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Summary of Thesis
This thesis including published works contributes to the knowledge of how a residential
mental health service can assist clients with sub-acute symptoms in their recovery journey. It
makes an original contribution to this field by advancing the knowledge and understanding of
the role a sub-acute mental health service can have as a facilitator of recovery, and the
recovery environment that supports a person in their recovery journey. This thesis also
provides a multi-faceted account of the similarities and differences in clinical outcomes and
recovery support needs of clients who have entered the service directly from the community
(step-up admissions) and those who have transferred from an inpatient unit (step-down
admissions).
The goal of this research was to fill a knowledge gap on the effectiveness of a sub-acute
residential service on clinical outcomes and build conceptual understanding of essential
elements of the recovery environment and facilitators of recovery that had assisted clients.
This research adds to the conceptual knowledge of the needs of people with sub-acute
symptoms recovering from serious mental illness and highlights the differing needs of clients,
depending on the setting from which they have accessed a residential mental health service.
The research achieves this by investigating the clinical outcomes for both step-up and stepdown clients, and by examining the recovery environment and organisational climate of the
service from the perspectives of both client groups and the staff.
This research used a mixed-methods design that was comprised of six components,
including a systematic review of the literature, a detailed service description, a longitudinal
quantitative analysis of clinical outcomes, a cross-sectional survey study of the recovery
environment, and a qualitative analysis of clients’ perceptions of the facilitators of recovery,
including a detailed study of one client who had multiple service admissions.
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The first component was a systematic review of literature reporting on the clinical
outcomes, cost-effectiveness and user-satisfaction of acute and sub-acute residential mental
health services. The main finding of this systematic review was that there was considerable
evidence supporting the effectiveness of acute residential mental health services, but very
little research examining the outcomes of sub-acute residential services.
The second component was designed in response to the limited research on sub-acute
residential services identified in the first component. The aim was to provide a detailed
description of a sub-acute residential service’s philosophy, programs and comparative costeffectiveness, to add to the current knowledge and understanding of sub-acute residential
services. The service examined is part of a growing trend toward including step-up/stepdown sub-acute services as part of the mental health continuum of care. In addition to
providing a description of the service, this study found that the sub-acute service is a costeffective alternative to inpatient admission for clients with sub-acute mental health problems.
The third component was a longitudinal quantitative study of the clinical outcomes for
step-up and step-down clients of the residential service. The aim of the study was to examine
the effectiveness of the service in providing positive mental health outcomes for clients,
evident in improvements in symptoms and psychosocial functioning. Self-report and
clinician-report assessments of symptoms and psychosocial functioning at admission and exit
were available for 17 step-up and 24 step-down participants. Twelve of these participants
completed the follow-up assessment of self-report symptoms, functioning, and quality of life,
three months after exiting the service. This study found that both client groups experienced
positive clinical outcomes at exit, compared to when they were admitted to the service. At
three months post exit, clients had maintained their clinical gains and reported positive
quality of life, albeit significantly lower than the quality of life experienced by the general
population.
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The fourth component was a cross-sectional survey of the perceptions of step-up and
step-down clients and staff of the recovery environment at the residential service. The aim
was to examine client and staff perspectives of the service’s delivery of key recovery
elements and the organisational climate of the recovery environment. Nine step-up and 18
step-down clients, and 10 staff completed the Recovery Enhancing Environment Measure.
Both client groups and the staff rated each of the recovery elements as important and that the
service was performing well in these areas. Client groups and staff differed in the
performance gaps they identified in the service, with step-down clients and staff identifying
more elements in which the service was under-performing, compared to step-up clients. All
respondent groups rated the organisational climate of the service positively.
The fifth component was a qualitative exploration of the perceptions of step-up and
step-down clients of how the service had facilitated their recovery. The aim was to identify
the specific features of the sub-acute residential service that clients reported had helped them
in their personal journey of recovery; in particular, the recovery processes of finding hope,
redefining self-identity, developing a meaningful life, and taking responsibility for recovery.
Four key themes emerged from this enquiry: community context, personal support, the formal
programs offered, and assistance in personal recovery processes. This study found that the
two client groups had differing views on the ways in which the service had assisted them in
their recovery and in their preparation to return to living in the community.
The sixth component examined the recovery journey of one woman over an 18-month
period and three admissions to the residential mental health service. The aim was to explore
the individual recovery process of a client of the service and how the service had assisted her
in her recovery journey. The study found that this woman experienced change over time in
her focus on the recovery processes and identified a range of features of the residential
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service that were instrumental in her recovery progress. Repeat admissions to the residential
service had assisted this woman to progress in her recovery.
This thesis contributes significantly to our understanding of the role of a sub-acute
residential mental health service in assisting people in their recovery from serious mental
illness. It is the only research that has examined the clinical outcomes, recovery environment
and facilitators of recovery of a sub-acute residential service for both step-up and step-down
clients. The thesis presents seven key elements contributing to the effectiveness of the subacute service that were identified in the research: social relationships and connection; peer
support and client participation; self-management; caring staff; inclusion of physical health
care; incorporation of personal needs in service delivery; and integration of systems of care.
The implications of these findings for the delivery of sub-acute residential services are
discussed in relation to the current climate of reform of mental health service provision in
Australia. Extensive system reform has been proposed by the Commonwealth Government,
in response to the 2014 Report of the National Review of Mental Health Programmes and
Services (National Mental Health Commission, 2014). The intention of this system reform is
to offer tailored services providing a holistic approach to meet the diverse needs of mental
health service users. The role of sub-acute residential services within this framework is
discussed and future research directions are suggested.
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Chapter 1: Introduction
1.1 Background
Step-up step-down residential services are increasingly being implemented in the
Australian mental health system to meet a service gap between community care and inpatient
treatment. In particular, sub-acute residential services are beginning to emerge to meet the
needs of people who are not in a crisis or acute stage of illness, but who are experiencing
symptoms or problems with functioning that are impacting their ability to live successfully in
the community.
The development of sub-acute services within the continuum of care is important from
two perspectives. First, the use of inpatient beds for people with sub-acute symptoms causes
pressure on the limited availability of beds and second, it is contrary to the principle of care
in the least restrictive environment. There are two groups of people who may require
additional support due to the presence of sub-acute symptoms or problems with functioning.
People living in the community who experience an escalation in symptoms can benefit from
tailored support to assist them in the alleviation of their symptoms, so they can avoid a
hospital admission and return to living in the community (step-up admissions). Discharged
inpatients can also benefit from additional support as they may have residual symptoms and
be experiencing other negative outcomes as a result of their hospitalisation, impacting on
their ability to reintegrate into the community (step-down admissions). It is likely that these
two groups of clients will have different needs and expectations of a mental health service.
There has been very little research into the effectiveness of sub-acute residential
services and the features of these services that support people in their personal recovery. The
few studies that have been conducted, although limited in the outcomes they report, provide
an indication that these services are effective and are positive recovery environments.
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Adding further support to the effectiveness of residential services are studies that have
demonstrated the clinical and cost-effectiveness of acute residential services, many of which
have a similar recovery focus and setting as sub-acute units. However, there have been no
studies examining the clinical outcomes and recovery environment of sub-acute residential
services and no studies that have examined clinical outcomes and views of the recovery
environment from the perspectives of both step-up and step-down clients.

1.2 Contribution of Thesis
This thesis including published works contributes to the knowledge of how a sub-acute
residential mental health service assists clients in their recovery. It makes an original
contribution to this field by advancing knowledge on the effectiveness of the service in
delivering positive clinical outcomes and providing an understanding of the elements of the
recovery environment and aspects of service delivery that have facilitated clients’ recovery.
In addition, this thesis contributes to knowledge of the different needs of clients who enter the
service directly from the community and those who transfer from an inpatient unit, and the
different expectations of a recovery-focussed service that these two client groups have.
Increasing this knowledge will help residential services to continue to develop their services
to meet the differing needs of step-up and step-down clients and will provide evidence of the
role of these services within the continuum of care for policy makers and other key decision
makers.

1.3 Aims
The overarching aim of this thesis was to examine the clinical outcomes and recovery
environment of a sub-acute residential mental health service accepting both step-up and stepdown admissions. The intended outcome was to gain knowledge about whether these
services provide positive outcomes for both step-up and step-down clients and to identify the
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features of the recovery environment and program delivery that facilitated clients’ recovery.
Specifically, this research aimed to:
1: Identify previous studies regarding the effectiveness of sub-acute residential mental health
services by a systematic review of the research literature.
2: Examine the sub-acute residential service model, approach to service delivery, program
elements and relative cost-effectiveness of the service.
3: Determine the effectiveness of the service in providing improved mental health outcomes
for clients, evident in improvements in symptoms and psychosocial functioning.
4: Compare client and staff perspectives of the recovery environment.
5: Compare the features of the sub-acute residential service that step-up and step-down
clients feel have helped them in their personal journey of recovery; in particular, determine
the role of the recovery processes of finding hope, redefining self-identity, developing a
meaningful life, and taking responsibility for recovery.
6: Examine in-depth the experiences and development in recovery processes of a client who,
through multiple admissions, has incorporated the sub-acute residential mental health service
into her continuum of care.

1.4 Structure of Thesis
This thesis is submitted in the format of thesis including published works. Overall, a
mixed-methods design was used, including a systematic review of current literature, a
longitudinal quantitative study, a cross-sectional survey study, a qualitative phase involving
semi-structured interviews with service users and an in-depth study of the experiences of one
individual. Contained within the thesis are six distinct components presented in the format of
journal articles that are either published or in press, including: a systematic review; an
examination of the program delivered by the service; a longitudinal quantitative analysis of
clinical outcomes; an analysis of client and staff perceptions of the recovery environment; a
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qualitative analysis of clients’ interview responses concerning their experience of the service;
and finally a longitudinal qualitative analysis of the recovery journey of one woman.
Following the Introduction (Chapter 1), the thesis presents a review of current literature
(Chapter 2). This literature review summarises the research related to the provision of
recovery-oriented services, with a specific focus on residential services and their positioning
on the mental health service continuum of care. It provides background on the recovery
philosophy and the movement that has emerged to promote recovery in the delivery of
services. It also identifies the features of recovery services that are common in many
recovery-oriented settings. The literature review then examines the needs of mental health
service users and the differing needs of clients who enter the service directly from the
community and those who transfer from an inpatient unit. The literature review identified
major gaps in the research literature regarding the effectiveness of sub-acute residential
services and the differing needs of step-up and step-down clients, and thus provides a
rationale for the current research. Chapter 3 describes the research methodology, providing a
justification for the research design and a discussion of the ethical concerns related to
research with clients who have a serious mental illness. The remainder of the chapter
describes the methodology of each of the six components.
Chapter 4 is a published journal article that reports a systematic review of the literature
examining the effectiveness and user-satisfaction of acute and sub-acute residential mental
health services. Chapter 5 is a published journal article providing an examination of the
program delivered by the residential service and its comparative cost-effectiveness with other
mental health services. Chapter 6 is a published journal article that describes a longitudinal
quantitative study examining the clinical outcomes for clients after a stay in the residential
service, from the perspectives of clients and staff, and the self-report maintenance of clinical
improvements three months after exiting the service. Chapter 7 is a journal article that has
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been accepted for publication, reporting the findings of a cross-sectional analysis of the
recovery environment and the service’s delivery of recovery-related elements. Chapter 8 is a
journal article that has been accepted for publication, presenting a qualitative analysis of the
interview responses of clients on the features of the service that had facilitated their recovery.
Chapter 9 is a published journal article that reports a longitudinal qualitative in-depth study of
one woman’s interview responses during several admissions to the residential service.
Finally, Chapter 10 summarises the research findings of these studies and explores the
differing needs of step-up and step-down clients, considering the implications for practice
and future research.
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Chapter 2: Literature Review
2.1 History of Recovery Movement
In the last four decades, there has been a significant shift in the care and treatment of
people with severe mental illness. Prior to the 1980s, mental health services operated
according to the premise that people did not recover from serious mental illness―they would
either remain in an unwell state with stable symptoms or their mental health would
deteriorate further (Anthony, 2000). Patients suffering from a mental illness were housed in
institutions and the aim of any therapy was to relieve symptoms, not to assist them to recover
(Anthony, 1993). Recovery as a concept in the field of mental health was driven by a
combination of the testimonies of people experiencing a mental illness, demonstrating that
recovery was possible, and an emerging research field showing that deterioration was not the
normative course of a mental illness, but rather, many people receiving treatment for a mental
illness did experience improvements in their condition and many did recover (Harding,
Brooks, Ashikaga, Strauss, & Breier, 1987). This shift in understanding of recovery, by both
patients and members of the psychiatric profession, allowed for changes in treatment and
therapy such that recovery became a goal and an expected outcome. One of the first practical
changes introduced widely as a result of the new understanding of recovery was the
deinstitutionalisation of mental health services, which allowed for community services to
offer a broader range of support for people with a mental illness.
In practice and in research there are many terms used to refer to people who have been
diagnosed with a mental illness (Pilgim & McCranie, 2013). Consistent with much of the
literature in this field, the term ‘people with a mental illness’ has been used throughout this
thesis to refer to people who are experiencing symptoms, impairment or distress who could
be diagnosed by a psychologist or psychiatrist as having a mental disorder.
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2.1.1 Empirical support.
From the mid 1970s, evidence began to emerge of a more promising outcome of
improved symptoms and, in some cases, full recovery for patients with schizophrenia.
Around this time, European studies demonstrated that recovery from schizophrenia was
possible, with evidence emerging from Germany (Ciompi, 1980; Huber, Gross, & Schuttler,
1975) and the United Kingdom (Shepherd, Watt, Falloon, & Smeeton, 1989) that
approximately half the cases of schizophrenia recovered and resumed what could be
considered a ‘normal’ life in their community. For example, one study examined the longterm outcomes of 118 patients who had been admitted to hospital in the 1950s and
retrospectively diagnosed as suffering from schizophrenia. Although the outcomes for these
patients varied, almost half had recovered or experienced significant improvement in their
symptoms during this period (Harding et al., 1987). In a long-term international study
examining the outcomes for people with schizophrenia up to 25 years after their initial
diagnosis, approximately 50% of surviving cases had experienced improvements in
symptoms and were in various stages of recovery (Harrison et al., 2001).
The deinstitutionalisation of mental health services that was implemented in many
countries in response to the growing understanding of recovery had a dramatic effect on the
lives of many people. For some people, the movement into less restrictive community-based
care resulted in a new freedom and opportunity to experience life in the community, and to a
realisation that recovery was possible. In an early study looking at patients’ opinions of the
move to more community-based care in the United Kingdom, Booth, Simons, and Booth
(1989) found that patients preferred the less restrictive environment and six months after
leaving the institution were more critical of the institutional environment than when they
were in the institution. The patients who moved into community care also showed a greater
sense of self-worth when interviewed six months after leaving the institution. Nevertheless,
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moving out of institutions involved significant challenges for patients as they adapted to a
new living environment. A study examining the trauma associated with transferring from an
Australian institution into the community demonstrated that implementing transitional stages
for several months prior to the move assisted patients to adapt more easily to the new setting
(Farhall, Trauer, Newton, & Cheung, 2003). Several transitional stages were identified,
including preparation time in a transitional unit and six or more visits to the new facility prior
to the move. These strategies were effective in assisting the majority of patients to adjust to
the changes, with three-quarters of the patients exhibiting only minor signs of relocation
trauma.
A change in focus took place from long-term institutional care to episodic inpatient care
and community-based care, which resulted in many people with a serious mental illness being
discharged from hospital and offered alternative residential treatment settings. An early
study examining the outcomes for patients, who after the move toward deinstitutionalisation
were transferred into community care, provided evidence that many former inpatients
benefited from these changes in care (Okin, Borus, Baer, & Jones, 1995). The study
followed-up former mental health inpatients who had been discharged into structured
community residential settings and found that 57% of the former inpatients remained in the
residential setting seven years after discharge, 28% had moved into independent living
arrangements in the community, and 16% had returned to an institutional setting. Although
over 50% of the sample were re-hospitalised at some time during the seven-year follow-up
period, it was estimated that these people were only in hospital for 10% of this seven-year
period, meaning they were living in the community for the majority of the time. Most
participants in this study demonstrated improvements in their cognitive and social
functioning compared with when they were discharged. In a long-term follow-up of former
patients in two London psychiatric hospitals, Leff and Trieman (2000) found that although

9
patients’ levels of symptoms or social problems had not changed in the five years since the
move into the community, they had gained domestic and community living skills, friends,
and an improved quality of life, with the majority enjoying the freedom they experienced
since moving into the community and expressing a preference for this over hospitalisation.
The move toward recovery-based care required a major transformation in the
philosophy and delivery of services. According to Anthony, the underlying principle that
would shape the redesign of mental health services was an emphasis on people―as opposed
to cases, diagnoses or patients (Anthony, 2003). Simultaneously, during the early stages of
the recovery movement, health services were under pressure to incorporate evidence-based
practices into their service delivery. This was problematic for mental health services, as
much of the research informing evidence-based practice was not conducted under recoveryfocussed principles (Anthony, Rogers, & Farkas, 2003). Consequently, where evidence
demonstrated that a particular recovery program worked, there was no accompanying
program description or evidence of the specific processes that contributed to the efficacy of
these programs (Anthony, 2003). According to early advocates for the transformation of
mental health services, the essential elements of a caring and recovery-focussed system were:
treatment, crisis intervention, case management, rehabilitation, enrichment, protection of
rights, basic support and self-help (Anthony & Farkas, 2009).
The transition to recovery-based services required a fundamental shift in the philosophy
of mental health services to embrace recovery-focussed care. This shift required not only a
change in the way services delivered mental health care, but also in the attitude and approach
of mental health workers. Early studies examining the implementation of the recovery
philosophy into mental health services identified the stigmatising attitudes of staff as a barrier
to the delivery of recovery-based care (Deegan, 1988). A fundamental principle of the
recovery philosophy is that people recovering from serious mental illness have other people
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around them who believe in their ability to recover and staff play a vital role in encouraging
people to have hope in their recovery. The process of deinstutionalisation and development
of recovery-based services required a fundamental shift in the attitudes and practices of staff.
A large review of routinely collected outcome data of public system mental health
patients in Australia (including inpatient units and community services) found that the
majority of people had favourable outcomes and did experience improvements (Burgess,
Pirkis, & Coombs, 2006). This study examined change scores and effect sizes for over
14,000 acute inpatient episodes and over 23,000 community service users and found that the
majority of people did get better, although the level of improvement was related to the
treatment setting and type of episode. Hospital psychiatric unit service users experienced a
greater magnitude of improvement compared to community service users, however, the
authors noted that this was to be expected due to the greater severity of symptoms of
inpatients at admission and, therefore, greater scope for improvement. These findings
suggest that people receiving treatment in the Australian mental health care system are
experiencing significant improvements in their mental health and well-being, and provides
support for the positive effect of the deinstitutionalised mental health care system.
2.1.2 Testimonies of recovery.
The testimonies of many people who have recovered from a serious mental illness have
been a driving force in the recovery movement and have given very specific insight into how
recovery from mental illness can be described and defined. Initially, people’s narratives of
their recovery journey were told to recovery-oriented practitioners, with some practitioners
publishing these testimonies as an encouragement to others that recovery from severe mental
illness was possible (Deegan, 1996; Ridgway, 2001). According to Deegan (1988), a
psychologist who was a vocal proponent of the ability that people have to recover from
mental illness, recovery is the outcome or the lived experience of rehabilitation; rather than

11
rehabilitation being the goal of therapy, recovery is the new and valued self, the meaning and
purpose a person has.
A central theme of recovery that comes through in many testimonies is the idea of
recovery being a journey toward a meaningful life, with self-determination and the support of
others critical in this journey (Rhodes & De Jager, 2014). In a study examining the narrative
accounts of women recovering from mental illness, Ridgway (2001) found that some people
felt bound in the chronicity of the diagnosis they had been given, but when the process of
recovery began, these women talked about their life being more complex and dynamic,
described with the metaphor of a journey.
The mental health system can cause additional stress and confusion for some people,
beyond that caused by the symptoms of their illness. For example, one woman described
feeling pulled between two extremes at a time when she was vulnerable because of severe
symptoms and needing crisis help (Donahue, 2000). Some practitioners were proponents of
medical knowledge and the need to treat her illness with medication, others were proponents
of self-help recovery, and for this woman, these seemed at the time to be opposing views.
Another woman described her changing experiences of psychiatric care over 50 years, from
services where she had no say in her treatment or care, to a gradual shift in focus of the
rehabilitation service she was accessing, as it became more recovery-focussed. As a result of
the transition to recovery-focussed care, this woman noticed that she was included in
decisions concerning her treatment and the concept of recovery was talked about and actively
worked toward (Till, 2009).

2.2 What is Recovery?
As illustrated by this brief account of the testimonies of people who have recovered or
are in the process of recovering from a serious mental illness, the concept of recovery has a
range of meanings. Prior to the recovery movement, definitions of the meaning of recovery
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from mental illness generally fell into two categories: the medical model and the
rehabilitative model. Medical or clinical recovery is measured in terms of sustained
remission and measurable improvements in functioning, with the same recovery markers
applied to all clients (Andresen, Oades, & Caputi, 2003). The aim of the medical model is to
give a scientific explanation for the cause of illness―a deviation from the normal function
without associating values with the causation of the illness (Thornton & Lucas, 2011). The
medical model has a long-standing history as the primary model for understanding and
treating mental illness, with proponents claiming that the model has two major purposes: to
organise and conserve knowledge about illness and treatment, and to identify appropriate
rules of conduct for the treatment of illness (Shagass, 1975). The bio-medical approach
adopted by the majority of the psychiatric profession resulted in a strong focus on describing
disorders to enhance more accurate diagnosis, epidemiology, and research into the
effectiveness of treatments to address disorders (Pilgrim & Rogers, 2005).
The rehabilitative model assumes that the illness is incurable and recovery is measured
by a person’s ability to live within the parameters of the illness, with recovery measured by
the quality of life a person can achieve (Andresen et al., 2003). For example, Baronet and
Gerber (1998) defined a psychiatric rehabilitation program as having a primary goal of
improving the skills of people, thereby minimising the impact of their mental illness on their
ability to function.
Driven by the hope generated by the stories of people recovering from serious mental
illness and research evidence demonstrating that significant clinical improvements were
possible, new understandings of the term ‘recovery’ began to emerge. Definitions were
proposed that were no longer focussed on outcomes, but rather on the process of a person’s
recovery, such as the three criteria proposed by Noordsy and colleagues (2002) of hope,
taking personal responsibility and getting on with life. In an attempt to define the elements of
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recovery, rather than define recovery as an outcome, Onken, Craig, Ridgway, Ralph, and
Cook (2007) proposed that recovery is a multi-dimensional process that includes a range of
elements that are unique to each person’s life context, including intrapersonal elements such
as hope, sense of agency, self-determination, and meaning and purpose, and elements
associated with the wider community, such as social functioning and social connectedness.
This process definition draws on two important aspects of recovery: the re-establishment of
mental health and the removal of barriers to community inclusion that are a consequence of
the illness.
Several definitions have been proposed that capture the individual nature of recovery,
encapsulating the unique process and outcome for each individual. Personal recovery has
been defined as being able to live a meaningful, satisfying life, able to integrate effectively
into the community and contribute to life in that community (Slade, Amering, & Oades,
2008). Anthony (1993) defined recovery as “a deeply personal, unique process of changing
one’s attitudes, values, feelings, goals, skills and roles. Recovery involves the development
of new meaning and purpose in one’s life as one grows beyond the catastrophic effects of
mental illness” (p. 13). In a review of qualitative research into recovery, and consideration of
first-hand accounts of recovery, Andresen et al. (2003) proposed a definition that aimed to
encapsulate the personal experience of recovery: “the establishment of a fulfilling,
meaningful life and a positive sense of identity founded on hopefulness and selfdetermination” (p. 588). This definition incorporates four processes that the authors found
salient in the pathway to recovery: finding hope, redefining self-identity, finding meaning in
life and taking responsibility for recovery.
According to these definitions, personal recovery is defined by the individual. Some
people who have experienced a mental illness challenge the concept of recovery that is
presented to them by clinicians. For example, Gwinner, Knox, and Brough (2013) found that
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some people rejected the medical view of recovery held by clinicians, which measured their
recovery in terms of functioning within what were considered normal parameters. Instead,
these people saw themselves in a holistic way with the mental illness forming part of their
self-identity. Notably, some people were reluctant to give up their illness and this part of
their identity.
Recovery for some people will be measured by their return to their usual level of
functioning and the presence of positive health and well-being elements in their life, more
than the cessation of symptoms (Zimmerman et al., 2006). The idea of recovery not being
premised on the resolution of symptoms has been proposed in many studies, with Rhodes and
De Jager (2014) concluding that recovery is possible, although the journey of recovery is
toward a meaningful life, rather than just the reduction of symptoms. While some people will
see themselves as completely recovered, others will see their recovery as a lifelong process; it
is, therefore, important to consider both the outcomes and processes of recovery in any
definition (Slopen & Corrigan, 2005). Unidimensional constructs of ‘being cured’ or
‘rehabilitated’ are insufficient to capture the complexity of the personal meaning of recovery
to an individual.
The elimination of symptoms is not the main goal of recovery, although a reduction in
symptoms is often a primary focus because this alleviation is associated with greater ability to
engage in recovery-related processes. The level of psychological distress that a person is
feeling restricts their ability to be involved in recovery processes, such as finding hope,
developing self-confidence, having a sense of purpose and maintaining a positive self-identity
(Clarke, Oades, Crowe, Caputi, & Deane, 2009). The alleviation of symptoms is, therefore,
important not only as a measure of clinical recovery but also as a catalyst or a facilitator for
personal recovery. However, as people progress in their recovery, concerns over the presence
of symptoms take a lesser role in relation to other domains of recovery, such as hope,
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meaning and personal confidence (Copic, Deane, Crowe, & Oades, 2011). Recovery is a
multi-faceted concept and definitions are unable to capture fully all the associated elements
as well as the individual nature and process of recovery. Whitley and Drake (2010) propose a
dimensional approach to the definition of recovery, with five superordinate themes describing
different aspects: clinical recovery (improvement in symptoms); existential recovery (sense
of hope, empowerment); functional recovery (engaging in social roles); physical recovery
(pursuing a healthy lifestyle); and social recovery (meaningful relationships with others).
The emerging philosophy of personal recovery has a strong focus on creating and
maintaining a meaningful life and, for some people, this involves learning to accept that they
will at times continue to have recurring symptoms and restrictions in functioning as a result
of their illness. For these people, recovery occurs within the confines of an ongoing illness
and continuing treatment and professional help is necessary to assist them in their recovery
process. Stratford, Brophy, Beaton, and Castle (2013) caution that personal recovery does
not require a rejection of medication and other professional help, but rather, that professional
help and the use of medications be administered within a recovery-oriented framework that
respects the client’s view and embraces shared decision-making. While some people
acknowledge the cessation of medication as an important sign of their recovery, others view
the ongoing use of medication as compatible with their understanding of recovery, in some
cases as a tool for their recovery or a treatment option that they use while on their recovery
journey (Andresen et al., 2003).
There is no universal understanding of the meaning of the term ‘recovery’. The term is
used by all stakeholder groups, including people with a mental health problem, their family
and carers, the wider community, mental health service workers, the medical profession, and
government policy makers. However, among these stakeholder groups there are varying
degrees of shared meaning. According to Pilgrim (2008), the various meanings of recovery
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can be predominantly summarised in three categories: recovery from illness (medical model);
recovery from impairment (rehabilitation model); and recovery from invalidation (personal
survival model). There are alternative views about the value of the notion of recovery being
an anticipated outcome for people. Concerns have been raised about the pressure placed on
people to ‘recover’, with objections ‘about it being a new tyranny, whereby it is a universal
expectation and so it is inevitably intolerant of chronicity’ (Pilgrim & McCranie, 2013, p.
183). These differing ideologies and approaches, in addition to impacting people’s personal
understanding of recovery, also influence the philosophy of mental health services and
mental health care policy. Note, however, that the definition of recovery adopted in this thesis
incorporates acceptance of chronic mental illness within the personal meaning created by the
person with lived experience.

