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Definition of Recovery:

Mental health problems are varied, so recovery means different things to different people. Recovery can mean: (NIMHE (2004) Emerging Best Practices in Mental Health Recovery)

· A return to a state of wellness (e.g. following an episode of depression)

· Achievement of a personally acceptable quality of life (e.g. following an episode of psychosis)

· A process or period of recovering (e.g. following trauma)

· A process of gaining or restoring something (e.g. being alcohol-free or drug-free)

· Gaining benefit from apparently negative experiences (e.g. in prolonged psychosis where the experience itself has intrinsic personal value)

· Recovering an optimum quality and satisfaction with life in disconnected circumstances (e.g. dementia).

Taken together, these six meanings suggest a broad vision of recovery that involves:

"A process of changing one’s orientation and behaviour from a negative focus on a troubling event, condition or circumstance to the positive restoration, rebuilding, reclaiming or taking control of one’s life". (Taken from NIMHE (2004) Guiding Statement on Recovery).

Following a National survey of rehabilitation services, Killaspy et al (2005) have provided a contemporary definition for rehabilitation: 

“A whole system approach to recovery from mental ill health which maximises an individual’s quality of life and social inclusion by encouraging their skills, promoting independence and autonomy in order to give them hope for the future and which leads to successful community living through appropriate support.” 

1.1 Aims 

The aims of the Rehabilitation and Recovery services are: -
· To target individuals, who have demonstrated high levels of need through multiple admissions, poor engagement with services, limited responses to treatment and increased vulnerability or risk due to symptoms or neglect.

· To individualise care planning to enhance coping strategies and build on service user’s strengths.

· To work in a multi- agency context to deliver joined up care packages, which meet the psycho- social needs of service users.   This will involve developing treatments and a full range of social and psychological interventions. 

· To promote social inclusion, well being and reduce stigma.

· To improve the quality of life for each service user. 

· To address the needs of Carer’s and seek to restore or improve functioning within families through psycho education and support.

· To promote active and full engagement of service users in their own care.

· To offer consultation to other services and agencies regarding the management of severe and enduring mental illness.
· To provide a multi- disciplinary approach to optimising the mental health and functioning of individuals who experience severe and enduring mental health problems.

The provider will work under the following values: -
For Individuals to:

( Live a normal life as far as possible, be safe and feel secure

( Be included in local community and activities.

( Not be stigmatised or discriminated against on any grounds

( Have easy access to up to date and accurate information

( Have options in the choice of care available locally

( Be supported with services that:

- Are built around the needs of each individuals, their Carer’s and families,

- Promote and enable recovery and well - being

- Take into account people’s safety. 

- Are accessible to all of the localities diverse communities

1.2 Evidence Base 

South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007): -

The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004), published in June 2004 by The Social Exclusion Unit under the Office of the Deputy Prime Minister demonstrates the exclusion experienced by people with mental health problems: -

· Only 24% of adults with long terms mental health problems are in work, (the lowest of employment rate for any of main groups of disabled people), (Ibid p.11)

· 84% of people with mental health problems have felt isolated compared to 29% of the general population, (Mind; Not Alone? Isolation and mental distress, London 2004)

People with mental health problems are one-and-a-half times more likely than the general population to live in rented housing, with higher uncertainty of how long they can remain in their current home (Social Exclusion Unit; Action on Mental Health Fact sheet 6., Office of the Deputy Prime Minister 2004). 

A person with schizophrenia can expect to live for ten years less than someone without a mental health problem and is twice more likely to die from a smoking related disease. 

· 83% of respondents to the Social Exclusion consultation identified Stigma and Discrimination as a key issue. 

The Social Exclusion and Mental Health report also sets out the responsibility of Local Authorities and Primary Care Trusts to develop Social Exclusion action plans to address the issues locally. 

Social Inclusion and the Recovery model also link with other policy initiatives:
( Our Choices in Mental Health, Care Service Improvement Partnership, 2006

( Department of Health; Independence, Well-being and Choice: Our Vision for 

   the Future of Social Care for Adults in England, DH 2005

( Department of Health; Our Health, Our Care, Our Say: Making it Happen, DH

   2006

And is furthermore supported by professional groups: 
( Department of Health; From Values to Action: The Chief Nursing Officer‘s 

  Review of Mental Health Nursing, (DH 2006) 

( College of Occupational Therapists; Recovering Ordinary Lives – the Strategy

   for Occupational Therapy in Mental Health Services 2007-2017, COT 2006

( Royal College of Psychiatrists; Rehabilitation and Recovery Now, RCP London

   2004

key points are:
People using mental health services:
( Are supported to access a range of socially inclusive employment and

   vocational opportunities (i.e. employment, training, education or voluntary

   work).

