Supplementary Material 6
This document provides more detailed descriptions of the alternative models featured within each of the three typologies, broken down into the following sections:
1. Alternatives to adult standard acute inpatient care (see Supplementary Material 3)
2. Adult long-term inpatient care alternatives (see Supplementary Material 4)
3. Adult long-term inpatient care alternatives: forensic (see Supplementary Material 4)
4. CYP alternatives: acute, long-term and forensic (see Supplementary Material 5)

1. Adult acute inpatient alternatives
This section describes services intended to support adults in a mental health crisis that may otherwise result in admission to a standard acute inpatient ward (see Supplementary Material 3). Models aiming to shorten acute inpatient ward stays by facilitating earlier discharge were also included. Further information, and associated outcome evidence identified, for each model is provided in Supplementary Material 2 and Supplementary Material 7. 

1.1. Community-based alternatives
Crisis residential services 
‘Crisis residential services’ provide temporary accommodation and support to people in crisis, typically for periods ranging from a few days to a few weeks. They include ‘Crisis houses’, which vary in approach, ranging from clinical to non-clinical. ‘Non-clinical crisis houses’ are usually run by voluntary sector organisations; they have fewer clinically qualified staff and employ approaches more clearly distinct from those in standard acute settings than ‘Clinical crisis houses’ (1). Crisis houses can be peer-led and can cater to specific sociodemographic groups, such as women or veterans, or specific clinical groups, such as people experiencing suicidality or early psychosis (e.g., Soteria houses) (1–5).  The original Soteria model involves non-medicalised, community-based, residential support for people experiencing acute psychotic episodes in a home-like environment. It emphasises personal relationships, minimal hierarchies between staff and service users, minimal use of medication and restraint, and holistic care (1,6). 

This category also includes ‘Family placement schemes’ (including ‘Family sponsor homes’ and ‘Shared Lives’) which place individuals with volunteer host families or carers at times of crisis. ‘Family sponsor homes’ support people for up to four weeks (7) whereas ‘Shared Lives’ can offer long-term, short-term or day-support placements (8). 

Acute day units 
‘Acute day units’ offer intensive, non-residential treatment and support for people facing acute mental health issues, offering an intermediate level of care between inpatient hospitalisation and outpatient services. ‘Enhanced acute day unit treatment’ models augment the standard model in some way, for example by providing additional respite or outreach services, crisis beds, or extended hours programmes (9). Acute day units tend to follow a structured schedule, normally operating during regular business hours (10). The intensity of programmes varies, and they tend to include a combination of individual therapy, group therapy, medication management, and support with practical issues (e.g., housing, welfare benefits, legal issues) and physical health (10). Some acute day units are designed for specific groups, such as people with diagnoses of eating disorders or “personality disorders” (11). ADUs may aim to avoid inpatient admissions or shorten inpatient stays (10). They can be part of step-down programmes, where people engage in brief intensive acute day unit treatment followed by a period of longer-term therapy (12,13).

Home-based crisis services
‘Home-based crisis models’ include ‘Crisis Resolution and Home Treatment Teams’ (CRHTTs) that provide intensive support and treatment to people in crisis, operate 24/7 and offer a rapid response (14). They often act as a gatekeeper for inpatient admissions (14). They are intended to avoid inpatient admissions and facilitate earlier discharge from hospital. They are staffed by multidisciplinary teams which can provide medication management, safety planning and psychological and social interventions (15). CRHTTs can provide both assessment and treatment, or these functions can be performed by separate teams. ‘Other intensive home treatment services’ can provide similar support, which may be staffed by psychiatrists, nurses, psychologists, social workers, therapists or peer workers (16–21).

Emergency service linked models 
‘Paramedic and/or ambulance street triage teams’ are specialised units staffed by mental health clinicians and emergency service staff. Sometimes peer workers are also integrated into these teams. They provide immediate assessment and intervention to people in crisis who come into contact with law enforcement or emergency services in community settings (7,18,22). They aim to divert people from unnecessary arrest or incarceration. These teams can be ‘Police co-response teams’ or ‘Paramedic street triage teams’, and their formats can vary, with some providing in-person support from a mental health clinician during calls, and others where clinicians provide telephone advice only (7,18). ‘Clinician-only mobile crisis units’ perform similar functions but are only staffed by mental and physical health clinicians. 