2.3 The Emerging Policy of Recovery
For many advocates of recovery, the provision of recovery-focussed care to all people
with a serious mental illness is a human right and mental health services have an ethical
responsibility to provide this service approach to all people, regardless of the severity of the
illness or perceived hopelessness of a person’s situation (Atterbury, 2014). To have
recovery-focussed services available for some people and deny this to others is unjust. In
response to strong calls from mental health service users and providers, many governments
have incorporated the concept of recovery into policy. The process of public consultation in
these countries has focussed on including mental health service users and providers to inform
government policy on what a recovery-focussed mental health service should look like.
Although there are common themes of what constitutes recovery-focussed care, there is a
lack of clarity on how a recovery philosophy is operationalised in practice and disparity
between countries who have implemented recovery-oriented practice guidelines (Le
Boutillier et al., 2011).
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In Australia, a national strategy for mental health policy came into effect in 1992
(Australian Health Ministers, 1992). Since then, there have been four five-year plans, which
outline the shared responsibilities of the federal, state and territory governments in the
implementation of mental health policy and the provision of services. The primary purpose
of the original plan was to restructure mental health services to incorporate them into
mainstream health services and progress deinstitutionalisation in favour of community-based
service delivery where possible. The intention of this restructuring was that the
comprehensive mental health system would better meet the needs of people with mental
illness and, although improved outcomes for patients was assumed, the term recovery was not
explicitly used (Ramon, Healy, & Renouf, 2007). The second National Mental Health Plan
(Australian Health Ministers, 1998) built on the original plan, incorporating plans for early
intervention, health promotion and illness prevention, and referred specifically to the concept
of recovery in terms of mental health promotion. In the 2003 National Mental Health Plan
(Australian Health Ministers, 2003), recovery was described as both a process and an
outcome, which gives an indication of the growing understanding of the concept within
Australian mental health care. The fourth National Mental Health Plan emphasised
coordination of mental health services to allow service users to access the appropriate level of
care they needed (Australian Health Ministers, 2009).
In addition to the National Mental Health Plans, the Council of Australian Governments
developed a National Action Plan on Mental Health (2006-2011) aimed at building a more
collaborative mental health system (Council of Australian Governments, 2006).
Coordination between government and private service providers was emphasised and the plan
expanded service delivery to include providers of housing, vocational, educational and
community services.
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In 2014, the Report of the National Review of Mental Health Programmes and Services
was released, which provided an overview of the current delivery of services (National
Mental Health Commission, 2014). The report concluded that the current mental health
system was complex and fragmented, resulting in people who needed access to services
slipping through gaps in the system. The intention of the review was that the findings be
used by the government to create an integrated mental health system, with improved
coordination between Commonwealth and state systems, to support the mental health and
well-being of individuals and their families (Ley, 2015). The Australian Government’s
response to this report outlines a restructure of how mental health services are delivered
(Department of Health, 2015a). Key features of the restructured delivery system are the local
provision of mental health care services, through the Primary Health Networks, and a stepped
care approach that matches the level of need of an individual to the level of service they will
receive. The aim of the refocus on service delivery is that individual clients will benefit more
from the service they receive as it is targetted specifically at their needs, compared to the
previous ‘one size fits all’ approach. Also included in the plan is an integrated approach for
service delivery for people with serious and persistent mental illness, with the option of
access to funding for coordinated service delivery of eligible services through the National
Disability Insurance Scheme (NDIS; Australian Government, 2013).
The United Kingdom National Service Framework for Mental Health was published in
1999, which provided a framework for people with mental illness to access services easier,
specifying models of treatment and care that would be available across the country
(Department of Health, 1999). National standards for the provision of services and how to
measure the effectiveness of these services were described. The report had a particular focus
on ensuring a range of services to provide early intervention treatment for people in crisis and
to eliminate discrimination against people with a mental illness and the stigma associated
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with mental health problems, so that people with mental illness could participate
meaningfully in society. Improved outcomes for clients and continuous improvement of
services to deliver improved outcomes are a focus of this policy, however, the term recovery
was only used in a limited way to report on the prognosis of specific mental illnesses. In
2009 the UK Government released their new approach to the provision of mental health
services, New Horizons: A Shared Vision of Mental Health (Department of Health, 2009).
This policy was aimed at improving the mental health and well-being of the general
population and improving access to and the quality of mental health care through a dual focus
on improving services and strengthening partnerships between government, non-government
service providers, and mental health professionals.
In the United States of America, the New Freedom Commission on Mental Health was
announced in 2003, with the aim of improving mental health service delivery and the
prospects for people with serious mental illness to work, learn and participate in their
communities (New Freedom Commission on Mental Health, 2003). This policy was
informed by the Commission visiting a range of mental health services and hearing the
personal experiences of over 2000 stakeholders. The report offered suggestions on how to
improve the currently fragmented mental health system and incorporate recovery-based goals
into the system.
Having the rights of mental health service users and the responsibilities of service
providers specified in policy is an important feature of the transformation of mental health
services into recovery-oriented services. The challenge for service providers is to move
beyond the rhetoric of recovery to fully embrace and implement recovery-based principles
and practices into their service delivery. In Australia, users of mental health services have
been a driving force in the restructuring of services to provide more recovery-focussed
services, particularly in the non-government sector (Ramon et al., 2007). In many countries,
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government health policy extends beyond the specification of standards for service delivery
and includes an expectation that service users be involved in the planning, development,
implementation and evaluation of mental health services (Australian Health Ministers, 2003;
Department of Health, 1999; New Freedom Commission on Mental Health, 2003; World
Health Organization, 2005).
The active involvement of service users in the process of redesigning services has been
identified by stakeholder groups as a conducive condition for service innovation and
development (Brooks, Pilgrim, & Rogers, 2011). The shift toward greater participation by
service users in the development of services has been largely driven by the right of mental
health service users to have access to quality public mental health services, the questioning of
the dominance of the medical model, and a stronger emphasis on user feedback, efficiency
and accountability (Pilgrim & Waldron, 1998). Service user participation in mental health
service development, through the evaluation and development of mental health services, has
benefits for the service and personal benefits for the clients involved. Having a shared
understanding, between researcher and participant of the purpose of the project, is an
essential element of active participation and can benefit both the researcher and the
participant (Morrison & Stomski, 2015). Other important elements identified by Morrison
and Stomski (2015) include: researchers and participants having a commitment to achieving
the same outcomes for the research, despite potential differences in the aims of the
stakeholders; being able to express one’s opinion and be heard; and having people’s selfidentity maintained.
In an evaluation of an assertive outreach service, having service users involved kept the
project focussed on the real experiences of living with a mental health problem (Allam et al.,
2004). Service users and carers were involved in the development of interview guides,
conducted interviews with other service users, analysed interview transcripts and were
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involved in the reporting of outcomes. As a result of their involvement in every aspect of the
evaluation, service users felt valued and that their perspective was appreciated. LaBoube and
colleagues (2012) found that there were several benefits for both service users and the service
when people with lived experience of mental illness were involved in an evaluation of the
service. The authors involved service users in an evaluation of a community-based mental
health service for veterans, with service users involved in conducting focus groups with other
service users, focus groups with staff, distributing surveys to other service users and reporting
on the outcomes of the evaluation. As a result of being involved in the evaluation, the service
users felt greater empowerment in influencing the service they receive, a renewed hope in
recovery, a feeling of belonging and value from being involved in a project that was helping
others, and that they were a role model to others. Responses from the focus groups and
surveys, including users’ needs, wants, concerns and commendations, were used to develop
the service to better meet the needs of users.

2.4 Key Processes of Recovery
Although the process of recovery is a personal, unique journey for each individual,
several general processes are typically evident. A review of published accounts of people’s
experiences of the meaning of recovery and a synthesis of qualitative studies of recovery was
conducted by Andresen and colleagues (2003). This study was one of the first to try to
encapsulate the processes involved in recovery, in particular for people recovering from
schizophrenia.
Over the decade since Andresen, Oades, and Caputi’s publication of the central
processes involved in recovery, additional research examining the meaning and personal
experience of recovery has been conducted. Several research teams have examined this
research literature and developed their own models of the processes that underlie personal
recovery from serious mental illness. Together these studies have added to the knowledge
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base of recovery processes and given support to the original model proposed by Andresen
and colleagues.
In a review of studies on personal recovery, Leamy, Bird, Le Boutillier, Williams, and
Slade (2011) identified five processes involved in recovery: connectedness, hope for the
future, identity, meaning in life and feeling empowered. Kogstad, Ekeland, and Hummelvoll
(2011) examined the personal narratives of over 300 people and their analysis revealed
several factors that had facilitated recovery: receiving help from others to live with a
disability; rediscovering self; getting through the crisis; and taking on new, meaningful roles.
Salzmann-Erikson (2013) conducted an integrative literature review of qualitative studies and
identified three main themes that contributed to personal recovery: recovery is an inner
process that involves accepting self and having an identity of self that incorporates new
circumstances; recovery involves the support of others; and recovery incorporates
involvement in meaningful activities. Kartalova-O’Doherty, Stevenson, and Higgins (2012)
found that reconnecting with life was the primary goal of people’s recovery, involving three
core domains of: reconnecting with self through accepting self as one who is capable of
change; reconnecting with others in an accepted and meaningful way; and reconnecting with
time, involving coming to terms with the past, having a positive view of the future, and
actively shaping the present into the future. Rhodes and De Jager (2014), in their systematic
review of narrative studies, found that respondents emphasised that recovery was possible;
however, recovery involved the development of a meaningful life, rather than just the
absence of symptoms and self-determination was important, alongside support from others.
The common processes identified in the findings of these studies are presented in Table 2.1.
These review studies provide strong evidence of the core components of recovery from
mental illness: connectedness (encompassing support from others), hope, self-identity,
meaning in life and taking responsibility for recovery. Some studies have a stronger focus on
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empowerment, others on taking responsibility for recovery, and others on self-direction.
However, these three domains are closely related and can be viewed as underpinning the
recovery process of responsibility, with empowerment providing the opportunity for an
individual to take personal responsibility and self-direct their recovery.

Table 2.1
Recovery processes identified through review of recovery literature
Support from
others

Andresen et al.,
2003

Andresen et al.,
2003

Andresen et al.,
2003

Empowered/
responsibility
Andresen et al.,
2003

Leamy et al.,
2011

Leamy et al.,
2011

Leamy et al.,
2011

Leamy et al.,
2011

Kogstad et al.,
2011

Kogstad et al.,
2011

Kogstad et al.,
2011

SalzmannErikson, 2013

SalzmannErikson, 2013

SalzmannErikson, 2013

Leamy et al.,
2011

Rhodes & De
Jager, 2014

Hope

Recovery Processes
Identity
Meaning in life

Rhodes & De
Jager, 2014

Rhodes & De
Jager, 2014

The domains of connectedness and support from others are important facilitators for
recovery, however, they are distinct from the other personal recovery processes (hope, selfidentity, meaning in life and responsibility) as they are not internal processes that an
individual works through on their recovery journey. Salzmann-Erikson (2013) distinguishes
between the inner process of recovery, involving self-identity and personal responsibility,
from the external social connection with other people, acknowledging that both the inner
processes and external connection are important and distinct processes. The process of social
recovery is related to a person’s self-concept (self-identity) that allows them to feel that they
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belong and have the capacity to be involved in community (Marino, 2015). This
understanding of social recovery highlights the role of the individual perception of self (selfidentity) that is essential to being able to connect with others. Therefore, the underlying
recovery process involved in the development of connectedness is the process of redefining
self-identity―social connectedness is an outworking of the internal recovery process of
redefining self-identity.
In addition to connectedness being an outworking of an evolving self-identity, the
process of connecting with other people is also an important mechanism of recovery in itself.
Developing and engaging in social relationships provides an underlying structure for other
internal recovery domains to be explored, through the key social integration components of
role investment, role perception, role loss and role gain (Hunt & Stein, 2012). Social
connectedness is, therefore, an external mechanism that underlies and supports the
development of the personal recovery processes, in particular, hope, self-identity and
meaning in life. Connectedness can be understood as an important mechanism for recovery
and an outworking of the growth of internal recovery processes but, consistent with the
recovery processes identified by Andresen and colleagues (2003), not as a personal recovery
process.
2.4.1 Developing hope.
Finding hope is a key process involved in recovery and is invariably an essential part of
recovery in personal testimonies (Ridgway, 2001). In the latter stages of recovery, people
have more hope for their recovery, compared with the earlier stages, and their hopes are
closely tied to the individual goals that they are actively working toward (Copic et al., 2011).
In a study exploring similarities and differences in people with mental health problems being
treated in a range of settings, having hope for their future and plans and goals to attain these
hopes were an important common aspect of recovery (Turton et al., 2011). Having a high

25
level of hope in recovery has been found to be positively associated with a more optimistic
attitude and greater confidence in managing mental illness (Kukla, Salyers, & Lysaker,
2013).
The first-hand accounts of people who have recovered from a serious mental illness
indicate that the role of hope in recovery is multi-faceted. Three different types of hope have
been identified, each related to the process of recovery: the influence of others in finding
hope; personal hope; and actively working on recovery (Hobbs & Baker, 2012). The
influence of others in finding hope includes having positive role models of recovery, having
other people who believe that recovery is possible, and feeling connected to other people.
Personal hope encapsulates the belief that recovery is possible, having catalysts that increase
a person’s hope and having practices in place that help maintain hope. Working on recovery
involves growing in understanding of health and well-being, making changes toward
recovery and having strategies to maintain a focus on recovery.
Having hope in one’s future and one’s ability to recover has a motivational effect on
many people, with hope being both a trigger for recovery and a tool for the maintenance of
recovery (Schrank, Stanghellini, & Slade, 2008). Importantly, mental health workers can
have a strong positive impact on a client’s hope and, conversely, if a mental health worker
does not believe in a client’s ability to recover, then this has a negative impact on a person’s
level of hope (Deegan, 1988). A range of strategies have been identified that help foster hope
in people recovering from mental illness, including: collaborative strategies for management
of the illness; fostering relationships; peer support; helping clients to take responsibility for
their recovery; and pursuing realistic goals and interventions to support positive well-being
(Schrank, Bird, Rudnick, & Slade, 2012). The development of hope in recovery can be
facilitated by mental health services equipping people with social and independent living
skills, as these skills give people a basis for having hope; conversely, people who do not
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believe they can effectively achieve change in their life are unlikely to move actively toward
functional recovery (Noordsy et al., 2002).
2.4.2 Redefining self-identity.
Schizophrenia has been described as an ‘I am’ illness; that is, an illness that has a social
identity that has a profound effect on the sufferer (Estroff, 1989). Illness identity has been
defined as “the set of roles and attitudes that a person has developed in relation to his or her
understanding of having a mental illness” (Yanos, Roe, & Lysaker, 2010, p. 74). A person
who has schizophrenia will most likely find that their self-identity is redefined to the point
that schizophrenia is no longer an illness that the person has, but it becomes something that
the person is―a transformation of self-identity defined by the illness (Estroff, 1989). Many
people who are recovering from a mental illness have a false analogy between illness and
self-identity, with a diagnosis of mental illness affecting a person’s relationship with both
their outer and inner world through an internalised stigma (Korsbek, 2013). A range of
negative consequences of illness identity impede a person’s recovery journey, particularly
impacting their hope for recovery and their self-esteem (Yanos et al., 2010).
People who experience an inpatient admission for the treatment of a mental illness have
additional factors affecting their self-identity. A consequence of inpatient mental health
treatment is that people begin to see themselves in the passive ‘patient’ role (Estroff, 1989).
Many practices in inpatient settings encourage and reinforce this ‘patient’ role, with an
expectation of compliance with routines and activities determined by others (Yamaguchi &
Ota, 2012). Recovery from the ‘patient’ role involves a redefining of self as a person with
value and with a sense of agency. The patient role is not unique to mental health patients;
people receiving treatment in hospital for physical illness can also adopt a passive patient
role, accustomed to staff making decisions on their behalf (Stiggelbout & Kiebert, 1997).
However, the patient role effect is often greater for mental health patients because the stigma
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associated with mental illness affects the whole self, whereas, for physical health patients, the
adoption of the patient role is consistent only with the physical illness and does not extend to
the person’s whole concept of self.
In a review of the literature examining the role of identity in recovery from mental
illness, Tew and colleagues (2012) identified three aspects of identity that people spoke of:
their social identity, the discrimination they faced, and stigma associated with mental illness.
The research findings highlight the importance of mechanisms by which the recovery process
of redefining self-identity can be assisted. This was primarily through people recovering
from mental illness and their family, friends and service providers working collaboratively to
counter stigma, discrimination, and the negative impact of social exclusion. The redefining
of self-identity involves many facets, including having a positive view of self and countering
negative views of self, improving self-esteem and self-confidence, regaining a purpose in life
and being involved in social roles (Turton et al., 2011). Having a current self-identity that is
becoming increasingly similar to the ideal self is a motivating factor for people recovering
from mental illness and as this occurs people show a greater determination to continue toward
their goals of recovery (Buckley-Walker, Crowe, & Caputi, 2010).
2.4.3 Finding meaning in life.
As people progress in their recovery journey, the types of goals they set for their life
change (Clarke, Oades, & Crowe, 2012). In the early stages of recovery, people are more
likely to have goals related to physical health and housing or home life. As they continue in
their recovery, goals become more focussed on education and employment needs. In the
middle and latter stages of recovery, people’s goals still involve health and employment, but
also centre around self-management, relationships, and recreation―goals that have a focus
on social connectedness and bringing meaning into their life.
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Several key aspects of social connectedness are identified in the literature that
demonstrate that relationships are central to developing a meaningful life and highlight that
relationship needs differ between people. Tew and colleagues (2012) found that
interpersonal relationships, family/systems approaches, social inclusion, occupation and
employment, and community development are important elements of social connectedness.
These authors encourage service providers to promote the development of social relationships
without prescribing the types of social relationships that an individual should participate in.
Individuals will differ in their needs for social connection and will value different activities;
for example, some people value being engaged in activities that have social recognition, such
as student or employee, while others will focus more on activities that enhance self-esteem
and give opportunities to develop strengths and talents or provide help to others (Windell &
Norman, 2012).
One aspect of finding greater satisfaction and meaning in life for people recovering
from schizophrenia is experiencing improvements in functioning and independence
(Edmondson, Pahwa, Lee, Hoe, & Brekke, 2012). These researchers assessed clients of a
community-based service over 12 months and found improvements in the areas of
functioning in independent living, work and social relationships. Positive associations were
found between overall functioning and quality of life and, more specifically, between
improvements in independent living and increased satisfaction with their living situation.
An improvement in functioning provides greater opportunities for people to participate
in their community and to work, which for many people brings meaning to their life.
Conversely, when not involved in routine occupation, people can experience a state of
disengagement, with an absence of interaction with other people leading to a loss of meaning
in life and affecting a person’s sense of self (Sutton, Hocking, & Smythe, 2012). These
researchers found that people recovering from mental illness had varying levels of
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engagement in their work, ranging from partial to everyday to full engagement, with each of
these levels associated with different aspects of meaning in life. Partial engagement was
associated with the potential for feeling reconnected with the immediate world, although
people often still felt isolated and disconnected from others at this stage. Everyday
engagement brought meaning to life through the reconnection with social self, and feelings of
belonging and identity, with interactions with other people being comfortable and attuned to
work norms. In the full engagement stage, people felt more connected with self, more
integration with self and others, and felt deeper connections with others.
Five main themes describe how occupations can contribute to a more meaningful life:
connection with others and the community; enjoyment and pleasure in life; being engaged in
productive activities and experiencing a sense of achievement; having time occupied; and
taking steps on a daily basis to maintain health (Leufstadius, Erlandsson, Bjorkman, &
Eklund, 2008). A key aspect of work, either paid or voluntary, is that it be a ‘real life’
occupation naturally occurring in the community. In a qualitative study examining the role of
occupation in recovery, participation in the mainstream community, in naturally occurring
occupations, was found to help people to feel competent, connected and a contributing
member of their community (Fieldhouse, 2012). This study found that active involvement in
meaningful employment provided affirmation to the person that their life had value to others,
as well as providing personal meaning for the individual. This is in contrast to the sheltered
employment model that provides occupation for people with serious mental illness, although
typically at very low rates of pay, minimal contact with the public, and relationships with coworkers mediated by staff (Krupa, Lagarde, & Carmichael, 2003). Although these
employment options provide occupation for people, they may not provide meaningful
occupation.
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2.4.4 Taking responsibility for recovery.
Taking responsibility for recovery is a recovery process that involves many aspects of a
person’s life. These include: experiencing a shift in the relationship with the illness, health,
and wellness; developing an acceptance of the illness; and being personally engaged in
seeking effective treatment (Noordsy et al., 2002).
In a study examining the views of people with a range of mental health problems
receiving treatment in inpatient, community and forensic settings, participants highlighted the
need for collaborative approaches to treatment decisions that promoted their autonomy and
gave them opportunities to take responsibility and be empowered to work together in the
recovery process (Turton et al., 2011). Experiencing empowerment is an important aspect of
taking responsibility for recovery, as it involves having control over one’s life (Leamy et al.,
2011). This includes people having opportunities to personally direct the support they
receive (Tew et al., 2012). Goal setting is a critical aspect of being empowered, as the setting
of goals and working toward them allows clients to self-determine and personally prioritise
their treatment goals and options (Anthony & Mizock, 2014).
The mechanisms by which people are encouraged to take responsibility for recovery
appear to affect people’s understanding of, or adoption of, personal responsibility. For
example, Davidson (2005) found that mental health support groups that were led by mental
health professionals, as distinct from peer-led groups, were less successful in encouraging
people to take responsibility for their recovery, as program participants saw professional staff
as ‘lending’ them responsibility, rather than genuinely sharing responsibility. According to
Davidson, for people to genuinely take more responsibility for their recovery, mental health
professionals need to take a step back and gradually take less responsibility while allowing
clients to accept, with support, increasingly more responsibility. This is reflected in treatment
approaches that see the person as the ‘expert’ in their own mental health care.
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Peer support workers can provide an additional source of support for people in the
process of taking more responsibility for their recovery. Austin, Ramakrishnan, and Hopper
(2014) found that peer support embodies unique qualities that are instrumental in assisting
people recover from serious mental illness. This qualitative study found that peer support
transforms the experience of mental illness into expertise and this is achieved through
purposeful disclosure. Through this disclosure, peers build rapport with clients that creates
the opportunity to guide them and provide an experience-based awareness of the stage of
recovery that the client is at. Secondly, peer support workers demonstrate how to maintain
wellness, become more self-sufficient, and navigate social interactions and roles, which
makes the support they offer and the guidance they provide authentic and meaningful.
However, peer support workers need training and support to develop their skills because
interpersonal boundaries, scheduling difficulties, transitioning from a patient to a peer worker
and managing self-disclosure are issues of potential concern in peer support relationships
(Wrobleski, Walker, Jarus-Hakak, & Suto, 2015).

2.5 Integrating Recovery Philosophy into Mental Health Services
Slade et al. (2008) caution that services need to be clear on their understanding of
recovery, as many mental health services still have a focus on medication and compliance
with therapy, and their measures of recovery focus on an alleviation of symptoms. Services
working within these parameters have their outcomes aligned with a clinical definition of
recovery. To meet the expressed needs of service users, mental health services need to
continue to adopt a recovery-based focus and to incorporate into clinical practice positive
psychology and well-being interventions (Slade, 2010). According to Anthony (2000), a
mental health system designed around recovery principles should incorporate the following
domains:
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 the design of the system should incorporate the language and principles of
recovery;

 the service should be able to evaluate improvements in clients’ functioning;
 the vision of recovery should be evident in the leadership of the service;
 management must ensure that recovery goals are evident in their service
delivery;

 service integration is available for all people who need and want this;
 the service comprehensively includes all relevant aspects of a client’s life;
 services include other mental health service users in their service delivery;
 the cultural background of clients is considered;
 the service provides advocacy;
 staff are grounded in the vision of recovery;
 funding is committed to supporting processes and outcomes of a recovery
vision; and

 the service is accessible to those who need it.
As this list of domains indicates, the comprehensive implementation of recovery
principles into a mental health service is not a simple process. Farkas, Gagne, Anthony, and
Chamberlin (2005) recommend that all aspects of service delivery need to have a recovery
focus, which in practical terms means the adoption of recovery values to all critical domains
of the service, including program mission, policies, procedures, record keeping and staffing.
A multi-disciplinary approach is an essential component of effective mental health
care, to ensure that services are meeting the needs of the whole person. To meet the diverse
needs of service users, mental health services cannot work within a single paradigm
approach, with a focus on the biological, psychological, social or cultural domain, as any
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single approach does not offer comprehensive treatment and rehabilitation support. A
holistic approach is required to meet the multi-facetted needs of people, with personal,
clinical and psychosocial domains needing to be integrated within evidence-based practice
(Rosen & O’Halloran, 2014).
Several key strategies that have been incorporated into recovery-oriented services have
been identified in the research literature: recovery-focussed staff, a strong therapeutic
relationship, life and social skills training, support from peers and others, shared agency, and
support in general health and well-being.
2.5.1 Staff with a recovery focus.
Staff attitudes toward people with mental illness are particularly important in the
delivery of recovery-focussed care. Mental health workers can hold negative attitudes toward
people with mental illness (Horsfall, Cleary, & Hunt, 2010a). In a study of staff working in
community and inpatient mental health services, negative attitudes toward people with mental
illness were prevalent in the areas of employment prospects and personal and work
relationships (Hansson, Jormfeldt, Svedberg, & Svensson, 2011). However, Martensson,
Jacobsson, and Engström (2014) found there is considerable variance in the attitudes of staff
toward people with mental illness, influenced by factors such as having a knowledge of
mental illness that is not biased by stigmatising attitudes, the type of service they work in and
if they have, or have had in the past, a friend who has a mental illness. Martensson and
colleagues found that staff working for a county council in Sweden, either in community or
inpatient settings, tended to have more positive attitudes to people with mental illness,
compared to staff working in municipal care services that provided care in residential
services or to people living in their own home. Two explanations are offered for the differing
attitudes of staff in the two settings. First, staff working in the inpatient and outpatient
settings administered by the county council personally see clients improve and return to their
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life in the community, giving these staff a positive view of the ability of clients to recover. In
comparison, municipal staff work long-term with residents and may not see overt signs of
improvements in their clients. Second, staff in the county council had more tertiary
qualifications in mental health, compared to municipal care staff, which the authors suggest
contributed to a greater understanding of recovery that positively influenced their attitudes.
In a study examining the source of negative staff attitudes, Good, Berenbaum, and
Nisenson (2000) found differences between staff attitudes concerning the character and
behaviours of people in their service. Negative statements by staff about the character of
residents were accounted for by characteristics and attitudes of the staff and residents,
meaning that a staff member’s negative opinions of a client were to some extent based on
characteristics of the client that were consistent with this opinion. However, negative
statements by staff concerning residents’ behaviours were primarily accounted for by staff
attitudes, without a corresponding characteristic or attitude of the client that was consistent
with this negative opinion. These findings demonstrate the need to be aware of the source of
staff attitudes toward people with mental illness so that interventions can be developed to
assist staff in adjusting their negative attitudes, particularly when attitudes are not aligned
with specific characteristics of an individual client.
There is a need to incorporate training for mental health workers in recovery-related
practices, as the implementation of recovery-focussed care requires an understanding of
collaborative relationships and shared management. Hungerford and Fox (2014) found that
mental health workers are not always aware of how to support their clients in a recoveryfocussed way. They found that staff attempting to work within a recovery framework led, in
some cases, to a ‘hands off’ approach, where mental health workers allowed clients
autonomy to self-manage their illness and recovery, rather than working collaboratively with
clients as a support and guide, and facilitating a more gradual shift to self-management. For

