)
Drake-MHamp 1998 4.56 1.23 105 4,46 1.29 93 0.10[-0.25, 0.45] —rt

A4 s 0 08 1
Favours MNon ICM Favours ICM

ClI: confidence interval; ICM: intensive case management; |V: inverse variance; LQoLP: lancashire quality of life
profile; QOLI: quality of life inventory, MANSA: Manchester short assessment of quality of life; MD: mean difference;
SD: Standard deviation

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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Figure 9: Comparison 2: Multi-disciplinary community team management
versus TAU. Activities of daily living at 2 and 4 years follow up,
measured by Needs assessment schedule

MDCT Mt TAU Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
2.1.1 Activities of daily living (2 years follow-up)
Gater 19497 40 48 36 59 1.37[1.07,1.74] +

2.1.2 Activities of daily living (4 years follow-up)
Gater 19497 11 14 T 21 2.36[1.21, 458] —t

0.01 0.1 10
Favours TALU Favours MDCT

CI: confidence interval;, MDCT Mt: :multi-disciplinary community team management; TAU: treatment as
usual

Figure 10: Comparison 3: Home based rehabilitation versus Hospital OPD based
rehabilitation. Social functioning (change from baseline at 9 month follow

up)
Home based rehab Hospital OPD rehab  Mean Difference Mean Difference
Study or Subgroup Mean 5D  Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI

Sellwaad 1899 28 73 19 15 B2 36 1.40[1.94,4.74]
10

10

Favours hospitalOPD rehab Favours home based rehab

ClI: confidence interval; IV: inverse variance; OPD: outpatient department; SD: Standard deviation

Figure 11: Comparison 3: Home based rehabilitation versus Hospital OPD based
rehabilitation. Quality of life (change from baseline at 9 months follow up)

Home based rehab Hospital OPD rehab Mean Difference Mean Difference
Study or Subgroup Mean 5D  Total Mean 5D Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Sellwood 1999 137 1848 28 -7.3 2.2 36 21.00[11.34, 30.66] | —t
100 ai 0 a0 100

Favours hospitalOPD rehab  Favours home based rehab

ClI: confidence interval; IV: inverse variance; OPD: outpatient department; SD: Standard deviation

Rehabilitation in adults with complex psychosis and related severe mental health
conditions: evidence review E: Comparative effectiveness of different types of
rehabilitation services DRAFT (January 2020)
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1 Appendix F — GRADE tables

2 GRADE tables for review question 2.2: What is the comparative effectiveness of different types of rehabilitation services?

3 Table 5: Clinical evidence profile for Comparison 1. Intensive case management versus non intensive case management

4

1 randomised serious’ no serious no serious serious? none 124 115 - MD 0.6 LOW CRITICAL
trials inconsistency indirectness higher
(0.05
lower to
1.25
higher)

1 randomised serious’ no serious no serious serious? none 124 115 - MD 0.6 LOW CRITICAL
trials inconsistency indirectness lower
(1.63
lower to
0.43
higher)

1 randomised serious’ no serious no serious serious? none 124 115 - MD 4 LOW CRITICAL
trials inconsistency indirectness higher
(0.61
lower to
8.61
higher)
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randomised serious’ no serious no serious very serious®  none 12/127 17/124 RR 0.69 43 fewer VERY CRITICAL
trials inconsistency indirectness (9.4%) (13.7%) (0.34 to per 1000 LOW
1.38) (from 90
fewer to
52 more)
1 randomised serious’ no serious no serious very serious®  none 42/107 40/107 RR 1.05 19 more VERY CRITICAL
trials inconsistency indirectness (39.3%) (37.4%) (0.75to per 1000 LOW
1.48) (from 93
fewer to
179
more)
1 randomised serious’ no serious no serious serious® none 22/107 24/107 RR0.92 18 fewer LOW CRITICAL
trials inconsistency indirectness (20.6%) (22.4%) (0.55 to per 1000
1.53) (from 101
fewer to
119
more)
2 randomised serious’ no serious no serious very serious®  none 23/480 20/479 RR 1.15 6 more VERY IMPORTANT
trials inconsistency indirectness (4.8%) (4.2%) (0.64 to per 1000 LOW
2.07) (from 15
fewer to
45 more)
~ Contact with criminal justice system (various measurements; follow up > 12 months) -arrested
1 randomised serious’ no serious no serious very serious®  none 24/127 27/124 RR 0.87 28 fewer VERY IMPORTANT
trials inconsistency indirectness (18.9%) (21.8%) (0.53 to per 1000 LOW
1.42) (from 102
fewer to
91 more)
~ Recovery: Global state - average endpoint score (HONOS, high = poor) - at long term follow-up (Better indicated by lower values)
1 randomised serious’ no serious no serious serious? none 124 115 - MD 0.4 LOW IMPORTANT
trials inconsistency indirectness lower
1.77
lower to
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0.97
higher)

