Implementation of Treatment Escalation Plans in an Old Age Psychiatry inpatient hospital
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Abstract
A Treatment Escalation Plan (TEP) enables timely and appropriate decision making in the management of deteriorating patients. The COVID-19 pandemic precipitated the widespread use of TEPs in acute care settings throughout the National Health Service (NHS) to facilitate safe and effective decision making. TEP proformas have not been developed for the inpatient psychiatric setting. This is particularly concerning in Old Age Psychiatry inpatient wards where patients often have multiple compounding comorbidities and complex decisions regarding capacity are often made.Our aim for this quality improvement project was to pilot a novel TEP proforma within a UK Old Age Psychiatry inpatient hospital. We first adapted a TEP proforma used in our partner acute tertiary hospital and implemented it on our Old Age Psychiatry wards. We then further refined the form and gathered data about uptake, length of time to complete a TEP and the ceiling of care documented in the TEP. We also explored staff, patient and family views on the usefulness of TEP proformas using questionaries
TEP decisions were documented in 54% of patient records at baseline. Following revision and implementation of a TEP proforma this increased to 100% on our two wards. The mean time taken to complete a TEP was reduced from 7.1 days to 3.2 days following inclusion of the TEP proforma in admission packs. Feedback from staff showed improvements in understanding about TEP and improved knowledge of where these decisions were documented.
We advocate the use of TEP proformas on all Old Age Psychiatry inpatient wards to offer clear guidance to relatives and treating clinicians about the ceilings of care for patients. There are potentially wider benefits to healthcare systems by reducing inappropriate transfers between Psychiatry and acute NHS hospitals.