Drop-in crisis services 
‘Drop-in crisis services’ provide immediate support to people experiencing a mental health crisis without the need for an appointment, as well as signposting and triage to further crisis support for those requiring urgent care. Some operate during extended hours, including evenings and weekends. 

‘Crisis assessment services’ are designed to provide people in crisis with rapid assessment and referral on to other acute mental health services where deemed appropriate (7). ‘Lifeguard Pharmacies’ offer people experiencing suicidal thoughts and/or domestic abuse discreet consultations with pharmacists, who can signpost them to appropriate community support (23). 

‘Mental health crisis hubs’ focus on assessment, stabilisation and connecting individuals to appropriate support, while ‘Crisis cafés’, which are usually voluntary sector run and can be peer-led, provide informal spaces for support and connection (7,24). These walk-in services are intended to divert people from hospital emergency departments, which can be potentially distressing and unsuitable locations for assessment for people in crisis, associated with a higher risk of inpatient admission (25,26). 

Discharge transition support
‘Discharge transition support’ models aim to assist individuals with transitioning from inpatient care to the community, promoting recovery, independence, and reducing readmissions. The ‘Transition to Recovery Program’ includes psychosocial education, practical assistance, symptom management, social support and connecting individuals with appropriate services (27,28). The ‘Peer Bridger Project’ involves peer workers who offer goal setting, skills teaching, emotional support and advocacy through one-to-one interactions and support groups for an average of 12 months around the time of discharge from inpatient care (29). 

Outpatient-based crisis services
The ‘Whole-of-service stepped-care' model is a brief outpatient intervention approach for people with a “personality disorder” diagnosis. It offers immediate brief psychological intervention to people in crisis, followed by options for longer-term treatment (30).

Community services with crisis function
This category captures community-based mental health services which provide secondary mental health care generally and include some capacity for managing crises among people on their caseloads. 

Enhanced community mental health teams
‘Enhanced community mental health teams’ (CMHT), also known as ‘extended hours’ teams, aim to proactively prevent crises and offer crisis intervention where needed, in addition to performing the standard ongoing case management functions typical of a standard CMHT (31).

Early intervention models
‘Early intervention models’ in mental health focus on specialist interventions, including detection, assessment, individualised treatment planning and psychosocial interventions, delivered by multidisciplinary teams. ‘Early intervention in psychosis’ (EIP) services support individuals aged 14-65 for up to three years after their first episode of psychosis. They offer assessment, pharmacological and psychological interventions, family support, employment/education assistance, help with social care issues, and crisis planning and intervention including rapid assessment, intensive home visits, and intensive case management (32,33). They aim to reduce treatment delays, promote recovery, avoid hospitalisation and prevent relapse (34–36). 

Enhanced case management models
‘Enhanced case management’ models for adults include ‘Assertive community treatment’ (ACT), ‘Intensive case management’ (ICM), ‘Flexible assertive community treatment’ (FACT) and ‘Peer-delivered case management’. They focus on long-term care coordination to ensure individuals receive appropriate services, treatment adherence support and crisis management, including individualised crisis planning, emergency home visits, and on-call crisis support (37). These models involve multidisciplinary teams with small caseloads, providing intensive support in individuals’ home environments. In ACT, staff caseloads are shared whereas in ICM they are not. In FACT, care-coordinators manage individual caseloads but can also provide shared care at times of increased need (38,39). ACT and FACT teams can provide 24/7 support, whilst ICM teams typically operate during standard business hours (37). Peer-delivered case management involves peer workers alongside health care professionals (40–43).