35
staff at community mental health centres, a positive correlation was found between attending
recovery-related training and higher optimism for clients. In addition, the more recoveryrelated training sessions a staff member attended, the higher the ratings of client optimism
and agency recovery-orientation (Tsai, Salyers, & McGuire, 2011). Although this study of
over 300 staff in four services provides an indication of the positive relationship between
staff training and recovery-promoting attitudes, the findings of the study are limited by the
study design, with staff retrospectively completing questionnaires about their attitudes toward
recovery and training they had attended in the previous year.
Collaborative recovery training is a program for mental health workers that includes
sessions on knowledge of mental health problems, attitudes toward mental illness, and the
need for people to have hope in their recovery (Crowe, Deane, Oades, Caputi, & Morland,
2006). In a study examining the effectiveness of this program on the attitudes of staff
working in community mental health services, participants demonstrated a significant change
in their understanding of recovery-based principles compared to pre-course assessments. As
a result of the program, staff had increased knowledge of the principles of recovery, the
effectiveness of collaboration, and the importance of supporting service users in their
autonomy, motivation, needs assessment and goals. In another training program, which
incorporated information and research findings relating to mental health rehabilitation,
mental health workers showed growth in their understanding of evidence-based practices, in
their belief that illness does not necessarily limit functioning, and a reduction in paternalistic
attitudes (Pollard, Gelbard, Levy, & Gelkopf, 2008). A strength of this study was the multidisciplinary approach, with participants all working in the inpatient unit, but including
doctors, social workers, psychologists, occupational therapists, nurses, and administrative and
maintenance staff. This multi-disciplinary approach allowed for the same information to be
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presented to staff at all levels of service delivery, along with practical directions on how to
implement this new understanding into the service setting.
The impact of recovery-focussed staff training on care plans of people accessing
community mental health services was examined by Gilburt, Slade, Bird, Oduola, and Craig
(2013). The training intervention involved 342 participants, from 22 multi-disciplinary
community teams, attending workshops over four days. Points of action on care plans of 400
service users were assessed prior to and three months after the intervention and compared to
300 care plans of service users attending services not involved in the training intervention.
At the three months assessment, care plans prepared by staff who had attended training had
more recovery-based changes in the content and responsibilities listed compared with care
plans prepared by staff who had not attended the training.
2.5.2 Strong therapeutic relationship.
Research has demonstrated that a good relationship between service provider and client
is one of the most important elements for facilitating recovery (Anthony & Mizock, 2014).
There is a significant relationship between client functioning and the quality of the
therapeutic relationship, with a positive therapeutic relationship associated with improved
outcomes for people receiving treatment for mental illness (Taylor et al., 2009). Having
access to mental health care that includes satisfying relationships with clinicians has been
identified as an important facilitator of recovery (Green et al., 2013). In particular, clients
appreciate relationships with clinicians that are based on hope, respect and affection (Grant,
2010).
The opportunity to develop a strong therapeutic relationship may be dependent on the
treatment setting, with staff working in inpatient units reporting lower personal optimism,
client optimism and lower recovery-orientation of their service, compared with the staff of
community mental health centres (Tsai & Salyers, 2008). This research examined the agency
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recovery-orientation and personal and service user optimism of over 700 staff of three
psychiatric hospital units and 181 staff of four community services. The staff of inpatient
units had lower optimism about service users’ ability to live independently, cope with their
symptoms, achieve their goals, and be involved in their community. The findings highlighted
differences in staff attitudes and service delivery between the inpatient and community
services. For example, very few inpatient staff reported that their service followed service
user preferences, helped service users build community and peer support connections, or
supported people in the development of educational or employment goals. As previously
discussed, the staff of mental health services, in both inpatient and community settings, can
hold negative and stigmatising attitudes toward people with mental illness that affect their
ability to develop positive therapeutic relationships, which is an important aspect of the
provision of recovery-based care. Such negative attitudes and challenges to the therapeutic
relationship appear to be more prevalent within inpatient settings.
The therapeutic alliance is a specific aspect of the therapeutic relationship that is an
important component of many mental health interventions and, according to the findings of a
large meta-analysis, is a common factor underpinning positive therapy outcomes (Martin,
Garske, & Davis, 2000). The therapeutic alliance is one of the common factors in all
psychotherapies (Bickman, 2005; Cahill, Paley, & Hardy, 2013; Davidson & Chan, 2014)
and is considered by clients to be an important part of their treatment, incorporating three key
components: mutual trust; demonstration of mutual respect; and shared decision-making
(Farrelly & Lester, 2014).
An indication of the importance of a positive therapeutic alliance is provided in a longterm evaluation of the implementation of a recovery-based service in both an inpatient and
community mental health service (Burti, Andreone, & Mazzi, 2004). Twenty years after the
initial implementation of recovery-focussed changes to these services, the effectiveness of the
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new approach was evaluated. Over these two decades the service system had expanded to
include two long-term residential services to better meet the needs of clients, indicating that
the shift toward recovery-based care had led to the service being responsive to clients’ needs
by offering a more comprehensive continuum of care. A key feature that contributed to the
effectiveness of this model was the ability of staff to move between the units (inpatient,
community and residential) as their clients moved, allowing the therapeutic relationship to be
maintained when clients moved into a different treatment setting. With the exception of
counsellors employed specifically in the residential units and nurses in the inpatient unit,
other staff (psychiatrists, psychologists, social workers and rehabilitators) moved between
settings as their clients moved, to maintain continuity of care.
While there is demonstrated evidence of the importance of a strong therapeutic
relationship, generally support for this process has not been evident in mental health policy.
Such support would require allowing sufficient treatment time, funding, and staff with
expertise in this area, for a strong therapeutic relationship to develop (Anthony & Mizock,
2014). The provision of recovery-enhancing therapeutic relationships is key to sustainable
improvements in outcomes for clients, however, due to the cost of delivering these services,
they are at risk of not being prioritised by service providers (Dixon, 2014). An overview of
the administrative, policy, complex funding streams and outcome measures of mental health
services found that there are inadequate measures of the outcomes of a strong therapeutic
alliance, and these performance measures tend not to adequately address outcomes from the
client’s perspective (Green et al., 2013). A lack of consensus on the outcome measures and
value of the development of a positive therapeutic relationship is problematic for funding
agencies, service providers and service users. The provision of such a service is costly, in
terms of the number of hours it takes to develop and maintain the relationship, and the
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outcomes of the therapeutic alliance may not be directly associated with outcome measures
that are prioritised in funding agreements.
2.5.3 Skills training.
Mental health service providers are well placed to identify areas in a person’s life in
which they could benefit from specific training, to assist their clients to live more confidently
in the community. Effective support for people recovering from mental illness includes
social support to learn ways of coping and interacting in the community and practical support
for housing, employment and training (Anthony & Mizock, 2014).
Social skills. Exposure to new opportunities to connect with other people and to
practice skills in developing social relationships is a key element of recovery and an area
where mental health services can play an active role in supporting people as they explore new
ways of developing a meaningful life (Webber, Reidy, Ansari, Stevens, & Morris, 2015). An
additional benefit for clients of community mental health services is that they can continue to
engage in the social activities after they are discharged from the service (Fenton & Mosher,
2000). There is less opportunity for continuity of social contacts for inpatients after they are
discharged.
In a study examining staff and service users’ experiences of the ways in which clients’
social skills were enhanced in six community mental health services (Webber et al., 2015),
four distinct themes emerged on the ways in which social networks could be developed.
First, the skills and attitudes of the staff, their relationship building skills, clarity concerning
professional boundaries, and the close relationships between staff and clients. Second, the
processes involved in connecting people, such as exposure to new ideas, setting tangible and
realistic goals, engaging in activities together, and building the skills of the clients. Third, the
extent the agency engaged with the local community and contributed to the development of
social networks. The final important element was staff working to minimise barriers to
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network development, such as stigma and lack of resources, like transport, money, and
support.
Life skills. Having access to mental health care that provides support in practical areas,
such as managing resources, has been identified as a facilitator of recovery (Green et al.,
2013). A literature review on the effectiveness of life skills interventions for people living
with serious mental illness found there is good evidence of the effectiveness of life skills
training and assistance in improving activities of daily living (Gibson, D’Amico, Jaffe, &
Arbesman, 2011).
Skills training can cover a range of areas, including vocational skills, life skills and
coping skills, each of which is associated with enhanced functioning and satisfaction in a
person’s life, work, community and mental well-being (Anthony & Mizock, 2014). The
instrumental support a mental health service can provide is an important aspect of care as it
equips people with the skills and resources to be able to live independently in the community.
An additional benefit of instrumental support is that clients perceive this practical support to
also be emotional support from mental health care workers, providing an additional
opportunity for staff to communicate to their clients that they care for them (Semmer et al.,
2008).
2.5.4 Peer support.
Support from peers has been identified as a major factor in promoting recovery for
clients of mental health services (Happell, 2008). Organised peer support is integrated into
many mental health services and the driving force behind peer provided services. Peer
support generally incorporates several elements, including experiential learning, mutual
benefits for peer and client, natural support systems and peers as role models (Solomon,
2004). Peer support can be offered as an alternative, or in addition, to professional care and
provides a personal support to clients based on understanding and lived experience. A review
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of the literature on the role of peer support workers found that clients who were additionally
supported by peer workers had either equivalent or lower readmission rates than those clients
receiving care in other community mental health services that did not offer additional peer
support (Repper & Carter, 2011). Other benefits for clients included reports of feeling more
empowered, a safe relationship to practice social interactions, empathy and acceptance,
reduced stigma and more hope for their recovery. Peer support workers also benefited from
their mentoring role, with reports of improved self-esteem and sense of empowerment.
2.5.5 Shared agency.
Shared agency (also referred to as shared decision-making, consumer participation,
person-centred care and collaborative care) refers to collaboration between mental health
service users and clinicians in decisions affecting the client, use of resources, and setting of
goals. In an examination of what service users experience in shared agency, three domains
were evident (Romakkaniemi & Järvikoski, 2012). The emotional domain incorporates
feelings of being heard and building confidence; the communicative domain involves mutual
information sharing and finding ways to express the chaos and find harmony; and the
supportive domain involves encouragement and support. Person-centred care has a focus on
balance and respect in the relationship between service users and mental health workers,
incorporating the wishes of the client and considering their opinions on treatment decisions
(Leese, Smithies, & Green, 2014).
Positive outcomes have been reported by users of mental health services that adopt
shared management practices. In a Western Australian community mental health service, the
approach taken with all clients is one of shared management and individualised funds, with
the service providing care that has a person-centred, self-directed focus. A qualitative study
(Peterson, Buchanan, & Falkmer, 2014) of the effectiveness of this approach in meeting
client needs revealed three overarching themes: clients reported practical and psychological
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benefits as a result of access to individualised funds; the shared management focus provided
timely and meaningful access to staff; and the person-centred relationships with staff coupled
with the opportunity for self-direction facilitated change in the clients. Service users gained a
greater sense of empowerment, developed more connections with their community and other
people, had an enriched self-identity and reported improvements in their quality of life.
Greater involvement in treatment decisions is associated with higher levels of usersatisfaction with a mental health service (Klingaman et al., 2015). In this study of 228 United
States Veterans, service users reporting a positive collaboration with staff had higher levels of
satisfaction with the service and, conversely, those service users who desired greater levels of
involvement were less satisfied with the service. This study found that greater involvement
required more than receiving information and treatment options, but actual involvement in
treatment decisions.
2.5.6 Health and well-being focus.
Assistance with general health is an aspect of care that clients of recovery-focussed
services appreciate (Green et al., 2013). Aspects of health and well-being that are relevant to
people recovering from serious mental illness include taking medications as prescribed,
staying physically healthy, exercising regularly and controlling the amount of stimulation in
their environment (Friedrich, 2014).
People with serious mental illness have a shorter life expectancy, up to 30 years less
than the general population (de Hert et al., 2011), and this gap has widened in recent decades
(Saha, Chant, & McGrath, 2007). There are many physical illnesses that people with
schizophrenia have with greater frequency than the general population, including HIV,
Hepatitis (B & C), cardiovascular problems, obesity, osteoporosis, impaired lung functioning,
and poor dental health (Leucht, Burkard, Henderson, Maj, & Sartorius, 2007). Furthermore,
the medications prescribed to control symptoms, such as antipsychotics, can have adverse
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effects on physical health, including obesity (Newcomer, 2007), diabetes (Álvarez-Jiménez et
al., 2008), cardiovascular disease (Tschoner et al., 2007), and sudden cardiac death (Ray,
Chung, Murray, Hall, & Stein, 2009). Metabolic syndrome―associated with obesity, an
increased risk of developing type 2 diabetes, coronary heart disease and colon cancer―also
has a higher prevalence in people with schizophrenia, schizoaffective disorder and bipolar
disorder compared with the general population, and is adversely affected by antipsychotic
drugs (de Hert et al., 2011).
Lifestyle choices are also related to physical health issues for people with serious
mental illness, highlighting the importance of conducting a detailed and rigorous physical
health assessment and ongoing monitoring (Stanley & Laugharne, 2014). For example,
people with a mental illness are almost twice as likely to smoke compared to the general
population, are more likely to be heavy smokers (World Health Organization, 2001) and are
less like to quit smoking (Smith, Mazure, & McKee, 2014). Prevalence of alcohol and other
drug use is also higher for people with serious mental illness compared to the general
population and people with comorbid substance use and mental illness are more vulnerable to
relapse (Australian Bureau of Statistics, 2008). Furthermore, the risk of future substance use
is increased in people with a serious mental illness, particularly people who have major
depressive disorder or anxiety disorders (Swendsen et al., 2010).
Also contributing to the poor general health of people with a serious mental illness is
lower physical activity rates. In a large population study of over 40,000 people, physical
activity and mental health were significantly correlated, with lower levels of physical activity
associated with poorer mental health (Meyer, Castro-Schilo, & Aguilar-Gaxiola, 2014).
Major barriers to participating in physical activity include fatigue and lack of motivation
(Fraser, Chapman, Brown, Whiteford, & Burton, 2015), barriers that are related to symptoms
of mental illness, particularly depressive disorders.
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Poor diet and eating habits are also associated with mental illness, with people who
have mental health problems at higher risk of malnutrition compared to the general
population (Kvamme, Gronli, Florholmen, & Jacobsen, 2011). People who have a mental
illness are at higher risk of increased cholesterol, which may be a result of a diet high in fat
and sugar (Porter & Evans, 2008) or side effects of antipsychotic medications (Ojala, RepoTiihonen, Tiihonen, & Niskanen, 2008).
Clients of mental health services can benefit from health and well-being support,
through services arranging medical appointments and training in general health and wellbeing strategies. For example, clients of a short-term residential service benefited from the
introduction of a wellness training program delivered as a 12-month intervention that
continued after discharge from the residential unit. The program taught individual skills in
self-management and participants showed improvements in physical functioning and general
health compared to clients who did not participate in the program (Chafetz, White, CollinsBride, Cooper, & Nickens, 2008).

2.6 Continuum of Care in Mental Health Care Services
The movement toward recovery-based care has led to changes in the way mental health
services are delivered, resulting in a reduction in psychiatric hospital beds and the
development of more responsive community-oriented services (Harvey & Fielding, 2003).
Due to the differing needs of clients and the severity of their illness, it is preferable to provide
a range of mental health service options for people to access, including independent living
with minimal support, community living with support, and residential or inpatient facilities
(Durbin, Goering, Cochrane, Macfarlane, & Sheldon, 2004). In a review of the effectiveness
of different service models, Thornicroft and Tansella (2004) found evidence for the
effectiveness of community and inpatient services and promoted a balanced approach to
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mental health care that incorporates both community and hospital care according to the
presenting needs of clients.
Different countries and jurisdictions vary markedly in the range of services they
provide, with some areas providing a complement of services to meet the needs of people at
various stages of their illness. These complementary services together form a continuum of
care ranging from services provided in the community through to inpatient units, with acute
and sub-acute residential services positioned between community and inpatient care.
2.6.1 Care in the community.
From early in the recovery movement mental health service users have expressed a
preference to continue living at home with support and treatment available for them in the
community (Tanzman, 1993). More recent accounts of service users’ experiences of the
mental health system also provide evidence that community-based care is often the preferred
service option for clients (Rose, 2001). At the least restrictive end of mental health services,
many mental health clients live in their own home and access community-based care
provided through a case manager and other mental health professionals (Phillips et al., 2001).
Assertive Community Treatment, which offers a multi-skilled team approach (Singh, Rowan,
Burton, & Galletly, 2010), has been used to bridge the gap between an inpatient admission
and return to living in the community, with clients receiving immediate, ongoing communitybased care. These programs are an effective means of supporting clients as they transition
back to living in the community after an inpatient admission (Meisler et al., 1997). There is
evidence to suggest that community care, tailored to the individual needs of the client,
reduces the number of inpatient admissions for clients (Roick, Gärtner, Heider, Dietrich, &
Angermeyer, 2006).
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2.6.2 Residential mental health services.
Although the preferred option for many mental health care clients is care in the
community, if service users do require more intense care the next preferred alternative to
hospital care is residential care within the community (Rose, 2001; Tanzman, 1993). A range
of residential services has been implemented to meet the needs of people with a mental
illness, according to their level of functioning and current symptoms, with acute/crisis
services available for clients who need support during a time of crisis and long-term
residential support facilities for people requiring ongoing support (Malinovsky et al., 2013;
Wherley & Bisgaard, 1987).
Community mental health residential facilities are less regimented and restrictive than
inpatient units and provide more opportunity for client self-determination (Taylor et al.,
2009). The goal of residential services is to assist clients in developing life skills, improve
their quality of life and support them as they connect with other community resources.
Community residential units, with a recovery focus, provide opportunities for shared
management, have been demonstrated to reduce hospitalisations, and have a positive impact
on clients’ ability to function in the community (Malinovsky et al., 2013).
Acute or crisis residential services offer treatment and support until symptoms have
stabilised, with some units based in the community, such as Crisis Stabilisation Units (Adams
& El-Mallakh, 2009) and others attached to inpatient units (Slade et al., 2010). These services
incorporate therapy or psycho-educational programs and have demonstrated equivalent
effectiveness to inpatient units in the alleviation of symptoms and improvements in
functioning (Fenton & Mosher, 2000; Greenfield, Stoneking, Humphreys, Sundby, & Bond,
2008; Hawthorne et al., 2005; Slade et al., 2010). Acute residential units are also a costeffective alternative to inpatient services (Fenton, Hoch, Herrell, Mosher, & Dixon, 2002;
Sledge, Tebes, Wolff, & Helminiak, 1996). These services accept clients entering the service
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directly from the community, as an alternative to an inpatient admission, however, some
services also admit clients transitioning from an inpatient unit and are effective in assisting
their clients to experience a reduction in their level of psychiatric symptoms (Goodwin &
Lyons, 2001).
Many people who are either recovering from an episode and still experiencing residual
symptoms or experiencing increasing symptoms and psychological distress after a period of
being well, do not meet the criteria for a hospital admission but do require additional support
(Harris et al., 2014). People experiencing these sub-acute symptoms are at risk of
experiencing a crisis and can benefit from the intervention and support offered, in some
jurisdictions, by a sub-acute residential service. These services provide accommodation,
support and care in a non-hospital environment for people transitioning from hospital to the
community (Tarasenko, Sullivan, Ritchie, & Spaulding, 2013). They vary in the level of
staffing and qualifications of staff, however, they typically have either 24-hour staffing or
staff on-call. Admissions to sub-acute residential services are time-limited, with the aim of
helping clients stabilise symptoms and return to living in the community, rather than
providing a long-term accommodation option. These services differ in the level of therapy
offered, with some services maintaining connections between the client and their community
mental health caseworker, others providing therapy within the program, and other services
providing a mix of community-based and service-based therapy.
The Australian Institute of Health and Welfare (AIHW) reports that there has been an
increased provision of residential mental health services in recent years. The number of
residential service beds in Australia, including the beds provided by both acute and sub-acute
residential units, increased by approximately 4% per annum between 2008-09 and 2012-13
(AIHW, 2013). In 2012-13 residential services provided approximately 740,000 patient days.
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2.6.3 Inpatient mental health units.
Inpatient services are available for people with severe symptoms, needing specialised
treatment and supervision. They are at the more restrictive end of the service continuum and
offer psychiatric services for mental health clients who have acute symptoms, have limited
support, or are at risk of causing harm to themselves or others (Horsfall, Cleary, & Hunt,
2010b). Over recent decades, there have been reductions in the number of inpatient beds
available for acute patients, with the intention that patients will have shorter stays and return
to living in the community as soon as their symptoms are stabilised.
In recent years in Australia there has been a decline in the number of public psychiatric
hospital beds in nonspecialised wards (wards in which staff do not have specific training in
mental health treatment), with an average annual decrease of 3% between 2008-09 and 201213 (AIHW, 2013). However, this decline was offset by an increase in beds in specialised
psychiatric units, either in a psychiatric hospital or a psychiatric unit within a hospital,
resulting in an average annual increase of 1%. In the public sector, two-thirds of the 6,768
inpatient beds were designated for acute services, with an additional 2,286 beds in private
hospitals. The public acute beds were primarily in inpatient units (71%), with the remaining
beds in aged care services (16%), forensic services (9%), and child and adolescent services
(4%). In total, in 2012-13 public mental health services provided over two million patient
days and specialised private services over 730,000.
2.6.4 Plans for a more integrated mental health system.
In Australia, there are plans for mental health services to become more integrated,
allowing clients to move between services according to their needs. In 2014, the Mental
Health Commission launched a comprehensive plan to reform the mental health system, with
the aims of: a) redesigning the system to focus on the needs of users rather than service
providers; b) redirect Commonwealth funding toward activities that deliver measurable,
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value-for-money outcomes; c) rebalance funding with more focus on evidence-based and
early intervention services; d) change funding provision to support people with severe and
persistent mental health problems to lead contributing lives in the community; and e) focus
support to people to lead meaningful and productive lives (National Mental Health
Commission, 2014). The Commission’s plan to reform the mental health system involves
developing mental health services that are integrated and respond to the needs of the whole
person. This system reform includes:


a system that is easy for people to navigate;



continuity of care;



services that are outcomes-focussed;



timely access to services;



a person-centred approach that provides an integrated care plan addressing the
broader needs of a person including primary health, housing and employment;



a whole-of-life needs approach providing ongoing care plans and support to
reduce lifestyle risk factors, such as smoking and obesity, and strategies to
improve the financial position of people with a mental illness; and



a team approach to mental health care with the person and their family and other
sources of support actively involved in the team.

In the Commission’s proposed redistribution of Commonwealth funding, recoveryfocussed sub-acute services are recommended as an area of service delivery that should be
developed, within a system that is comprehensive, integrated and outcomes-focussed.
Contained within the Commonwealth Government’s response to the Commission’s
recommendations is a focus on a stepped care approach that provides a mental health care
system that allows people to access the level of care that is appropriate for their current
needs. The approach involves an integrated model of service delivery for people with serious
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and persistent mental illness, providing service users with the choice of service they access
and control over the mental health care they are receiving (Department of Health, 2015a).

2.7 Pathways into Residential Mental Health Services
There are two entry pathways into residential care services, either a direct admission
from the community (step-up admission) or transfer from an inpatient unit, as a transitional
stage before returning to living in the community (step-down admission). The goal of both
admission pathways is for discharge to be to the community. What have become known as
step-up/step-down facilities are increasingly being implemented in Australian mental health
services (Castle, 2013).
2.7.1 Step-up admissions.
The clear preference for the majority of mental health service users is care at home or
in the community (Crawford, Gibbon, Ellis, & Waters, 2004; Rose, 2001). However, for
mental health service providers, there is a balance between providing best practice care,
including appropriate levels of supervision delivered within the boundaries of an affordable
budget, while also meeting client preferences. Residential services provide an intermediate
option for care and supervision, without unnecessary restriction, for clients who have been
assessed as sub-acute. The aim of a step-up admission into a residential service is to avoid
hospitalisation by increasing support to prevent the escalation of symptoms and to restore
community functioning. For example, in a primary care setting in the UK there are policies
in place that provide procedures for practitioners in how to treat clients in the community
setting and clear guidelines on how and when to organise step-up care for those clients who
need more therapy or medical care, due to an escalation in symptoms (Smith et al., 2010). A
step-up admission into a residential setting can be an effective alternative to hospital, with
evidence that community clients who were admitted to an acute residential service
experienced improvements in their level symptoms (Goodwin & Lyons, 2001).
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2.7.2 Step-down admissions.
Step-down admissions into a residential mental health service refer to inpatients who
have transferred directly from hospital, with the general aim of receiving tailored support as
they prepare to return to living in the community. People who have been in an inpatient unit
for an extended period of time can experience a range of negative outcomes at discharge,
including stigma from being in a mental health unit and difficulties readapting to life in the
community, because of the substitution of hospital interactions and routine for typical
community social interactions (Loch, 2014). Residential services provide tailored support for
clients, appropriate to their current level of symptoms and functioning, to assist them in their
preparation to return to independent living. A step-down residential program, working in
partnership with an inpatient unit, offers a graduated change from the inpatient unit to a less
restrictive mental health service, providing support to clients as they reintegrate into the
community (Tarasenko et al., 2013).

2.8 Needs of Mental Health Service Users
Mental health service users have provided detailed accounts of what they need when
they have elevated symptoms and require more intensive treatment. Most of the research
identifying the needs of mental health services users has been undertaken with those who are
currently receiving care, focussing on their treatment, support and care needs. These studies
have found the needs of mental health service users fall into five broad categories: the
physical environment; opportunities to connect with others; the treatment offered; staff and
systems; and a comprehensive approach to care.
2.8.1 The physical environment.
Mental health service users express a need for the environment of the mental health
service to be safe, peaceful, calm, and private, with a range of activities available to fill in
time (Agar-Jacomb & Read, 2009). People receiving treatment in a mental health setting also
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express the need to feel safe and have refuge as they go through a difficult time (Hopkins,
Loeb, & Fick, 2009; Yates, Holmes, & Priest, 2011). The physical environment in which a
mental health service operates is a key aspect of the service delivery, and Yates and
colleagues (2011) caution that a focus on the subjective experience of recovery should not be
dissociated from the physical setting in which recovery is being supported. These authors
draw attention to the interrelationship between place and social connectedness and the effect
this has on a person’s self-identity as they become a group member.
An important element of any mental health service is that clients feel emotionally and
physically safe. Unfortunately this is not the experience of many people who receive acute
inpatient services. A qualitative study of nine inpatients revealed that a hospital admission
was a time of feeling vulnerable and helpless (Wood & Pistrang, 2004). Three primary
themes emerged from the study involving interactions with other patients, staff behaviour and
attitudes, and non-consensual treatment. Respondents had concerns about safety in their
interactions with other patients, including the risk of assault and intimidation, sexual
harassment, sharing a room, and their own and others’ psychological functioning. Staff
behaviours and attitudes included patients’ doubting the staff’s ability to protect them and
infringements of boundaries. Non-consensual treatment, such as seclusion, restraint and
forced administration of medication also contributed to respondents’ feelings of vulnerability.
Clients of residential mental health services have reported that they feel safer in these
alternative services compared to their experiences in acute hospital units (Gilburt et al.,
2010). Residential settings offer a less structured and supervised service than inpatient units
and it may, therefore, appear counter-intuitive that clients feel safer in this setting. However,
in Gilburt and colleagues’ (2010) qualitative study of 40 residential service users, over half of
the participants discussed feeling safer in the residential setting compared to their previous
inpatient admissions. These clients discussed the negative impact of being in hospital with
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people who were acutely unwell, because they felt unsafe with some of the disturbed
behaviours of other patients. In contrast, other residential service clients were not as unwell.
These clients also discussed the importance of being able to relate to other people socially
and they reported that people who were acutely unwell often had a negative impact on these
social relationships.
Having a safe place to form social contacts is an important aspect of community mental
health services, offering clients a physical place to be involved in activities with other people,
have meaningful occupation and to be a place of refuge (Bryant, Tibbs, & Clark, 2011). The
safe spaces provided by mental health services also enable people to develop their identity,
away from the wider community (Tucker, 2010). These ‘safe space’ aspects of community
mental health services can also be implemented in residential mental health services,
providing a refuge from the mainstream community and a relatively safe place to explore
social connections and self-identity.
2.8.2 Opportunities to connect with others.
The opportunity to develop social support networks and be connected with other people
is an important need for people using mental health services. Agar-Jacomb and Read (2009)
found several themes related to connections with others in the mental health service,
including contact with others, talking/counselling, relationships with staff, support, being
taken seriously, and care and compassion. Key aspects of social connectedness include
having supportive staff, being treated with respect, peer support, and promoting the need to
have social connections with others (Happell, 2008). The opportunities to connect with
others needs to be assessed on an individual basis, as some people do not return to their
previous place of living after an inpatient admission and, therefore, will not have social
connections in their new community (Leibe & Kallert, 2000). It is essential that these people
are able to establish social supports in their new community. The majority of community and
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inpatient mental health service users have unmet needs in the areas of daytime activities,
company and intimate relationships, which impact on a person’s quality of life and burden of
illness (Cleary, Freeman, Hunt, & Walter, 2006; Werner, 2012). Mental health services can
incorporate specific interventions to assist clients in these areas.
2.8.3 Treatment.
The need for treatment for symptoms and psychological distress is primary for people
with a mental illness (Werner, 2012). To be involved in treatment decisions and have
autonomy over decisions are important aspects of mental health services that users have
discussed. For example, having autonomy, choice and alternatives, being involved in one’s
own treatment, respect and being listened to were identified by Agar-Jacomb and Read
(2009) as important elements of service users’ needs concerning treatment. Treatment
preferences of mental health service users differ, with clients varying in the emphasis they
place on the importance and benefits of medication, spiritual support, counselling therapies
and crisis management plans (Happell, 2008). Mental health services need to be flexible to
deliver treatment that accords with the preferences of their clients.
2.8.4 Staff and systems.
Mental health service users depend on staff to deliver care and treatment to them at a
vulnerable time. Service users have conveyed the importance of clear communication of
information from staff, the need for access to professional help within the system of care and
for staff to be well trained (Agar-Jacomb & Read, 2009). In particular, service users express
a need for more general health education to be made available to them (Burlingame, Ridge,
Matsuno, Hwang, & Earnshaw, 2006) and psychoeducation to assist them with selfmanagement techniques ready for when they return home (Loch, 2014).
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2.8.5 Comprehensive approach.
Mental health service users need a comprehensive approach to their mental health
treatment, including physical and mental health needs and lifestyle modifications. According
to Agar-Jacomb and Read (2009), a comprehensive approach involves an opportunity to
pursue alternative, holistic treatment, an understanding of a person’s culture, practical
support, spiritual support and a home-like environment. Providing a comprehensive service
includes assisting clients to find stable accommodation and employment (Hatfield, Huxley, &
Mohamad, 1992), assistance to become integrated in the community to avoid social isolation
(Harvey & Fielding, 2003), access to treatment to address physical health issues while
receiving treatment for mental health problems (Chafetz, White, Collins-Bride, & Nickens,
2005), and assistance in becoming involved in activities that are personally meaningful
(Windell & Norman, 2012).