Problem
Old Age Psychiatry inpatient wards host older patients who are often living with frailty or have many interacting co-morbidities. These patients are prone to physical decompensation, often requiring medical assessment and intervention. Most Old Age Psychiatry inpatient wards are geographically isolated from acute hospitals and have limited expertise and resources to identify and manage physically deteriorating patients, leading to transfer of patients to local acute hospitals for further assessment and treatment. This is particularly challenging out-of-hours, when transfers of patients with severe mental illness to acute hospitals may occur with limited opportunity to discuss and agree whether this is indeed appropriate. The clinical decision maker can often be a junior doctor on-call or a ward nurse who may not know the patient care plan and family’s prior wishes. This can lead to inappropriate invasive procedures or distressing episodes of care, which could have otherwise been avoided with clear advanced care planning.
Despite their widespread use in acute hospitals, a formal Treatment Escalation Plan (TEP) is rarely used in inpatient Old Age Psychiatry hospitals. This project took place at the Western Community Hospital (WCH), Southern Health NHS Foundation Trust, Southampton. WCH hosts two Old Age Psychiatry inpatient wards. Berrywood ward accommodates 18 older adults with functional mental illnesses such as schizophrenia and depression. Beaulieu ward accommodates up to 14 older adults with severe behavioural symptoms of dementia. The two wards are staffed by a multidisciplinary team including two consultant psychiatrists, junior doctors, clinical psychologists, occupational therapists, physiotherapists, and a team of nurses and healthcare support workers. The two wards serve a large geographical area across the central South Coast, with the hospital situated one mile away from the local acute tertiary hospital, University Hospital Southampton NHS Foundation Trust (UHSFT).
The project team, which included specialists in Old Age Psychiatry and Medicine for Older People, were thrust into making timely decisions about the upper limit of care that should be provided for our inpatients in the event of clinical deterioration during the first wave of the Coronavirus disease 2019 (COVID-19) pandemic in early 2020. Prior to this, discussions about these upper limits of care, termed “ceiling of care”, were not routine and were inconsistently documented, with feedback from on-call doctors highlighting this issue. We believed that clearer documentation of these ceiling of care discussions could be greatly improved for the benefit of our patient group, and that implementation of TEP forms would be the best way to achieve this.
Our aim was to develop a TEP proforma that would be implemented in at least 80% of patients on our Old Age Psychiatry inpatient wards.
Background 
TEPs offer greater clarity in planning appropriate decision making in the management of deteriorating patients by explicitly stating a ceiling of care, where these decisions are discussed with and agreed by patients or relatives [1]. This includes, but is not limited to, a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) decision, as well as decisions regarding organ failure support (e.g. non-invasive ventilation) and appropriate settings of care for deteriorating patients (e.g. whether Intensive Care Unit admission would be suitable). Completion and regular review of a TEP ensures that patients are not subject to inappropriate invasive procedures or distressing modes of care in the case of terminal events. However, a TEP also ensures that all necessary and suitable treatment is started for a patient who is deteriorating, aiding the decision making of clinicians, especially on-call junior clinicians, who have not been previously involved in that patients care during their admission.
The use of TEP proformas have been adopted in several acute hospitals across the NHS with success [2, 3], with one previous quality improvement project showing the highest usage rates on acute wards for older people, demonstrating the importance of TEP in patients who may be more frail [4]. Another project demonstrated that 96% of sampled patients and relatives thought that a TEP would be beneficial [1]. A further project noted that DNACPR forms were not sufficient to guide clinical decisions about treatment escalation and showed that TEP proformas not only benefitted the patient but also the treating clinicians, particularly on-call junior doctors [5]. A retrospective case note review of 45 cases concluded that formal TEP proformas were needed to enable visible and clear management plans for deteriorating patients, especially due to the complex management of such patients [6]. One previous quality improvement project found the introduction of standardised TEP proformas significantly improved the clarity of documented treatment decisions [7], and another showed that on-call doctors found documented ceiling of treatment proformas highly beneficial [8]. Lastly, there are challenges in the completion of a TEP but methods, such as use of an information leaflet, can improve the proportion of inpatients who had a TEP [9].
The COVID-19 pandemic increased awareness of the importance of discussions regarding DNACPR and ceiling of care due to the risk of rapid deterioration in patients with COVID-19 and limited bed space in hospitals, especially in settings providing respiratory organ support. The pandemic provided an opportunity to strengthen clinical decision making about treatment escalation [10]. National Institute for Health and Care Excellence (NICE) COVID-19 rapid guidelines recommended timely discussion of ceiling of care decisions with patients and families, and documentation of these decisions through a TEP [11]. Although the COVID-19 pandemic accentuated the need for TEPs, these should be adopted as part of good clinical practice, especially in older people who may be living with frailty.
Prior to the COVID-19 pandemic there was no TEP proforma in use at WCH. Discussions about ceilings of care were not consistently documented on the electronic patient record system (RiO), leading to some uncertainty about whether treatment escalation was appropriate. This was particularly problematic when the treating clinician had no prior knowledge of the patient, such as when out-of-hours doctors were called about a deteriorating patient. Therefore, the design and implementation of a TEP proforma was identified to be an area that we could improve patient care on the Old Age Psychiatry inpatient wards at the WCH. 