1.2. Hospital-based alternatives

Models involving general hospital medical care

Enhanced psychiatric liaison services
‘Enhanced psychiatric liaison services’ aim to provide psychiatric assessment, treatment and support to people who are admitted to general hospitals or emergency departments with comorbid physical and mental health needs, including people in crisis. They ensure appropriate follow-up care post-discharge and are typically staffed by multidisciplinary teams. Enhanced models (including ‘Comprehensive’ and ‘Enhanced 24’ models e.g., ‘Rapid Assessment Interface Discharge’) offer more specialised care than standard psychiatric liaison services, increased psychiatric consultant input, and enhanced follow-up support (22,44–48), in part aiming to prevent avoidable inpatient admissions (47).

Time-limited admission to general medical wards with specialist community eating disorder team input
People with eating disorders may sometimes be admitted to general medical wards for medical stabilisation, with input from specialist community eating disorder teams. This approach is designed for people who have medical needs requiring inpatient care, including those who are too physically unwell for specialist eating disorder units (49,50).

Brief-stay crisis units
‘Brief-stay crisis units’ offer assessment, short-term treatment, and stabilisation for people in crisis outside of an inpatient setting, aiming to avoid inpatient mental health service admissions (51). They are generally linked to hospital emergency departments. The environment is less restrictive than inpatient psychiatric units, and length of stay typically ranges from a few hours to a few days (51). They include ‘Psychiatric observation units’, ‘Psychiatric decision units’, ‘Emergency psychiatric assessment, treating and healing (EmPATH) units’, ‘Psychiatric emergency service centres’, ‘23-hour crisis stabilisation units’ and ‘Behavioural assessment units’. 

Inpatient psychiatric services

Short-stay acute inpatient wards
‘Short-stay acute inpatient psychiatric wards’ provide assessment, stabilisation and intensive interventions for people requiring intensive psychiatric care for a limited period of time, usually ranging from a day up to a week, with the aim of facilitating discharge home within the admission time period wherever possible (1,7). These contrast to standard inpatient mental health wards, which do not typically have a fixed length of stay (1).

Inpatient psychiatric services with a specific therapeutic model
‘Safewards’, ‘Star Wards’, ‘Talk 1st, the ‘Tidal Model’, the ‘Bradford Refocusing Model’, ‘Six Core Strategies’ and the ‘HOPES model’ are specific therapeutic models aimed at improving care in inpatient mental health settings (1,52–64). They prioritise person-centred care, collaboration, prevention of crises and minimisation of risk. These models emphasise therapeutic relationships, recovery-oriented environments and staff training. ‘Drug-free and minimal medication wards’ in Norway also offer an alternative therapeutic approach (65). 

‘Brief Admission’ (BA) and ‘Preventative Admission’ (PA) are two distinct models which have been implemented on standard psychiatric wards, which aim to proactively reduce crises and inpatient admissions through contracting admissions. The BA self-referral model allows individuals with emotional instability and/or a history of repeated self-harm to hospitalise themselves in a pre-negotiated way, in line with a contract created with clinicians at a time of non-crisis (66). In contrast, the PA model involves pre-arranged admissions over a longer period of time (67). As such, these two service models are distinct from ‘short stay acute inpatient wards’ (described above). 

Inpatient wards for specific groups
Specialist inpatient services are designed to meet the needs of specific groups such as people who are deaf (68) or people with specific psychiatric diagnoses (e.g., eating disorders, “personality disorders”, early psychosis). These services aim to provide specialised care to these groups, compared to the more generic care provided by standard inpatient wards. Inpatient services for people diagnosed with a “personality disorder” employ therapies like dialectical behavioural therapy or mentalisation-based treatment (69–71). Specialist eating disorder wards focus on medical stabilisation, nutritional rehabilitation, psychotherapy and developing effective coping skills (11,72). Early psychosis wards aim to provide timely intervention and comprehensive treatment (73,74). 

1.3. Cross-setting approaches

These approaches can be applied across a range of settings and stages in care pathways and include elements that are expected to reduce dependence on acute care. 