21 randomised serious* no serious no serious no serious none 1128 1092 - MD 0.08 MODE IMPORTANT
trials inconsistency indirectness imprecision lower RATE
(0.37
lower to
0.21
higher)

3 randomised serious* no serious no serious serious? none 345 349 - MD 0.65 LOW IMPORTANT
trials inconsistency indirectness lower
(1.68
lower to
0.37
higher)

18 randomised serious* no serious no serious no serious none 783 743 - MD 0.03 MODE IMPORTANT
trials inconsistency indirectness imprecision lower RATE
(0.33
lower to
0.28
higher)

1 randomised serious* no serious no serious serious? none 105 98 - MD 0.02 LOW IMPORTANT
trials inconsistency indirectness lower
(0.43
lower to
0.39
higher)

1 randomised serious* no serious no serious serious2 none 105 98 - MD 0.04 LOW IMPORTANT
trials inconsistency indirectness lower
(0.43
lower to
0.35
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higher)

1 randomised serious* no serious no serious serious? none 274 252 - MD 0.03 LOW IMPORTANT
trials inconsistency indirectness higher
(0.1 lower
t0 0.16
higher)

N

randomised serious* no serious no serious serious? none 91 75 - MD 0.1 LOW IMPORTANT
trials inconsistency indirectness higher

(0.19

lower to

0.39

higher)

1 randomised serious* no serious no serious serious? none 105 98 - MD 0.1 LOW IMPORTANT
trials inconsistency indirectness higher
(0.25
lower to
0.45
higher)
Cl: confidence interval, LQOLP: Lancashire quality of life profile; LSP: life skills profile; ROMI: rating of medication influences; QOLI: quality of life inventory, MANSA:
Manchester short assessment of quality of life; MD: mean difference; RR: relative risk
1 Downgraded by 1 level for risk of bias: problematic to blind
2 Downgraded by 1 level for imprecision: as confidence interval crosses 1 MID
3 Downgraded by 2 levels for very serious imprecision as Cl crosses 2 MIDs
4 Downgraded by 1 level due to serious risk of bias in included studies

Table 6: Clinical evidence profile for Comparison 2: Multi-disciplinary community team management versus treatment as usual
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randomised serious’ no serious no serious serious? none 40/48 36/59 RR 1.37 226 more IMPORTANT
trials inconsistency indirectness (83.3%) (61%) (1.07to  per 1000
1.74) (from 43
more to
452
more)
1 randomised serious’ no serious no serious serious? none 11/14 7121 RR2.36 453 more LOW IMPORTANT
trials inconsistency indirectness (78.6%) (33.3%) (1.21to  per 1000
4.58) (from 70
more to
1000
more)

ClI: confidence interval; RR: relative risk; TAU: treatment as usual
1 Downgraded by 1 level for serious risk of bias in the included study due to attrition bias
2 Downgraded by 1 level due to serious imprecision as confidence interval crosses 1 MID

Table 7: Clinical evidence profile for Comparison 3: Home based rehabilitation versus Hospital outpatient department based
rehabilitation

randomised serious’ no serious no serious serious? none - MD 1.4 CRITICAL
trials inconsistency indirectness higher
(1.94
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lower to
4.74
higher)

-

randomised serious’ no serious no serious no serious none 29 36 - MD 21 MODERATE IMPORTANT
trials inconsistency indirectness imprecision higher

(11.34

higher to

30.66

higher)

ClI: confidence interval; MD: mean difference; OPD: outpatient department; SFS: social functioning scale
1 Downgraded by 1 level for serious risk of bias in the included study due to attrition bias
2 Downgraded by 1 level due to serious imprecision as confidence interval crosses 1 MID
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1 Appendix G — Economic evidence study selection

2 Economic evidence study selection for review question 2.2: What is the

3 comparative effectiveness of different types of rehabilitation services?

4 A global health economic literature search was undertaken, covering all review

5 questions in this guideline. However, as shown in Figure 12, no evidence was

6 identified which was applicable to review question 2.2

7  Figure 12: Health economic study selection flow chart

8
10 Titles and abstracts

identified, N= 624
11
l
12 { 4
13
Full copies retrieved Excluded, N= 588
14 and assessed for (not relevant population, design, intervention,
15 eligibility, N=36 comparison, outcomes, unable to retrieve)
16 ¥ 1
17 (
Publications included Publications excluded from
18 in review, N=1 review, N=35 (refer to excluded
studies list: appendix k)
19 N
|

20 ¢ y Y
41 11 1.2 1.3 2.1 2.2 2.3 24 4.1 4.2
4 N=0 N=0 N=0 N=0 N=0 N=0 N=0 N=0 N=0
23
24
2 \ 4 A A A y
1 51 5.2 53 54 5.5 6.1A 6.2B 71 7.2
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1 Appendix H — Economic evidence tables

2 Economic evidence tables for review question 2.2: What is the comparative
3 effectiveness of different types of rehabilitation services?

