Table 1: Comparison of joint units visited during the Travelling Fellowship 

	Site 

Reference

(year opened)
	Number of beds
	Staffing: general hospital  
	Staffing:

psychiatry
	Patient mix (acuity and diagnoses)
	Outcome data
	Staff identified advantages
	Staff identified disadvantages
	Fellow’s personal comments

	Ward 47B, Queen’s Medical Centre

Nottingham
(2009) 

(See Harwood 2010)
	28
	Geriatricians 0.6 FTE, 3 shared JMOs, specialist registrar 0.5 FTE, nurses (70:30 split registered:

unregistered), OT, physiotherapy 0.5 FTE, 4 health care assistants (2 act as activity coordinators), discharge coordinator, speech therapist 0.2 FTE
	2 MHNs, 1 CNS, psychiatrist 0.1 FTE (present twice/ week), 1 mental health specialist OT and 1 specialist physio (0.5 FTE), 
	*Acute 

*Admitted from ED

*Any confusion i.e.

delirium, dementia


	LOS 12-15 days (range 0-180)


	*Hub of expertise

*Easy to access specialist care

*Improved communication between MH and general health (including access to MH computer system)

*Take difficult patients from other wards

*Improved staff attitudes to comorbidity
	*Ward not purpose built

*Staff stress (the ward is the last point of call for complex patients, frustrated families)

*Busy, noisy ward

*Six-bed bays

*Need for additional psychiatrist hours and better access to SW
	*Psychiatrist does not attend MDT, *Psychiatrist is a consultant rather than a core team member

*Patients often too sick to participate in group activities

*Focus on person centered dementia care

*The unit has additional funding for staff for 3.5 years

	Ward 37, York District Hospital

(1989)

	21
	One  geriatrician, 1 JMO, occasionally a specialist registrar, nurses (equal number to MHNs), SW, physiotherapy OT, nursing assistants
	3 MHNs, a FT CNS, psychiatry registrar as needed, psychiatrist 0.2 FTE, psychologist as needed
	*Subacute

*Admitted from wards, MAU *Dementia, delirium, depression, cognitive impairment, major mental illnesses
	* 2011: LOS ~20 days

High rates of falls and mortality

* 200814 (sample of 50 patients): LOS 44 days, mortality 21%, discharge home 40%
	*Weekly full MDT meeting and weekly joint ward round

*Stable staffing

*Dual ownership of patients 

*Upskilling of MHNs and general nurses and students

*Patients interact

*Regular group activities

*Improved community mental health follow-up
	*Small ward (demand greater than bed number)

*Complaints from families about locked ward and complications 

*Stigma

*Patient mix can be counter-therapeutic

*Staff stress  (challenging patients)

* Deskilling of other wards

*Some long stays due to delayed transfer to residential care
	*Joint medical/ psychiatric consultant ward rounds, 

*Shared decision making

*Links with Alzheimers’ Society

	Elm B unit, Cumberland Infirmary, Carlisle (2000)

	12
	One geriatrician, 1 JMO, 1 staff grade, nurses, physiotherapy OT
	One dual trained general/ MHN, 

old age psychiatrist 0.1 FTE
	*Acute

*Admitted from MAU/wards

*Any confusion: dementia> delirium, BPSD, major psychiatric and medical comorbidity (e.g. depression, psychosis)
	* 2010: LOS 16-21 days, mortality 12%, discharged home 50%

* 1996 (sample of 50 patients): LOS 30 days, mortality 7%, discharged home 68%
	*Four-bed bays (not 5)

*Flexible visiting hours

*Hub of knowledge (for training)

*Proximity to stroke and rehab wards

* Ready access to medical specialists and investigations

*Access to cardiac monitoring
	*Small day room, used infrequently

*Paucity of MHNs to manage patients with major mental illnesses
*MH staff see only <20% of all ward admissions
*Longer length of stay for people requiring care homes

*Lack of space for rehabilitation
	*Psychiatrist sometimes attends MDT

*Psychiatry more like a consulting service than a team member

* Better  compliance with NICE delirium guidelines compared to other wards

	Ward 23, Queen Elizabeth Hospital, Gateshead

(2003)
	24
	Two geriatricians, 1 staff grade, 1 JMO, 1 specialist registrar, 75% general nurses, housekeeper (focus on nutrition, feeding, ward stores)
	25% mental health nurses (some dual trained), old age psychiatrist 0.2 FTE (plus additional time as needed), dedicated psychologist 0.5 FTE
	*Mix of acute and subacute.

*admitted via MAU *Dementia , BPSD, delirium, difficult behaviour, psychosis, palliative care, post suicide attempt, major psychiatric and medical comorbidity (e.g. severe depression)
	Nil available
	*Dedicated space and rooms (e.g. communal dining, reminiscence room)

*All nurses highly skilled in aged care

*Patients given more time to recover

*Four bed bays

*Outreach of liaison MHN to other wards and facilitating transfers into the unit
	*Additional psychiatry sessions required (workload > allocated hours)

*Deskilling of other wards in managing patients with difficult behaviours

*Insufficient MHNs to optimally manage primary mental illnesses such as major depression
	Psychiatrist attends MDT and functions as a full member of the team

	Stirling Royal Infirmary, UK

(pilot ward)  
N.B. A 20 bed integrated unit subsequently opened in the new acute hospital (Forth Valley Royal) in 2011with additional MHNs, specialist OT, and increased psychiatrist cover, including regular multidisciplin-ary ward rounds.
	10 in a Nightin-gale ward
	One geriatrician, 1-2 JMOs, 1 specialist registrar, nurses

*JMO cover varies (can be a different person each week)
	Six MH assistants in nursing, 1 MHN, 1 psychiatrist 0.1 FTE, staff grade psychiatry 0.2 FTE, OT 
	*Female only (for pilot) 

*Very acute

*Admitted from MAU *Dementia and physical illness, delirium
	Very short length of stay with a  target of 5 days
	*Assistant MHNs well integrated

*Routine screening for delirium and cognition

*Improved detection of depression

*Improved access to psychiatrist in regular sessions
	*Acuity of the ward and short stay prevents optimal input by mental health professionals

*Difficult to retain MHNs (staff stress, lack of support and integration with general nursing tasks and staff)

*OT initially doing mental health nursing work due to short-staffing

*No physiotherapy
	*Ward set up after short planning period

*MHN were assigned rather than opted to work there (implications for staff retention)

*Runs as an acute medical unit with regular psychiatric consultations


Junior Medical Officer (JMO), Occupational Therapist (OT), Mental Health Nurse (MHN), Clinical Nurse Specialist (CNS), Emergency Department (ED), Length of stay (LOS), Social Worker (SW), Medical Admission Unit (MAU), Behavioural and Psychiatric Symptoms of Dementia (BPSD)