‘The Sanctuary model’, ‘Enabling Environments’, ‘Therapeutic Communities’ and ‘Democratic Therapeutic Communities’ (DTCs) are approaches that aim to create supportive environments for people experiencing mental health difficulties, including those in crisis. The ‘Sanctuary Model’ focuses on creating trauma-informed environments (63,75), whilst ‘Therapeutic Communities’ are structured environments based on shared values such as attachment and respect, promoting recovery through social relationships and activities (76). DTCs are a type of therapeutic community based on the principles of democratic decision making, communal sharing, permissiveness with consequences, and reality confrontation (77,78). ‘Enabling Environments’ similarly aim to prioritise positive social environments for recovery and community integration (79). Each of these approaches can be applied in a range of settings, including acute inpatient settings. 

‘Need-adapted treatment’ focuses on providing personalised care tailored to individuals’ needs, guided by a psychotherapeutic and family-centred approach (80). It can be applied across different contexts, including those providing crisis support. Two examples of its implementation were identified - the ‘Swedish Parachute Project’ (81–83) and ‘Acute Psychosis Integrated Treatment’ (84,85).

‘Open Dialogue’, developed from need-adapted treatment, is a person-centred and network-centred approach to mental health care that involves systemic family therapy and psychodynamic principles. It emphasises open and transparent relationships between staff and service users as well as involving families and support networks, and there is a peer-supported variant (86,87). It has been implemented in a variety of contexts, including inpatient mental health settings (87).

‘Wraparound with intensive services’ similarly aims to engage multiple systems (e.g., health, social, education and youth justice services) to support and empower people aged 0-20 years old with complex needs and their families in the community, aiming to avoid out-of-home placements (88–90). 

The ‘Trieste model’ in Italy is a whole-system approaches to organising care. It is a community-based approach to mental health care, including crisis support. It prioritises human rights, social inclusion and recovery. There are no locked doors and restrictive care is avoided (91,92).

Finally, there are a number of ‘Specialist consultancy’ models in operation that aim to promote alternative approaches to standard inpatient care and reduce inpatient admissions by offering consultation to relevant organisations. This consultancy may be provided by survivor-led, not-for-profit, statutory or private organisations (93–98).

2. Adult long-term inpatient care alternatives

Along with the array of services we identified which aim to offer support in times of acute crisis, service models were also identified that offer an alternative to standard long-term term hospital wards, including inpatient rehabilitation or forensic mental health care (see Supplementary Material 4). These services largely aim to reduce the length of hospitalisation, support people to reside in the community, or offer a therapeutic approach that differs substantially from standard long-term inpatient care. Though most secondary community mental health models have a role in avoidance of long-term hospitalisation, the focus here is on models that are more obviously intensive forms of support that could substitute for an inpatient admission. These service models were similarly categorised into community-based, hospital-based and cross-setting approaches. Further information, and associated outcome evidence identified, is provided for each model in Supplementary Material 2 and Supplementary Material 7.

2.1. Community-based alternatives

Intensive residential services 
This category encompasses ‘Residential rehabilitation services’, and ‘Intensive supported housing’ models (99). Individuals typically move through the components of this pathway with the ultimate aim of successfully managing an independent tenancy and avoiding re-hospitalisation.

‘Residential rehabilitation services’ offer communal residential living for adults with chronic mental health conditions and significant impairment in social functioning whose needs cannot be well-served in the community (100,101). They represent a step-down from long-term inpatient mental health services. Residential rehabilitation services are staffed 24-hours a day and provide people with a high level of support, to support them to stay out of hospital (102). People typically stay for several years (99), however some shorter-term residential facilities also exist. Some residential rehabilitation services aim to be specialised for specific diagnostic groups, such as individuals with a primary diagnosis of an eating disorder or psychosis. 

‘Intensive supported housing’ represents a step-down from 24-hour residential rehabilitation care, offering time-limited tenancies in shared or individual self-contained units with high-level support, sometimes including 24-hours a day staffing (100,101). Our typology only includes supported housing models which involve intensive support, with the aim of supporting people with severe and chronic mental health problems to maintain residence in the community and avoid hospitalisations (102). ‘Intensive supported housing’ can be offered with integrated care offered by the accommodation provider or with support outsourced and offered by external services (100,101). ‘Housing First’ and ‘Full Service Partnership’ represent two models of ‘supported housing with external intensive community support’ which typically serve communities experiencing or at-risk of homelessness and who also experience mental health difficulties (99,103–105).