4  No evidence was identified which was applicable to this review question.

5 Appendix | — Economic evidence profiles

6 Economic evidence profiles for review question 2.2: What is the
7 comparative effectiveness of different types of rehabilitation services?

8 No evidence was identified which was applicable to this review question.

9 Appendix J — Economic analysis

10 Economic evidence analysis for review question 2.2: What is the
11 comparative effectiveness of different types of rehabilitation services?

12 1.1 Introduction

13  Disinvestment in NHS rehabilitation services, after the publication of the National

14  Service Framework for Mental Health led to a rise in provision of ‘out-of-area

15  placements’ (OAPs) in the independent sector for people with longer term and

16  complex mental health problems who could not be discharged within the community
17  from acute admission wards (Joint Commissioning Panel for Mental Health [JCPHM]
18  2016). Because of this disinvestment, it has been identified that there was a

19  reduction of nearly a third of local inpatient rehabilitation services from the level that
20  existed in 2009.

21 The JCPHM guidance for commissioners emphasises the importance of local care
22  pathways for people with complex mental health needs and to minimise the use of
23  OAPs. However, a report by the Care Quality Commission (CQC), expressed

24  concern about the high number of beds in rehabilitation wards that are situated a
25 long way from a patient’s home address, meaning that people can become isolated
26  from their friends, families and their mental health team (CQC 2017). A later report
27  included data based on an information request to all providers in England that

28 manage mental health rehabilitation inpatient services, yielding data on 85% to 90%
29  of all rehabilitation wards (CQC 2018). The CQC (2017)report found that 78% of
30 patients placed out-of-area were in an independent sector bed and recommended
31 that the Department of Health and Social Care (DHSC) and NHS England agree a
32 planto:

33 “Engage local health and care systems in a programme of work to reduce the number
34 of patients placed in mental health rehabilitation wards that are out of area”.

35 In addition, a policy directive from NHS England in the NHS Mental Health

36 Implementation Plan 2019/20 — 2023/24 breaks down funding for; “new integrated
37  community models for adults with severe mental illness (including care for people
38  with eating disorders, mental health rehabilitation needs and a personality disorder
39 diagnosis.”

40 The scope for this guideline identified the incidence of OAPs as a key concern. The
41  guideline committee also agreed that this was a priority area for the guideline due to
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the potentially significant changes to the structure of services. For these reasons, this
topic was prioritised for economic analysis.

No economic evaluations on this topic were identified in the global health economic
search. In addition, no studies were identified in the accompanying clinical review on
outcomes pertaining to OAPs. The committee felt this was an important topic that
warranted economic analysis and were unanimous that reducing OAP would be
beneficial for patient outcomes. Therefore, a de novo economic model was
constructed, despite the limited availability of data elicited from the guideline
systematic review. As a result of the limitations surrounding the clinical review and
the difficulty with expressing effectiveness in terms of QALYs, the model was
structured as a ‘what-if’ costing analysis to compare the downstream costs of out-of-
area placements at the current rate with a hypothetical reduction, whereby a
reduction of such placements occurs.

14 1.2 Methods

15 1.2.1 Costing analysis

16
17
18
19

20
21

22

23
24
25
26

A costing analysis was developed in Microsoft Excel® to compare the costs between
a hypothetical reduction in out of area placements and its impact along the pathway
with the current rate of OAPs. The analysis was conducted from the perspective of
the NHS and PSS, as outlined in the NICE Reference Case.

The results are expressed as the incremental cost (Ci — Cc) where Ci and Cc
represent the cost of a hypothetical pathway, and current pathway respectively.

1.2.2 Population

The model setting was for the NHS and the population were adults (aged 18 years
and older) with complex psychosis and related severe mental health conditions.
Specifically, the decision point of the model begins with a cohort of 3408 patients
who are already placed in either an independent or NHS ward (CQC 2018).

27 1.2.2 Strategies assessed and overview of model structure

28
29
30
31
32

33
34
35
36
37
38

39
40
41
42

43
44

This model compares current bed occupancy situated out-of-area with a hypothetical
scenario where a reduction of OAPs takes place. In both scenarios, rehabilitation
wards serve as part of a pathway which includes discharge to community living,
broadly defined as: residential care services, supported accommodation and floating
outreach services, with each leading to progressively more independent living.