Baseline Measurement
Baseline data were collected cross-sectionally from electronic patient records of all inpatients with ongoing admissions on 30/07/2020 across both Berrywood and Beaulieu wards at WCH. Each patient’s notes were scrutinised for documentation of any type of discussion about ceiling of care with the patient or their family. This excluded discussions solely about DNACPR. 
Of the 24 patients present in hospital at baseline assessment, 13 (54%) patient records had evidence of a ceiling of care discussion being documented with either the patient themselves or their family. However, there was often some ambiguity about the final ceiling of care decision and precisely who was consulted.
Baseline qualitative data was collected through a staff questionnaire exploring views about ceiling of care and TEP (Supplementary Figure 1). Staff members were chosen based on stratified sampling that consisted of  three junior doctors, two consultants, one healthcare assistant and four nurses.
We planned to collect data again following the design and implementation of the TEP proforma at WCH.
Design
In order to meet our project aim of designing a TEP proforma for the Old Age Psychiatry inpatient hospital, we modified the TEP proforma already in use at our neighboring acute hospital (UHSFT) after permission was granted. This previous proforma included the following levels of care:
· Level 3 = consider critical care (multi-organ support, advanced respiratory support)
· Level 2 = critical care step down
· Level 1 = patients monitored on observable bay with critical care outreach team input
· Level 0 = active ward base care
The project team discussed how this TEP proforma could be adapted to suit an Old Age Psychiatry community inpatient hospital. With input from the multidisciplinary team the following list described the level of ward-based intervention available for inpatients at WCH: oral medication, subcutaneous fluids, bloods tests, radiological investigations (facilitating appointments at UHSFT), physical observation monitoring and electrocardiogram. Any higher level of care, such as intravenous medication or critical care, would necessitate transfer to UHSFT. An option of palliative care was also deemed to be necessary. Following agreement within the project team an adapted TEP proforma was implemented on both wards at WCH. We anticipated some anxiety amongst staff about using a new proforma, and of the implications of a TEP recommending that a patient not be transferred to the acute hospital. We therefore provided education sessions for the wider multidisciplinary team about the TEP proforma, the rationale for its implementation and provided time for any questions to be answered. Following rollout of the TEP we intended to review the proforma to see if any further improvements could be made.
Strategy 
PDSA cycle 1:
In our first PDSA cycle we implemented the adapted TEP proforma on both Old Age Psychiatry inpatient wards at WCH in August 2020. The senior and junior medical team prompted ceiling of care discussions with patients and family members (where appropriate) for existing inpatients and all new admissions. Feedback about the TEP proforma led to several minor changes, with the final version shown in Figure 1.
Firstly, a requirement to include the patient’s address was removed since two points of identification were already in place (name and date of birth or NHS number). A requirement was added to state the person or persons with which the ceiling of care discussion was had. We believed this to be good practice, enabling re-discussion with the same person should the TEP need to be reviewed. We changed the heading “for ward-based care” to make it explicitly clear that this was for care on the psychiatry ward and not ward-based care at the acute hospital. Lastly, to aid clarity we changed the DNACPR section from a free text line to a tick box. 
Data on whether a TEP had been completed, the outcome of the TEP, who contributed to the discussion and the number of days from admission it took to complete the TEP was collected on 25/09/2020 retrospectively by reviewing electronic and paper records for all admissions since baseline (n=20). TEP proforma completion had improved to 100% from 54% at baseline, with the mean duration from admission to proforma completion lasting 7.1 days.
After implementation of the TEP proforma, a staff questionnaire was again used to explore views about the TEP proforma, including staff confidence about comprehensiveness of the proforma and whether staff felt that decisions were easily locatable (Supplementary Figure 1). Again, a stratified sampling method was adopted to include seven junior doctors, three consultants, three MDT members (including occupational therapist, physiotherapist, and psychologist) and seven nurses.
PDSA cycle 2:
The widespread use of the TEP proforma provided benefit to regular and on-call staff in delivering more clarity on decisions related to ceiling of care. However, patients had often been admitted for over a week before completion of the TEP proforma. We therefore included a blank TEP proforma within the admission clerking proforma that the inpatient junior medical team used when new patient admissions were assessed. This prompted early discussions with patients and/or family about ceiling of care and meant that the TEP proforma could often be finalised by a senior doctor before the initial Care Planning Approach (CPA) meeting on the ward.
Further data was gathered on 03/11/2020 and showed that TEP proforma completion was maintained at 100% of all admissions (n=21), with the mean duration from admission to proforma completion reduced to 3.2 days from 7.1 days.
Patients and their relatives were approached by telephone (n=10) to complete a questionnaire ((Supplementary Figure 2) to gather their views on whether they understood what a TEP form was and if they felt it would be useful to have one in place.
Results
Our primary outcome measure was the number of inpatients who had a TEP proforma. The completion of a TEP proforma increased from 54% at baseline to 100% following PDSA cycle 1 and was maintained at 100% following PDSA cycle 2 (Table 1).
Table 1: Number of inpatients with a TEP
	