Family placement schemes 
Some family placement schemes can offer longer-term support to people with mental health difficulties who would otherwise not be able to manage living independently in the community. In the ‘Geel family foster care’ model, people of any age with various mental health difficulties are accommodated by foster families and are encouraged to participate in daily household activities and family life (106). The average length of stay with a Geel placement is approximately 30 years (106). ‘Healing Homes’, a similar model derived from Sweden, supports people with psychosis to live in host families for approximately 1-2 years (107). As well as offering support in an acute crisis (see Section 1.1.) the ‘Shared Lives’ model also operates as an alternative for individuals requiring long-term placements (8).

Enhanced case management models 
These models aim to avoid the need for long-term inpatient admissions by providing intensive support to people with complex mental health needs within the community. ‘Specialist community mental health rehabilitation teams’ are a variation of traditional CMHTs which offer specialised rehabilitation care in the community, often working with people in intensive residential services or ensuring safe transitions between settings (100,101). Designated care coordinators oversee service users’ progression through the rehabilitation pathway and liaise with other providers in the statutory and voluntary sectors (100,101). Likewise, ACT, FACT and intensive case management models, as described in Section 1.1., can offer long-term enhanced case management support. 

Discharge transition support
The ‘Peer Bridger Project’, described in Section 1.1., often works with people who have been hospitalised for long periods of time or who have experienced repeated hospitalisations, aiming to support successful transitions from inpatient care back into the community (29). 

2.2. Hospital-based alternatives 

Inpatient psychiatric services

Inpatient psychiatric services with a specific therapeutic model
‘Hostel wards’ provide residential inpatient care for long-stay patients in inpatient mental health services who are unable to manage in the community and require 24/7 nursing care. Residents remain inpatients legally and staffing levels are similar to standard inpatient care settings. However, they are distinct from standard long-term wards in that the style of accommodation is more domestic, and residents are given a programme of domestic chores and self-care activities judged to be within their abilities (108).  

As described in relation to acute settings in Section 1.2., the ‘Safewards’ programme has also been implemented in medium- and long-term inpatient settings (109).  

Inpatient wards for people with specific psychiatric conditions 
Specialist longer-term inpatient wards may offer tailored care for specific clinical groups, such as people with “personality disorder”, or other groups with specific needs, such as deaf people. An example identified in our consultation was the Springbank Unit, an inpatient unit for women with a diagnosis of “borderline personality disorder”, which also aimed to implement less restrictive risk management procedures (e.g., by offering service users an optional conversation with staff in the place of a formal risk assessment checklist when leaving the ward) (70). 

2.3. Cross-setting approaches  

A range of cross-setting approaches were also identified in relation to long-term rehabilitation. Firstly, as described in Section 1.3., ‘Therapeutic communities’ and ‘DTCs’ may also offer an alternative approach to standard longer term inpatient care, in both inpatient rehabilitation, residential and day hospital settings (6,76). 

Second, as described in Section 1.3., the ‘Trieste model’ also operates as a community alternative for longer term rehabilitation. For example, it provides people with supported housing, and there is a residential rehabilitation service which offers up to six months of support (110).

Third, as described above in Section 1.3., ‘Enabling Environments’ can be applied in a range of settings, including long-term rehabilitation settings for people with chronic mental health difficulties (79).

Finally, as described in Section 1.3., there are ‘Specialist consultancy’ models which aim to provide expert consultancy to health care organisations and intensive intervention to individuals to avoid and reduce long-term mental health hospitalisations (93,95–98).

3. Adult long-term inpatient care alternatives: forensic   

A range of alternative service models were identified which operate in forensic settings across a variety of countries (see Supplementary Material 4). Some of the service models identified below represent components of the Offender Personality Disorder (OPD) pathway in the UK, which operates exclusively in forensic contexts. This aims to offer a pathway of psychologically informed services for offenders with likely “severe personality disorder” (111). Further information, and identified outcome evidence, for each model is provided in Supplementary Material 2 and Supplementary Material 7. 