The model was structured as a decision tree with an extended Markov component,
as shown in Figure 13 and Figure 14. The structure of the model follows a cohort of
patients through a rehabilitation pathway, from an independent or NHS ward and
moving on to 3 types of supported accommodation. The time for which each patient
is followed in the pathway is 5 years. This time horizon was advised by the
committee as being sufficiently long to capture all incremental differences in costs.

The decision tree part of the model is based solely on data extracted from the CQC
(2018) report which included probabilities of a patient being placed out of area or
locally. In either scenario, a patient can be placed in an independent ward, or an
NHS ward. As a result, a patient can end up in 1 of 4 ‘health states’.

1. OAP — Independent rehabilitation ward
2. OAP — NHS rehabilitation ward
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3. Local — Independent rehabilitation ward
4. Local — NHS rehabilitation ward

At each of these 4 end ‘states’, a patient is discharged to a community placement.
This process is characterised by a ‘Markov’ model to capture the reoccurrence of
patients residing in these health states over the course of 5 years.

The possible states a patient enters as they are discharged from an
NHS/independent ward are:

remain in independent/NHS ward
referral to residential services
referral to supported accommodation
referral to floating outreach.

PhwON =

Probabilities for transitions to and from each state were calculated in yearly cycles. In
each cycle, a patient either can remain in a particular state, or be discharged further
along the pathway to more independent living. The committee felt that in some
cases, patients would not necessarily transition in a linear fashion towards more
independent living, therefore, transition from more independent living to less
independent living (i.e. floating support to supported accommodation) was also
included. Relapse, characterised as ‘inpatient admission’ was included in the model
as a ‘tunnel’ state. That is, patients in any one of the community living health states
could experience a relapse, and would return to their original abode. The committee
advised that in nearly all cases, patients would re-enter the original accommodation
from which they left within 1 year. As there was no data to suggest otherwise, relapse
rates were assumed to be the same in both treatment strategies.

Figure 13: Decision tree for being placed in an out-of-area rehabilitation ward
or local placement.

Independent
ward
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2
3
4
5
6
7
8  Figure 14: Markov schematic to follow patients as they are discharged from
9 rehabilitation wards
10
11

12 1.2.3 Model inputs
13 1.2.3.1 Out of area and local placements

14  Data from the CQC (2018) report “Mental health rehabilitation inpatient services:

15  Ward types, bed numbers and use by clinical commissioning groups and NHS trusts
16  was used to inform the baseline probabilities of being placed out-of-area or in a local
17  placement ward. The report also included information on the probability of being

18 placed in an independent ward or NHS ward once a patient is placed either out-of-
19  area or locally. Table 8 lists the probabilities as reported in the CQC report. These
20 are the main inputs used in the decision tree part of the mode.
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Table 8: Model inputs for the ‘current’ pathway. These inputs inform the
decision tree part of the model

Variable Value Description & Source

Starting cohort 3408 CQC 2018 — All patients who
were funded by CCGs

Probability in OAP 0.63 CQC 2018

Probability in local placement 0.37 CQC 2018

Proportion of OAP in 0.78 CQC 2018

independent ward

Proportion of OAP in NHS ward 0.22 CQC 2018

Proportion of local placements  0.22 CQC 2018

which are independent wards

Proportion of local placements  0.78 CQC 2018

which are NHS wards

The CQC (2018) report includes data obtained from an information request of
between 85% and 90% of all rehabilitation wards in England. Two-thirds of the
patients were men, 11% of patients were subject to a restriction order and 75% were
detained under the Mental Health Act. The report also notes that CCGs funded 92%
of the placements, with the rest funded by an NHS Trust, NHS England or ‘Other’.
Overall, 3,408 patients were funded by CCGs. This cohort figure is subject to data
analysis in the report and is used as the starting cohort in this model.

The maijority (63%) of the 3,408 patients funded by a CCG were ‘out of area’
placements, with ‘out-of-area’ defined in the CQC (2018) report as a placement bed
in a different CCG area to the area that was funding the placement. Of the patients
who were in the same area as the CCG funder, 78% were in an NHS ward.

The treatment strategy that acts as the ‘intervention’ in this model is where there is a
hypothetical reduction in the probability of a patient being placed in an OAP. It was
the committees’ view that there is rarely a clinical reason as to why a patient would
be placed in an OAP as opposed to a local placement. Thus, it was assumed in the
hypothetical comparison that the probability of being placed in an OAP would reduce
to 10%. The committee believed this to be a conservative estimate and so various
estimates were tested in a sensitivity analysis. It was also assumed that all the other
probabilities in this part of the model would remain constant. That is, once a person is
placed in an OAP ward, they would then still be 78% likely to be placed in an
independent ward and 22% likely to be placed in an NHS ward.

The table below shows the variables and values used as inputs in the conjectural
pathway, assuming that there is a reduction in OAPs.