( Have access to appropriate housing 

( Have the opportunity and are given support to obtain good physical health and

   well being as part of their journey of recovery.

( Have access to community resources and opportunities for participation 

Dr Frank Holloway, Chair of the Faculty of Rehabilitation and Social Psychiatry (October 2005) "The Forgotten Need for Rehabilitation in Contemporary Mental Health Services", A position statement from the Executive Committee of the Faculty of Rehabilitation and Social Psychiatry, Royal College of Psychiatrists: -

There have been significant advances in the treatment of mental disorder, notably the emergence of potentially effective psychological and psychosocial interventions, which have been summarised in a continuing series of guidelines produced by the National Institute for Clinical Excellence (NICE) (see www.nice.org.uk).

Both the Department of Health and the National Institute for Mental Health in England (NIMHE) have vigorously endorsed the rhetoric, concept and practice of Recovery within mental health care (Department of Health, 2001b; NIMHE, 2004; NIMHE, 2005).  

The principles of Recovery have been firmly embraced by the Faculty of Rehabilitation and Social Psychiatry (Roberts and Wolfson, 2004; Royal College of Psychiatrists, 2004). 

Tackling the social exclusion of people with a mental illness, long a goal of rehabilitation services, has become a cross-Government priority (Social Exclusion Unit, 2004). 

Rehabilitation practitioners from all disciplines have been at the forefront of the advances in mental health services over the past two decades. They have worked to close the mental hospitals, developed innovative community-based alternatives for the treatment and support of people with severe and enduring mental illness, sought to tackle the social exclusion of people with a mental illness (long before the term was coined) and pioneered psychosocial interventions.  

Rehabilitation and Recovery represent both a set of service principles and a range of specific services. 

The principles focus on a holistic assessment of the needs of a person experiencing severe mental illness, awareness of the person’s social, spiritual and cultural environment and a determination to work with the individual and their carer’s to achieve the best possible clinical and social outcomes for the individual, with desirable outcomes (as far as possible) set by the person experiencing the illness. 

Rehabilitation and recovery now -Royal College of Psychiatrists 

London, Approved by Council: January 2003, Due for review: 2007 

Council Report CR121, January 2004: -

The evolution of the concept of rehabilitation can be traced through the way it 

has been defined by those writing on this topic over the past decades. 

‘The process whereby a disabled person is enabled to use their residual abilities to function effectively in as normal a social situation as possible’ (Bennett, 1978). 

Psychiatric rehabilitation addresses this dynamic adaptation and attempts to maximise functioning, while at the same time acknowledging the possibility of relatively fixed disabilities and the necessity of providing supportive environments’ (Shepherd, 1995). 

‘To enhance personal autonomy and enable the individual to adopt an appropriate social role and lead as fulfilling a life as possible’ (Babiker, 1987). 

‘Maximising quality of life’ (Sullivan et al, 1992). 

The concept of rehabilitation in psychiatric services recognises the importance 

of quality of life, and the enabling of an individual’s capacity. There is an 

emphasis on adaptation to live as normal a life as possible, regardless of disability, while at the same time recognising that the long-term disabilities associated with mental health problems fluctuate.

There is a recognition that rehabilitation is about long-term, indeed a life-long commitment to working with individuals. It is not about transient service delivery. 

Although the new generation of antipsychotic drugs and the reawakened interest in psychological approaches adds a comprehensiveness to service delivery, this must go hand in hand with the acknowledgement that it is not possible to ameliorate all disability. 

Respectful acceptance is part of the task, without loss of optimism for individual growth and the potential for recovery. 

Recovery is an active process through which the service user travels to adapt 

to living with disability. The professional works with service users to share an 

understanding of their life story (and often their family story) and helps them to 

draw upon the resources and skills available in rehabilitation services. 

Fundamental to this process is work with individuals and their families and 

carer’s, to instill and maintain hope. 

‘Recovery is an internal, ongoing process requiring adaptation and coping skills, promoted by social supports, empowerment and some form of spirituality or philosophy’ (Campbell, 1997). 

