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Introduction
The Complex Rehabilitation Project is an initiative by the West Yorkshire and Harrogate
Integrated Care System (ICS). The ICS is a partnership of commissioners and health providers
tasked by NHS England to work more collaboratively and efficiently to improve care
services. This project covers Bradford, Calderdale, Kirklees, Leeds and Wakefield.
The Complex Rehabilitation Project’s aim is to use co-production techniques to provide
consistent models of care. The intention is to provide clear complex rehabilitation pathways
for people currently using predominantly independent; out of area locked rehabilitation
beds, which are often placed far from home. The project includes patients being considered
for complex rehabilitation (previously known as locked rehabilitation) and not those
currently using forensic or open rehabilitation services.
The project team consists of a partnership between mental health professionals from
within the ICS, including mental health nurses, care co-ordinators, commissioners and
managers working alongside co-production leads from the mental health charity
Touchstone, giving the team a breadth of clinical and non-clinical experience.
Key objectives of the project are:







better understanding of patient’s needs to improve care and quality of life;
enable more effective use of resources;
improve consistency of intervention outcomes;
provide effective rehabilitation pathways;
reduce inequalities in the care system;
analyse effects of out-of-area care.

The project involves interviews with 103 service users. These are registered with a GP
surgery within the geographic footprint of West Yorkshire and Harrogate ICS. They are
currently being cared for in both NHS and Private Health Care hospitals across West
Yorkshire and in other out-of-area private healthcare providers around the country.

Background
This project has arisen from concerns around outcomes for complex rehabilitation service
users, most notably around the practice of ‘out of area placements’ where service users can
feel ‘dislocated’ from their geographic home. It is independent sector beds that tend to be
the ones which are further from home with longer periods of stay and higher placement
costs (“Care Quality Commission,” 2017).
Other areas of concern include high levels of substance misuse, high levels of physical ill
health, and high rates of mortality among complex rehabilitation service users. The national
picture shows a significant variation in outcomes of current rehabilitation models.
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These challenging findings mirror the well-known health inequalities for people in complex
rehabilitation care which include 20 year shorter life expectancy, an employment rate that is
67 percentage points lower than the overall rate, inequalities in social isolation and the
ability to live independently with or without support (Makurah, 2018).
This project will help to consider how better to support of people who are currently cared
for in long-term, restrictive rehabilitation inpatient settings and how they might be better
supported closer to home and were possible in the community.
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Co-production – What it is and how it can help?
“…delivering public services in an equal and reciprocal relationship between professionals,
people using services, their families and their neighbours” (Boyle and Harris, 2009).
“The system that supports people experiencing multiple disadvantages to be involved in all
decisions that affects them at every stage” (“MEAM,” 2019).
To address this co-production aims to aid the transformation of public services by creating
equal partnerships between professionals and service users, making them more effective,
efficient and sustainable. It treats them as equal players in the system and gives them
ownership and responsibility.
Co-production has been an integral tool within this project, ensuring the voices of people
receiving complex rehabilitation care and the carers themselves are collated so that they
can become part of the development and implementation of services going forward. They
have shared their positive and negative experiences of their care systems and their ideas for
how to improve it.
“Co-production allows me to feel involved in my care.” Holly – Service User
[Please note that all names of service users, carers and any other party have been changed
to protect confidentiality.]
A useful way to consider co-production is in terms of vertical visual representation known as
the ‘ladder of co-production’ (Fig 1.).

Fig. 1
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Co-production aims to move away from a ‘doing to’ model towards a ‘doing with’ model
with six key principles:







Equality – no one person is more important that any group or person, so everyone
has equal assets to bring to the process.
Diversity – many different types of things and people are included within the
project.
Accessibility – making sure that everyone has the opportunity to take part fully in
the activity in a way that suites best.
Reciprocity – ensuring people receive something back for putting something in.
Recognising people as assets – people are potentially a huge untapped resource.
Encouraging peer support – which can be defined as ‘involving people drawing on
shared personal experience to provide knowledge, social interaction emotional
assistance or practical help to each other, often that is in a way that is mutually
beneficial’ (“National Voices & Nesta,” 2015).
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Co-production Methodology
To gain the undiluted and authentic accounts of people currently in complex care, their
families and their carers we used:




focus groups;
face-to-face interviews;
desktop research.