Table 9: Model inputs for hypothetical pathway

Parameter Value Description & Source

Starting cohort 3408 CQC 2018 — All patients who
were funded by CCGs

Probability in OAP 0.10@ Assumption — based on

committee view that people
rarely need to be placed out of
area

Probability in local placement 0.90° Assumption — based on
committee view that people

rarely need to be placed out of
area — and thus would be
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placed locally

Proportion of OAP in an 0.78 CQC 2018 — assume
independent ward remaining constant
Proportion of OAP in an NHS 0.22 CQC 2018 — assume
ward remaining constant
Proportion of local in an 0.22 CQC 2018 — assume
independent ward remaining constant
Proportion of local in an NHS 0.78 CQC 2018 — assume
ward remaining constant

(a)(b) This hypothetical probability differs to the current pathway probability equivalent

The average length of stay on a ward was reported as a median. The median length
of stay on an independent rehabilitation ward was 444 days whist the median length
of stay on an NHS ward was 230 days. These values were in the narrative of the
CQC (2018) report and are listed in Table 10. No data on mean or the range of data
was provided. Although the range was not provided, it is most likely that the median
values are an underestimate of the mean length of stay since the distribution is likely
to be right skewed data.

Table 10: Average length of stay by ward type
Independent rehabilitation ward 444 CQcC 2018

NHS rehabilitation ward 230 CQC 2018
(a) Mean not provided. Median may be an underestimation of the mean length of time spent in a ward

1.2.3.2 Integrating pathway

Probabilities for inpatients leaving either an independent or NHS rehabilitation ward
and moving on to a community placement were derived from the guideline systematic
review in evidence report G. These probabilities were reported over a period between
12 to 30 months and are listed in Table 11. These probabilities are classified as ‘Ctp’
to reflect transitions under current practice. Probabilities reported at 30 months were
computed as a 12-month probability via a rate according to the following formula:

r=-[n(1-p)t]
p=1-exp {-rt}

In the table below, ‘Ctp’ refers to the ‘Current transition probability’. That is, the
probability of a patient leaving/entering a given health state. The second element of
each variable name indicates where the patient has come from and the third element
indicates a patient destination within a given year. For example, the variable
‘Ctp_supported_residential’ refers to a transition probability in the ‘current’ treatment
strategy, whereby a patient leaves a supported accommodation unit and ‘enters’ a
residential care home.

Table 11: Transition probabilities: Inpatient ward to community living

Ctp_ward_residential 0.28 Killaspy 2016
Ctp_supported_residential 0.05 Committee assumption
Ctp_float_residential 0.01 Committee assumption
Ctp_ward_supported 0.55 Killaspy 2016
Ctp_float_supported 0.05 Committee assumption
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Variable @ Probability Source
Ctp_res_supported 0.04 Killaspy 2019*
Ctp_ward_floating 0.00 Killaspy 2016
Ctp_supported_floating 0.18 Killaspy 2019*
Ctp_residential_floating 0.05 Committee assumption
Ctp_residential_inpatient 0.00 Killaspy 2019*
Ctp_supported_inpatient 0.05 Killaspy 2019*
Ctp_floating_inpatient 0.02 Killaspy 2019*
Ctp_inpatient_residential 0.00 Killaspy 2019*
Ctp_inpatient_supported 0.05 Killaspy 2019*
Ctp_inpatient_floating 0.02 Killaspy 2019*

* 30 month probabilities converted into instantaneous rate and then into a probability over 12
months
(a) ‘Ctp’: Current transition probability

No effectiveness data were included in the accompanying clinical review. However,
included studies from evidence review G did compare data on patients who were
assessed as ‘ready to be discharged’ (Killaspy 2016; Killaspy 2019). Therefore, the
hypothetical pathway added the percentage of patients that were clinically ready to
be discharged to the probability of those who are already discharged. Table 12
displays the probabilities used to inform the increase in transitions in the hypothetical
pathway.

Table 12: Transition probabilities: inpatient ward to community living in the
hypothetical pathway

Variable Probability Source

Ptp_ward_sup 0.65 Committee assumption

Ptp_support_float 0.32 Killaspy 2019* — Able to be
moved on, who haven't

Ptp_res_float 0.08 Killaspy 2019* — Able to be

moved on, who haven'’t

* 30 month probabilities converted into instantaneous rate and then into a probability over 12
months

No data was found for transitions between different types of community placements,
though the committee believed that it was important to include transitions between
these community placements (i.e. floating outreach to supported accommodation) to
reflect actual practice. Owing to a lack of alternative data, assumptions of these
values were discussed and agreed amongst the committee.