‘Recovery is a first-person concept, “I have a problem, but with help I can grow beyond it”’ (Cliff Prior, speech on 1 June 1999). 

There is now an emphasis on the shared partnership between service users 

and service providers, the same philosophy that underpins the National Service Framework for Mental Health for Adults of Working Age. 

The relevant National Service Framework principles are:

• Social inclusion 

• User involvement 

• Carer involvement 

• Partnership between stakeholders 

• Evidence-based practice 

• Meeting agreed standards.

A common purpose: Recovery in future mental health services First published in Great Britain in May 2007 by the Social Care Institute for Excellence: -

Recovery is the process of regaining active control over one’s life. 

This may involve discovering (or rediscovering) a positive sense of self, accepting and coping with the reality of any ongoing distress or disability (Faulkner and Layzell, 2000) finding meaning in one’s experiences, resolving personal, social or relationship issues that may contribute to one’s mental health difficulties, taking on satisfying and meaningful social roles, and calling on formal and/or informal systems of support as needed (Leibrich, 1999). 

Services can be an important aspect of recovery but the extent of the need for services will vary from one person to another. For some people, recovery may mean exiting from mental health services either permanently or for much of the time. For others it may mean continuing to receive ongoing forms of medical, personal or social support that enable people to get on with their lives. 

Most research on the three principle usages of recovery has so far arisen from clinical perspectives that define rates of recovery in terms of symptomatic or socio- economic changes. 

However, as Dorrer (2006) observed, most such longitudinal outcome studies use objective measures of clinical and social recovery that may be blind to what is subjectively meaningful to individuals. Research reviews should be aware of this limitation and that to date most studies have focused on recovery from symptoms, disabilities and dependence on services rather than personally defined outcomes such as recovery of hope, identity and a life regarded by the individual as worth living. 

However, even within clinically focused research the evidence shows that within that framework of meaning and evaluation a high proportion of people can and do recover.

Much of the emphasis of longitudinal studies has been on psychotic conditions, in particular schizophrenia, but considerable hope has been drawn from finding both heterogeneity and unexpectedly high levels of recovery and improvement (50-70%) over lengthy periods (20-35 years) (Calabrese and Corrigan, 2005), leading to independent living, and in Harding et al’s studies (1987), an absence of signs of schizophrenia. 

Current interest in recovery has prompted a re-emphasis of evidence for favourable outcomes and late recovery based on familiar clinical definitions as grounds for optimism and as a means of challenging the chronicity paradigm (Harrison et al, 2001). 

Recovery rates for mental illnesses are noted to surpass the treatment success rates for many other physical illnesses, including heart disease (NAMHC, 1993). NAMHC states that recovery rates include: schizophrenia, 60%, bipolar disorder, 80%, major depression, 65-80%, and addiction treatment, 70%. 

Government and workforce policies and reports: -

New ways of thinking and working will only flourish in a sympathetic policy and funding context. This supports innovators and gives a rationale and resources to others to take up these new ideas and practices. In fact, the recovery approach is wholly congruent with the current direction of government health and social care policy. 

1. The National Service Framework for mental health (DH, 1999) sets the basis for recovery in its emphasis on information, empowerment, partnership, community- based care, family support and health promotion. National Service Framework standards provide guidance on promoting mental health, wellness and social inclusion, better access to primary care, written secondary care plans and home treatment where possible. Carer’s and families are entitled to an assessment. 

2. The NHS Plan (DH, 2000) builds on the National Service Framework by setting down the resources needed to support it, including crisis and home treatment teams and STR (support time and recovery) workers. 

3. Reaching out: An action plan on social exclusion (Cabinet Office, 2006) is one of the most recent policy initiatives to recognise the links between mental illness and social exclusion and provide opportunities for developing recovery-based services. 

4. Creating a patient-led NHS (DH, 2005b) focuses on choice of treatments 

and services, information, valuing people as individuals, race equality action, 

understanding local needs, patient preferences and improving patient and public involvement. 

5. Improving the life chances of disabled people (Prime Minister’s Strategy Unit, 2005) sets out a plan to ensure that by 2025 ‘disabled people in Britain should have full opportunities and choices to improve their quality of life, and will be respected and included as equal members of society’. The means used to move towards this include individual budgets, support to families and young people, and help to get and keep employment through support, training and benefit reforms. 