3.1. Community-based alternatives 

Residential community care
Similar to the long-term rehabilitation findings above (see Section 2.1.), residential community care also serves offending populations in the form of either ‘intensive residential services’ or ‘secure accommodation’.

‘Intensive residential service’ options identified overlap with those for non-forensic populations. They include ‘Residential rehabilitation services’, ‘Integrated supported housing’ and ‘Housing with external intensive community support’ models (e.g., ‘Housing First’ and ‘Full Service Partnership’). 

‘Housing and Accommodation Support Services’ (HASS) are specific to forensic populations. They are an ‘integrated supported housing’ component of the OPD pathway, specifically offering support and accommodation to people meeting OPD pathway criteria on probation who have been released from prison and other secure health care settings (e.g., inpatient care), or those who are transitioning on from other residential settings housing ex-offenders in the community (112,113).

‘Residences for the Execution of Security Measures’ (REMS), based in Italy, are a type of secure accommodation offering an alternative residential approach for forensic populations who have been given a custodial order. REMS are intended to be a therapeutic space with an aim for rehabilitation, without the involvement of police officers (114). 

As described above in Section 1.1. and Section 2.1., ‘Shared Lives’ is a family placement scheme which can offer support to offenders as well as non-offending populations (115). 

Enhanced case management models
‘Forensic ACT’ teams are an adaptation of the general ACT model, involving co-ordination with criminal justice entities, provisions of legal advocacy and assistance with applying for financial support, and with a primary aim of reducing criminal justice involvement and reoffending (116). Forensic ACT teams operate in a similar manner to ACT teams, but with the added provision of forensic psychiatrists and probation officers usually (117). 

Intensive Intervention and Risk Management Services (IIRMS) 
‘IIRMS’ are a component of the OPD pathway which may be based in either prisons or the community. They offer psychologically-informed case management, working with individuals who are being released from a prison or secure environment into the community. IIRMS provide both in-reach to prison settings and outreach to community settings and aim to enhance skills and self-management necessary for a successful resettlement (118).

‘Transitional support and liaison services’ are a specialist type of IIRMS which aim to help people access support offered by statutory and voluntary organisations, both during and after their transition from custody to the community (119). The support duration is typically shorter, typically spanning just a few months, compared to standard IIRMS support, which typically extends for a year or longer (119).

3.2. Hospital-based alternatives 

Inpatient services 
As described in relation to acute inpatient settings (Section 1.2.), some forensic inpatient settings have employed therapeutic models such as the ‘Tidal Model’ (61), ‘Six Core Strategies’ (120,121) and ‘Safewards’ (57,109,122). Secure wards also exist which specifically accept offenders from certain groups, for example, deaf people or people with a diagnosis of “personality disorder”.

Another forensic inpatient model distinct to standard care are ‘Ter Beschikking Stelling’ (TBS) hospitals in the Netherlands. Dutch courts can impose combination verdicts on offenders with severe mental health difficulties and high risk of recidivism (123). These offenders can be detained in specialist TBS hospitals, which aim to reintegrate them back into the community (123). In contrast to forensic hospitals in the UK, TBS hospitals have wards with different levels of security within the same institution, offering greater continuity of care when people move between them, and are less restrictive (e.g., offering more people unsupervised leave and family visits) (124).

3.3. Cross-setting approaches 

Finally, there are also a range of approaches which can be applied across multiple settings. As described above in relation to acute contexts (Section 1.3.) and long-term rehabilitation (Section 2.3.), ‘Therapeutic Communities’ have been implemented in forensic settings, such as forensic inpatient and prison services, as have ‘DTCs’, which offer a whole-system approach to rehabilitation (77). 