1.2.3.3 Costs

Costing reflects the UK NHS and PSS perspective of the analysis. The price year is
in accordance with NHS reference costs 2017/18, which reflects the most up to date
cost year. Cost data prior to 2018 were adjusted for inflation according to the ‘Health
Services’ index using the Consumer Price Index (CPI) — Health (Personal Social
Services Research Unit [PSSRU] 2018). Discounting, at a rate of 3.5% was applied
to all costs that are incurred after the first year, as per the NICE reference case.

The average unit cost per day of a bed in an NHS or independent ward was informed
from the CQC (2018) report. The report highlights that this figure was derived from
77% of providers and that several large independent organisations chose not to
provide information, citing commercial sensitivity. It is important to note that these
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1 costs are the median, not the mean of the sample. No details on dispersion of cost
2  data are provided in the report, though median values may under-estimate the mean
3  value if the distribution of costs is right skewed. It was not entirely clear what is
4  costed in either the CQC (2018) report or Killaspy (2016). The extent to which these
5 values matter are explored in a sensitivity analysis with extreme values.
6  Costs for residential care, supported accommodation and floating support were
7  extracted from Killaspy (2016) which provided the mean cost per resident per week
8 and the range. The cost of relapse was presumed to be that of an admission to acute
9 inpatient care units. The NHS reference costs, 2018/18 code ‘MHCC13 — Cluster 13:
10  Ongoing or recurrent psychosis (high symptom and disability)’ was advised as the
11 relevant population group by the committee’s expert opinion with the unit cost per
12 occupied bed day extracted as the relevant cost estimate. A list of all the costs
13  included in the model is displayed below.
14  Table 13: Costs
Unit Costs Value Source
Cost of an independent £354 CQC 2018
rehabilitation ward bed (daily)
Cost of an NHS rehabilitation £350 CQC 2018
ward bed (daily)
Cost of a residential placement £654 2 Killaspy 2016
(weekly)
Cost of a placement in £324 2 Killaspy 2016
supported accommodation
(weekly)
Cost of placement in floating £109 @ Killaspy 2016
(weekly)
Cost of readmission to acute £408 NHS reference costs — 2017/18
care (daily — Cluster 13) — MHCC13

15  (a) Adjusted for inflation
16 1.2.3.4 Sensitivity analysis

17  Itis important to note that the model inputs are highly uncertain, therefore the results
18 from the model should be interpreted with caution. A PSA was not undertaken

19  because many inputs were reported without information on dispersion and such an
20  analysis would not address the inherent structural uncertainty in the model.

21 In order to visualise the key drivers of the model, a series of one-way sensitivity

22  analyse were undertaken whilst holding all other inputs constant. As most of the input
23  parameters in the model did not include information on dispersion, all model values
24 were varied according to a high/low 20% of the deterministic value. The degree to

25  which varying one input impacts on the deterministic incremental costs are stacked in
26  rank order and have an appearance of a ‘Tornado’. In a Tornado analysis, the x-axis
27  is typically the incremental net monetary benefit. However, as this model did not

28 include QALY estimates, the x-axis reflects the incremental costs between the

29 current and hypothetical pathway. It is important to note that parameters are not

30 varied simultaneously. However, probabilities for being placed out-of-area or locally
31 were varied concurrently so that probabilities always equalled 100%. For example,
32  the probability of being placed out of area in the current pathway is 63%, and the

33  probability of being placed locally is 37%. If the probability of being placed in an OAP
34 s increased to a high value of 76%, the probability of being placed locally would be
35 24%.
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In order to address the uncertainty in the sources of certain data, further scenario
analyses were undertaken to test if this changed the results of the model. These
scenarios are listed in Table 14.

WN =

4  Table 14: Scenario analysis

Community care costs  Residential Care: £654 Residential Care: £950 Committee expertise

Supported Supported suggested that current
accommodation: £324  accommodation: £700  values were far lower
Floating outreach: Floating outreach: than their own

£109 £400 experience. Estimates

based on committees’
view that housing
benefit would be a key
component for floating
outreach and
supported
accommodation. Also,
one committee
member suggested
that residential care
costs would usually be

higher
Hypothetical 0.10 Range of values: 0.01  Committee believed
probability of being to 0.5 this to be a
placed out of area conservative, albeit

important input
parameter and wanted
to see how different
values effected the
result

5 1.2.3.5 Model validation

6  The following areas of the model were checked for quality assurance:
7 e backlog of previous model versions

8 e plausibility and accuracy of inputs and assumptions were discussed with the
9 committee

10 e sensitivity analysis using zero and extreme values to check if the results changed
11 in the expected direction

12 e input parameters in all arms set to an equal value to check if the costs in all arms
13 became equal.

14 e formulae, macros and coding in Visual Basic (VBA) checked step by step to check
15 if they worked properly.

16 1.3 Results
17 1.3.1 Base case results

18  The incremental costs of the hypothetical pathway versus the current pathway
19  indicate a cost saving of £52,247 from following the hypothetical pathway.