2.9 Needs of Mental Health Service Users Returning to the Community
The objective for people receiving treatment in an inpatient setting is that they will
return to independent living in the community, making use of the available supports provided
through community mental health services. Discharged patients have a complex array of
needs when returning to community living, with the more common needs including
assistance with residual psychological distress and psychotic symptoms, daytime activities
and companionship, food, transport, budgeting and financial support (Simons & Petch, 2002).
In their study of 173 recently discharged patients and 98 community mental health workers,
Simons and Petch (2002) found that discharge planning incorporated people’s mental health
needs, however, their social and functioning needs were not being met. Added to this is the
adjustment of being responsible for providing meals and for aspects of daily living, which
had previously been provided by the hospital system (Loch, 2014).
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Many clients are discharged from inpatient treatment with residual symptoms that can
impede their ability to resettle and function in the community (Gerson & Rose, 2012). This
study found that many patients, even after accessing available community support, still had
unmet needs for support and this impacted on their functioning in the community and caused
concern for their family members and carers. This is of particular note in the light of an
Australian study that found that 38% of people discharged from an inpatient unit were rehospitalised within six months (Owen, Rutherford, Jones, Tennant, & Smallman, 1997).
Another Australian study, examining the reasons for inpatient readmissions, found that social
factors contributed to the majority of readmissions (39%), followed by factors related to
psychiatric and physical illness (31%), concerns about danger to self or others (20%) and
substance abuse (10%) (Kent & Yellowlees, 1994).
People can experience considerable distress, social maladjustment and stigma in the
period immediately after discharge, which causes problems in their transition from hospital to
community living. Of particular concern is the heightened risk of suicide in the first few
weeks after discharge from an inpatient unit. A nationwide examination of the cause of
deaths in Finland found that 6% of all suicides between the years of 1980 and 2001 were
people who had been discharged from a psychiatric hospitalisation within the previous week
(Pirkola, Sohlman, & Wahlbeck, 2005). In Hong Kong, during the period 1997 to 1999, 30%
of suicides occurred within 28 days of discharge from a psychiatric ward or psychiatric
hospital (Ho, 2003). In an Australian study examining the relationship between service use
and suicide for Indigenous and non-indigenous adults, 10% of Indigenous and 25% of nonindigenous services users had been in contact with inpatient or other mental health services
within three months of their death (Sveticic, Milner, & De Leo, 2012).
Immediate aftercare services following discharge have been identified as a protective
factor against suicide. Bickley et al. (2013), in a study of 100 people who died by suicide
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within two weeks of discharge, found that that 49% died before their first follow-up
appointment. This highlights the need for recovery services to be available for inpatients
immediately when they are discharged. For some inpatients, a residential step-down service
will provide them with the necessary care and supervision to assist them in the very
vulnerable period of transition from hospital to community living.
Another area of concern for people returning to community living is medication noncompliance in the weeks after discharge from an inpatient unit. This can occur for a number
of reasons. Inpatients become accustomed to having their medication administered to them
and can struggle to access and take their medications regularly once discharged (Olfson et al.,
2000). Also of concern for some discharged patients is the prescription recommended in
their discharge letter is incompatible with their diagnosis, with one study finding
incompatible prescriptions for 23% of people discharged from two inpatient units and one
rehabilitation service (Dodwell & Esiwe, 2008).

2.10 Step-up and Step-down Recovery Services
Sub-acute step-up/step-down residential mental health services are increasingly being
provided within the continuum of care of the mental health system in Australia. While the
intention of these services is to provide treatment and care in a less restrictive environment as
an alternative to hospital admission, or as an option for supported discharge from hospital,
there has been very little research into the effectiveness of these services.
Sub-acute units offer a distinctly different service to acute services (residential and
inpatient) and community services. They offer more opportunity for self-management and
collaborative decision-making in a less restrictive environment than acute services and
provide more supervision, access to support workers and community living than is available
in community-based care at home. Residential services tend to have a stronger recovery
focus than inpatient units and are, for many people, preferable to an inpatient stay when a
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person requires more support than is available to them living at home. While there is
evidence of the clinical effectiveness of acute/crisis residential services, this level of
intervention is not necessary for people who are experiencing symptoms and problems with
functioning that are at a sub-acute level.
There has been one study examining the clinical effectiveness and user-satisfaction of a
sub-acute step-up step-down service, which offers tailored support for clients for up to 28
days in Victoria, Australia (Lee et al., 2014). This study involved a file audit of 118 clients
(150 episodes of care) who had entered the service in 2010, examining age, gender, housing
situation, education, step-up or step-down admission, discharge destination, length of stay,
and clinical outcomes measured by the Health of the Nations Outcome Scale (HoNOS) and
Behaviour and Symptom Identification Scale – 32 (Basis-32). The average length of stay for
the 150 episodes of care was 15.8 days, with most admissions step-up (63%) and the majority
of exits to the community (85%). Clinicians’ HoNOS assessments demonstrated that clients
experienced improvements in symptoms and functioning, after admission to the residential
service, although only total HoNOS scores were reported. Clients’ Basis-32 self-assessments
showed improvements in the total scale score and in the subscales of relation to self and
others, daily living and role functioning and depression and anxiety. Twelve service users
also participated in a focus group discussing the recovery environment of the service. Key
themes that emerged regarding the aspects of the service the respondents valued were: the
environment facilitates recovery; supportive and caring staff; practical and community
access; therapeutic activities; opportunities to learn about health; and social support. This
study provides support for the clinical effectiveness of a sub-acute residential service, from
both the users’ and service providers’ perspectives and highlights positive aspects of the
recovery environment. However, although clients admitted into this service comprised both
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step-up and step-down admissions, there was no analysis of outcomes or focus group
responses specific for each admission group.

2.11 Limitations of Prior Research
There has been very little research that has investigated the effectiveness of sub-acute
residential services. There is also a lack of research separately examining the clinical
outcomes of both step-up and step-down clients and investigating whether sub-acute
residential services are effective for both types of clients in reducing symptoms and
improving functioning. Furthermore, the role of sub-acute services in assisting clients in the
central recovery processes of finding hope, redefining self-identity, finding meaning in life
and taking responsibility for recovery has not been examined, which limits the understanding
service providers have of how they can assist their clients in these fundamental components
of their recovery.
There are also limitations in the measures that have been used to assess the
effectiveness of these services. Typically, change in symptomatology is used as the measure
of clinical improvement and also as the measure of the effectiveness of the service in
delivering mental health care. However, Kazdin (1999) cautions that important therapeutic
changes in a person’s life may be unrelated to symptom change, such as aspects of quality of
life that hold particular meaning for an individual. Effective assistance for people in their
personal recovery involves knowing the person and knowing what recovery means to them.
For a mental health service to assist clients in a genuinely individual way, there must be more
focus on the measure of personal recovery, because to only measure clinical improvement
restricts a client’s and the mental health service’s ability to detect meaningful change in a
person’s recovery journey. Mixed-method research is required to examine the recovery
experience of clients of a sub-acute residential service, as it provides rich, in-depth qualitative
measures of personal experience, in addition to quantitative comparative measures of
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outcomes (Freshwater, 2006; Kettles, Creswell, & Zhang, 2011). A mixed-method approach
allows for an assessment of changes in symptoms and functioning from the perspective of the
client and the service provider, and also an examination of the recovery environment and the
features of the service that have assisted clients in their recovery.
The lack of research in these areas raises several questions that need to be answered if
sub-acute step-up step-down residential services are going to be accepted as an integral part
of the continuum of care by people with mental illness and be adopted by case managers as a
strategic referral for clients with sub-acute symptoms in their care. These questions relate to:


whether these services are effective in assisting clients to achieve positive
clinical outcomes;



whether the clinical outcomes for step-up and step-down clients are similar or
whether there are notable distinctions between these two client groups;



how step-up and step-down clients assess the recovery environment of subacute residential mental health services;



whether staff and clients share similar views of the recovery environment of
sub-acute residential mental health services; and



what are the features of sub-acute residential services that both step-up and
step-down clients identify as having assisted them in their recovery?

2.12 Rationale for Current Study
The current study addresses limitations of prior research and makes an original
contribution to knowledge about assistance in recovery from serious mental illness by
examining: a) the clinical outcomes of a sub-acute residential mental health service from both
the clients’ and service provider’s perspectives; b) the recovery environment of a sub-acute
residential mental health service from both the clients’ and service provider’s perspectives;
and c) the features of a sub-acute residential mental health service that clients value as having
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assisted them in their recovery journey. The study also explores how a sub-acute residential
service assists clients in their development of the central recovery processes that are
fundamental to their personal recovery. This will add to knowledge on what aspects of
service delivery are specifically identified by clients as assisting them in their process or
journey of recovery and, therefore, are important elements of service delivery that mental
health programs should consider adopting.
Of particular interest is the comparative assessment of outcomes and perspectives of
step-up and step-down clients. The research will examine whether the service is similarly
beneficial for each client group, or whether the service model is better suited for community
clients or discharged inpatients. Findings from this study could lead to service development
or redesign to better meet the needs of these sub-groups of clients. For example, if these
client groups have differing outcomes or needs in preparation for their return to community
living, then service providers may include separate modules that focus on the more prominent
needs of each client group, rather than providing an identical program for all clients.

2.13 Research Aims
The overall aim of the proposed research is to examine a sub-acute residential mental
health service accepting both step-up and step-down admissions to determine whether it is
clinically effective and to identify factors associated with the recovery environment that
contribute to the effectiveness of the service. A more comprehensive understanding of the
recovery environment and clinical effectiveness of a sub-acute residential service will
enhance understanding of the role of services in supporting clients to develop in the central
recovery processes. For recovery-focussed services to be effective, they need to look beyond
assisting clients to achieve improvements in symptoms and functioning, to strategically
assisting them to progress in the key recovery processes that are central to recovery from
serious mental illness.
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More specific aims comprise:
Aim 1: Identify studies examining the effectiveness of sub-acute residential mental health
services by a systematic review of the research literature. The rationale for this aim is to
clearly identify the current state of knowledge of the effectiveness of this type of service.
Aim 2: Examine the sub-acute residential service model approach to service delivery, the
program elements and the relative cost-effectiveness of the service. The rationale for this aim
is to enhance current knowledge of sub-acute services by developing the understanding of
how a recovery-focussed sub-acute service operates.
Aim 3: Determine the effectiveness of the service in providing improved mental health
outcomes for clients, evident in improvements in symptoms and psychosocial functioning.
An examination of client outcomes will address the current research gap in knowledge of the
effectiveness of sub-acute residential services in terms of outcomes.
Aim 4: Compare client and staff perspectives of the recovery environment. The rationale is
to address the current gap in knowledge of stakeholder perspectives of the recovery
environment of this form of residential service.
Aim 5: Compare the features of the sub-acute residential service that step-up and step-down
clients feel have helped in their personal journey of recovery; in particular, to determine the
role of the recovery processes of hope, redefining self-identity, developing a meaningful life,
and taking responsibility for recovery. This aim will address the present gap in knowledge of
an understanding of the service-related facilitators of recovery that clients value.
Aim 6: Examine in-depth the experiences and development of recovery processes of a client
who, through multiple admissions, has incorporated the sub-acute residential mental health
service into the continuum of care. The rationale of this aim is to address a gap in knowledge
of how a sub-acute residential service can be used by an individual, in collaboration with
other services in the continuum of care, to progress recovery.
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Chapter 3: Extended Methodology
In this chapter, an overview and justification of the methodology used in this thesis are
presented. A longitudinal mixed-methods research design was used, comprising both
qualitative and quantitative methods, which enabled examination of both standardised
outcomes as well as deeper investigation of personal experiences. The research comprised:


a systematic review of short-term residential mental health services;



a description of the step-up step-down sub-acute residential service, using
service documents and admission records;



a prospective quantitative study of outcomes;



a questionnaire assessment of the recovery environment;



a qualitative assessment of the features of the service that were facilitators of
recovery, discussed by clients in interviews regarding their recovery
experiences; and



an in-depth study of the recovery experience of one client over multiple
admissions.

This range of methodologies was adopted to ensure methodological triangulation
(Denzin, 2006). The primary aim of this research was to examine the clinical outcomes and
recovery environment of a sub-acute residential mental health service, providing mental
health care to both step-up and step-down clients. This primary aim was addressed through
the six individual components, each of which addresses a sub-aim of this thesis.

3.1 Research Design
Initially a systematic review of research literature was conducted to identify previous
studies that examined the effectiveness of sub-acute residential mental health services to
determine whether these services are effective in assisting clients in their recovery (Aim 1).
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It was apparent from the systematic review that there is a paucity of research on short-term
sub-acute residential mental health services, and there is little known about these niche
services and the recovery philosophy that underlies them. In response to this lack of research
literature, component two was conducted, involving an investigation of the recovery
philosophy and services provided by the ACT Adult Step-up Step-down service, including
the complement of staff, the program elements, the physical environment and the cost of
operating the service (Aim 2).
The third component was designed to examine the clinical outcomes of the ACT Adult
Step-up Step-down service in assisting clients to experience improvements in their mental
health, evident in improvements in symptoms and psychosocial functioning. This
quantitative phase of the research involved a longitudinal design comparing clients’
symptoms and functioning on admission and exit from the service, with outcome measures
provided by clients and service providers, and the maintenance of these gains from the
clients’ perspective three months after leaving the service (Aim 3).
The examination of the recovery environment of the ACT Adult Step-up Step-down
service, component four, involved a questionnaire administered to clients and service
providers, seeking their impressions of the importance of a range of recovery-related domains
provided by the service and their perspective on how the service is meeting their expectations
in each of these domains (Aim 4).
Component five, the qualitative phase of the research, involved ascertaining clients’
views of the ACT Adult Step-up Step-down service through semi-structured individual
interviews to identify the specific features of the service that clients felt had helped them in
their recovery journey and with the key processes involved in personal recovery (Aim 5).
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Component six was designed to explore in-depth the individual recovery process of one
client and how the ACT Adult Step-up Step-down service had assisted her in her recovery
journey. Three semi-structured interviews were conducted with this client, over an 18-month
period, allowing for a longitudinal investigation of her perspective of her recovery at each
point in time (Aim 6).
3.1.1 Rationale for mixed-methods design.
There has been very little research conducted that examines the effectiveness of shortterm residential mental health services providing care for people with sub-acute symptoms.
There has been one study of a sub-acute residential service that examined improvements in
clients’ level of symptoms and psychosocial functioning (Lee et al., 2014) and no studies that
have examined the effectiveness of this type of service comparing step-up and step-down
clients. In addition to the lack of knowledge on the clinical effectiveness of these services,
there is also very little research examining what aspects of these services clients find useful
and have supported them in their recovery journey. A mixed-methods design allows for each
of these areas of enquiry to be examined, providing a holistic view of the mental health
service from the perspectives of both clients and service providers.
The design addresses the question of the clinical effectiveness of the service through
the use of both client and clinician measures of symptoms and functioning, utilising a
prospective design to assess change from admission to exit and, from the client’s perspective,
three months after exit. The quality of the service as a recovery environment was examined
using a questionnaire, allowing for analysis of similarities and differences in the viewpoints
of step-up and step-down clients and staff, and an investigation of performance gaps in the
service delivery from each of these stakeholders perspectives. The lived experiences of
service users were sought through individual interviews with clients, providing a rich
personal account of their perspective on the features of the service that had assisted them and

66
supported them in their recovery journey. This qualitative data provided the opportunity to
explore clients’ views on the specific aspects of the service that had facilitated changes in
their symptoms and functioning. This data also allowed for an examination of the role of the
key recovery processes of finding hope, redefining self-identity, developing a meaningful life
and taking responsibility for recovery, in the individual recovery journey of clients. Finally,
an in-depth analysis exploring the recovery journey of one client over three separate
admissions to the service allowed this research to focus specifically on the essence of
recovery from serious mental illness―the uniquely personal journey.
The complementary research design of a mixed-methods approach is argued to be a
distinctive methodology that is well suited for participatory research. The combination of
qualitative and quantitative analysis provides the mechanism to explore both the experiential
aspect of the service from the service user’s perspective, and the propositional aspect of the
service, by demonstrating the outcomes of the service (Onwuegbuzie, Johnson, & Collins,
2009).

3.2 Ethical Considerations
Mental health service users have been identified as a vulnerable research participation
group and the interests of research participants in this group should be paramount in the
design and conduct of the research (Keogh & Daly, 2009). In all stages of the design and
implementation of the studies that form this thesis, the rights and interests of the research
participants were considered. Strategies were implemented to ensure that participants were
able to provide genuinely informed consent prior to their involvement in the research and
participants were treated with respect throughout the period of their participation.
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Ethical approvals were obtained for this study in accordance with the ethical review
processes of three relevant bodies. Firstly, the evaluation committee of the residential
service, including a mental health service user and carer, granted approval for the study. The
committee approved the research design and recruitment procedures and placed a particular
emphasis on the opportunity that research participants would have to read the transcripts of
their interview if they wanted to and to request a summary of the research findings at the
conclusion of the study.
Second, ethical approval was obtained from the University of Canberra’s Human
Research Ethics Committee. Approval to proceed with the research was granted on 4 January
2011 (project number 10-12, see Appendix A). An amendment to conduct a follow-up study
of participants three months after exiting the service was obtained on 7 August 2012. A
further amendment was approved on 26 November 2013, to use transcripts of individual
interviews with one client, for the purpose of an in-depth qualitative study of the participant’s
recovery journey. A copy of the information sheet and contact details for participant
complaints for the major study, the follow-up phase and the individual in-depth study, are
provided in Appendix B.
The third level of ethical approval was sought from ACT Health Human Research
Ethics Committee, the government body responsible for the delivery of public mental health
services in Canberra, Australian Capital Territory (ACT). Approval was granted on 4 May
2011 (project number ETH 4.11.056, see Appendix A), and an amendment for the threemonth follow-up of participants approved on 3 September 2011.
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3.3 Component 1: Systematic Review Methodology
The first aim of this thesis was to identify previous studies that examined the
effectiveness of sub-acute residential mental health services. The first study, designed to
address this aim, was a systematic review of the literature relating to short-term residential
mental health units. The findings from this study would provide a context for an assessment
of the effectiveness of the step-up step-down residential mental health service and an
understanding of what short-term mental health services are available and how effective they
are in assisting clients in their recovery goals.
The methodology of the systematic review is described in detail in the published paper
of Component 1, presented in Chapter 4. A summary of the search strategy inclusion and
exclusion criteria is presented in Table 3.1. The process for selecting and removing articles
from the search process is illustrated in a PRISMA diagram in Figure 3.1.
Table 3.1
Systematic review inclusion and exclusion criteria
Inclusion Criteria

Exclusion Criteria

Evaluation study of an acute or sub-acute

Dual diagnosis

residential service with a maximum

Therapeutic community

length of stay of six months
Measures of cost-effectiveness

Retard*

Measures of clinical effectiveness

Intellectual*

Measures of user-satisfaction
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Records identified
through database
searches:
N = 4,099

Records identified when
limits placed on database
searches:
N = 347

Additional records
identified through
other sources:
N = 15

Records screened
by title and
abstract:
N = 347

Records excluded
based on title and
abstract:
N = 308

Full text articles
assessed for
eligibility:
N = 39

Records excluded
based on
ineligibility:
N = 28

Full text articles
assessed as
eligible:
N = 11

Studies included in
review:
N = 26

Figure 3.1: PRISMA diagram for systematic review
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3.4 Component 2: Description and Cost-effectiveness of Step-up Stepdown Residential Mental Health Service
It was apparent from the review of research literature on short-term residential mental
health services that there was very little published on the programs, recovery environment or
effectiveness of short-term, sub-acute residential mental health services. Due to the lack of
research in this area, the context of the current research was not well established and it was
apparent that there was very little known on what sub-acute residential services offer, what
their recovery philosophy is, how they are staffed, what the essential elements of the program
are and whether they are a cost-effective service delivery model. To assist in developing
understanding of the service environment of this type of mental health service, a descriptive
study of the Adult Step-up Step-down Program (ACT) was undertaken. The methodology is
described in detail in the published paper of Component 2, presented in Chapter 5.

3.5 Component 3: Quantitative Component Methodology – Clinical Data
The third aim was to examine the effectiveness of the service in providing improved
mental health outcomes for clients, evident in improvements in symptoms and psychosocial
functioning. To address this aim, a prospective research design was used. The methodology
is described in detail in the published paper of Component 3, presented in Chapter 6. Table
3.2 presents an overview of the variables, measures and timing of administration of each of
the measures that were used in the longitudinal study. The choice of measures used to assess
changes in symptoms and functioning was determined by the assessment tools that are
routinely administered by the residential service, as specified in the Mental Health National
Outcomes and Casemix Collection (Department of Health, 2015b), so as to not burden
participants with additional assessments that are measuring similar domains. A detailed
description of the measures used in this study is presented in Appendix C.

71
Table 3.2
Data collection measures and administration times
Assessment of symptoms and functioning
Admission

Exit

3-month follow-up

Basis 32 – client-rated

Basis 32 – client-rated

Basis 32 – client-rated

LSP-16 – clinician-rated

LSP-16 – clinician-rated

AQoL-8D – client-rated

HoNOS – clinician-rated

HoNOS – clinician-rated

3.6 Component 4: Questionnaire Component Methodology – Recovery
Environment
The fourth aim of this thesis was to examine client and staff perspectives of the
recovery environment. To address this aim, a cross-sectional research design was used, with
the Recovery Enhancing Environment Measure administered to clients and staff (REEM;
Ridgway & Press, 2001). The methodology of this study is described in detail in the
published paper of Component 4, presented in Chapter 7. A detailed description of the
measure used is provided in Appendix D.

3.7 Component 5: Qualitative Component Methodology – Client
Interviews
The fifth aim was to identify the specific features of the sub-acute residential service
that clients feel have helped them in their personal journey of recovery, in particular, the
recovery processes of finding hope, redefining self-identity, developing a meaningful life and
taking responsibility for recovery. The methodology is described in detail in the published
paper of Component 5, presented in Chapter 8. The 10 question prompts used to facilitate
discussion in the semi-structured interviews with clients are provided in Appendix E.
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3.8 Component 6: Qualitative Component Methodology – In-depth
Individual Study
The sixth aim was to explore the individual recovery process of a client of the
residential service and how the service had assisted her, over multiple admissions, in her
recovery journey. This was achieved by conducting three interviews with the client, during
three separate admissions to the service. The methodology is described in detail in the
published paper of Component 6, presented in Chapter 9.
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Chapter 4: Component 1
Clinical and cost-effectiveness of acute and subacute residential mental
health services: A systematic review
4.1 Chapter Introduction
This chapter presents the first research article, a systematic review titled ‘Clinical and
cost-effectiveness of acute and subacute residential mental health services: A systematic
review’. The aim of the paper was to identify previous studies in the published research
literature that examined the effectiveness of sub-acute residential mental health services. The
paper has been peer-reviewed and published in the journal Psychiatric Services in 2013.
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Abstract
OBJECTIVE In recognition of a service gap between hospital inpatient and community-based
care, a range of mental health services have been developed to provide treatment and support
for people with mental illness outside the inpatient setting. Acute and subacute residential
services provide care for individuals experiencing episodes of acute mental illness and provide
transitional services to assist people in their reintegration into the community. This article
provides a systematic review of studies evaluating the effectiveness of these alternative
services. METHODS A systematic review of the literature was conducted by searching MEDLINE,
PsycINFO, CINAHL, and Cochrane with no years specified to identify studies that have evaluated
the clinical effectiveness, user satisfaction, or cost-effectiveness of acute or subacute residential
treatments. Outcome data were extracted from quantitative studies, and themes relevant to
service satisfaction were extracted from qualitative studies. RESULTS A total of 26 studies were
identified that evaluated the effectiveness of acute or subacute residential services. Most
studies of acute residential units demonstrated clinical improvements equal to those of
inpatient units and similar readmission rates, as well as cost benefits. User satisfaction was
generally higher for clients of acute residential units. Only three studies examined subacute
units, a number not sufficient to evaluate the effectiveness of these services. CONCLUSIONS
Acute residential mental health services offer treatment outcomes equivalent to those of
inpatient units, with users reporting high satisfaction. Acute residential services offer a costeffective alternative to inpatient services. Further research is needed to determine client groups
that will benefit most from these alternative services.
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Chapter 5: Component 2
Adult Step-up Step-down: A sub-acute short-term residential mental health
service
5.1 Chapter Introduction
The fifth chapter presents the second article titled ‘Adult Step-up Step-down: A subacute short-term residential mental health service’. The paper provides a detailed description
of the recovery philosophy and environment of the Adult Step-up Step-down residential
service. This paper has been peer-reviewed and published in the International Journal of
Psychosocial Rehabilitation in 2015.
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Chapter 6: Component 3
Symptoms, functioning and quality of life after treatment in a residential
sub-acute mental health service
6.1 Chapter Introduction
This chapter presents the third article, a quantitative research paper titled ‘Symptoms,
functioning and quality of life after treatment in a residential sub-acute mental health
service’. The aim of this component was to evaluate the effectiveness of the Adult Step-up
Step-down service in assisting clients to experience improvements in their symptoms and
psychosocial functioning. This paper has been peer-reviewed and accepted for publication in
the journal Health and Social Care in the Community in 2015.
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The aim of this study was to assess clients' and service providers' perspectives on changes in
mental health after an admission to a residential recovery‐focused, sub‐acute service, in
Australia. Clients were either step‐up clients, entering the service directly from the community,
or step‐down clients who were transitioning from an inpatient unit to home. During the 30‐
month period of data collection (August 2011 to January 2014) all clients (N = 102) were invited
to participate in the longitudinal study and 41 clients consented to be involved (38% response
rate). At admission and exit, participants completed the Behaviour and Symptom Identification
Scale (Basis‐32) and service providers completed the Life Skills Profile‐16 and Health of the
Nations Outcome Scales. Follow‐up data 3 months after exit were available for 12 clients,
including the Basis‐32 and a self‐report measure of quality of life (Assessment of Quality of Life
8‐dimension). Both client groups reported positive improvements between admission and exit in
the areas of relation to self and others, psychosis, daily living and presence of depression or
anxiety symptoms. Service providers reported gains for clients in the areas of self‐care, level of
symptoms and presence of social problems. At 3 months, clients generally reported positive
quality of life, although there was no significant change in symptoms and functioning. This study
demonstrates that after an admission to a sub‐acute service, step‐up clients experience an
improvement in their symptoms and functioning, have avoided a hospital admission and are
well enough to return home. Step‐down clients also experience further improvements in their
symptoms and functioning, indicating that the service has assisted them in their transition to
independent living after a hospital admission. Sub‐acute residential units provide a continuation
of care for inpatients preparing to return home, and people with a mental health problem living
in the community who experience an escalation in symptoms and prefer an alternative to
hospital.