6. Our health, our care, our say (DH, 2006a) supports a recovery approach across health and social care services. Primary Care Trusts (PCTs) will be expected to involve communities in decision-making. There will be greater incentives for preventive care to focus more on maintaining wellness and healthy living, with improved coordination of social and health care, and more flexible access for patients. Empowerment should be aided by an expanded Expert Patient programme (DH, 2001c) and personal health and social care planning for long-term conditions. There will be greater support for carer’s and an updated national carers’ strategy. The expansion of direct payments, self-directed care and individual budgets will support self-managed care, and there is a clear duty on statutory bodies to encourage and support participation. 

7. Supporting people with long-term conditions to self-care (DH, 2006b) sets out the evidence base for the policy of self-care, showing that it can reduce the use of GP and hospital services and drug expenditure: ‘Patients are the health service’s biggest untapped resource ... services need redesigning so that patients and the public are truly partners and co-producers in their own care’. This has also led to a requirement that all Royal Colleges include training competencies in supporting self-care in their core curricula. 

8. The cross-government initiative, Putting people in control of their care (DH, 2005c), led by the Department of Health with the Department for Work and 

Pensions and the Department of Communities and Local Government, is 

supporting ‘In-Control’ and the piloting of individual budgets and self-assessment including widening direct payments, in particular to groups that are currently excluded, and developing and piloting the concept of individual budgets 

9. Strong and prosperous communities, the local government White Paper (DCLG, 2006), aims to give local people and local communities more influence and power to improve their lives. It is about creating strong, prosperous communities and delivering better public services through a rebalancing of the relationship between central government, local government and local people. The paper is intended to show confidence in local government, local communities and other local public service providers by giving them more freedom and powers to bring about the changes they want to see. 

10. The Commissioning framework for health and well-being (DH, 2007a) means involving the local community to provide services that meet their needs, beyond just treating them when they are ill, but also keeping them healthy and independent. The framework builds on the White Paper Our health, our care, our say. It is for everyone who can contribute to promoting physical and mental health and well-being, including the business community, government regional offices and the third sector. 

11. The recent progress report, Mental health: New ways of working for everyone (DH, 2007b) Clarifies implications for specific professions and emphasises the need to develop strong and capable teams which make the most of new roles such as Support Time and Recovery workers, and new forms of functional and flexible working. It powerfully reemphasises the value of developing a recovery orientation across the whole of mental health practice. 
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1.3 General Overview 

Localities to insert their local service structure 
1.4 Objectives 

To care for people with mental health problems who have long term needs.  The provider must ensure that it applies the principle of recovery and that patients strengths, maintaining levels of independence and promote well-being utilizing the following therapeutic interaction which are evidence based and integrated utilizing a full multidisciplinary approach: -

· Assessment Care Planning and evaluation of complex care packages

· Specialist Behavioural Assessments

· Specialist carer support, education, assessment and intervention

· Person Centered care planning within the CPA framework

· Specialist Mental Health Assessments

· Therapeutic activities, promotion of self-care

· Specialist Multi disciplinary assessments to include Occupational Health

· Specialist monitoring and Management of Clients detained under the Mental Health Act

· Needs led discharge planning

· Specialist advice and support to both statutory and non-statutory agencies

· Management of Mental Health crisis

· Specialist cognitive interventions

· Departure planning/aftercare and support

· Onward referral pathways

· Psychological Assessments

The provider will also work toward the following objectives:

· Improved care and outcomes for the individual and their families by focusing on wellbeing, recovery and strengths rather than maintenance and deficits. 

· Strengthen the focus of social inclusion therefore reduce the stigma associated with mental illness and its care
· A focus on personalised care ensuring that care is based to the individuals needs, and wishes and allowing them to have more choice, which will lead to their recovery.
· To improve outcomes relating to physical health 
· To allow people to explore their aspirations and meet their full potential.
· Be focused on early intervention and early recognition, as people are more likely to recover more quickly and stay well if they receive effective, timely and accessible treatment
· To ensure that self help features as a main component of the individuals package of care.
1.5 Expected Outcomes 

( Reducing the need for hospital admissions through early detection of relapse

( Management and reduction of positive symptoms such as hallucinations and

  delusions

( Rationalising and minimising use of psychotropic medication

( Reducing inequalities in health care through liaison with primary care services

( Reducing the need for services through improved self agency, moving clients to

  less intensive services or away from secondary care

( Reducing the impact of negative symptoms such as apathy and withdrawal

( Ensuring appropriate tenure of accommodation, supporting accommodation

   providers

( Ensuring adequate financial position of users

( Supporting vocational and educational activities

( Improving activities of daily living and social functioning

( Supporting and educating Carer’s, families and ensuring the welfare of children

  deemed at risk

( Developing the stakeholder role of service users and forming effective

  relationships with partner agencies

"A common purpose: Recovery in future mental health services" (2007) 

Care Services Improvement Partnership (CSIP) 

Royal College of Psychiatrists (RCPsych), Social Care Institute for Excellence (SCIE), states: -

Putting recovery into practice and measuring recovery outcomes have been ongoing challenges.