20 Table 19: Estimated costs of a current and hypothetical pathway: per person
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£250,785 £198,538 -£52,247

The estimated resource savings presented in the table below are based on a cohort
of 3,408 patients (CQC 2018).

Table 18: Estimated costs of a current and hypothetical pathway: 3408 people

£854,676,755 £676,618,108 -£178,058,646

The above results point towards an estimated cost saving of £178,058,646 from the
hypothetical pathway over 5 years. This figure is likely to be a conservative estimate
as it is estimated that this cohort represents 80-90% of the total population that are in
rehabilitation with “hard to treat” symptoms” (CQC 2018). The table below presents
the results in the same format for each person.

9 1.3.2 Tornado analysis

10
11
12
13

A series of one-way sensitivity analyses was undertaken to assess the impact of a
change to the default value of all model variables. Each parameter was varied
consecutively, rather than simultaneously and then returned to its original value. The
results are shown in Figure 15.
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Figure 15: Tornado diagram displaying the effect of a high/low of each
parameter on the incremental costs.
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The white translucent line in the centre of the diagram represents the deterministic
incremental costs (-£52,247). Each bar represents the extent to which a parameter
affects the incremental costs and is displayed in rank order. The wider the coloured
bar, the greater the impact a change to a low/high value of a given parameter has on
the incremental costs. This analysis shows that the current and hypothetical
probabilities of leaving a rehabilitation ward are key drivers in the model (represented
as ‘Ctp_ward_sup’ and ‘Ptp_ward_sup’ respectively). This makes intuitive sense as,
if keeping all other inputs such as costs and other transition probabilities constant,
leaving an inpatient rehabilitation ward and moving on to community living is
associated with substantial cost savings from a decrease in the cost of placement.

It can also be seen that, in all instances, the extreme high/low value does not change
the results of the deterministic analysis. That is, the hypothetical pathway remains
cost saving when compared to the current pathway when varied one at a time.

14 1.3.3 Scenario analysis

15
16
17
18
19
20

21

22
23
24
25
26
27
28
29
30
31

32

Various scenario analyses were conducted to further explore key areas of
uncertainty. The results of a scenario where the costs of community care are
increased is displayed in Table 15. It can be seen that setting the community care
costs to plausibly high values at the same time has very little impact on the
incremental costs. This also corresponds with the Tornado analysis that shows costs
of community care have a negligible effect on the results.

Table 15: Scenario analysis for a high estimate of community care costs

Residential care £654 £950
Supported £324 £700
accommodation

Floating outreach £109 £400

-£51,062

The hypothetical probability of being placed out-of-area (‘Hypothetical probability in
OAP’), 10%, was believed by the committee to be a conservative estimate. This was
reasoned as being that there is little clinical need for one to be placed out of area.
The sensitivity analysis in Figure 16 below demonstrates that across a range of
plausible estimates, the incremental costs remain negative, as demonstrated by the
straight line. This means that the hypothetical pathway, all else remaining constant, is
still cost saving. This is also demonstrated when the hypothetical probabilities from
being placed out of area are equal to 63%, the equivalent value as the probability of
being placed in an OAP in the current pathway. This is because the hypothetical
pathway includes transition probabilities with a higher probability of discharge.

Table 16: Range of values for the parameter ‘Hypothetical probability in OAP’

0.01 -£56,336
0.05 -£54,519
0.1 -£52,247
0.2 -£47,705
0.3 -£43,162
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0.4 -£38,620
0.5 -£34,077
0.6 -£29,535
0.63 @ -£28,172

(a) Same value as probability in current pathway

Figure 16: Sensitivity analysis for a range of plausible values for the
hypothetical probability of being placed out-of-area
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5 1.4 Discussion

6
7
8
9
10
11
12
13

14
15
16
17
18
19
20
21
22

This economic analysis provides evidence that a hypothetical scenario, whereby
there is a large decrease in patients being placed in out-of-area, in-patient
rehabilitation wards is cost saving. This cost saving is further enhanced if current
discharge rates to community settings, in particular supported accommodation, are
increased to include those who are assessed as clinically ready to be discharged but
who have not been. The results of this analysis are also in accordance with the NHS
Mental Health Implementation Plan 2019/20 — 2023/24 that calls for a reduction in
inappropriate out-of-area placements.