113

Chapter 7: Component 4
Recovery Environment of a Sub-acute Mental Health Service
7.1 Chapter Introduction
This chapter presents the fourth research article, a questionnaire study titled ‘Recovery
Environment of a Sub-acute Mental Health Service’. The aim of this component was to
examine the recovery environment of the Adult Step-up Step-down residential mental health
service from the perspectives of both step-up and step-down clients and staff and to identify
perceived gaps in service provision. This paper has been peer-reviewed and accepted for
publication in the Mental Health Review Journal in 2016.
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Purpose - The purpose of this paper is to examine the recovery environment of a sub-acute
residential mental health service. Such services are increasingly filling a gap in the continuum of
care for people with recurrent mental illness and have a major role supporting the processes of
recovery. Design/methodology/approach - A cross-sectional design was used with clients and
staff completing the recovery enhancing environment measure. Nine clients who had entered
the service from the community (step-up), 18 who had transferred from an inpatient unit (stepdown) and ten staff completed the measure. Findings - Clients and staff rated the organisational
climate of the service positively, with the role of caring staff being identified as particularly
valuable. Clients and staff had similar positive views on the importance of recovery-based
elements and rated the service as performing well in these areas. Step-up clients identified
performance gaps in the areas of self-management, general health, personal strengths, and
personal relationships. Step-down clients identified a range of gaps, including meeting basic
needs, empowerment, and fundamental recovery processes. Practical implications - An
assessment of the perceptions of clients and staff can allow services to identify differences in
the attitudes of each group and ascertain areas in which the service can be improved to better
meet the needs of individual clients. This may include being responsive to the setting from
which clients have entered the service. Originality/value - This is the first study that has
examined the recovery environment of a residential mental health service and how it meets the
recovery needs of both step-up and step-down admissions.
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Chapter 8: Component 5
Facilitators of recovery for step-up and step-down clients of a sub-acute
residential mental health service
8.1 Chapter Introduction
This chapter presents the fifth article, a qualitative research study titled ‘Facilitators of
recovery for step-up and step-down clients of a sub-acute residential mental health service’.
The aim of this component was to identify the specific features of the Adult Step-up Stepdown residential service that clients reported had helped them in their personal journey of
recovery. This paper has been peer-reviewed and accepted for publication in the Journal of
Mental Health in 2015.
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Background: Sub-acute residential mental health services provide care for people who are not
acutely unwell but require more support than generally available when living in the community.
Little is known about how these services facilitate recovery and whether these facilitators differ
for clients entering from the community (step-up) or from inpatient settings (step-down).Aim:
To identify features of a sub-acute residential service that have assisted step-up and step-down
clients in their recovery.Method: Semi-structured interviews were conducted with 16 step-up
and 21 step-down clients. Interview transcripts were examined using an inductive, semantic
content analysis approach.Results: Themes identified included the community context, personal
support, the formal program offered and assistance in personal recovery processes, with the
level of support for these themes differing for step-up and step-down clients.Conclusions: Stepup and step-down clients have differing needs to be addressed in a sub-acute service. These
services can better meet the needs of clients if they are aware of the setting the client has come
from and tailor their services accordingly. Step-up clients prefer support in developing social
skills and illness management techniques; step-down clients prefer a less structured
environment with assistance in living skills and personal processes of recovery.
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Chapter 9: Component 6
One woman’s journey of recovery from mental illness – hopes, back-up
plans, rebuilding self and service support
9.1 Chapter Introduction
This chapter presents the final article, an in-depth individual qualitative research paper
titled ‘One woman’s journey of recovery from mental illness – hopes, back-up plans,
rebuilding self and service support.’ The aim of this component was to explore the individual
recovery process of a client of the Adult Step-up Step-down mental health service and how
the service has assisted her in her recovery journey. This paper has been peer-reviewed and
published in the journal Qualitative Social Work in 2016.
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Recovery from mental illness is a personal experience, unique to each individual. The purpose of
this study was to explore the changing focus of one woman's continuing recovery from mental
illness, exploring the domains of hope, self-identity, a meaningful life, and responsibility. A case
study was conducted using semi-structured interviews with a woman during three separate
admissions to a residential mental health unit, and analyzed using a theory-driven approach.
Aspects of the service that were instrumental in the woman's recovery journey were analyzed,
using a content analysis of the transcripts. The analysis demonstrated changes over time in the
hopes the woman expressed; redefining self-identity was an ongoing objective; seeking a
meaningful life involved overcoming addictions as a priority over pursuing hobbies and work;
and there were indications she was taking more responsibility for her own recovery. Features of
the residential service that were instrumental in her recovery progress were the therapeutic
groups, tailored clinical support, support towards self-management, instrumental support, and
social interaction. Repeat admissions to the residential unit assisted this woman to progress in
her recovery. Her story demonstrates how personal responsibility can be increasingly achieved
with the support of a recovery-oriented service.
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Chapter 10:Discussion
10.1 Chapter Introduction
This final chapter reviews the aims of the research, outlines the main contributions of
each of the six components and draws together the key findings of the thesis. The chapter
establishes the significance of the current research and discusses clinical implications and
future research directions related to these findings. The unique role of sub-acute residential
services is discussed within the context of current policy changes directing the future of
mental health care services in Australia.

10.2 Summary of Findings
The primary goal of this research was to examine the outcomes for clients and the
recovery environment of a sub-acute residential mental health service that accepts both stepup and step-down admissions. This was achieved by investigating what is currently known
about the effectiveness of sub-acute residential mental health services; examining the effect
of the service in providing improved mental health outcomes for clients; exploring client and
staff perspectives of the recovery environment; identifying the specific features of the subacute residential service that clients feel have helped them in their personal journey of
recovery; and finally exploring the individual recovery journey of one client of the service.
This thesis comprised six components that aimed to explore the delivery of services,
outcomes, and recovery environment of a sub-acute residential mental health service. Each
component was distinct in its aim and different methodologies were used to comprehensively
examine the outcomes and recovery environment of the step-up step-down service. The
overall research design commenced with a systematic review of what is currently known
about crisis and short-term residential mental health services, followed by a detailed
examination of the Adult Step-up Step-down program. The clinical effectiveness of the
service was then investigated, using a longitudinal quantitative study, and the recovery

156
environment was examined using a questionnaire administered as a cross-sectional study. A
qualitative method was used to explore the features of the service that clients’ valued in
assisting them in their recovery journey and how the service had supported them in the key
recovery processes of finding hope, redefining self-identity, developing a meaningful life and
taking responsibility for recovery. Finally, a longitudinal qualitative study of one client’s
experiences in the residential service was used to explore in-depth how the service had
assisted this client on her personal journey of recovery.
10.2.1 Component 1: Clinical and cost-effectiveness of acute and subacute residential
mental health services: A systematic review.
The systematic review revealed that although there had been research interest in the
effectiveness of acute/crisis residential mental health services, there had been very little
research examining sub-acute services and services offering longer lengths of stay than the
usually short-term crisis units. Overall, the findings of the systematic review demonstrated
that acute/crisis residential services were as effective as hospital inpatient units in delivering
clinical improvements and were a cost-effective alternative. Studies examining service user
preferences found that many clients preferred the less restrictive, more home-like
environment provided in the residential units. The very few studies available examining subacute residential services found that these services were effective in the outcomes they
provided for clients and were a cost-effective option for the delivery of mental health
services, but that there was insufficient current evidence to make firm conclusions.
10.2.2 Component 2: Adult Step-up Step-down: A sub-acute short-term residential
mental health service.
The second component undertaken was a detailed examination of the Adult Step-up
Step-down program and drew on four data sources: policy documents, service level data, an
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interview with the manager, and comparative information from the AIHW. The study
provided a detailed description of the recovery philosophy of the service, the physical
environment, and the daily and weekly programs offered, with the aim of informing
interested readers how a recovery philosophy had been incorporated into a sub-acute
residential service. It demonstrated that the service was a cost-effective alternative to
inpatient admissions, with per day per client costs of $517 compared to an average cost per
day per patient of $758 in public psychiatric hospitals. Although the Adult Step-up Stepdown program in the ACT provides services at a daily rate higher than other residential
services in Australia ($324), these additional costs were explained by the higher level of daily
staffing, allowing the service to provide a more comprehensive level of individual care and
support to clients.
10.2.3 Component 3: Symptoms, functioning and quality of life after treatment in a
residential sub-acute mental health service.
The client outcomes component revealed that clients experienced significant
improvements in their symptoms and level of impairment at exit compared to admission,
although there were differences in client and staff reports of changes in clients’ symptoms
and functioning, with clients reporting improvements in more areas than service providers.
At three months post exit, participants’ levels of symptoms were generally lower than
when they had entered the service and similar to when they exited the service, however, most
of these differences were not significant, likely due to low statistical power as only 12
participants were available for follow-up. The only area in which participants reported a
significant difference over all three time periods was role functioning and daily living, with
participants experiencing significant improvement between admission and exit and between
admission and follow-up. Participants’ reports of quality of life were positive three months
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after exiting the service, although their scores on most subscales were significantly lower
than mean population norms.
10.2.4 Component 4: Client and staff perspectives on the recovery environment of a
residential sub-acute mental health service.
The fourth component examining client and staff perceptions of the recovery
environment demonstrated that both client groups and the staff found the service to be a
positive recovery environment, rating each of the 24 elements of recovery as important and
assessing the service as doing well in all these areas. Clients and staff also rated the
organisational climate of the service positively. Both client groups and the staff identified
performance gaps in the current delivery of service and these differed for each group,
indicating the different emphasis on expectations of a recovery-oriented service that each of
these groups had. These performance gaps are presented in Table 10.1, listing the similarities
and differences in the perspectives of the two client groups and the staff. The gaps in service
delivery that were identified by more than one stakeholder group are displayed first in the
table.
10.2.5 Component 5: Facilitators of recovery for step-up and step-down clients of a
sub-acute residential mental health service.
The fifth component provided detailed insight into the features of a sub-acute
residential service that clients reported were facilitators in helping them recover from serious
mental illness. Four key themes emerged from the interviews: the community context;
personal support; elements of the program; and support for the processes involved in
recovery. Step-up and step-down clients differed in their responses regarding these domains,
highlighting the need for service providers to be aware of the environment from a which a
client has entered the service and to tailor their support to each client’s specific needs
associated with reintegration into the community.
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Table 10.1
Performance gaps in elements of service delivery
Step-up clients

Step-down clients

Staff

General health and well-

General health and well-

General health and well-

being

being

being

Personal strengths

Personal strengths

Personal strengths

Positive relationships

Positive relationships

Positive relationships

Sense of identity

Sense of identity

Having hope

Having hope

Taking on normal roles

Taking on normal roles

Self-management

Sense of meaning

Meaningful activities

Directing own recovery

Feeling self-empowered

Community integration

Basic needs met

Challenging stigma

Spirituality

Staff who care

Assistance when in crisis
Positive role models
Intimacy and sexuality

10.2.6 Component 6: One woman’s journey of recovery from mental illness – hopes,
back-up plans, rebuilding self and service support.
The sixth component provided a rich account of one woman’s recovery journey over an
18-month period and how she felt she had been supported as she worked through the
recovery processes of finding hope, redefining self-identity, developing a meaningful life and
taking responsibility for recovery. Two of Tabitha’s admissions to the residential service
were as step-up admissions and the final admission was step-down, and these personal
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processes of recovery were very evident in her discussions of her recovery journey at each
admission. This study highlights the importance of these personal processes of recovery and
the support a service can provide in these areas at various stages of the individual recovery
journey.

10.3 Key elements of sub-acute residential services
The collective results of this mixed-method research identify a strategic role for subacute services within the mental health care service continuum. The delivery of care through
this type of service model offers clients an opportunity for individual care to assist them with
their personal needs with the aim of equipping them with appropriate skills and connections
to live successfully in the community. Seven key elements of a sub-acute service were
identified: social relationships and connection; peer support and client participation; selfmanagement; caring staff; inclusion of physical health care; incorporation of personal needs
in service delivery; and integration of systems of care. These key elements, practical
implications that arise from them and areas of service delivery that require further research
are listed in Table 10.2.
10.3.1 Social relationships and connection
The opportunity to relate to people in a social context was a primary facilitator of
recovery for clients of the sub-acute service. The service provided onsite social opportunities
and also opportunities to explore social connections and support systems in the wider
community. In addition, the service would assist clients, where possible, to maintain and
enhance their family and home relationships. An important aspect of social relationships and
connection is the meaning these bring to a person’s life and this was highlighted in many
aspects of the study.
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10.3.1.1 Social interaction
Social interaction is an important element of the residential service with both client
groups in component five positively discussing the opportunity the service gave them to
develop social relationships and indicating they had improved in their ability to make social
connections during their stay. In particular, step-up clients talked about the importance of
social interaction in the context of feeling socially isolated at home prior to their admission to
the service. This is consistent with staff reports in component three of step-up clients
showing improvements in their social relationships between admission and exit.
Although recovery is an individual process, it occurs within a social context and
involves interpersonal relationships. Three aspects of recovery within a social context have
been identified: relationships with others; material conditions under which social
relationships can be fostered; and services that are responsive and supportive (Topor, Borg,
Di Girolamo, & Davidson, 2011). The Adult Step-up Step-down service provides an
environment in which each of these social aspects are met. There is a focus on connecting
clients with organisations and groups that they can continue to be involved with after exiting
the service, including sporting clubs, community art classes, exercise groups, and also
opportunities to volunteer in a range of settings. These social connections, both within the
residential service and with the wider community, have noticeable benefits for clients. First,
the activities and group connections are an opportunity for people to engage in meaningful
activities. Second, they allow people who had become socially withdrawn to have an
opportunity to practice engaging in social relationships in the relatively safe environment of
the residential service.
Recovery-oriented mental health services with a person-centred focus play an important
role in supporting clients in the development of social connections that will assist them in
their recovery (Webber et al., 2015). For example, an increase in social activity (Greenfield
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et al., 2008) and opportunities to participate in organised leisure activities (Boardman,
Hodgson, Lewis, & Allen, 1999) are aspects of acute residential units that service users’
value. Clients of residential services have more opportunities to participate in social
activities compared with the opportunities available to them in inpatient units (Boardman et
al., 1999). There is also a greater opportunity to continue to participate in social activities
after discharge from a residential service, compared with the opportunities for ongoing
involvement provided in inpatient services (Fenton & Mosher, 2000).
Sub-acute residential services offer an additional benefit over that of acute residential
services, in the longer lengths of stay offered to clients. In the sub-acute residential service,
average length of stay for step-up clients was 52 days and for step-down clients was 59 days,
compared to the typical length of stay of less than a month in acute residential services (e.g.
Fenton & Mosher, 2000; Greenfield et al., 2008; Slade et al., 2010). This extra time allows
clients more opportunity to participate in the social activities available at the service and to
develop confidence in their interactions with other people.
Corrigan and Phelan (2004) examined the relationship between social network size
(measured using the Social Network Scale) and recovery (self-report Recovery Assessment
Scale and clinician-report Brief Psychiatric Rating Scale). They found that people recovering
from a mental illness who have a larger social network, or a network that they are satisfied
with, were more likely to report greater hope for recovery and be more oriented toward
setting and working toward goals. However, the size of the social network was not
associated with the clinician measure of symptoms, indicating that clients associated positive
social support with their recovery, irrespective of clinician-rated improvements in their level
of symptoms.
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There is a strong interrelationship between well-being and a person’s social
competence, the amount of social support they have and the level of integration they have in
the community. Kennedy (1989) examined the role of social competence and social support
in community integration in a sample of 159 people living in a range of supported
accommodation services within the mental health care system. They found that people
recovering from a mental illness who have more social competence have greater community
integration, and people who have either better community integration or good emotional
support experience more positive well-being. Positive social support is not necessarily only
family or friendship networks; more general community support, such as the casual
relationships that exist in the community, is also a predictor of community integration and
recovery (Townley, Miller, & Kloos, 2013). These more distal relationships were primarily
based on tangible support, more than emotional or informational support, such as
relationships with pharmacists or other people in the general community. Nevertheless, such
social encounters were protective and these findings highlight the importance of everyday
experiences in the community as a facilitator for community integration and recovery.
Although clients talked positively about the opportunity to develop social relationships
while in the service, responses regarding the recovery environment in component four
indicated there was a related aspect that they felt the service could improve―building
positive relationships, which was identified by both client groups and the staff as a
performance gap. Positive relationships, which include support, acceptance, love, trust,
opportunities to talk, honesty, safety, reciprocity and understanding are a vital part of the
recovery process (Kogstad et al., 2011). The development of positive relationships implies
the formation of friendships and other support relationships in the community that will
continue after exiting the residential service.
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The improvement in the level of social problems for step-up clients, found in
component three, is encouraging as these clients were experiencing an increase in symptoms
prior to admission that, for some people, would have resulted in social withdrawal and
isolation. The feeling of social exclusion is equated with loneliness and is a strong predictor
of how a person perceives meaning in their life (Stillman et al., 2009). A critically important
aspect of the residential service is that clients are living in a community, where other clients
and staff are actively engaging with them in structured and informal settings. Having
opportunities to establish reciprocal social relationships and take on responsibilities as a
community member are important aspects of recovery (Wong, Stanton, & Sands, 2014). The
social interaction offered by the program may be the most salient feature for step-up clients
by re-engaging them socially and building their social skills, thereby preventing a spiral into
social isolation and further symptoms if left alone in the community.
10.3.1.2 Living situation and family relationships
An important aspect of social connection is a person’s type of living arrangement.
Different living arrangements are associated with higher and lower prevalence rates of mental
health problems. According to the National Survey of Mental Health and Wellbeing (ABS,
2008), living alone or living in a single-parent family with children is associated with a
higher rate of mental health problems, in particular, anxiety. The study reports that 35% of
single parents and 23% of people living alone had a mental health problem, compared with
14% of people living in a couple relationship and 19% living in a two-parent household with
children. In a study examining the community functioning of 201 people with schizophrenia
living in the community, Yeung and Chan (2006) found that people living alone had lower
levels of community and social functioning compared to people living in group situations.
The step-up participants in component three primarily lived alone (66%), although 17% of
these clients were, with staff assistance, planning to move into a group situation when they

165
exited the program. These clients were aware that living alone was not conducive to future
good mental health. Of the remaining step-up participants, 28% were living with their
parents and one was a single mother with her children living with her.
The inclusion of family members in the sub-acute service was an important aspect of
staying connected with available support systems. Component five demonstrated that some
clients were aware that the service provided their family with a time of respite and
emphasised that it was important to them that their family member knew they were safe and
that they were getting the help they needed. Some clients also commented that their
relationship with their family had improved during their admission.
In a qualitative study examining the quality of life of people with serious mental illness
and their families, the quality of life of family members was strongly tied to the quality of life
of the family member who was unwell (Corring, 2002). This study found that the 24-hour a
day nature of caring for a family member with a mental illness and the ongoing stress,
uncertainty and lack of family support programs all take a significant toll on the family.
Respondents discussed their need to be involved in the services that are supporting their
family member and for education, family support programs, partnership with mental health
professionals and crisis support to improve their own and their family member’s quality of
life.
A limitation of the current research is that the perspectives of family members and
carers were not ascertained. Family members and carers can bring valuable insight to the
needs of service users and the effectiveness of services in meeting these needs. The delivery
of mental health care through sub-acute residential services would benefit from future
research ascertaining the views of family members and how these services can assist family
members, carers and friends in their ongoing support of their family member or friend.
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10.3.1.3 A meaningful life
Many of the clients’ responses concerning social connections in component five were
associated with the recovery process of finding meaning in life. These responses provide an
indication of the diverse ways in which a mental health service can assist clients to develop a
more meaningful life. Cleary et al. (2006) found, in their study of 207 inpatients and 200
community mental health service users in Sydney, that the majority of participants had unmet
needs in areas related to developing a meaningful life. Measured by the Camberwell
Assessment of Need, 53% of community service users had unmet needs for daytime
activities, 81% for company and 85% for intimate relationships. The percentages were
higher for inpatients, with 70% experiencing unmet needs for daytime activities, 94% for
company and 85% for intimate relationships.
Being actively involved in meaningful leisure activities is associated with overall
physical and mental health and fewer psychiatric symptoms. In a study of 101 people with a
serious mental illness, a significant predictor of recovery (measured by the Recovery
Assessment Scale) was a greater awareness of being actively involved in activities (Iwasaki
et al., 2014). This study also found that involvement in leisure activities had two benefits for
participants: it promoted engagement in meaningful activities and reduced boredom.
Involvement in community activities, like employment, volunteering, peer support,
friendships, group membership and religious/spiritual activities is a predictor of positive
recovery outcomes (Kaplan, Salzer, & Brusilovskiy, 2012). This study examined the
community involvement of over 1,500 adults with a mental health problem and found that
community participation predicted improvements in symptoms (measured by the Recovery
Assessment Scale), quality of life (Quality of Life Interview), and Meaning of Life (Meaning
of Life Framework).
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In component five, step-down clients identified a service performance gap in the area of
developing a sense of meaning in life and this was supported by staff reports of a gap in the
area of providing meaningful activities. An admission to hospital is likely to have caused
disruption to social connections and community activities, and this is of concern to these
clients as they prepare to return home. A consequence of some forms of mental illness is that
people have lost some of the activities or relationships in their life that previously gave them
meaning. Comprehensive care for these clients involves helping them to realise these losses
and find new ways to develop meaning in their lives (Buck et al., 2013). Step-down clients
also felt the service was not performing as well as it could in the area of building on personal
strengths. Assisting clients to develop personal strengths is an aspect of care that
demonstrates to clients that the service is focussed on their recovery, rather than focussed on
assisting them in illness-related deficits (Xie, 2013).
Staff member ratings of the recovery environment in component five indicate that they
are concerned about their role in supporting clients to integrate well into the community, as
they identified community integration as a performance gap. This indicates that staff are
aware of the importance of community integration for recovery and that clients will have
ongoing benefits from strategies designed to improve their integration into the wider
community. Developing community connections is a tangible aspect of recovery that staff
know the service can be actively involved in and make a difference in their clients’ lives.
The strong endorsement of the opportunity for social interaction within the service and
developing meaningful community connections provide support for the recovery framework
principal of developing a meaningful life. Clients can benefit from tailored support as they
progress in this fundamental recovery process, establishing connections within the
community that they will be living in when they exit the service.
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10.3.1.4 Implications for service provision
The findings from the qualitative data demonstrate that sub-acute residential services
are positioned to provide a circuit breaker for individuals with enduring mental illness who
want to progress in their recovery. In response to the specific needs of an individual, subacute services have a model of service delivery that is flexible to assist clients to meet their
social and community connection needs. Sub-acute services can enhance their service
delivery by expanding and strengthening their connections with other agencies to allow
seamless referrals to services that will directly assist clients in their recovery and will provide
ongoing support after a client has returned to community living. Sub-acute services can also
provide ongoing support through outreach services, to ensure that the community connections
that clients have established are working well and meeting their needs. A summary of the
practical implications and future research directions associated with the key element of
‘social relationships and connection’ is provided in Table 10.2.
Although the current findings demonstrate the value that clients and staff have for the
support the service provides for the development of social connections, some caveats are
worth noting. The research did not explore the type and frequency of social interaction, the
level of staff involvement, or the strategies used by staff to encourage clients to engage in
social activities. The potentially different social needs of clients with mood, psychotic,
anxiety or personality disorders were also not investigated, including the impact of symptoms
and side effects of medications that may hinder the development of positive social
connections.
10.3.2 Peer support and service user participation
The importance of peer support was highlighted in the interviews in component five by
both step-up and step-down clients. Although in some settings peer support is a formal
element of the program, in the Adult Step-up Step-down service peer support was primarily
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informal with an expectation by staff that clients would support and learn from each other
both through the midweek formal education groups and less formally during meals and other
community events. In addition to this peer-to-peer support, the service did employ some staff
who had personal or family experience with serious mental illness. However, these were
casual and permanent staff positions requiring relevant qualifications rather than the positions
being designated as peer support workers. Some clients of the service were aware of the
lived experience of some staff members and commented on the greater empathy and
understanding that these workers had.
Although in component four both client groups and the staff rated the service highly in
the provision of peer support opportunities, step-down clients felt the service could improve
in the domain of having positive role models. People who have had extended stays in a
psychiatric ward have become accustomed to living in an artificial and controlled
environment, which may have had detrimental effects on their ability to function socially in
society. These people will often need specific support in learning skills that will help them to
adapt to the environment that they will be living in (Loch, 2014). Peer support is an effective
role model relationship that is often used in mental health care settings (Austin et al., 2014;
Knopf, 2012; Loumpa, 2012) and is an important facilitator of recovery from serious mental
illness (Anthony & Mizock, 2014; Happell, 2008).
The lived experience of peer support workers can be a source of hope for people
recovering from serious mental illness. Finding hope was a recovery process that was
discussed by more step-down than step-up clients in component five, however, it was not a
dominant theme. In a qualitative study investigating people’s sources of hope, Hobbs and
Baker (2012) identified the positive impact of having available the stories of other people
who have recovered from serious mental illness. People experiencing mental illness feel
disconnected from reality, normality and hope, and being reconnected with hope is essential
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for recovery (Houghton, 2007). Hope-fostering elements that are necessary for mental health
workers to assist clients to reconnect with hope are: a) understand the meaning of hope from
the individual’s perspective; b) have an understanding of how hope is maintained for people
recovering from a mental illness; and c) be aware of one’s own understanding of hope as this
has the potential to influence the client’s personal meaning of hope (Houghton, 2007).
There is evidence of the effectiveness of peer support and the benefits of training
people in peer support strategies. Ley, Roberts, and Willis (2010) report on the positive
impact of a training program and the regular follow-up support after training people who
were interested in being involved in peer support. Over the five-month follow-up period of
the study, most of the 26 participants were actively involved in one-on-one peer support or
peer support groups. Two participants were employed in paid peer support roles and one
participant had established a peer support group for others in the community to attend. The
participants reported that the skills they had learned in the training program had helped them
in their peer support roles.
Despite the positive impact of peer support and the recognition of the constructive role
it can play in mental health services, concerns have been raised that the implementation of
peer support into community services is limited and there is a rhetoric-reality gap. Complex
reasons behind this lack of implementation have been identified, including issues of power,
insecurity from stakeholder groups and discrimination against people with a mental illness
(Borg, Karlsson, & Kim, 2009). Client responses regarding the value of peer support in
component five were limited to comments on the peer-to-peer interactions during communal
meals, group times and informal interactions; no comments were made on these broader
implementation issues or on clients wanting a more formal peer support system.
Some services have made a concerted effort to formally integrate peer support within
their programs, such as having designated peer support worker positions, which have resulted
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in positive benefits for both the peer support worker and the clients they are working with
(Repper & Carter, 2011). In a study that examined the organisational culture of two large
mental health services, both employing a range of staff including people with lived
experience of mental illness (prosumers), Grant (2010) found that having prosumers in
designated mental health roles challenged the traditional medical-based model and assisted
the services to become more recovery-oriented. However, the process of integrating
prosumers into mental health care and having their contribution valued was difficult,
particularly with the negative and stigmatising attitudes of some of the non-prosumer staff.
Prosumers brought a level of expertise into the service that other staff did not have and
services that valued this contribution developed a stronger emphasis on recovery.
Having opportunities to share with others and participate in peer support roles has been
identified as a mechanism to support people in the process of reconstructing their identity.
Loumpa (2012) proposed that peer support provides a valuable opportunity to promote and
grow recovery in individuals. She explains that through the process of talking with others
about personal experiences, people move from the patient role to the identity of someone who
is recovering, or into whatever their preferred identity is that they portray in the peer support
relationship.
The topic of redefining self-identity was a topic that was discussed in more interviews
with step-down than step-up clients. Responses focussed on two aspects of self-identity:
feeling more self-confident and feeling ready to reintegrate into the community. Those
clients who discussed the redefining of their self-identity talked about feeling valued and
accepted by the people around them and that peer support by other clients was an important
facilitator of this. Several clients commented that they felt different about themselves when
other people saw them as a person worthy of respect and as they realised that other people
enjoyed being around them. A positive self-efficacy and the development of a sense of self
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are elements that have been identified as important contributors to people’s recovery from
mental illness (Mancini, 2007). Recovery from the patient role (Estroff, 1989) involves a
redefining of self as a person with a sense of belonging and peer support provides a
mechanism for empathetic relationships to develop with others as people recover from the
patient role and work at redefining themselves.
These findings from components four and five demonstrate that the sub-acute service is
a positive environment for clients to support, and be supported by, other clients and that this
level of interpersonal peer-based support is a facilitator of the key recovery processes of
finding hope and redefining self-identity. The residential service provides a safe, non-clinical
environment in which clients can foster hope in their recovery, focus on their self-identity,
and explore how they want to define themselves and how to integrate these aspects of their
self-identity into their life, and this is strongly supported by their interactions with each other,
even when the peer support is not provided through formal mechanisms.
10.3.2.1 Implications for service provision
The length of stay available to clients at a sub-acute facility offers an opportunity for
staff to provide training in peer support skills, equipping their clients not only in the
development of peer support while in the service, but also the potential for clients to continue
to use these skills when living in the community. Ongoing involvement in a peer support role
not only provides support to others but will hopefully provide ongoing benefits for the
individual through positive self-esteem and the opportunity to continue to re-define their selfidentity from the patient role to someone who is a valuable member of the community. Peer
support workers can benefit from ongoing training, support and the opportunity to debrief and
it is essential that services that equip clients to provide peer support also provide them with
long-term follow-up and support for this role, either as an outreach of the residential service
or through connections with other community mental health support groups. Sub-acute
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services could incorporate a voluntary peer support program within their weekly schedule,
where interested former clients can return to the service to support and encourage current
service users. This peer support role would function under the supervision of service staff,
ensuring that the peer workers are given the support and ongoing training they need to
perform this role. It would be of interest to examine whether implementing a more formal
approach would have additional benefits for the service, peer workers and clients. This would
potentially be through the mechanisms of providing formal role models and also by opening a
future employment opportunity for exiting clients. The practical implications and future
research directions associated with the key element of ‘peer support and service user
participation’ are summarised in Table 10.2.
This study provides support for previous research findings that have identified the
positive benefits of peer support. However, a few caveats need to be noted. The mechanisms
by which the service facilitated peer support during formal group sessions or communal
meals was not investigated, nor were clients’ views directly sought on their understanding of
their role as potential peer supporters of other clients in the service. The study also did not
investigate the ways that staff with lived experience of mental illness incorporated their
understanding of mental illness into their work and what they felt were positive (or negative)
outcomes of being in a role with some elements similar to that of a peer support worker.
10.3.3 Self-management
Self-management and self-empowerment are important aspects of recovery as they
allow a person to take responsibility for their recovery and continuing illness management.
As people progress in their recovery, they take on more responsibility for the management of
their illness (Copic et al., 2011) and this is demonstrated in component five with both step-up
and step-down clients discussing the importance of being able to be increasingly involved in
decisions concerning their recovery while in the residential service.