In the US and the UK work has begun to develop measures of recovery that 

respond to personal perspectives and lived experience. 

Ralph et al (2000), updated by Campbell-Orde et al (2005), give measures developed in the US that include measurements of hope and empowerment as well as recovery. 

One measure that is emerging as particularly relevant is DREEM (Developing 

Recovery-Enhancing Environments Measure) (Ridgway and Press, 2004; Allott et al, 2006). 

The National Institute for Mental Health in England (NIMHE) has identified DREEM as the most promising of an emerging group of recovery-sensitive measures (REE, in Campbell-Orde et al, 2005). 

DREEM provides a user-led structure that enables services to measure their commitment to, and effectiveness in, providing recovery-based care. It focuses on service development and enhances collaborative work with people who use services, thus mirroring the principles of the recovery it measures. 

A recent user-led evaluation used DREEM to find out how staff and residents in a recovery-oriented rehabilitation service in Devon rated 24 components 

of recovery, according to their importance. The team valued DREEM as providing a clear and structured model of recovery for staff and residents to use together to assess their service (Dinniss et al, 2007).

A number of writers, including Roberts (2000, 2006), have talked about the 

importance of narrative inquiry as a method of research, as well as a method of supporting recovery. Brown and Kandirikirira (2006) describe a recently completed study that examined over 60 recovery narratives in Scotland, to establish the factors that helped and hindered recovery, and highlighted helpful approaches to promote recovery narratives. Roberts (2000) argues for the importance of narrative, alongside and integrated with evidence-based medicine.

 Recommended outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007): -

( Increase in service users leading the writing of their care plan

( Increase in service users who (a) choose their own outcome measure, and (b)

   have at least two points of measurement using their chosen measure

( Number of teams with social inclusion and recovery-focussed operational

   policies

( Percentage of care plans which contain items, which are either the service user

  doing something for themselves or jointly doing with staff (rather than staff doing 

   to the service user)

( Percentage of risk management plans including positive and managed risk-

   taking (rather than risk avoidance)

( Recruitment strategy actively values personal experience of mental health

   problems

( People with mental health issues gaining or retaining employment, accessing

  education and voluntary work

( Employment, vocational and social inclusion interventions will be integrated in

  to CPA care plans

2.1 Service Description

Local information may replace the following
Referral Process:

Who are Referrals Accepted From:

The Rehabilitation and Recovery team are a secondary service and receive referrals from other teams within secondary services (CMHT or AOT). However initial referrals can come from: -
( Primary Care Services

( Acute Hospital Trusts

( Adjoining Mental Health Trusts

( Other specialist mental health services, i.e. Inpatients 

( Residential and specialist nursing homes

( Day Centres (voluntary and statutory)

Assessment Process:
The assessment process commences from the point of acceptance into the service and will   

include: -

Within 24 Hour: -
( Risk Assessment

( Spiritual Needs Assessment

( Physical Assessment

( Allocation of Named care coordinator

Within 7 Days: -
( Specialist Assessments 

( Clinical review

( Carers Assessment

( Identifying needs led care plan

( Health & Social Care Assessment

The assessment process is continuous with care reflecting changing needs.  Where possible all relevant others i.e. Carers, other agencies are included in the process.

The provider must ensure that they offer the following: -
Advice and information 

( Provision of accurate, appropriate factual information on mental health / well-being and the range of treatment services available which is accessible and meaningful to the recipient.  

( Advice and information must be provided by a variety of methods, which may include verbal, written, audio visual aids, face to face or by telephone. It is anticipated that the service will provide information and advice recognising the language needs of the local community.

Medication

Advice on medication, prescribing and Monitoring of service users responses to medication.

Risk Assessment and Management

The provider will ensure that all assessments will include a risk assessment.  When risk is identified a crisis/risk management plan will be completed and will be communicated to all relevant parties involved in the care of the service user.