The cost saving per person is £52,247 from following the hypothetical pathway.
Whilst the absolute cost saving appears substantial in this analysis, this may be a
conservative estimate given it is based on a cohort of 3,408 patients, the number of
patients funded by CCGs. The CQC (2018) report suggests there are potentially
between 4500-5000 rehabilitation beds in England. A further cause for the results
being conservative is that length of stay on rehabilitation wards is expressed as a
median, rather than the mean and is based on those patients in their current ward,
not taking into account that there may be a number of people who have also spent
time in other rehabilitation wards.
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A key driver of the cost saving is the reduction of placements out-of-area in
independent rehabilitation wards. The current inputs in the model are based on data
that show that when a patient is placed in an OAP, they are more likely to be placed
in an independent ward than an NHS rehabilitation ward, with independent wards
characterised by lengthier stays. The hypothetical pathway in this model, where it
assumes there is a significant reduction in OAPs, assumes the probability of an OAP
being in an independent or NHS ward remains constant, therefore, this model
suggests a potentially significant resource impact for NHS wards. In reality, it may be
the case that a policy directive that reduces OAPs could cause market changes that
would see independent providers reorganise facilities to be more geared towards
providing a rehabilitation service in line with NHS wards. Hence, the resource impact
to NHS wards in this model could be overstated, as the model does not account for
the market changes that occur after the fact. Moreover, the committee advised that
many currently in OAPs could readily be discharged to supported accommodation.

It is important to note the considerable limitations surrounding the model parameters
when interpreting the results. The accompanying clinical review did not include
studies that compared private versus NHS or local versus OAP (as listed in the
protocol). The CQC (2018) report which underpins this analysis is the result of an
information request to all providers that manage mental health rehabilitation inpatient
services. The data presented is in a disaggregated format, and key probabilities and
cost inputs used in this model have been derived from the narrative parts of the
report. It is not possible from the way the data is presented to calculate how such
figures are derived. Furthermore, key inputs such as cost data are not described in
detail so there may be other relevant costs that this model misses out.

There is also limited information on the geographical extent of dislocation reported in
the report which could bias the results of this analysis. For example, an OAP is
defined as being in a different CCG. However, the committee were particularly
interested in the proportion of people who are placed far away from their home and
felt that there may be many instances when somebody placed in an OAP may
actually be relatively near their home. This model did not include a cost utility
analysis, but it is likely that the further an OAP, the greater a utility decrement owing
to disconnection from family members, support networks and rehabilitation services
that enhance activities of daily living skills. The lesser utility decrement from the
hypothetical pathway and the negative incremental costs would imply that the
hypothetical pathway would be dominant, and therefore cost effective

Another limitation is that there is a strong likelihood that the community living costs
are underestimated in this analysis. Nevertheless, a Tornado analysis and scenario
analysis on extreme values suggests the model output is robust at high and low
estimates of these values.

1.5 Conclusion

Subject to the substantial limitations in the data underpinning the model, this analysis
does provide support for the recommendations made by the committee with respect
to reducing out-of-area placements and that there may be large cost savings as a
result of this recommendation. The suggested changes are effectively a reallocation
of current resources, though may entail a significant resource impact if the changes
result in increased uptake of inpatient rehabilitation services within NHS wards.
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1 Appendix L — Research recommendations

2 Research recommendations for review question 2.2: What is the

3

10
11
12
13
14

15

16

17

comparative effectiveness of different types of rehabilitation services?

Research question

What is the clinical and cost-effectiveness of inpatient rehabilitation provided by the
independent sector compared with that provided by the NHS?

Why this is important?

The independent sector is an important provider of inpatient rehabilitation services.
However, they are often a long way from where the patients and their families live
and from the Clinical Commissioning Group that fund the placement. Many of these
units are locked and lengths of stay are considerably longer (hence costlier) than
equivalent NHS provision. However, there is little systematic and reliable evidence on
the characteristics of users of these services or the effectiveness of these units to
enable comparison with equivalent NHS services.

Table 19: Research recommendation rationale

Importance to ‘patients’ or the population Patients should receive the most appropriate,
best quality care for their mental health.
Concerns about the location and nature of
provision may be balanced by evidence of better
outcomes. Patients and their families need this
information to better inform choice.

Relevance to NICE guidance Ability to be clearer about the strengths and
limitations of this provision for future guidance

Relevance to the NHS Provide information on the cost-effectiveness of
this service provision

National priorities Best value for money provision of high quality
health care

Current evidence base Current evidence largely from independent
inspection reports (CQC) and panel member
views

Equality Applies to all patients in these settings

Feasibility Independent sector providers also want to have
data on service quality and outcomes

Other comments None

CQC: Care Quality Commission

Table 20: Research recommendation modified PICO table
Population Residents 18+ with complex psychosis and other severe mental iliness,
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Intervention
Comparator
Outcomes
Study design

Timeframe
Additional information

currently resident in independent sector residential rehabilitation unit
Service quality and patient outcomes

Service quality and patient outcomes

Quality of care, patient clinical and functional impairments, costs

Quasi experimental comparison of independent and NHS inpatient
rehabilitation units across the country

3 years
None
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