174
For both step-up and step-down clients, taking responsibility for recovery involved
learning about symptom management, relapse prevention techniques and early identification
of changes in symptoms. Learning to take responsibility for the ongoing administration of
medications is an essential aspect of mental health care that the service assists clients with.
One of the identified risk factors for readmission to an inpatient unit is an incorrect use of
medications post discharge (Olfson et al., 2000). Under the supervised environment of the
residential service, clients can be assisted to take their medication as prescribed and establish
a relationship with a local pharmacy in preparation for taking full responsibility when they
exit the service. This support is consistent with a recovery-oriented framework, whereby
clients are empowered to take responsibility for their health and well-being, including the
administration of medications prescribed to manage symptoms (Stratford et al., 2013).
However, mental health workers have expressed concern over lack of information about the
side-effects of antipsychotic medications and would benefit from additional information to be
better equipped to support their clients (Morrison, Meehan, & Stomski, 2015).
Although the topic of responsibility was mentioned in interviews by the majority of
step-up and step-down clients, it was discussed by comparatively more step-up clients. This
may be because these clients had come into the service as a strategy to avoid an inpatient
admission and were keen to learn more ways in which they could continue to look after their
mental health, to avoid situations arising that may result in them needing to be hospitalised.
In support of this, in component four step-up clients identified a service performance gap in
the area of self-management, indicating they would like more opportunity to develop this
element of recovery. Lay and colleagues (2012) suggest that psychoeducation can be
effective in preventing involuntary admissions to inpatient units. They propose that people
with a mental illness, who are motivated by their desire to not lose autonomy, will benefit
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from tailored education focussing on individual risk factors in conjunction with ongoing
support and monitoring in the community.
Interviews in component five with step-down clients revealed that these clients were
aware of many ways in which the service had assisted them to take on increasing levels of
responsibility, with several clients contrasting this to their experience in the inpatient unit.
Although step-down clients talked positively about the opportunity to take more
responsibility for their recovery, they identified a service performance gap in the area of selfempowerment in component four. These clients had recently experienced an inpatient
admission and the inpatient setting is typically not conducive to self-management, selfdetermination or empowerment. Proponents of the recovery movement emphasise the right
that people have to participate fully in their community and in their own care. However, for
many people with a mental health problem respect is not evident in the coercive treatment
they are subject to, such as involuntary hospitalisation where many people are denied their
basic rights of choice and participation (Atterbury, 2014). The nature of involuntary
treatment and compulsory admission is a betrayal of trust and a form of oppression for the
individual, and raises concerns of a system that is designed to regulate mental disorder rather
than provide services for the benefit of the individual (Vassilev & Pilgrim, 2007).
Negative experiences in hospital, such as restrictions on freedom and punitive relations
with staff, have been described by patients as disempowering and impeding their recovery
(Hughes, Haywood, & Finlay, 2009). Although coercive treatment within an inpatient setting
is considered, in some cases, to be necessary, it has been known for some time that some
inpatients perceive this to be punitive. In a qualitative study examining the perceptions of
nursing care of 516 people who had at some time been inpatients, Rogers and Pilgrim (1994)
found approximately 21% of respondents were dissatisfied with the care they had received.
Coercive treatment was identified as one of the primary reasons for the negative responses,
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with some participants indicating that the harsh treatment they had received was intended as a
punishment.
Coercion is one aspect of involuntary admission that contributes to patients’ feelings of
disempowerment, with perceived lack of autonomy and ability to participate in decisions
being primary areas of concern (Katsakou & Priebe, 2007). In component five, several stepdown clients talked about their feelings of being devalued when in hospital and how recovery
involved learning to see themselves in a new way―as a valued, contributing member of a
community. Approximately 60% of step-down clients were admitted to the inpatient unit
under a Psychiatric Treatment Order and had, therefore, recently experienced being
disempowered and having decisions about their care being imposed upon them. In a review
of studies examining patients’ views of involuntary treatment and hospitalisation, Danzer and
Wilkus-Stone (2015) found a common theme across several studies of patients feeling that
hospitalisation was a demoralising abuse of their rights―a denial of basic freedoms, privacy
and dignity.
The service performance gaps of self-management and self-empowerment that were
identified by step-up and step-down clients in component four may be because clients are
unaware, until nearing the end of their admission, what areas they feel they had needed
additional support in. Clients are given an opportunity during their admission to discuss
recovery goals and their recovery-related needs. However, as clients progress in their
recovery and approach their exit date they may become aware of additional needs, or needs
they were previously unaware of, which had not been incorporated into their recovery plans.
The lack of support in these previously unidentified needs may result in frustration and be
perceived by the client as an example of not being able to self-direct their recovery while in
the service. This highlights the importance of regularly reviewing recovery plans and
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discussing the level of responsibility that clients want, to give clients the opportunity to
continue to develop their self-management skills.
Clients have varying needs for support in the area of self-management at different times
in their recovery journey. This is evident in the changing focus on recovery goals and selfdirection in Tabitha’s accounts during each admission. In her early admissions selfmanagement was a very new concept which was refreshing for Tabitha, but an area in which
she needed substantial support and guidance from staff members. However, in her latter
admission, Tabitha was realistically planning for her future and building in contingency
plans, to ensure that she continued to have some determination over her treatment and
recovery.
The opportunity to be involved in the ongoing measurement of recovery progress has
been recognised as an important aspect of therapy as it allows people to be more involved in
their treatment and also to have their perspective recognised (Trauer, 2010). There is a twofold advantage for people when they are actively engaged in the process of evaluating their
recovery gains with their case manager: first, clients experience greater opportunity to reflect
personally on their own recovery; and second, they have the opportunity to raise new
concerns or needs with their case manager that may not otherwise have been raised (Hoy,
2014). It is plausible that a stronger focus on assessing clients’ needs throughout treatment
and feeding back this information to clients will lead to a personalised service that is more
aligned with the changing needs of clients on their recovery journey and allows clients more
opportunity to self-direct their recovery.
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Continuous feedback between client and clinician is essential if recovery progress is to
be made in the areas that are most important to the client. Key workers have an important
role to play in providing ongoing opportunities for clients to give feedback on their
perspective of their progress toward recovery goals, which can then be used to make
decisions together on the way forward for the client. The ongoing feedback of outcome
measurements to the client has been demonstrated to increase the effectiveness of a treatment
program and clinical improvements are identified in fewer sessions compared with clients
receiving the same treatment without feedback (Reese, Norsworthy, & Rowlands, 2009).
Inherent in the process of providing ongoing feedback to clients is an evaluation of what
outcomes will be assessed (clinical and/or recovery domains), whether deficits or strengths
will be assessed, and what measures will be adopted that will provide relevant feedback for
clinicians and clients (Thornicroft & Slade, 2014). One measure of recovery progress that
shows promise is the Stages of Recovery Instrument -30 (Andresen, Caputi, and Oades
(2013), a self-report questionnaire with items that address the stages of recovery identified by
Andresen, Oades, and Caputi (2003). This measure was developed to be used in routine
clinical use to give respondents and clinicians guidance on what stage of recovery the person
is at and to provide opportunity to discuss recovery progress, establish recovery goals, and
further develop the therapeutic relationship.
Being empowered and having the opportunity to reclaim control of one’s life is one of
the primary processes of recovery identified in the research literature. According to a model
of user involvement in mental health care proposed by Storm and Edwards (2013), shared
decision-making is the central feature of recovery-focussed care. Client participation and
client-centredness are facilitated through shared decision-making, and together these form the
basis of recovery-focussed care. Greater empowerment is demonstrated in more involvement
in decisions relating to care, and reciprocity and respect in the relationship with a service
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provider. A person’s attitude toward and confidence in self-management is related to
recovery outcomes, with those people exhibiting more confidence in self-management also
demonstrating a positive recovery attitude, higher levels of hope for recovery and fewer
symptoms of emotional discomfort (Kukla et al., 2013).
Having a greater sense of service empowerment has been identified as a strong
predictor of recovery outcomes. In a large study of 369 community mental health service
users and their case managers, Crane-Ross, Lutz, and Roth (2006) found that service
empowerment was a strong predictor of quality of life, level of functioning, and self and
clinician-reported level of symptoms. Service empowerment was defined as the degree to
which service users could participate in decisions and the level of respect in their relationship
with staff. Interestingly, service users’ perception of service empowerment was a stronger
predictor of recovery outcomes than case managers’ ratings of service empowerment. The
study also revealed that clients and case managers have considerable differences in their
perception of the degree of client empowerment within the service. A similar situation was
found in component four of the current study, with both client groups, but not staff,
identifying performance gaps in elements relating to self-management.
The findings of components four and five support the role that sub-acute services have
in assisting clients to progress in the fundamental recovery process of taking responsibility
for recovery. The residential service provides a semi-structured environment that provides a
balance between formal group sessions and one-on-one time with their key worker. Together
these approaches provide clients with the opportunity to learn about essential components of
how to personally take responsibility for their ongoing recovery and health and well-being
and to gain experience in putting this into practice.
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10.3.3.1 Implications for service provision
The performance gaps identified in component four highlight the need for services to be
aware of what a client’s expectation is regarding self-management. Discussion around selfmanagement and responsibility may be difficult for some clients at the time of admission
when they are adjusting to the residential living arrangements. However, as the admission
progresses, discussion about the expectations that individual clients have around selfmanagement will assist clients and staff to set collaborative goals to meet these expectations.
Some step-down clients will need additional support in this domain because of the
disempowering effect of inpatient institutionalisation. These clients will require staff to work
progressively in this domain, introducing the opportunity for shared decision-making in terms
the client can understand and adopt, and working up to the more difficult process of taking
responsibility for recovery. Practical implications and future research directions associated
with the key element of ‘self management’ are summarised in Table 10.2.
10.3.4 Relationship with staff and staff attitudes
There were many aspects of care directly related to staff that clients discussed in
interviews or highlighted in the recovery environment assessment. These staff-related
aspects of care fall under the sub-themes of an allocated key worker, collaborative
relationships and staff attitudes.
10.3.4.1 The role of key worker
The role of key worker focusses on building a close relationship with the client and
walking with them, for a time, on their recovery journey. Component five found that in many
cases a genuine affection is present between the key worker and client, which is generally
very different to the usual relationship between a case manager and client, or inpatient
psychiatric staff and patient. Having time to build a relationship with, and to care for, a
person is one of the factors that differentiates this role from other mental health worker
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positions. Staff have several weeks to build a close relationship with clients and have many
opportunities daily to interact with their clients in both formal and informal settings, to build
rapport, and to demonstrate the care and compassion they have for them. Having time to talk
with staff was a key theme identified in a qualitative study of 40 people who had been
diagnosed with schizophrenia (Williams & Tufford, 2012) with these clients reporting a more
positive relationship with staff when time and opportunities to talk were readily available.
Mental health services that have compassion embedded in their service, with staff who
demonstrate empathy to clients, deliver recovery-focussed care that is genuine. This
approach to recovery is based on the individual and their goals, rather than the mental health
worker functioning with preconceived notions of what recovery should mean for an
individual (Spandler & Stickley, 2011). Professional competencies that clients have
identified as central for mental health workers relate to the importance of establishing a
positive bond between clients and staff. This includes expressing genuine respect, trust,
understanding, listening without judgement, believing in the client’s potential to recover and
seeing the client as distinct from their diagnosis and symptoms (Russinova, Rogers, Ellison,
& Lyass, 2011).
10.3.4.2 The role of collaborative relationships
The three domains of the collaborative relationship (Romakkaniemi & Järvikoski,
2012) between a client and professional―emotional, mutual information sharing and
encouragement―were evident in many of the clients’ descriptions of their interactions with
staff in component five and specifically in many of Tabitha’s responses in component six.
For example, the emotional connection with the staff was apparent in the responses of clients
regarding staff members being caring, interested in them, valuing them as a person rather
than a patient, being treated with respect, and many other similar sentiments. Tabitha
provides insight into the value of this level of emotional connection as she recounts how she
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felt when staff showed her that they were interested in her as a person and believed in her
ability to recover.
The domain of mutual information sharing was evident in the psychosocial groups that
operated, where staff and clients would share on topics of interest, providing opportunities to
learn from one another. Tabitha’s discussions of the psychosocial groups that operated in the
service demonstrate the value that mutual information sharing had and, in particular, the
opportunity to learn from staff and other clients while also contributing some of her personal
experiences and insights in this setting. The domain of encouragement and support by staff
was evident in the many accounts of being encouraged by staff to try new things. Clients also
discussed how staff would attend sporting or other community groups with them while they
were settling in, and encourage them to continue to participate in these activities after exiting
the service. For Tabitha, the domain of encouragement was demonstrated by having staff
attending appointments with her, assisting her with her course enrolment and supporting her
to join community groups that she could continue to participate in after leaving the service.
These levels of support demonstrate the commitment of the staff to build a positive
therapeutic relationship with their clients, which is widely acknowledged as an important
aspect of recovery for people with serious mental illness (Farrelly & Lester, 2014).
The findings of a study examining the competencies of mental health professionals
working in recovery-oriented services indicate that many mental health clinicians are lacking
in some areas of recovery-oriented care, such as helping clients to articulate and work toward
goals and to identify stressors that trigger symptoms (Stuber, Rocha, Christian, & Johnson,
2014). There can be significant differences between a client and mental health worker’s
views on the client’s needs. Those services that have a greater level of agreement between
client and staff worker are more likely to have clients who are satisfied with the level of
service provided (Fleury, Grenier, & Lesage, 2006). Having clients working with staff on
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their case management is a strategy to ensure mental health workers are working with clients
in the most effective way, focussing on the needs of the individual (Marshall, Crowe, Oades,
Deane, & Kavanagh, 2007). In particular, mental health service providers need to support an
attitude of abilities rather than disabilities, if they are to support their clients in having hope
in their recovery (Tibaldi & Govers, 2012).
10.3.4.3 Staff attitudes
‘Having staff who care’ was an element of recovery in component four that clients and
staff reported that the service was performing well in, however, staff identified this as an
element of service delivery that they felt the service could further improve on. Staff concerns
about the service being able to improve in the care and compassion they show clients may be
because this is an element of service delivery that they know they can control. There is
evidence of stigmatising attitudes held by many mental health workers toward people with a
mental illness (Hansson et al., 2011; Martensson et al., 2014) and it is possible that staff of
the residential service want to work against these attitudes and to personally ensure that the
service is doing as much as it can to assist clients in their recovery and reintegration into the
community. In support of this, staff, and not clients, also identified ‘challenging stigma’ as
an element they felt the service could improve on. Mental health service workers have a role
to play in addressing the stigma associated with mental health problems, as this will enhance
the opportunities that their clients have to develop supportive relationships in their
community (Pilgrim, Rogers, & Bentall, 2009).
It may be that staff are concerned about the potential for discrimination for the clients
that they care about and wish that their service could do more to counter the effects of stigma
in society. Several of the staff had been working in the mental health field for more than 20
years, presumably with experience in systems of care that were less recovery-focussed.
These staff may have chosen to work in a recovery-based service so that they could be
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actively working in a system that is trying to break the cycle of readmissions into hospital and
help people to develop meaningful lives and, accordingly, want to do as much as they can in
their role to support their clients. Working in a recovery-focussed service also gives staff an
opportunity to develop meaningful relationships with their clients and to be personally
involved in their recovery journey. Staff have the opportunity to see growth and change in
their clients and know that the support that they provided was instrumental in their clients’
recovery progress.
A second explanation for staff reports of a performance gap in the area of having staff
who care may be that there are insufficient resources within the program to provide every
aspect of support that an individual client needs. The residential service has time-limited
admissions, with clients expected to return to living in the community within three months of
admission, although lengths of stay vary considerably. During this time, key workers are
focussed on the individual needs of clients and are aware of the range and extent of support
that these clients ideally need to assist them in their recovery. Staff develop a good
knowledge of clients’ needs and want to provide everything they can to meet these needs, but
are inevitably limited by time and budget restraints.
10.3.4.4 Implications for service provision
The findings demonstrate that staff characteristics are essential in assisting clients to
progress in their recovery. The collaborative relationships that develop between key workers
and their clients provide valuable direction and tangible support as clients gradually progress
in their recovery goals and take more responsibility for their recovery. Nevertheless,
concerns have been raised within the recovery movement that service delivery of recoveryoriented services can be affected by the different meanings of recovery, with many varied
definitions and practices applied to recovery-oriented care (Bedregal, O’Connell, &
Davidson, 2006). The staff of sub-acute services need to be aware of their views on recovery
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and how these views influence (and perhaps limit) their delivery of mental health care. Staff
also need to ensure they are listening to the views of individual clients on what recovery
means to them and ensuring that the support they provide is aligned with the recovery goals
and expressed needs of clients. A summary of the practical implications and future research
directions associated with the key element of ‘relationship with staff and staff attitudes’ is
provided in Table 10.2.
Note, however, that the current research took place within a single site and the findings
may not reflect the approach and attitudes of staff in other sub-acute residential programs.
Residential services range in service delivery models with an average length of stay per
episode of two weeks or less, however, some services offer long-term accommodation and
support (AIHW, 2015). The average length of stay for clients of the Adult Step-up Stepdown service was 55 days. There is, therefore, considerable diversity in the type of
residential services available and in the opportunity that staff have to develop collaborative
relationships with clients. As such, this study highlights the positive impact that caring and
compassionate staff have on clients within this time frame, but these findings may not be
generalisable to other sites that provide a different sub-acute service model or shorter lengths
of stay.
10.3.5 Inclusion of physical health care
Research has demonstrated the strong association between mental and physical health
problems. The need clients have for assistance in general health and well-being is
demonstrated in component four by both client groups and staff identifying a performance
gap in the service’s delivery of this recovery element. The residential service does not
directly provide general medical services, although staff do assist clients to make and attend
appointments and encourage them to establish and maintain a relationship with their local
pharmacy and a general practitioner.
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In a review of the literature examining the prevalence of a range of physical illnesses
for people with serious mental illness, de Hert and colleagues (2011) provide sobering
evidence of the mortality rate of people with serious mental illness being two to three times
higher than that of the general population―mainly due to physical health problems. People
with a serious mental illness have a reduced life expectancy of between 13 and 30 years. The
review highlights the higher prevalence of physical health problems including obesity,
diabetes, and cardiovascular disease and also draws attention to the physical side effects of
psychotropic medications, such as obesity, diabetes, and sudden cardiac death. Further
compounding the poor physical health is a range of lifestyle choice factors, including
physical inactivity, poor diet, smoking, and drug and alcohol use, which people with serious
mental illness are more likely to engage in.
In Australia, comorbidity between physical health problems and affective and anxiety
disorders is high, with 22% of adults suffering from a chronic health problem also diagnosed
with an affective or anxiety disorder. Over 40% of people with a chronic physical health
problem and an affective or anxiety disorder are classified as high service users (Teesson et
al., 2011). There are also ongoing consequences for people who experience both physical
and mental health problems, with research demonstrating that when both of these factors are
present, a person’s likelihood of being employed is significantly affected (Pacheco, Page, &
Webber, 2014).
Mental health service providers have identified a range of organisational, staff and
personal barriers for people with serious mental illness to access primary health care
(Mesidor et al., 2011). Personal barriers include difficulty planning appointments, fear of
specific procedures, denial of health problems, feeling overwhelmed or anxious, difficulties
with communicating symptoms, lack of transport, distrust of medical staff and financial
concerns. Supportive staff was a facilitator of primary care access, including assistance
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making appointments, provision of transport, assistance filling in forms, accompanying
clients to the appointment and collaborating with community health care providers. In
addition, incorporating programs that specifically teach self-management and wellness
techniques are an effective strategy to assist clients to achieve improvements in their physical
functioning and general health (Chafetz et al., 2008).
10.3.5.1 Implications for service provision
Sub-acute services are well placed to link clients to the health care services that will
provide them with immediate and ongoing physical health care. However, to provide this
support, service providers must be aware of the needs of each individual client. Physical
health needs should be discussed at the commencement of all admissions to sub-acute
services, with the specific needs of clients then being incorporated into their treatment plans.
Not all clients will be aware of their general health needs and it may be appropriate to offer
some clients the opportunity for a health assessment by a doctor or nurse, which would alert
them to aspects of their physical health that may require attention. Sub-acute services need to
develop a strong collaboration with local health services to ensure that clients’ physical
health needs are identified and met. Service providers must also respect the right of privacy
that their clients have and provide mechanisms for clients to access the health care they need
without having to divulge details about their health that they wish to keep confidential.
Beyond physical health care, sub-acute residential services have an opportunity to assist
clients in addressing modifiable factors including lifestyle and medication changes. For
example, since September 2014 all health services in the ACT have been designated as
smoke-free environments (ACT Government, 2014). In addition to providing a smoke-free
environment, residential services can also offer direct support to assist clients to quit
smoking. These services can assist clients to receive medical support as they go through the
process of reducing or ceasing their use of nicotine products and simultaneously provide a
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smoke-free, supportive environment for the first few days or weeks as a person begins their
cessation program. Practical implications and future research directions associated with the
key element of ‘inclusion of physical health care’ are summarised in Table 10.2.
10.3.6 Support with personal factors
Client-centred, sub-acute residential services are well placed to support people
recovering from serious mental illness in personally relevant areas of their life. Emerging
from the data in this research were three domains that were applicable to some clients and
areas where they needed additional support as part of their recovery, the domains of living
skills, spirituality, and intimacy and sexuality. An additional personal factor that is relevant
to a person’s recovery is their cultural background and the role sub-acute services can play in
assisting clients in this domain will also be discussed.
10.3.6.1 Basic living skills
The acquisition of daily living skills was a significant facilitator of recovery for clients,
allowing them to feel empowered and more prepared to be able to live successfully in the
community. Step-down clients, in component five, were more likely to discuss the value of
these skills, with many of these clients talking about not previously knowing how to cook,
look after their personal hygiene and other basic skills, such as budgeting and shopping.
Despite the importance of equipping people who are recovering from a mental illness with
basic life skills, training in these areas is often overlooked in therapy programs (Anthony &
Mizock, 2014). Although clients and staff rated the service as performing well in this area, in
component four step-down clients and staff identified having support for taking on normal
roles as an aspect of care that could be improved. These clients were aware of areas of their
life that needed to be developed more to successfully make the transition from hospital to
home.
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In a study of life skill needs of 35 inpatients, the majority of respondents had unmet
needs in one or more of the following areas: household shopping (66% of participants),
cooking meals (29%), cleaning/housework (33%), managing affairs (13%) and money
management (22%) (Stansfeld, Orrell, Mason, Nicholls & D’Ath, 1998). For some of the
clients in component five the lack of basic living skills was a result of not learning these
skills in their early adulthood, with several clients commenting that they had never been
taught how to cook, budget and carry out basic domestic cleaning tasks. Other clients
explained that they stopped cooking and cleaning when they became unwell and were out of
the habit of looking after themselves. These clients appreciated the assistance the staff gave
them to get back into the routine of domestic self-care and felt more confident in being able
to look after this area of their life when they returned home. The majority of studies in a
systematic review of research that have examined the effectiveness of life skills training on
activities of daily living (such as money management, domestic skills, personal self-care and
running a home) demonstrated that clients experienced improvements in these domains
(Gibson et al., 2011).
10.3.6.2 Spirituality
The issue of spirituality and its role in recovery was highlighted by step-down clients as
a performance gap in component four. These findings concur with a qualitative study
examining inpatients’ concerns about discharge, with some participants expressing a desire
for a greater understanding of spirituality and how this could be incorporated into their life
(Nolan, Bradley, & Brimblecombe, 2011).
In a study examining the role of spirituality in recovery, the majority of respondents
were interested in spirituality and wanted to discuss this with their practitioners (Harris et al.,
2015). There is evidence demonstrating that incorporating a spiritual history of clients into
assessments is associated with improved compliance, satisfaction with care and health
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outcomes (Moreira-Almeida, Koenig, & Lucchetti, 2014). A review of research examining
the relationship between spirituality and mental health found that religion and spirituality can
promote mental health, but there are also potential concerns if not addressed in an appropriate
way (Weber & Pargament, 2014).
Spirituality is very important for some people while others have an antithesis toward
religious and spiritual issues; it is, therefore, a very individual topic and needs to be
approached in a sensitive and respectful manner. Fallot (2007) discusses the interaction
between spirituality, religion and recovery, explaining that spirituality can be a positive factor
in recovery (providing hope and meaning in life) or a burden (e.g. discontent with religious
communities and leaders or expressing anger at God). Many mental health workers
acknowledge that spirituality can bring hope for some people but are uncomfortable
incorporating this in their services (Fallot, 2007). Key elements of performing a spiritual
assessment in mental health services have been proposed by Gomi, Starnino, and Canda
(2014), emphasising the importance of the therapeutic alliance and discussing the topic as a
natural conversation using a client-centred approach.
Complicating the issue of spirituality and mental health care are difficulties that arise
when positive psychotic symptoms, such as delusions, can be understood by the client as a
genuine spiritual experience. Mental health workers need to be mindful of the potentially
problematic spiritual beliefs and thoughts that are illness-related, while also providing an
environment in which the positive aspects of spirituality can be supported for those clients
who have spiritual beliefs and practices, ensuring that their mental health care is congruent
with their beliefs.
People’s connection with their beliefs can be an integral part of their identity and it can
be difficult for people not to talk about their beliefs in relation to their recovery. The
personal stories of people receiving treatment for a mental illness can provide rich insight
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into the importance of spirituality in their life. For example, a series of poems written by a
woman describes her hope in God and her frustration at not being able to talk about her faith
while in hospital (Holt, 2011). This woman talks about the freedom of being able to talk
about her faith when on day visits with her family, but not being able to mention it when in
hospital, ‘I had to behave myself today, no talking of God’ (p. 98), because of her fear of not
being allowed out for her day visit if staff heard her talking about her faith.
10.3.6.3 Intimacy and sexuality
The acceptance of sexuality, the opportunity to explore sexuality, and the desire to have
intimacy are important aspects of recovery for people with mental illness, however,
practitioners can find these difficult areas to discuss with their clients (Yerushalmi, 2013).
Mental health workers can be reluctant to raise issues of sexuality and intimacy with clients,
with concerns about professional boundaries and not wanting to mislead clients or put
themselves in a situation where an allegation of misconduct could be made (Quinn, Happell,
& Browne, 2011). In component four, step-down clients identified a performance gap in the
residential service’s approach to issues of intimacy and sexuality. These clients had come
from a restrictive setting that is not conducive to the development and maintenance of
intimate relationships. For example, negative staff attitudes and strict rules about
relationships in psychiatric wards have been identified by patients as impediments to seeking
and developing an intimate relationship (McCann, 2010).
It can be difficult for people with a mental illness to find and maintain intimate
relationships, which involve romantic love, companionship, and emotional and physical
intimacy (Middlemiss, 2012). An additional concern for some people is the side effects
associated with psychiatric medication, causing problems with sexual functioning or libido.
The presence or risk of occurrence of these side effects can lead to discontinuation of
prescribed medications, and discussions between staff and clients on medications and
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possible side effects can help clients to find solutions to these problems (Quinn, Happell, &
Browne, 2012). In a qualitative study of 261 people who had a serious mental illness and
were not currently in a sexual relationship, eight themes were identified that accounted for
the lack of sexual activity in their lives (Wright, Wright, Perry, & Foote-Ardah, 2007). The
interrelated explanations given in these interviews were: lack of opportunity to meet suitable
partners; sexual dysfunction; difficulties forming relationships; concerns about sexually
transmitted infections or pregnancy; concerns about the quality of the relationship; treatment
environments that were sexually restrictive; a mental illness interfering with relationships;
and not feeling valued by others.
10.3.6.4 Cultural background
The cultural background of a person influences their understanding of mental illness
and treatment. Unfortunately the cultural homogeneity of participants in the current research
did not allow for an examination of how the service had supported clients from diverse ethnic
backgrounds. The cultural background of clients is an important factor in mental health
treatment and service users have expressed concerns that mental health workers have not
engaged their family and considered cultural issues when working with them during difficult
treatment periods (Flaherty & Donato-Hunt, 2012).
Mental health workers do not always have sufficient understanding of other cultures
and this can have an impact on people engaging with mental health services. For example,
mental health workers often exhibit a lack of cultural competence when working with
Aboriginal and Torres Strait Islander Australians, which can reinforce racism and contribute
to an individual’s mental health problems (Doyle, 2012). For some people from a cultural or
linguistic minority group, mainstream mental health services are considered inappropriate
and, together with the stigma associated with mental illness, influence people’s decision to
not seek help or disengage prematurely (Kokanovic, Petersen, & Klimidis, 2006).
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10.3.6.5 Implications for service provision
This study has drawn attention to the need to consider specific aspects of a person’s life
and how these aspects can be incorporated into their recovery. Person-centred care requires
mental health workers to have a comprehensive understanding of each individual they are
working with. It may be difficult or embarrassing for staff to discuss some issues, however,
it is essential that the treatment and support they provide is aligned with the spiritual, sexual
and cultural needs of their clients. Residential services are unlikely to be able to
independently provide the individual support for clients in all these areas, therefore,
collaborations with appropriate organisations will need to be formed. For example, staff need
to have a basic knowledge of the ethnic groups that reside in their catchment area; in
particular, how these groups view mental illness, their preferred treatment modalities and
how to keep these clients connected to their community while in the residential service.
The provision of training in basic living skills is essential for some clients but
unnecessary (and perhaps insulting) for others who can competently care for themselves.
Organised cooking classes and basic training in hygiene and cleaning will be essential for
some clients and residential services need to incorporate this into their daily and weekly
routine to assist clients to gain the necessary skills and to model to clients how these tasks
can be routinely performed when they return home.
Services also need to include the option for people to explore spirituality or to maintain
connections with their faith or spiritual beliefs. It is essential that staff discuss the role that
spirituality plays in a person’s life and assist people to receive appropriate support that allows
them to continue to develop this aspect of their life. Some clients will benefit from assistance
establishing a relationship with community mental health services that are operated by, or
associated with, a belief system that is aligned with their spiritual beliefs.
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Services also need to have procedures in place that involve discussing sexual issues
with their clients, thereby showing genuine interest in each person. Concerns related to
intimacy and sexuality may, for some people, be intrinsically involved in the recovery
process of redefining self-identity and staff can assist clients to work through these issues.
Despite the challenges for service providers, sexuality is an integral part of the human
condition and needs to be considered in a holistic, recovery-oriented service. A summary of
the practical implications and future research directions associated with the key element of
‘support with personal factors’ is provided in Table 10.2.
10.3.7 The role of sub-acute residential services within an integrated continuum of care
This research has demonstrated the role sub-acute residential mental health services can
have in filling a service gap in the continuum of mental health care. Component one
demonstrated that short-term residential services operating under a recovery philosophy are
effective in assisting clients to experience improvements in their mental health, are a costeffective model and many service users prefer these options over inpatient units. Component
two described how the Adult Step-up Step-down mental health service operates, the role it
plays in the continuum of mental health care in the ACT and its relative cost-effectiveness,
compared to inpatient units and other residential services.
Proposed changes to the mental health system in Australia create an environment where
sub-acute residential services can be established within Primary Health Networks (PHNs) to
deliver the holistic care that is a focus of recent government policy and system reform. The
findings reported in this thesis provide support for the timely use of sub-acute services within
an individual’s continuum of care, as part of a coordinated strategy to reduce the many
inpatient admissions that people with enduring mental illness find themselves experiencing,
thus intervening in the revolving door cycle. It is argued that time spent in a recoveryoriented, residential, sub-acute service is preferable to an inpatient admission; such time
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progressively contributes to a person’s recovery journey (as clearly evident in Tabitha’s
journey), in contrast to inpatient admissions, which often comprise a major set-back.
10.3.7.1 Emerging mental health care policy
In recent years, there have been two major policy changes in Australia that have had a
significant impact on the delivery of mental health services. In 2013, the NDIS (Australian
Government, 2013) was initiated, which fundamentally changed the funding of community
disability support services. Second, in November 2015 the Australian Government released
its response to the National Review of Mental Health Programmes and Services (Department
of Health, 2015a), announcing changes to the funding and provision of community mental
health services. Together these two changes fundamentally shift how mental health services
will be funded and delivered in Australia.
The NDIS provides individually funded support for a proportion of people with mental
illness, with an estimate of approximately 12% of people with severe and persistent mental
illness being eligible for funding (Productivity Commission, 2011). The purpose of NDIS
funding is to allow people who are experiencing adverse and long-term effects of their illness
to access funding that will assist with evidence-based treatment and practical support for
community and economic integration. The NDIS recognises that people with severe and
persistent mental health problems will have both clinical needs and specific psychosocial
disability support needs (O’Halloran, 2013). There is provision within NDIS funding for
people with persistent mental health problems to access support with daily life tasks in nonclinical accommodation settings and for support for the development of daily living and life
skills. This research has demonstrated that sub-acute residential services make a positive
contribution to clients’ development of daily living skills and also provide support in the
areas of making community connections and learning self-management skills, areas that are
essential elements of recovery and specified as eligible psychosocial disability supports under
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the NDIS (O’Halloran, 2013). The specific role sub-acute services can play in the delivery of
holistic, person-centred care under the NDIS will still need to be determined.
The Report of the National Review of Mental Health Programmes and Services
(National Mental Health Commission, 2014) highlighted the fragmented delivery of mental
health services that focussed on service needs rather than the specific and individual needs of
clients. The review called for the Government to restructure the mental health care system to
ensure that mental health care services become more integrated and have a holistic approach
to meeting the multi-facetted health, economic and social needs of people with serious mental
illness. Under the Government’s proposed restructured service delivery model (Department
of Health, 2015a), PHNs will be responsible for the planning and integration of community
mental health services in their area and will partner with state and territory governments and
non-government organisations (NGOs) to ensure the provision of an appropriate range of
mental health services in their area. Funding will be allocated to PHNs to support the
establishment of services in their jurisdiction to meet the needs of mental health service users
and ensure that there are systems in place allowing clients to access the level of care they
need within a coordinated continuum of care.
In line with the findings of the National Review of Mental Health Programs and
Services, the aim of this restructure is to create a system for clients that is designed around
their needs and allows them to move between services according to their current situation and
needs. Mental health care delivery is at a critical stage of development in Australia, with
policy and funding changes that are aimed at directly supporting the holistic needs of
individuals with severe and persistent mental illness in their personal recovery. However, for
this system to be responsive to client needs, there must be an increased capacity for recovery
services and an understanding by service providers of how to support clients to have the best
outcomes within this system (Williams & Smith, 2014).
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For people with enduring mental illness, sub-acute services have a role to play in
providing tailored support to meet immediate needs and assistance to establish community
support to promote successful integration. They are positioned on the service continuum of
care to provide a more intense level of psychosocial support to people living in the
community to assist them to progress in their recovery and to avoid a potential inpatient
admission. The availability of sub-acute residential services in the continuum of care also
allows inpatients a more seamless transition between hospital and home, with individual care
to address their specific needs as they return to community living. As such, these services
provide a valuable role in the holistic care that is a foundation of the restructuring of the
mental health system in Australia, by providing individualised care to assist clients to
progress in their broader psychosocial recovery goals. In recent years there has been an
increase in the use of residential mental health services in Australia with an increase in care
episodes of 1.8 per 10,000 population in 2009-10 to 3.0 per 10,000 in 2013-14 (AIHW,
2015), indicating that service users are accessing this type of individualised community
residential care when it is available.
This thesis has demonstrated the value of a sub-acute residential service in meeting a
service gap between inpatient and community-based care. As demonstrated in components
one and two, residential services are a cost-effective addition to the service continuum and a
highly regarded option by service users. A sub-acute residential service, therefore, has an
important role within the mental health service continuum. First, it provides tailored support
and care for people not in an acute phase, but who are either experiencing difficulties in
functioning in their life in the community or are likely to experience these difficulties when
discharged from an inpatient unit. Second, there are clinical benefits demonstrated, in
component three, by improvements in symptoms and functioning for clients who would not
otherwise be able to access the higher level of care of a residential service, because they are
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not in crisis or an acute phase of their illness. Third, an admission to a sub-acute residential
service has a two-fold benefit on the demands for inpatient beds, by providing an alternative
to hospital for mental health clients in the community who are experiencing an escalation in
symptoms and by facilitating an earlier discharge from hospital for inpatients who are no
longer in an acute phase of their illness, but require ongoing supervision and care. A final
advantage of offering sub-acute residential services on the continuum of care is that these
services can offer flexible lengths of stay for up to several months depending on the needs of
the client. This allows people time to learn the skills they need to live successfully in the
community, time to establish community connections and time to prepare to return home,
such as having an occasional overnight stay at home as their exit day approaches.
The provision of sub-acute residential services in regional and rural areas would have
the additional benefit of providing people access to individualised mental health care close to
where they live. Inpatient units are generally established in large regional or metropolitan
settings requiring people who need additional care to travel away from their home and
support systems. For regional and rural service users, sub-acute treatment may be a sufficient
level of care providing increased supervision and support with minimal disruption to home
and family life, compared to accessing acute treatment in a larger regional or metropolitan
centre. The establishment of sub-acute residential services in these areas would provide a
cost-effective alternative to inpatient care and would give case managers an additional option
of care for their clients. Sub-acute residential services are usually small units―the Adult
Step-up Step-down program in the ACT has five beds―and, therefore, do not require large
facilities. When operated as a partnership between NGOs and PHNs, NGOs can establish
services that are responsive to local needs and can replicate these services in other similar
areas, making them a cost-effective model of sub-acute service delivery.