Care Planning and Reviews through the Care Programme Approach and Care Management

Service users taken on for treatment are reviewed as a part of their care on delivery. Management plans and treatment objectives are evaluated, re-defined and further treatment decisions taken within the multi-disciplinary team accordance with the provider policy on the Care Programme Approach.

Dual Diagnosis (co-morbidity )

Dual diagnosis or psychiatric co-morbidity, will be defined as a combination of a diagnosed mental illness and substance misuse that may be “harmful” or “dependent” (ICD 10). 

The Provider will be expected to work with people who misuse substances and whose mental health is the primary issue and substance misuse is the secondary problem. The provider will provide advice, information and professional guidance and collaborate closely with local dual diagnosis and / or Substance Misuse Services 

Child Protection

It is important for the provider to consider the impact of parents’ or carer’s’ with mental health problems on the welfare of children in their care. 

In this Section, the term ‘parent’ will be used to refer to an adult who has child care responsibility, who may be the parent or carer of that child, or who may be pregnant.

The Provider will be provided in accordance with the principles of the Children Act 1989 and the Children Act 2005.

In accordance with the Care Plan the provider will:

Liaise with the Service User's family, where appropriate

· Liaise with other agencies involved in the care of the Service User, including social services, antenatal/midwifery services, and make referrals as appropriate

Attend and contribute to Child Protection or multi-agency planning meeting.

Older People

Where mental health care of an older person is to be transferred from a working age to Older People’s services a joint review must be undertaken to ensure effective hand-over of care takes place. 

Advance Directives
All people who are under the care of Mental Health Services should be asked if they have any advance directives. These should be documented and taken into account when necessary and where possible.

Adult safeguarding

The provider must ensure that the Rehabilitation and Recovery Team undertakes safeguarding procedure for those cases where the team has multidisciplinary responsibilities and the outcomes are fed into clinical governance arrangements. The provider will comply with NHS Coventry policy for safeguarding Adults and Children. 

Green Light Toolkit

The ‘Green Light for Mental Health’ is a framework and self audit toolkit for improving mental health support services for people with learning disabilities.   The Provider must use the checklist to help in establish which services are in place and working well for people with mental health and learning disability problems. The checklist should also form the basis of the action planning process and be part of care plan.
Carer’s

Carer’s who provide regular and substantial care for a person on CPA should be identified. They should have an assessment of their caring, physical and mental health needs. This should be repeated at least on an annual basis if they so wish. They should have access to their own written care plan. 

Care Co-ordinators should:

· Be aware who the main carer’s are, what the relationship is with the person, and how to contact them.

· Communicate with carer/s on a regular basis

· Consider whether a full carer’s assessment is required

· Be aware of the carer’s needs

· Make sure the carer knows how to contact the Care Co-ordinator

· Include the carer’s role in the care plan Consider the need for an individual care plan for the care

· Be tactful where service users do not accept involvement of their families, but recognise that conflict should not be a barrier to carer involvement; carer’s still need information and other services in these situations.

· Provide education and information about the illness and treatment. and care plan. 

Carer’s Assessment

Carer’s assessments should be carried out and take into account gender, ethnicity, culture, language and religion should be taken into account and assessors should not make assumptions about the ability and willingness of the carer to care. Needs of young carer’s and dependant children who act, as carer’s require regular and careful attention. 

Carer’s Care Plan

Carer’s care plan should be completed where appropriate. 

Interventions Offered to Service Users
All teams will promote recovery. The following interventions may be offered as necessary:

Psychological Therapies

· Psycho-social interventions

· Psycho-therapeutic interventions

· Cognitive Behavioural Approaches

· Family Behavioural Therapy

· Occupational Therapy assessments and Treatments

· Anxiety and Stress management

· Anger Management

· Group interventions

Ongoing Care

· Medication (Advice on medication, Monitoring of service users responses to medication)

· Social work interventions

· Physical Health Care (Responsibility for promoting healthy living and encouraging the user to access regular physical health checks with GP / Primary care)

Basics of Daily Living
· Self management skills and information

· Support to access other related services; housing benefits advice, user groups etc

· Support to access advocacy

· Help in accessing local opportunities in work and education

Support

Support groups: -

The provider must ensure that Service users and carer’s are provided with information including contact numbers about local community and other relevant support groups. 

Reviews

The provider should ensure: -

· Review and evaluation of the service user’s care plan should be ongoing and a collaborative process between user, carer and any relevant professionals.