A further approach, ‘Psychologically Informed Planned Environments’ (PIPES) are another component of the OPD pathway. Whilst PIPES are primarily adopted in prison settings, they are also evidenced in alternative settings, such as community-based hostels for individuals who have recently been released from prison. PIPES offer training to staff to facilitate a safe and supportive environment according to several key principles: the development of an ‘enabling environment’; structured groups between staff and residents; socially creative sessions and training; and the provision of supervision and reflective spaces for staff (125). In a similar vein, as described above in relation to acute care (Section 1.3.) and long-term rehabilitation (Section 2.3.), ‘Enabling Environments’ can be found in a range of settings, including forensic services.

Some OPD services can operate in multiple settings. ‘OPD treatment services’ may be offered either in secure settings or in the community for individuals who are subject to probation supervision. For example, these may include Mentalisation Based Treatment services or Male-Trauma Recovery Empowerment Model services (126). ‘Psychologically enhanced resettlement services’, another component of the OPD pathway, also offer support either within prisons or within the community, and aim to support the transition-in, graduation, and transition-out of open conditions (127). 

Finally, as listed in relation to the acute crisis care (Section 1.3.), the ‘Sanctuary Model’ also operates in forensic settings (63), as do some ‘Specialist consultancies’ and the ‘Trieste model’.

4. CYP alternatives: Acute, long-term and forensic

A range of service models were also identified for CYP (see Supplementary Material 5). Some were unique to this population, whilst others were also identified during the adult typology mapping and, as such, are described in greater detail in prior sections. Further information, and identified outcome evidence, is provided for each model in Supplementary Material 2 and Supplementary Material 7.

4.1. Community-based alternatives

Residential services 
Similar to provision for adults – although not as widely implemented – crisis houses were identified for CYP aged 11 and over. Soteria houses and ‘Shared Lives’ are adult crisis residential models that can also accept CYP aged 16 and over (8).

A family placement scheme specific to CYP (aged three and over) is ‘Therapeutic foster care’, which involves structured therapy within a foster family setting, usually for 6-9 months (128–130). It can support forensic and non-forensic CYP populations and can be initiated at a time of crisis (130). It aims to provide CYP in foster care and youth justice programs with an alternative to more restrictive placements (130). The ‘Geel family foster care’ model is another family placement scheme, previously described for adults in Section 2.1., that can also provide long-term support to CYP of all ages.

Two further residential models of secure accommodation for CYP populations include ‘Secure children’s homes’ and ‘Secure training centres’ (STCs). Secure children’s homes are specifically tailored for CYP aged 10 to 17 years and offer full residential care, formal on-site education, and health care provision. On-site mental health professionals ultimately aim to successfully re-integrate service users back into the community (131,132). They accept CYP who are sentenced or on remand through the justice system, or placed due to local authority concerns that no other type of placement could keep them safe (131). Whereas STCs are detention facilities for CYP aged 12-17 years old who have been convicted of a criminal offence or are awaiting trial only. They are usually operated by private companies and their ethos is more punitive than in secure children’s homes, with lower staff ratios and less extensively trained staff (133).

As detailed in the adult section above, ‘Residential rehabilitation services’ and ‘Full Service Partnership’ - a ‘Housing with external intensive community support’ model - can also support CYP. 

Acute day units 
Both ‘General acute ADUs’ and ‘Specialist ADUs’ for eating disorders also exist for CYP, where support is tailored to the needs of CYP at the time of a crisis. ADU programmes for CYP may provide a combination of individual therapy, family therapy, medication management and educational services (129,134,135).

Home-based crisis services
‘CRHTTs’ and ‘Other intensive home treatment models’ can also provide support to CYP, sometimes with dedicated teams for CYP. A model specifically for CYP aged 11-18 years old is ‘Intensive home treatment with optional brief inpatient admission’. This involves providing a CRHTT approach with an optional short admission to a psychiatric intensive care unit, where the family is supported by the same professionals as in the community (136). Other CYP-specific models also include ‘Homebuilders’ and ‘Enhanced Homebuilders’, which offer short-term, intensive, home-based services aimed at resolving crises, improving family relationships and connecting families with necessary support (including financial support and respite care) (137). ‘Enhanced Homebuilders’ focuses on cultural competence and addressing violence (137).