	Baseline
	PDSA cycle 1
	PDSA cycle 2

	Number of inpatients
	24
	20
	21

	Number of inpatients with a TEP proforma
	13
(54%)
	20
(100%)
	21
(100%)


The mean time to complete a TEP proforma from admission reduced from 7.1 days to 3.2 days in PDSA cycle 2 (Table 2), likely to be due to the inclusion of the TEP proforma in admission clerking packs. In both PDSA cycles the majority of TEP decisions were made following consultation with a family member rather than the patient themselves. Unexpectedly, in both PDSA cycles most TEP proformas supported full escalation to the acute hospital.
Table 2: TEP detail of contents
	
	PDSA cycle 1
	PDSA cycle 2

	Number of inpatients
	20
	21

	Time from admission to completion of TEP (mean days) for new admissions
	7.1
	3.2

	Who was consulted in decision making process
	2 with patient
17 with family
1 neither
	3 with patient
17 with family
1 neither

	Ceiling of care stated in TEP
	18 full escalation
2 ward-based care
0 palliative care
	19 full escalation
2 ward-based care
0 palliative care


A questionnaire was distributed to different members of the MDT before PDSA cycle 1 and after the TEP proforma had been implemented. Staff reporting of understanding what a TEP is, comprehensiveness of TEP proformas and ease of location of a TEP decision were dramatically improved. A further questionnaire was distributed to patients/family members after PDSA cycle 2. This showed that the understanding of what a TEP was and the desire to have a TEP in place was very high amongst both patients and their family members.
Lessons and Limitations
Introducing a TEP proforma into patient admission clerking proformas drastically improved uptake of TEP decision making, with likely benefits to patients’ safety and care within our cohort. Simply using the same TEP proforma as an acute general hospital was not adequate to meet the needs of an Old Age Psychiatry inpatient hospital. Adaption was required to allow for the differences in availability of medical interventions, but this was relatively straightforward to accommodate.
[bookmark: _Hlk87013384]Although the COVID-19 pandemic was the precipitant for this project, the importance of having a TEP in Old Age Psychiatry is clear. This is especially so on organic wards that host people with severe dementia, where escalation of treatment to an acute general hospital may not always be appropriate. One noteworthy study provided data regarding advance care planning of patients with severe dementia in a nursing home setting and reported on implementation of a “Goals of Care” intervention, consisting of a video decision aid and structured care planning meeting for family decision makers, in a cluster randomised trial. The intervention was shown to be effective at enhancing palliative care plans and reducing transfers to acute hospitals [12]. Discussions about ceiling of care should form part of standard clinical practice in any setting hosting people with severe dementia, including on Old Age Psychiatry inpatient wards.
Our project revealed that most discussions when agreeing to a TEP were had with family members of patients rather than solely with patients themselves. This is likely to have been because many of the patients on the organic dementia ward, and indeed the functional ward, did not have mental capacity to make decisions regarding their TEP. Although many patients were still consulted for their views even if they lacked capacity, some patients with severe dementia were not able to express a preference. The COVID-19 pandemic generated significant anxiety in family members of patients, exacerbated by their inability to visit their loved ones. The discussion about an appropriate of ceiling of care is a difficult one, further complicated by the need to limit these discussions to telephone or video calls only. The use of information leaflets for patients and relatives, as has previously been tested [9], may help to prime for these discussions. Furthermore, it is important to remember that TEP decisions are not final and they should be periodically reviewed with patients and/or families, particularly if there are significant changes to the patient’s medical status.
One important limitation to this project was the lack of exploration of the downstream effects of having more TEPs in place. This study did not collect data on the number of transfers to the acute hospital, and whether these were appropriate. Analysis of cost savings of reduced inappropriate transfers would have been a powerful argument to support use of TEP. Additionally, feedback from out-of-hours medical and nursing staff on the accessibility and clarity of the TEP proforma would have allowed further refinement.