· Risk assessment should be a routine recorded component

· A care plan review can be initiated between any member of the care team, user or carer and progress and outcomes must be documented 

Relapse Prevention

· Individualised relapse plans should be agreed with all involved in the person’s care and kept on file.

· Efforts should be made to identify and reduce stressors, which precipitate relapses.

· Relapse signatures should be part of the care plan. 

Discharge Process:

Planned discharge: Discharges are planned in accordance with CPA guidance; an MDT review will be called to discuss appropriate and timely aftercare arrangements. The relevant paperwork will be completed including discharge notification to the GP or to the referring agency.

The patient/ carer will be provided with the name of their Care co-coordinator

In/Out of hour contact numbers, a copy of their discharge Care Plan that will have been fully explained and discussed with them.

2.2 Accessibility/acceptability 

Insert locally agreed age parameters
2.3 Whole System Relationships 

The provider must ensure that they work within a ‘whole system ‘approach. 
Therefore the Provider will need to ensure that they establish good and effective working relationships with other teams to provide an integrated service (this is both an individual and team responsibility). This will include inpatient services, locality-based services, and other specialist community services.

When working with any other team / service, the provider will demonstrate the ability to:

· Hold regular Interface meetings

· Ensure face to face handover of care – as required for the transition of service users between teams services

Ensuring joint working protocols are in place during periods of transition

Prison In-reach

This may not be applicable to the Rehabilitation and Recovery services, however where a user has moved to prison, the service will retain contact with clients under the CPA Policy.  Care Co-ordinators must contact the Prison In-Reach team and send an up-to-date risk assessment care details by fax, followed by a telephone call confirming receipt.

2.4 Interdependencies 

Locally agreed
2.5 Relevant networks and screening programmes

 Locally agreed
2.6 Sub-contractors 

not included in this specification

3.1
 Service model 
Locally agreed
3.2 Care Pathways

 Locally agreed
4.1 Geographic coverage/boundaries 
Locally agreed
4.2 Location(s) of Service Delivery
Locally agreed
4.3 Days/Hours of operation 

Locally agreed
4.4 Referral criteria & sources 
Locally agreed
4.5 Referral route 
Locally agreed
4.6 Exclusion criteria 
Locally agreed
4.7 Response time & detail and prioritization

 Locally agreed
	Activity Performance Indicators


	    Threshold
	Method of measurement
	Consequence of breach
	        Rationale

	Reducing the need for hospital admissions through early detection of relapse
	
	Recording of relapse leading to hospital admission
	
	Individuals are more likely to recover more quickly and stay well if they receive effective, timely and accessible treatment.

Treatment in the least restrictive environment for individuals


	Rationalizing and minimizing use of psychotropic medication
	
	Link to routine physical health checks
	
	Individuals should be prescribed the least number and minimum therapeutic doses of medication, thus reducing the risk of any complications



	Management and reduction of positive symptoms such as hallucinations and delusions


	
	Use of clinical monitoring tools

e.g. FACE, HoNOS and GAF
	
	Reduction of positive symptoms may assist the User to regain control of their lives 

	Reducing the 
impact of negative 
symptoms such as
apathy and 
withdrawal


	
	Use of clinical monitoring tools

e.g. FACE, HoNOS and GAF
	
	Reduction of negative symptoms will Increase motivation and resilience to tackle individual recovery aspirations 

	Reducing the need
for services 
through improved 
self agency, 
moving clients to 
less intensive 
services or away 
from secondary 
care


	
	Team caseload management

CPA reviews

Self budget uptake
	
	Transitions out of the service are Important to monitor. This can help mapping successful service Intervention that lead to the User taking more control and personal responsibility 

	Developing the stakeholder role of service users and forming effective relationships with partner agencies
	
	Questionnaire aimed at stakeholder satisfaction
	
	Promoting the Importance of the User role in self advocacy, will strengthen the confidence and resilience of the User to access ongoing sustainable support



	Supporting and educating carer’s, families 
	
	Recorded BFT sessions

Carer satisfaction surveys
	
	Working closer with Individuals own network to risk assess and manage, will add to the quality of decision making



	Improving activities of daily living and social functioning


	
	
	
	The service must make an impact on the quality of life for users

	Supporting vocational and educational activities
	
	% of Users in vocational/educational programmes

Demonstrate links with education and employment agencies
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004



	Ensuring adequate financial position 
of users
	
	Links with benefit and debt services

Links with neighbourhood offices
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004