199
10.3.7.2 Intervening in the ‘revolving door’ cycle
Sub-acute residential services provide a viable service option for case managers who
are aware of clients who have escalating needs. These services can provide clients with more
intense support than the case manager can provide and address social, economic and practical
needs that will allow clients to progress in their recovery toward an independent and
meaningful life. Sub-acute residential services are flexible in their delivery of care and are,
therefore, responsive to an individual client’s needs at that time in their life. The in-depth
study of Tabitha’s multiple admissions to the service demonstrates the role this type of
service can have in assisting clients to progress in their recovery, equipping them with the
skills and support they need at each admission, and often avoiding an inpatient visit.
Tabitha’s multiple admissions to the service demonstrated that her recovery progressed
with each subsequent admission. She was able to build on the skills and knowledge she had
gained from each previous admission and grow in understanding of what recovery meant to
her. Her frank account of her feelings about her recovery at each admission illustrate the
deeply personal, individual journey of recovery that entailed adaptation according to where
she was at with her symptoms and her drug and alcohol use.
Tabitha’s story reveals how gains in her understanding of her recovery developed over
several admissions into the residential service, with staff tailoring the support they offered
according to her current state. Her story demonstrates the unique and multi-facetted process
of recovery that cannot be easily articulated and specifically defined: it is subjective,
individual and personal.
During interviews with Tabitha she alluded to the ‘revolving door’, describing her
entire adult life as being in and out of hospital. She wanted this cycle to end. For Tabitha,
multiple admissions to the residential service gave her a renewed hope that she could end the
revolving door cycle and establish a meaningful life in the community. The sub-acute
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residential service was able to support her as she worked toward this goal, complementing the
work of the inpatient unit and her case manager. Multiple admissions do not indicate a
failure of the sub-acute service to assist Tabitha, but rather they demonstrate that at each
admission she learned more, building on the experiences of previous admissions. Her story
demonstrates the continuum of care working effectively to meet her needs, as she uses
community, inpatient and residential care according to her current symptoms and her
renewed hopes of recovery.
10.3.7.3 Implications for service provision
This research demonstrated the significant role sub-acute mental health services can
have in the service continuum of care. The challenge for case managers and inpatient staff is
to take the opportunity to refer suitable clients to sub-acute residential services. However,
there needs to be a corresponding increase in the number of sub-acute residential beds
available, requiring PHNs to prioritise the delivery of this service type within their
jurisdictions. Furthermore, sub-acute service providers need to support clients to access
NDIS funding and create a coordinated care system that will provide ongoing psychosocial
disability support, consistent with current mental health policy reform. Service providers also
need to consider the benefits to clients of having sub-acute services available in regional and
remote areas, allowing clients to access support and care in a less restrictive and distant
setting than inpatient units in large regional centres.
Although the findings of this thesis demonstrate that step-up and step-down clients
have different needs, the needs of these two groups are compatible and residential units can
be designed to effectively meet both these sets of needs. Residential services that provide
intake options for both step-up and step-down clients ensure there is a diversity of clients
within the service, providing more variety and stimulation for clients than if all clients had
entered from the same setting. Step-down clients, in particular, benefit from the opportunity
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to interact with other people who have not recently been inpatients, as step-up clients have
stronger connections to the community and do not have the same level of residual issues as a
result of being hospitalised. This diversity of client group ensures that step-up step-down
programs are not extensions of inpatient services, but that they are a unique setting within the
service continuum. An additional benefit of allowing both step-up and step-down admissions
within the same residential setting is that the service can be used by people who suffer from
chronic mental illness either as an alternative to hospital or as a stepped discharge after an
inpatient admission. As such, service users become familiar with the setting and, as
demonstrated by Tabitha’s experience, can continue to progress their recovery regardless of
whether they are a step-up or step-down admission.
It should be noted that this research was conducted prior to the implementation of the
NDIS and restructuring of the mental health system around PHNs, and, therefore, does not
reflect the impact of these policy changes on service delivery and importantly on recovery
outcomes for clients. Nevertheless, the findings certainly support the role of sub-acute
residential services in the continuum of care and provide evidence that the service model
delivers positive, client-centred outcomes. A summary of the practical implications and
future research directions associated with the key element of ‘integrating sub-acute services
into the continuum of care’ is provided in Table 10.2.
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Table 10.2
Key elements of sub-acute residential services, and associated clinical implications and future research directions.
Key elements of sub-acute
residential services
Social relationships and
connection
 Social interaction
 Living situation and
family relationships
 A meaningful life

Implications for practice

Future research directions

Enhance service delivery by expanding and
strengthening connections with other agencies to
allow seamless referrals that will continue when a
client has left the service.
Provide ongoing outreach support.

Component 1, a systematic review of research examining acute and
sub-acute residential services, highlighted the need for future
research to investigate the long-term effectiveness of these services
in assisting clients to reintegrate into the community and to
maintain their recovery gains.

Peer support and service
user participation

Provide training and support opportunities to clients
who want to take on a peer support role.
Implement a voluntary peer support program for
former clients to return to the service to mentor and
support current clients.

Component 5, an examination of facilitators of recovery, highlighted
the importance of peer support within the residential service.
Further research is needed to examine various models of peer
support, identifying which models work most effectively in this
setting, how to equip and support peer support workers , and
appropriate debrief and evaluation systems to ensure that peer
support workers have ongoing support in this valuable role.

Self-management

Be aware of the difficult transition step-down clients
have as they adjust to taking on more responsibility
for their health and progressively introduce higher
levels of responsibility.
Periodically initiate discussions with clients about
their expectations regarding self-management.

Component 4, an examination of the recovery environment,
revealed that clients felt the service could improve in this area. In
response to these findings, further research is needed to determine
how services can establish a support model that involves clients
progressively taking on increasing levels of responsibility during their
stay in the residential service.

Relationship with staff and
staff attitudes
 The role of key worker
 Collaborative
relationships
 Staff attitudes

Staff need to be aware of their views on recovery
and consider how their views influence their delivery
of mental health care.
Staff facilitated support to individual clients needs to
align with the personal recovery goals and needs
expressed by the client.

Component 6, an exploration of the personal experience of
recovery, highlighted the importance of support being tailored to
the individual needs of the client at that specific time in their life. Of
primary importance is the collaborative relationship and further
research is needed to identify effective ways to train staff in how to
develop collaborative relationships within the residential setting.
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Table 10.2 (cont.)
Key elements of sub-acute residential services, and associated clinical implications and future research directions.
Key elements of sub-acute
residential services
Inclusion of physical health
care

Implications for practice

Future research directions

Discuss physical health needs with clients at
admission; incorporate needs into treatment plan.
Provide clients with the opportunity for a
confidential health assessment, by a doctor or nurse.
Develop a collaborative relationship with local
health services.
Provide a smoke-free environment and support
clients to quit smoking

Component 4, an evaluation of the recovery environment of the
service, highlighted a performance gap in the area of provision of
physical health care; a need that has been identified as one of
primary importance in other research literature. There are several
models under which this could be delivered and research is needed
to identify how residential services can best meet the immediate
and ongoing health needs of their clients.

Support with personal
factors
 Basic living skills
 Spirituality
 Intimacy and sexuality
 Cultural background

Ensure the service has a person-centred focus that
allows staff to know the individual needs of clients.
Staff need to be aware of personal issues that are
relevant to their clients’ lives and assist them to
establish community connections for ongoing
support and connection with people with similar
backgrounds, beliefs or sexual orientation.
Services need to be aware of skill gaps that clients
have and where appropriate demonstrate basic
living skills that are necessary for independent living.

Component 3, an examination of the clinical improvements in
symptoms and functioning of clients, emphasises the need for
services to be tailored to meet the self-reported needs of clients.
Further research is required to identify how best to deliver a tailored
service to a diverse client group, with many personal and health
factors to consider. Factors such as individual program elements,
optimal length of stay, and how to support clients with differing
needs to establish community connections for ongoing support are
all areas that further research would assist services to more
effectively meet their clients’ needs.

Sub-acute services within
an integrated continuum of
care
 Emerging mental
health care policy
 Intervening in the
‘revolving door’ cycle

PHNs need to prioritise the delivery of residential
services to ensure there are enough beds to meet
the needs of clients in their jurisdiction.
Service delivery needs to be flexible to meet the
differing needs of step-up and step-down clients.
Allow multiple admissions to residential services to
facilitate ongoing recovery gains for clients, building
on the progress made from previous admissions.

Further research is needed to establish and evaluate methods of
service delivery that integrate these 7 key elements, to guide
services in how to tailor sub-acute residential services to the specific
needs of each individual.
Research investigating service users’ views and experiences is also
required to assist service providers and case workers to have a
clearer understanding of what services are most relevant to clients
at individual stages of their recovery journey.
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10.4 Strengths and limitations of this research
The integration of qualitative and quantitative methods was a major strength of this
research as it allowed a triangulation of the data, collectively investigating several aspects of
service delivery that have assisted people in their recovery from serious mental illness.
Another strength was the inclusion of the perspectives of both clients and staff. These
stakeholder groups have a different viewpoint on clients’ level of symptoms and functioning,
and on the recovery environment of the service.
The unique design of this research in assessing step-up and step-down clients separately
is another strength, providing new insight into similarities and differences in clients who have
entered the residential service from opposite ends of the continuum of care. These findings
reinforce the philosophy behind the recovery movement, in particular that mental health
services need to be informed by and developed around the needs of clients and what clients
want from a recovery-oriented service, and that these vary across their personal recovery
journeys.
There are several important limitations of the research that should be noted. First, this
was a single site project and the findings may not reflect the experiences of clients in other
sub-acute residential programs. Services differ in service delivery models, how the recovery
philosophy is incorporated, and according to the state or territory regulatory system in which
they operate. There is considerable diversity in the types of residential service and different
models of sub-acute service will have different strengths and weaknesses in their service
delivery.
A further limitation is the lack of a comparison group. Although the findings indicate
that clients left the service in a better mental health state than when they arrived, the cause of
this improvement cannot be directly attributed to the support and care received while in the
residential service. To systematically determine the role of the residential service in
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improvements in clients’ mental health and functioning, two matched comparison groups
would be needed to compare directly outcomes with step-up and step-down clients. For stepup clients, a matched group of mental health clients is needed, with a similar demographic
profile, diagnoses and symptoms living in the community who continue to receive the usual
care from community mental health. For step-down clients, a matched group of inpatients
who return directly to living in the community would provide a comparison of level of
symptoms and functioning for both groups several months after discharge from the inpatient
unit. It would be difficult to find matched samples to examine the clinical effectiveness of
the service adequately, and it could also be considered unethical to admit some people to a
treatment program and leave the matched group without assistance that they would
potentially benefit from (Moreno, 1999).
This research was also limited by the sample size and cultural homogeneity of
participants. Within the sample, the number of step-up clients was less than step-down
clients, which reflected the intake ratios of clients to the residential service, but limited the
power of the study to detect significant change for this group. Also, due to the cultural
homogeneity of the sample, the specific needs of people with a mental illness from diverse
cultural groups could not be explored, and the findings may not be generalisable to other
cultural groups. The findings of this research were also limited by the stakeholder groups
that were not involved in the project. Of particular note is that the views of family members
and carers were not included. Attempts were made to organise interviews with family
members and carers of participants, however when consent was granted for family
involvement by participants, service staff had difficulty arranging interviews with the
nominated family member or carer.
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Client and staff perspectives, in compnent four, on the recovery environment were
informative and some useful comparisons can be made between step-up and step-down
clients and staff, however, the sample size for each group was small, limiting the comparative
analyses that could be undertaken. Recruitment of participants for research in the field of
mental health is often difficult, particularly with the chronic nature of some mental illness
and people experiencing cognitive difficulties (Dadich & Muir, 2009). Participation in this
study was voluntary, and it is, therefore, likely that the sample consisted of clients of the
residential service who were particularly motivated to be involved in an evaluation of the
residential program. Clients who were less motivated, or were exiting the program in a less
well state, may have chosen not to be involved in the study. Furthermore, the recruitment
process relied on staff members promoting the study and inviting clients to be involved; this
may have resulted in not all clients being informed of the opportunity to be involved in the
research.
Research examining personal recovery is limited by the choice of instruments used and
the definition of recovery that is being applied. A comprehensive evaluation of change in a
person’s level of symptoms, functioning and their recovery progress involves an assessment
of both clinical and personal domains, with measurement tools designed to assess these
different perspectives (Cavelti, Kvrgic, Beck, Kossowsky, & Vauth, 2012). Clinician-rated
outcomes of recovery are an important measure of levels of functioning and symptoms,
however, they do not capture the dimensions of recovery that service users express as
essential, such as the personal meaning of recovery and personal growth (Kaye et al., 2014).
This research used both client and clinician assessments of outcome measures to ensure that
both clinical and personal domains were examined, however, there were discrepancies in the
client and service provider’s assessments of outcomes. Andresen, Caputi, and Oades (2010)
found that the concordance between clinician-rated and self-report outcome measures of
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several instruments was poor, indicating that only some personal indicators of recovery are
reflected in clinician-reported outcome measures. Although this research was designed to
measure a range of recovery outcomes, it is acknowledged that the personal journey of
recovery will never be fully captured through the administration of scales and inventories.
Finally, although the research was conducted by an independent researcher and clients
were assured of confidentiality, there is still the possibility that clients gave responses they
thought were aligned with the philosophy of the service, rather than their own perceptions.
Clients were assured that their involvement or non-involvement in the research would not
affect the level of service they received and that any information they provided would only be
reported to the service at a group level. However, despite these assurances, some participants
may have responded in a manner that they perceived was expected of them; responding in a
socially desirable way to confirm what they believed was the purpose of the research
(Nichols & Maner, 2008).

10.5 Future research directions
The findings highlight a range of recovery-oriented practices that would benefit from
additional research. Seven key areas of service delivery were identified: social relationships
and connection; peer support and client participation; self-management; caring staff;
inclusion of physical health care; incorporation of personal needs in service delivery; and
integration of systems of care. Residential services would benefit from research that focussed
on how to integrate each of these components into their service and how to tailor the delivery
of these elements to meet the holistic needs of their clients. Of particular interest to sub-acute
services are: the role of key workers; the implementation of a formal peer support system;
facilitating self-management; and how to offer support to clients in aspects of their life that
may be less common, but nonetheless are of profound importance to the individual, such as
cultural, sexual or spiritual issues.
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Particularly important is research focussing on how services can deliver personal and
practical assistance for clients to meet their current and ongoing health needs. There is a
range of service delivery methods that could be considered, such as in-service physical health
care, connections with community health providers, and expanding the role of community
support and outreach programs to ensure that clients receive immediate and ongoing support
and assistance as they access general health care. Research examining the implementation of
such models and evaluating their clinical and cost-effectiveness is essential, to provide
services with direction on how best to meet the critically important physical health and wellbeing needs of their clients.
Finally, in Australia, as in many other countries, there has been a shift away from
hospital treatment to community-based care. However, the delivery of community mental
health care is underdeveloped and there is competition for the limited health budget (Rosen,
Gurr, Fanning, & Owen, 2012). This competition for funding necessitates that service
providers are cost-effective in their delivery of services, both compared with inpatient units
and other community-based services. Sub-acute residential services need to provide evidence
of service outcomes and comparable cost-effectiveness to demonstrate the unique role they
can play within the mental health care continuum. Future research examining the impact of
the restructuring of the mental health system and the implementation of the NIDIS on subacute residential services is also necessary to ensure that these services are integrated into the
service continuum and are being used, when appropriate, to assist individuals to progress in
their recovery.
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10.6 Overall Contribution of the Thesis and Conclusions
This thesis makes a unique contribution to the field of research of recovery-oriented
mental health care. The research has addressed a significant gap in the research literature, by
examining mental health outcomes, recovery environment preferences and facilitators of
recovery for step-up and step-down clients who have been admitted to a sub-acute residential
service. It has demonstrated that both step-up and step-down clients do feel that they are
leaving the service in an improved state compared to when they were admitted, indicating the
effectiveness of the program from the client’s perspective. Although step-up and step-down
clients of the service participate in the same program and receive the same support from staff,
their differing needs resulted in them expressing different aspects of the residential service as
being more beneficial in facilitating their recovery. These findings demonstrate the
importance of tailoring mental health services to the needs of the individual, in particular
taking into account the setting from which the client has come, to provide individualised
support to prepare the client to return to living independently in the community. The findings
provide strong support for the recovery framework offered by Andresen and colleagues
(2003), reinforcing the importance of the key recovery processes and highlighting how these
processes can develop within a step-up step-down residential service context.
As the mental health care system in Australia changes in response to the National
Review of Mental Health Programmes and Services, services will need to become more
integrated and have a holistic approach to meeting the multi-facetted health, economic and
social needs of people with serious mental illness. Sub-acute services are well placed within
the continuum of care to support people in their psychosocial recovery by working
individually with clients on their specific needs. The effectiveness of this type of service, as
demonstrated by the findings reported in this thesis, coupled with the increasing use of and
user-preference for residential services, provide a powerful argument for PHNs to incorporate

210
this type of service within their integrated service delivery model. At a grass roots level, it is
essential that case managers and inpatient staff identify and refer clients who would benefit
from the tailored support offered by a sub-acute residential service, and that there is
encouragement for NGOs and other service providers to develop and expand such service
provision.
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Ethical Approval for Follow-up Study – University of Canberra

Professor Debra Rickwood
Professor of Psychology
Centre for Applied Psychology
University of Canberra ACT 2601
Charnel Slater
Ethics and Compliance Officer
Human Research Ethics Committee
1D88
University of Canberra ACT 2601
2 August 2012

Re: Amendment to Protocol 10-12
Dear Ms Slater
I wish to make an amendment to the research project entitled ACT Step-Up Step-Down mental
health service and recovery – Protocol 10-12.
After discussion with the Step-Up Step-Down organisation, it has been decided that it would be
preferable to follow up clients of the service, three months after they have exited the program, in
order to gain an understanding of the longer-term benefits of participation in the program.
To do this, we are seeking approval from the HREC to contact participants by phone, with their
consent, three months after they exit the program, to ask them to complete some questions either
over the phone or in person.
Participants will be asked the questions from two well-known questionnaires that are used in mental
health research in Australia. The Behaviour and Symptom Identification Scale – 32 (BASIS 32) is
routinely used by the Step-Up Step-Down service. Within the current research protocol, participants
complete this questionnaire at entry into and exit from the service. This is a self-report, 32 item
questionnaire asking participants their perception of how they are coping with a range of day to day
activities and their current mood and level of symptoms. A copy of the questionnaire is attached.
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Secondly, participants will be asked to complete the Assessment of Quality of Life (AQoL) 8
dimension scale (Richarson, Khan & Iezzi, 2010). This is a 35 item self-report questionnaire with
questions covering various domains of quality of life, including relationships, mental health, coping,
self-worth and happiness. The AQol was developed in consultation with the World Health
Organisation, by researchers at the Centre for Health Economics, Monash University. This
questionnaire is widely used in mental health research (Goldney, Fisher, Dal Grande, & Taylor, 2004;
Herrman, Hawthorne, & Thomas, 2002)., and other domains such as quality of life after illness or
injury (Busija et al., 2011; Hawthorne, Gruen, & Kaye, 2009; Tyedin, Cumming, & Bernhardt, 2010,
Watson, Ozanne-Smith, & Richardson, 2005) and health economics (Hawthorne, Cheok, Goldney, &
Fisher, 2003). A copy of the questionnaire is attached.
Finally, participants will be asked two open-ended questions, and their responses will be noted,
“What is not going well for you?” and “What is going well?”
An amended Participant Information Sheet and Consent Form is attached, with this additional
opportunity for involvement included as a fifth area of involvement in the evaluation, highlighted in
yellow. For those participants who consent to being involved in this part of the research project,
more details will be provided to them about the additional questionnaires during their interview
with the researcher. When those participants who have consented to being involved in the followup questionnaires are contacted three months after their exit from the service, they will again be
asked if they are still willing to be involved in this part of the project.
Would you please consider this amendment to protocol, and advise if it is approved or if more
details are required. Once approval is granted from the University of Canberra HREC, approval for
this amendment will then be sought from ACT Health Human Research Ethics Committee.
Yours sincerely
Debra Rickwood