An unexpected finding from this project was the relatively high proportion of patients whose TEP supported full escalation to the acute general hospital. Although some of these patients did not have multiple comorbidities and were physically well aside from their mental health disorder, upon reflection a significant proportion of the participants probably would not have benefited from escalation of treatment. There are several reasons why our project observed such a high proportion of TEP that supported escalation of care to the acute hospital. Firstly, the decision to advocate for escalation of treatment may have been influenced by anxiety in the nursing and allied healthcare team, who may not feel they have sufficient skills and confidence in managing deteriorating patients, including those at end-of-life. Secondly, the largely remote mode of discussion during COVID-19 pandemic restrictions is likely to have affected the quality of discussion about benefits and drawbacks of escalation. Lastly, more junior medical staff may not have been confident enough, or had the necessary support, to undertake these discussions.
The disproportionate number of patients who were for escalation is an important area that warrants further review. One possible area for improvement is to ensure adequate training for junior and senior doctors in Psychiatry having discussions about ceiling of care, to ensure their practice is in line with local geriatricians. This may be possible through sessional GP or geriatrician input into the wards. It may be that junior Psychiatry doctors require a greater consultant presence to facilitate and answer questions about TEP with patients and families. In addition, good clinical practice dictates an early senior review for new admissions, allowing an opportunity for a consultant to lead on these discussions soon after admission. It has been shown previously that large numbers of hospital inpatients enter the last year of their lives following admission [13]. This may be even less adequately recognised in Psychiatry settings, impacting on escalations of treatment being too high in comparison to when patients with dementia are admitted to acute hospitals. 
In the era of electronic patient records, it could be argued that the use of paper TEP proformas alone is outdated. The implementation of TEP decisions on electronic patient records has been demonstrated in the NHS and is a development that we would support [14]. This would improve the accessibility of TEP proformas, especially important in Psychiatry where on-call doctors are non-resident and therefore out-of-hours staff may not have immediate access to paper records.
Our TEP proforma was designed to be tailored to the range and nature of treatment available at the Western Community Hospital. Therefore, if other settings are able to provide a different level of care, such as intravenous fluids, our TEP proforma would need to be adapted to each specific care setting. If our patients are transferred to an acute general hospital then a new TEP proforma is completed, one that contains options including ward-based care versus escalation to intensive care. Similarly, if our patients are discharged from hospital to a nursing home then an adapted TEP proforma could be designed to complement locally used advance care planning documentation. 
Conclusion
TEPs play an important role in guiding clinical decision making. Our project demonstrates that TEP proformas can be successfully adapted and implemented on two Old Age Psychiatry inpatient wards. We exceeded our aim of having 80% of patients having a TEP proforma in place, and in fact achieved a completion rate of 100%. We thereby significantly reduced ambiguity regarding ceiling of care decisions for our patient group. We did however find that an unexpectedly high number of patients, including those with severe dementia, had a TEP that advocated transfer to the acute hospital. We conclude that whilst it is important to have a TEP in place, there must be sufficient training and support for those undertaking these discussions to enable the most appropriate ceiling of care to be agreed.
We acknowledge that there is a pressing need for clarity on treatment escalation decisions across Old Age Psychiatry inpatient units, with no previous quality improvement project published in this field. The prevention of unnecessary admissions to acute general hospitals is likely to provide both a cost saving to the local healthcare economy but also enable the most appropriate care to be delivered to patients. However, to support Old Age Psychiatry wards to manage patients who are not for escalation, we postulate that enhanced training and staffing is required to support the medical assessment and management of these patients on Old Age Psychiatry wards. Future projects could include analysis of cost savings of preventing inappropriate transfers to acute hospitals along with the impact of this on medical assessment and care on the Old Age Psychiatry wards.
The project team have begun to support other inpatient wards in our healthcare organisation in rolling out our TEP proforma, with further refinement in the discussion and documentation process likely to be beneficial. We now aim to have our TEP proforma adopted onto our electronic patient record system and accompanied by guidance on its use, which will improve the sustainability of our intervention. Widespread adoption of the TEP proforma will allow continuation of the work started by the project team, enabling treating clinicians to access clear guidance about the ceiling of care for older mental health inpatients.
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