	Ensuring appropriate tenure of accommodation, supporting accommodation providers
	
	
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004
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	Reducing inequalities in health care through liaison with primary care services
	
	SMI register

Yearly health checks
	
	To ensure that people using services have the opportunity and are given support to obtain good physical health and well being as part of their journey of recovery



	Increase in service users who (a) choose their own outcome measure, and (b) have at least two points 
of measurement using their chosen measure


	
	E.g. Recovery star or DREEM
	
	Outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007)


	Increase in number of service users actively engaged in writing of their own care plans


	
	% of Users with self written care plans
	
	Outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007)

	Percentage of care plans which contain items which are either the service user doing something for themselves or jointly doing with staff (rather than staff doing to the service user)


	
	Care plan audit
	
	Outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007)

	Percentage of risk 
management plans 
including positive 
and managed 
risk-taking 
(rather than risk 

 avoidance)


	
	Care plan audit
	
	Outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007)

	People with mental health issues gaining or retaining employment, accessing education and voluntary work
	
	% recorded from caseload audit, linked to CPA review
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004



	Employment, vocational and social inclusion interventions will be integrated in to CPA care plans
	
	% recorded from caseload audit, linked to CPA review
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004



	Facilitation of best evidence based clinical practice to include vocational leads and vocational specialists
	
	Provide evidence of utalising external champions
	
	The Social Exclusion and Mental Health report (Social Exclusion and Mental Health, Office of the Deputy Prime Minister 2004



	The provider being an employer of choice for people who experience mental health difficulties 


	
	Workforce audit
	
	Outcomes from South London and Maudsley NHS Foundation Trust Social Inclusion, Rehabilitation and Recovery (SIRR) strategy v2.0 (2007)




Number of service users registered with GP

Number of service user offered and receiving annual physical health checks

Number of service users accessing health promotion activities, monitored 

	Number of Serious Untoward Incidences with a physical health component


	
	

	All supplied data should include

Age

Ethnicity

Gender


	
	
	
	To demonstrate equity of access and outcome. Also the monitoring of historical over represented groups 

	No. of referrals and the referral source


	
	
	
	Important to monitor the source and the volume 

	Assessment undertaken from the referral route
	
	
	
	Team should record the number of actual face to face assessments and score these against the percentage received 



	Number of people taken on by the team
	
	
	
	Having a distinct and measurable ratio between the number of assessments and the number who will receive support is a useful monitoring tool. 



	Time between referral and initial contact
	
	
	
	Initial contact will be by phone within the specified timeframe followed by agreed date for assessment 



	Duration of contact
	
	
	
	Need to establish the average length of stay in the team. This will help monitor the potential needs of the individuals and the success rate of transitions to other services



	Frequency of contact
	
	Caseload analysis

(minimum of once a week)  
	
	Average visiting patterns can help understand issues of capacity and the needs of the individuals that it engages with.

The service needs to provide regular, flexible and when required intensive contact



	Discharges and their destinations 
	
	
	
	We need to understand how the transition from the team is managed



	Signposting and partnership working
	
	
	
	Its important to understand what partnership links have been established and to understand the holistic needs of the individuals in the service 



	Evidence of interface with other care providers within the mental health system
	
	Interface questionnaire
	
	Evidence for effective ‘whole system collaboration



	Recovery focused
	
	Use the Mental Health Recovery Star

Or DREEM


	
	The service should be orientated to life roles, and service user aspirations 


	Quality Performance Indicator 
	Threshold 
	
	Method of measurement 
	
	Consequence of breach 
	Report Due 

	Infection Control 
	
	
	
	
	
	

	Service User Experience 
	
	
	
	
	
	

	Improving Service Users & Carer’s Experience 
	
	
	
	
	
	

	Unplanned admissions 
	
	
	
	
	
	

	Reducing Inequalities 
	
	
	
	
	
	

	Reducing Barriers 
	
	
	
	
	
	

	Improving Productivity 
	
	
	
	
	
	

	Access 
	
	
	
	
	
	

	Care Management 
	
	
	
	
	
	

	Outcomes 
	
	
	
	
	
	

	Additional Measures for Block Contracts:
	
	
	
	
	
	

	Staff turnover rates 
	
	
	
	
	
	

	Sickness levels 
	
	
	
	
	
	

	Agency and bank spend 
	
	
	
	
	
	

	Contacts per FTE 
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