From: Hendryk.Flaegel on behalf of Human Ethics Committee
Sent: Tuesday, 7 August 2012 11:22 AM
To: Debra.Rickwood; Human Ethics Committee
Subject: RE: Amendment to Protocol 10-12

Dear Debra,
Your request has been approved subject to re-wording point 5 in the Participant Information Form
and its corresponding Consent Form. Please mention in more detail that the follow-up phone call will
comprise some standard questions and also some open ended questions on what is and what is not
going well for you.
Please do not hesitate to contact me if you require any further information.
All the best,
Hendryk
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Ethical Approval for Follow-up Study – ACT Health
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Ethical Approval for Case Study – University of Canberra
Professor Debra Rickwood
Professor of Psychology
Centre for Applied Psychology
Faculty of Health
University of Canberra ACT 2601
Email:
debra.rickwood@canberra.edu.au
Hendryk Flaegel
Ethics and Compliance Officer
University of Canberra ACT..2601
Email: hendryk.flaegel@canberra.edu.au
31 October, 2013

Re: Amendment to Protocol 10-12
Dear Mr Flaegel
I write to request approval for an amendment to the protocol for the research project entitled ACT
Step-Up Step-Down mental health service and recovery – Protocol 10-12.
I am seeking your approval to incorporate the publication of a case study of a participant in the
study.
The justification for wanting to incorporate a case study into the research protocol is that through
the research so far it has become evident that many clients of the Step-Up Step-Down service have
multiple stays at the residential service as part of their ongoing recovery journey. One such client
has been admitted into the service three times during the course of the research project, and on
each occasion has consented to being involved in the program evaluation research and actively
contributed to this evaluation. The information she has provided gives a rich account of one person’s
experience with a mental illness and her changing perspective on what recovery means to her and
how she will realistically attain this. This personal account would be of interest to the international
community involved in mental health recovery research, and contribute new knowledge to the
understanding of recovery.
The case study would be written from information already provided through the currently approved
research protocol, undertaken through semi-structured interviews with the client on three different
occasions, throughout the period of data collection for this project. No additional data or
information would be sought from the client or from the Step-Up Step-Down service. The only
additional element to being involved in a case study is an additional consent process. The client
would be asked for her consent for the case study, and be told that the case study would be written
in such a way as to not identify her. The client would have the opportunity to read the manuscript of
the case study before it is submitted for publication and provide feedback on this. It will be
explained to the client verbally, and in the information sheet, that it would be her decision to have
the case study submitted for publication, and that she is under no obligation to agree to its
publication. She would also be told that her decision to consent or not to consent will not affect any
current or future services she may receive from Step-Up Step-Down.
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If the client agrees to consider the case study for publication, after she has had the opportunity to
provide feedback on the manuscript, she would be given a $100 gift voucher, in recognition of the
time she has spent considering the publication of the case study. She would receive this voucher
regardless of her giving consent or not giving consent. The client would not be told of the gift
voucher prior to reading the case study manuscript, as the gift voucher is not intended to be an
inducement for her consent for the publication of the case study. The client would be encouraged to
have her case manager or a Step-Up Step-Down staff member with her when she reads the
manuscript and considers whether to consent to its publication.
An amended Participant Information Sheet and Consent Form are attached.
Would you please consider this amendment to protocol, and advise if it is approved or if more
details are required.
Yours sincerely
Debra Rickwood
From: Hendryk.Flaegel on behalf of Human Ethics Committee
Sent: Tuesday, 26 November 2013 2:14 PM
To: Debra.Rickwood
Cc: Human Ethics Committee
Subject: RE: Amendment to Protocol 10-12

Dear Debra,
I am happy to advise that your request below has been approved.
All the best,
Hendryk
From: Debra.Rickwood
Sent: Sunday, 24 November 2013 5:14 PM
To: Hendryk.Flaegel
Subject: Amendment to Protocol 10-12
Dear Hendryk,
Attached is a request for approval for an amendment to protocol 10-12.
Please let me know if you need further information, or if you need this provided in a different format.
best regards,
Debra
Debra Rickwood PhD FAPS
Professor of Psychology
Room 12D11
Faculty of Health, University of Canberra ACT 2601
E: Debra.Rickwood@canberra.edu.au
P: 61 2 6201 2701
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Appendix B
Participant Information Sheet – Main Study
Participant Information Form – Clients
Project Title
ACT Step-Up Step-Down mental health service and recovery

Researcher
Professor Debra Rickwood
Psychology, Faculty of Health, University of Canberra ACT 2601
Ph: 6201 2701
Email: debra.rickwood@canberra.edu.au

Project Aim
The aim of this research is to investigate the impact of the ACT Step-Up Step-Down service on the
experience and recovery of clients, and their families and carers.

Benefits of the Project
The information gained from the research will be used to inform the Mental Illness Foundation and
the wider community regarding the value of step-up step-down services in mental health service
delivery.

General Outline of the Project
Mental Illness Fellowship and Mental Health ACT are committed to investigating whether the ACT
Step-Up Step-Down service program is achieving its aims and effectively filling a gap in service
delivery within the ACT. They have invited an independent researcher from the University of
Canberra, Debra Rickwood, to undertake research into the service. This research will investigate the
experience of clients, and their families and carers, and the effect of the service on client recovery.

Participant Involvement
Clients who agree to participate in the research will be asked to:
1) Allow the service to provide information from their clinical records regarding symptoms,
rehabilitation and recovery to the researcher to determine level of need and change over
time. (More information about the exact nature of information that will be provided to the
researcher can be obtained by asking your case manager or the researcher to explain the
details.)
2) Complete a questionnaire on their recovery environment. This questionnaire will be
provided to clients in paper format and returned to the researcher in a sealed envelope. The
questionnaire is quite lengthy, but clients are able to fill it in at their leisure in their own
time.
3) Participate in an interview with the researcher at a time that is convenient. The interview
will take about one hour and be audio-taped with the client’s permission. The interview will
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ask the client about their experience of the service and how it has affected their recovery. A
transcript of the interview may be requested for checking.
4) Allow your significant family member/carer to be interviewed by the researcher to
determine their experience of the service.
Participation in the research is completely voluntary and clients may, without any penalty, decline to
take part or withdraw at any time without providing an explanation, or refuse to answer a question.
Clients may choose to participate in some or all of the four research components. Note that while it
will be evident to the Mental Illness Fellowship program whether a client agrees to participate in the
research or not, this will have no effect on the service provided at any time. While the Fellowship
values and encourages participation, it respects the right of clients to choose not to participate in
research.
The only potential risks to participation relate to privacy and confidentiality. Please be assured that
all the data collected from clients will be stored securely and only accessed by the researcher. Great
care will be taken to ensure that any reports of the data do not identify any individual or their
circumstances.

Confidentiality
Only the researcher will have access to the individual information provided by clients. Privacy and
confidentiality will be assured at all times. The research outcomes will be provided in a report to
Mental Illness Fellowship and may be presented at conferences and written up for publication.
However, in all these reports, the privacy and confidentiality of individuals will be protected.

Anonymity
Due to the need to collect personal and health information from clients, it is not possible for the
research to be anonymous. However, please be assured that all reports of the research will contain
no information that can identify any individual and all information will be kept in the strictest
confidence.

Data Storage
The information collected will be stored securely on a password protected computer throughout the
project and then stored at the University of Canberra for the required five year period after which it
will be destroyed according to university protocols.

Ethics Committee Clearance
The project has been approved by the ACT Health Human Research Ethics Committee (Protocol No.
xx), the Committee for Ethics in Human Research of the University of Canberra (Protocol No. 10-12)
and the Mental Illness Fellowship.

Queries and Concerns
Queries or concerns regarding the research can be directed to the researcher, Debra Rickwood,
whose contact details are at the top of this form. She welcomes answering any queries. You can also
ask your case worker any questions.
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Participant Consent Form – Main Study
Consent Form - Clients
Project Title
ACT Step-Up Step-Down mental health service and recovery

Consent Statement
I have read and understood the information about the research. I am not aware of any
condition that would prevent my participation, and I agree to participate in this project. I
have had the opportunity to ask questions about my participation in the research. All
questions I have asked have been answered to my satisfaction.
Please indicate whether you agree to participate in each of the following parts of the
research (please indicate which parts you agree to by putting a cross in the relevant
box):



Allow the service to provide my clinical records to the researcher.



Complete a questionnaire on my recovery environment.



Participate in an interview with the researcher.



Agree to my family member/carer being invited to participate in an interview.

Name: (please print) __________________________Date: ______________
Witness: (please print) ________________________Date: ______________
Signature (Participant) ________________________
Signature (Witness) __________________________
Signature (Investigator) _______________________
A summary of the research report can be forwarded to you when published. If you would
like to receive a copy of the report, please include your mailing (or email) address below.
Name…………………………………………………………………………….…………….....……….

Address………………………………………..……………………………………….…………………..

……………………………………………………………………………………………….....………………
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Participant Information Sheet – Incorporating Follow-up Study
Participant Information Form – Clients
Project Title:
ACT Step-Up Step-Down mental health service and recovery

Researcher
Professor Debra Rickwood
Psychology, Faculty of Health, University of Canberra ACT 2601
Ph: 6201 2701
Email: debra.rickwood@canberra.edu.au

Project Aim
The aim of this research is to investigate the impact of the ACT Step-Up Step-Down service on the
experience and recovery of clients, and their families and carers.

Benefits of the Project
The information gained from the research will be used to inform the Mental Illness Foundation and
the wider community regarding the value of step-up step-down services in mental health service
delivery.

General Outline of the Project
Mental Illness Fellowship and Mental Health ACT are committed to investigating whether the ACT
Step-Up Step-Down service program is achieving its aims and effectively filling a gap in service
delivery within the ACT. They have invited an independent researcher from the University of
Canberra, Debra Rickwood, to undertake research into the service. This research will investigate the
experience of clients, and their families and carers, and the effect of the service on client recovery.

Participant Involvement
Clients who agree to participate in the research will be asked to:
1) Allow the service to provide information from their clinical records regarding symptoms,
rehabilitation and recovery to the researcher to determine level of need and change over
time. (More information about the exact nature of information that will be provided to the
researcher can be obtained by asking your case manager or the researcher to explain the
details.)
2) Complete a questionnaire on their recovery environment. This questionnaire will be
provided to clients in paper format and returned to the researcher in a sealed envelope. The
questionnaire is quite lengthy, but clients are able to fill it in at their leisure in their own
time.
3) Participate in an interview with the researcher at a time that is convenient. The interview
will take about one hour and be audio-taped with the client’s permission. The interview will
ask the client about their experience of the service and how it has affected their recovery. A
transcript of the interview may be requested for checking.
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4) Allow your significant family member/carer to be interviewed by the researcher to
determine their experience of the service.
5) Agree to being contacted by phone, by the researcher, approximately 3 months after you
leave Step Up Step Down, and answer questions on how you are feeling and how you are
coping.
Participation in the research is completely voluntary and clients may, without any penalty, decline to
take part or withdraw at any time without providing an explanation, or refuse to answer a question.
Clients may choose to participate in some or all of the four research components. Note that while it
will be evident to the Mental Illness Fellowship program whether a client agrees to participate in the
research or not, this will have no effect on the service provided at any time. While the Fellowship
values and encourages participation, it respects the right of clients to choose not to participate in
research.
The only potential risks to participation relate to privacy and confidentiality. Please be assured that
all the data collected from clients will be stored securely and only accessed by the researcher. Great
care will be taken to ensure that any reports of the data do not identify any individual or their
circumstances.

Confidentiality
Only the researcher will have access to the individual information provided by clients. Privacy and
confidentiality will be assured at all times. The research outcomes will be provided in a report to
Mental Illness Fellowship and may be presented at conferences and written up for publication.
However, in all these reports, the privacy and confidentiality of individuals will be protected.

Anonymity
Due to the need to collect personal and health information from clients, it is not possible for the
research to be anonymous. However, please be assured that all reports of the research will contain
no information that can identify any individual and all information will be kept in the strictest
confidence.

Data Storage
The information collected will be stored securely on a password protected computer throughout the
project and then stored at the University of Canberra for the required five year period after which it
will be destroyed according to university protocols.

Ethics Committee Clearance
The project has been approved by the ACT Health Human Research Ethics Committee (Protocol No.
ETH.4.11.056), the Committee for Ethics in Human Research of the University of Canberra (Protocol
No. 10-12) and the Mental Illness Fellowship.

Queries and Concerns
Queries or concerns regarding the research can be directed to the researcher, Debra Rickwood,
whose contact details are at the top of this form. She welcomes answering any queries. You can also
ask your case worker any questions.
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Participant Consent Form – Incorporating Follow-up Study
Consent Form - Clients
Project Title
ACT Step-Up Step-Down mental health service and recovery

Consent Statement
I have read and understood the information about the research. I am not aware of any
condition that would prevent my participation, and I agree to participate in this project. I
have had the opportunity to ask questions about my participation in the research. All
questions I have asked have been answered to my satisfaction.
Please indicate whether you agree to participate in each of the following parts of the
research (please indicate which parts you agree to by putting a cross in the relevant
box):



Allow the service to provide my clinical records to the researcher.



Complete a questionnaire on my recovery environment.



Participate in an interview with the researcher.



Agree to my family member/carer being invited to participate in an interview.



Agree to being contacted by phone, approximately 3 months after leaving Step
Up Step Down, to answer questions on how you are coping since leaving the
service.
Please provide a contact phone number ________________________________

Name: (please print) __________________________Date: ______________
Witness: (please print) ________________________Date: ______________
Signature (Participant) ________________________
Signature (Witness) __________________________
Signature (Investigator) _______________________
A summary of the research report can be forwarded to you when published. If you would
like to receive a copy of the report, please include your mailing (or email) address below.
Name…………………………………………………………………………….…………….....……….
Address………………………………………..……………………………………….…………………..
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Participant Information Sheet - Case Study

Participant Information Form – Client Case Study

Project Title:
ACT Step-Up Step-Down mental health service and recovery

Researcher
Professor Debra Rickwood
Psychology, Faculty of Health, University of Canberra ACT 2601
Ph: 6201 2701
Email: debra.rickwood@canberra.edu.au

Project Aim
The aim of this research is to investigate the impact of the ACT Step-Up Step-Down service on the
experience and recovery of clients, and their families and carers.

Case Study
As part of the evaluation of the Step-Up Step-Down service, the researchers would like to write an
article about your experiences in the Step-Up Step-Down program. The article (case study) will
describe your experience of the service in assisting you in your ongoing recovery, and will be based
on your interview responses from the interviews you have had regarding the evaluation of the
service. The case study will be sent to an international journal to be considered for publication.
You will have the opportunity to read the case study article before it is submitted to the journal for
publication, and you will be able to make suggestions for changes to the article. You will have the
final say on whether the article is submitted to the journal. You will be able to have a Step-Up StepDown staff member or other advocate read the article with you, and have the opportunity to discuss
the article with this person, before making a decision on the submission of the article.
The only potential risk to participation in this case study relates to your privacy and confidentiality.
Please be assured that every effort will be made to not identify you in the case study, and any
information that you have provided in the interviews that could allow for your identification, will not
be used in the case study. The information you have provided in the interviews will be stored
securely and only accessed by the researcher.
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Data Storage
The information collected will be stored securely on a password protected computer throughout the
project and then stored at the University of Canberra for the required five year period after which it
will be destroyed according to university protocols.

Ethics Committee Clearance
The project has been approved by the ACT Health Human Research Ethics Committee (Protocol No.
ETH.4.11.056), the Committee for Ethics in Human Research of the University of Canberra (Protocol
No. 10-12) and the Mental Illness Fellowship.

Queries and Concerns
Queries or concerns regarding the research can be directed to the researcher, Debra Rickwood,
whose contact details are at the top of this form. She welcomes answering any queries. You can also
ask your case worker or Step-Up Step-Down staff any questions. Your decision to consent to this
case study or to not consent will not affect any current or future access to the Step-Up Step-Down
service.
We thank you for taking the time to consider consenting to the researchers writing this case study.
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Participant Consent Form - Case Study

Consent Form - Clients
Project Title
ACT Step-Up Step-Down mental health service and recovery

Consent Statement

I have read and understood the information about the case study that will be written as
part of this research. I am not aware of any condition that would prevent my
participation, and I agree to participate in this project. I have had the opportunity to ask
questions about my participation in the research. All questions I have asked have been
answered to my satisfaction. I understand that I will have the opportunity to read the
case study and provide feedback, before the case study is submitted to a journal for
publication.

Name: (please print) __________________________Date: ______________
Witness: (please print) ________________________Date: ______________
Signature (Participant) ________________________
Signature (Witness) __________________________
Signature (Investigator) _______________________
A copy of the case study can be forwarded to you when published. If you would like to
receive a copy of the article, please include your mailing (or email) address below.
Name…………………………………………………………………………….…………….....……….

Address………………………………………..……………………………………….…………………..

……………………………………………………………………………………………….....………………
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Participant Reimbursement Form - Case Study

Receipt of remimbursement
Project Title
ACT Step-Up Step-Down mental health service and recovery

I have received a gift voucher for Woolworths, valued at $100.
This is a reimbursement for the time I have spent reading the case study, and I
understand that I will still receive this reimbursement, regardless of whether I consent to
the case study being submitted to the journal.

Name: (please print) __________________________Date: ______________
Witness: (please print) ________________________Date: ______________
Signature (Participant) ________________________
Signature (Witness) __________________________
Signature (Investigator) _______________________
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Appendix C
Measures Used in Component 3: Assessment of Clinical Outcomes
Choice of measures used in Assessment of Clinical Outcomes
In Australia, mental health service outcome measures are specified by the Federal
Government, in the Mental Health National Outcomes and Casemix Collection (Department
of Health, 2015b), and services are required to include one client self-report outcome
measure. States and territories can use either the Mental Health Inventory (Veit & Ware,
1983) or the Behaviour and Symptoms Identification Scale (Basis-32; Eisen, Dill, & Grob,
1994) or Kessler-10 Plus (K-10+; Kessler et al., 2002). The two measures that have been
most often adopted by states and territories are the Basis-32 (used in Victoria, Tasmania, and
Australian Capital Territory) and the K10+ (New South Wales, Northern Territory, South
Australia and Western Australia).
The Mental Health National Outcomes and Casemix Collection (Department of Health,
2015b) specifies the routine administration to inpatients and clients of community mental
health services of the Health of the Nations Outcome Scale (HoNOS; Wing et al., 1998),
assessing symptoms in the previous two weeks, and Life Skills Profile-16 (LSP-16; Rosen,
Trauer, Hadzi-Pavlovic, & Parker, 2001), assessing more general functioning in the previous
few weeks. The implementation of the national outcome reporting of mental health services
has resulted in some jurisdictions embedding these outcome measures into their service
protocols, involving their administration at triage, assessment, review, and discharge (Pirkis,
Burgess, Coombs, et al., 2005).
In the current research, the measures selected for the assessment of clinical outcomes
were those specified under the Mental Health National Outcomes and Casemix Collection
(Department of Health, 2015b) to be routinely administered at community mental health
services. Self-report assessments of symptoms and functioning were obtained using the
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Basis-32 and clinician assessments of outcomes were measured using the HoNOS and LSP16. A description of these measures and an overview of their psychometric properties is
provided and a summary of the Assessment of Quality of Life 8 dimension scale, which was
administered to clients participating in the follow-up phase of the research.
Behaviour and Symptom Identification Scale - 32
Clients’ personal assessment of their current symptoms and level of psychosocial
functioning was ascertained using the Behaviour and Symptom Identification Scale – 32
(Basis-32). The Basis-32 is a self-report measure of the major symptoms and functioning
difficulties experienced by people with a mental illness, over the previous two weeks (Eisen,
1996). Each of the 32 items is assessed on a five-point scale, with response options ranging
from ‘No difficulty’ to ‘Extreme difficulty'. The scale covers a range of domains including
managing daily life, clinical and physical symptoms, drug and alcohol use, and satisfaction
with life, with higher scores indicating problems in the area. The Basis-32 has five subscales,
each of which has been found to have good internal reliability (Cronbach’s alpha): relation to
self/others (r = 0.89); depression/anxiety (r = 0.87); daily living/role functioning (r = 0.88);
impulsive/addictive behaviour (r = 0.65); and psychosis (r = 0.66); and a total symptoms and
functioning scale (r = 0.95) (Eisen, Wilcox, Leff, Schaefer, & Culhane, 1999).
Pirkis, Burgess, Kirk, et al. (2005) in their review of instruments included in the
National Outcomes and Casemix Collection report that the Basis-32 has undergone extensive
psychometric assessment and report that the scale has high internal consistency across
inpatient and community settings. The Basis-32 has been found to correlate well with the
Brief Psychiatric Rating Scale (BPRS; Overall & Gorham, 1962) (Klinkenberg, Cho, &
Vieweg, 1998) and the HoNOS (Stedman, Yellowlees, Mellsop, Clarke, & Drake, 1997),
although it has been found to be negatively correlated with the LSP-16 (Stedman et al.,
1997). Mental health service users have reported that the majority of the questions contained

270
in the Basis-32 are important and relevant to them and useful as an outcome measure
(Stedman et al., 2000). The scale has been identified as a useful measure of a person’s own
assessment of their level of symptoms and functioning, particularly as it has demonstrated
good sensitivity to change over repeat administrations (Doerfler, Addis, & Moran, 2002).
Health of the Nations Outcome Scale.
The service provider’s assessment of change in symptoms was provided by the Health
of the Nations Outcome Scale (HoNOS) that is routinely administered in mental health
services in the ACT at admission and exit. Service providers have given positive reports of
the HoNOS as an outcome measure in mental health services (Stedman et al., 2000).
The HoNOS is a 12-item scale administered by service providers to assess the health
and social functioning of people with severe mental illness (Wing et al., 1998). Responses to
items are on a five-point scale with response options ranging from ‘No problem of this kind
during the period rated’ to ‘Serious problem’. The scale covers a range of domains including
disruptive behaviour, cognitive problems, drug use, and problems with mood, hallucinations
and delusions. Higher scores on an item indicate the client is experiencing problems in this
area. The HoNOS total score is an overall measure of health and social functioning and four
subscales cover the domains of behaviour, impairment, symptoms and social functioning.
The scale has moderately high internal consistency of Cronbach alphas between 0.59 and
0.76 (Pirkis, Burgess, Kirk et al., 2005), good inter-rater reliability (r = 0.86) and convergent
validity with the BPRS (r = 0.84) and Role Functioning Scales (r = 0.65) (Wing et al., 1998).
A review of studies examining the psychometric properties of the HoNOS (Pirkis,
Burgess, Kirk, et al., 2005) found that the measure has good content, concurrent (with other
clinician-rated scales) and predictive validity, although concordance with client-rated
measures is poor and variable across domains. A few studies have examined the test-retest
and inter-rater reliability of the measure and have found these to be fair to moderate, although
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agreement is poor on specific items such as cognitive problems, problems with depressed
mood, mental and behavioural problems, and relationships. Studies have demonstrated
(Pirkis, Burgess, Kirk, et al., 2005) that the HoNOS can detect changes over time when
compared with clinician assessments and other outcome measures such as the Global
Assessment Scale (Endicott, Spitzer, Fleiss, & Cohen, 1976) and BPRS.
Life Skills Profile – 16.
The service provider’s assessment of changes in life skills functioning was ascertained
using the Life Skills Profile – 16 (LSP-16), a 16-item measure of aspects of functioning over
preceding weeks (Rosen et al., 2001). An examination of service providers’ opinions of the
LSP-16 found that the majority of respondents found it was a useful outcome measure in their
mental health service with the questions relevant to assessing outcomes for their clients and
people with mental illness in general (Stedman et al., 2000).
Items on the LSP-16 emphasise the presence of life skills, rather than focussing on the
lack of such skills. It is completed by case managers or clinicians, using a five-point scale,
with response options ranging from ‘No difficulty’ to ‘Quite a bit of difficulty’; higher scores
on an item indicate the client is experiencing difficulties in that particular area. The LSP-16
correlates highly with the full 39-item version of the Life Skills Profile (Rosen, HadziPavlovic, & Parker, 1989), on all four subscales (withdrawal, r = 0.84; antisocial, r = 0.94;
self-care, r = 0.95; and compliance, r = 1.00) and the total scale (r = 0.95) (Rosen et al.,
2001).
In a review of several studies that have used the LSP-16, Parker, Rosen, Emdur, and
Hadzi-Pavolvic (1991) found the scale has a high test-retest reliability and good inter-rater
reliability when completed by clinicians and residential carers. This scale is routinely
administered as an outcome measure, however, there are limitations that should be
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acknowledged. This shortened version of the Life Skills Profile-39 does not include the
Bizarre subscale that assesses psychotic symptoms (Rosen et al., 2001) and is, therefore,
limited in its ability to detect impairment that is related to positive psychotic symptoms.
There is also concern that the scale may not adequately assess all population groups. In a
large sample assessment of the performance of the LSP-16 as a routine outcome measure of
mental health services in New Zealand (Eagar, Trauer, & Mellsop, 2005), the scale was found
to correlate well with the HoNOS. However, males scored significantly worse than females
on all but one item, and older people scored significantly worse on the self-care subscale.
The authors caution that the instrument needs to be complemented with other measures of
functioning, including client-completed measures.
Assessment of Quality of Life 8 Dimensions scale (AQoL-8D).
Client reports of their quality of life were assessed using the Assessment of Quality of
Life 8 dimension scale (AQoL-8D), a 35 item questionnaire with respondents answering
items according to the previous week (Richardson, Khan, & Iezzi, 2009). Items cover
various domains of quality of life, with between four and six answer options for each item,
specific to the domain being assessed. The AQoL-8D covers eight dimensions of everyday
living: three physical dimensions - independent living, pain, and senses; and five
psychological dimensions - mental health, happiness, coping, relationships, and self-worth.
The scale also provides two overall scores of mental and physical health. Scores for each
subscale and the overall mental and physical health scales range between zero and one, with
lower scores indicating poorer health-related quality of life and scores closer to one
indicating a better health-related state. The subscales and total AQoL-8D score are
significantly correlated with the Personal Well-being Index (Richardson et al., 2009), and the
total score is highly correlated (r = 0.90) with the full version of the AQoL (Hawthorne,
2009).
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Appendix D
Measure Used in Component 4: Assessment of Recovery Environment
To evaluate the recovery environment, participants completed the Recovery Enhancing
Environment Measure (REEM; Ridgway & Press, 2001). The REEM was designed to
measure the recovery orientation of a mental health service, according to the service’s
performance in delivering 24 elements that were identified by service users as being
important aspects of recovery. The REEM is a 164 item self-report questionnaire, addressing
different facets of the recovery environment, including personal experience of the mental
health service, the organisational climate of the service and recovery markers that are present
in a person’s life. The UK version of the scale, the Developing Recovery Enhancing
Environments Measure, has been used by mental health services to assess their effectiveness
in providing a recovery-based program, enhancing collaboration between the service and
service users and providing a platform for planning service improvements (Corlett & Miles,
2010).
The three sections of the questionnaire used in this study cover demographic data,
elements of recovery and the organisational climate of the service. The elements of recovery
subscale comprises 24 sets of performance indicators, with each set including four items
focussing on an element of recovery. All items are responded to on a 5-point Likert scale
(Strongly agree to Strongly disagree). Respondents firstly rate the importance of each
element and secondly the performance of the service in three areas related to this element.
The importance scores are determined from the single item for each element while the
performance scores are computed by averaging the scores for the three items of service
delivery for each element. Scores for each element range from one to five, with lower scores
indicating this element is rated as important, or that the service is performing well in this

274
aspect of service delivery. The elements of recovery subscales have good internal
consistency, with Cronbach’s alphas ranging from 0.72 to 0.87 (Ridgway, 2005).
The organisational climate section is comprised of 14 items that address a range of
aspects of the service that have been identified as resilience-enhancing factors. Response
options are on a 5-point Likert scale (Strongly agree to Srongly disagree) and the
organisational climate score is computed by averaging scores for all the items in the subscale.
The total score ranges from one to five, with lower scores indicating a more positive
organisational climate. The organisational climate subscale has good internal consistency,
with a Cronbach’s alpha of 0.97 (Ridgway, 2005).
Staff completed a modified version of the REEM including only the elements of
recovery and organisational climate sections. Items were reworded to ask the question from a
service provider’s perspective. Subscale scores were computed and interpreted as for the
client version.
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Appendix E
Semi-structured Interview Questions used in Component 5
1)
2)
3)
4)
5)
6)
7)
8)
9)
10)

Tell me about your general experience while in SUSD service.
In what ways has the service affected your recovery?
What aspects of the service are particularly important for recovery?
What aspects are not important for recovery?
How does being here compare with the inpatient unit?
How does being here compare with your usual living arrangements in the community?
How do you think the service has affected your family/carer (if relevant)?
What have been the best features of the service?
What needs improvement?
Do you have any other comments to help improve the service for other clients?