Emergency service linked models 
‘Police and/or ambulance street triage teams’ and ‘Clinician-only mobile crisis units’, previously described, can also provide support to CYP (18).

Drop-in crisis services 
Similar to the ‘Crisis café’ model identified for adult populations (see Section 1.1.), a few examples of crisis cafés for CYP were identified (157), alongside ‘Crisis assessment services’ and ‘Mental health crisis hubs’ (138,139).

Discharge transition support
‘Supported Discharge Service’ and ‘Hot-BITS’ models are discharge transition support models for CYP. Both models involve the provision of psychiatric reviews, psychological interventions, support with education, social issues and physical health, and out-of-hours support (140–143) to facilitate successful transition from inpatient care to the community.

Outpatient-based crisis services 
The ‘Behavioural health crisis care clinic’ is a brief outpatient intervention model for CYP providing assessment, safety planning, coping skills and coordinating further care for those experiencing suicidal thoughts or recent suicide attempts (144). The ‘Whole-of-service stepped-care' model, previously described for adults with a diagnosis of “borderline personality disorder”, can also support CYP aged 12 and over (30). 

Community services with crisis function

Enhanced case management models
‘Crisis case management’ (CCM) is an enhanced case management model for CYP aged 10 and over. It provides shorter-term crisis support for families and additional resources like respite care (145). ACT has been used with CYP aged 10 and over, and FACT with CYP aged 12 and over (38,146,147).

Early intervention models
EIP services can accept CYP aged 14 years old and over.

Adolescent forensic community services 
‘Adolescent forensic community services’ provide assessment and intervention for young people with complex mental health needs and a high risk of offending behaviour, and sometimes also provide in-reach to juvenile secure estates and children’s homes (129). They aim in part to avoid inpatient admissions and shorten inpatient lengths of stay (129).

4.2. Hospital-based alternatives

Models involving general hospital medical care

Enhanced psychiatric liaison services
The ‘Enhanced psychiatric liaison models’ (‘Enhanced 24’ and ‘Comprehensive’ models) described above serve both adults and CYP aged 16 and over (148). ‘Paediatric psychiatric liaison’ services specifically provide support to CYP of all ages (149).

Time-limited admission to general medical wards with specialist community eating disorder team input
As described above in the adult section, this model also exists for CYP with eating disorders requiring medical stabilisation (150).

Brief-stay crisis units
Some types of ‘Brief-stay crisis units’ can also provide care to CYP, including ‘Psychiatric emergency service centres’, ‘23-hour crisis stabilisation units’ and ‘Behavioural assessment units’ (151,152).

Short-stay acute inpatient wards
‘Short-stay acute inpatient psychiatric wards’ also exist which can accept CYP aged 16 and over (1).

Inpatient psychiatric services with a specific therapeutic model
Some therapeutic models implemented in adult inpatient services have also been implemented in inpatient services for CYP, including ‘Safewards’ (153,154), ‘Six Core Strategies’ and the ‘HOPES’ model (64). Furthermore, an evaluation of the ‘BA’ model described in Section 1.2., adapted for adolescents, is currently in progress (155). 

Inpatient wards for specific groups
As for adults, there are ‘Specialist eating disorder wards’ for CYP, and ‘Early psychosis wards’ which can accept CYP aged 16 and over. Specialist wards also exist for deaf CYP (156). There are also inpatient wards specifically for children under the age of 13, which may provide schooling, support to parents/carers and age-appropriate therapeutic activities (157).

4.3. Cross-setting approaches

Multisystemic therapy is a cross-setting model specific to CYP aged 10 and over. It aims to engage multiple systems in order to provide intensive support to CYP and their families in their natural environments (129). It has been implemented with both forensic and non-forensic populations. ‘Wraparound with intensive services’, previously described, is for CYP aged 0-20 (90). Likewise, ‘Open Dialogue’ (but not peer-supported open dialogue), ‘Therapeutic Communities’, ‘DTCs’, the ‘Sanctuary model’, ‘Enabling Environments’, ‘Need-adapted Treatment’, and the ‘Trieste model’ have also been implemented for CYP populations. 
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