Focus Groups
We had the opportunity to pilot focus groups with people using open rehabilitation services.
Within this group we were able to co-produce a mission statement for the project of:
Hand in Hand – Our Stories, Our Service.
We looked to take the learning from this focus group and transfer the new lessons learnt
into an improved methodology. This was then used to engage the people in complex locked
placements.
Room preparation: We looked to prepare the rooms we were assigned by placing art
materials and flip chart paper and pens for participants to use. We pinned up flip chart
diagrams and thought bubbles.
Introductions: We gave a preamble of who we are and what we do and what the project is
about. We shared with each group why their opinions and thoughts were so important and
that without them there would be no meaningful project or work achieved.
Question design: We started to devise questions and themes by looking at Clinical Needs
Profiling questionnaires, but realised that these were too directive for co-production
methods. Instead we developed a set of open questions to create a client centred approach.
We started each focus group the questions:







What matters to you?
What matters to you most of all today?
What matters to you about your stay here in hospital?
What matters to you about the care you receive in hospital?
What things do you like/go well about your stay?
What things do you not like about your stay here?
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Fig. 2
We returned to a group with expanded questions, depending on initial answers (fig.2), in
order to get a sense of each individual.
General facilitation: We designed sessions in ways that helped people feel comfortable
enough to share their individual stories and felt heard, valued and respected. Discussion
was allowed to flow freely but minimal input was given to manage pace and feedback
quality. We kept an informal feel so people were able to could come and go, if they felt it
became too intense, and tried to maintain a none threatening ambience, using our
interview skills to ask lots of open ended questions and prompt questions such as,
“If you feel comfortable, could you say a little bit more about what you mean by…?”
We summarised key points and thanked participants. We also notified them that we would
be writing a report which they can see and asked if we could come back and see them again
to explore their ideas further. This is in line with the double diamond (see appendix 1)
approach to keep opening up ideas and then focusing on solutions from issues raised in
discussions.
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As researchers we looked to be flexible and build rapport at any given opportunity. On
repeated visits to one ward, it was really good to accompany the service users with the
Occupational Therapist to a local café and chat informally with them.
Sessions undertaken:







3 sessions at the male NHS unit (male only ward – number of participants varied
between 3-8 people);
2 sessions at female independent unit (female only hospital – group with mainly a
diagnosis of Personality Disorder – number of participants in the sessions varied
between 4-12 people);
1 session at a male and female independent unit (the focus group did not go ahead
as anticipated and following this we changed our approach to complete 3 individual
interviews);
1 session at male independent unit (one male participant – the focus group did not
go ahead as planned. In response to service user feedback we changed our approach
to complete or an in-depth and extended interview with the service user).

Face-to-Face Interviews
Seven interviews were completed in a range of private hospitals. Interviews varied in length
from around 10 minutes to up to an hour. Issues with face to face interviews included:







the presence of hospital staff;
lack of being primed as to why we had come to see them;
having to explain what co-production was and our role;
building up trust and rapport;
limited time with the service users;
gaining consent as outsiders with no previous relationship with service users.

Desktop Research
Where people did not consent or wish to be involved in face to face meetings we reviewed
themes and anonymised information that helped us understand high level needs and
challenges or barriers to routes out of hospital. Seventy six of these were completed.
Where participants consented to share information and to have face to face consultation
meetings the project reviewed admission reports, Care Programme Approach (CPA’s) care
plans from Psychology, Occupational Health and other Mental Health Care professional
assessments. Clinicians could sift through this information for this to be analysed and the
Co-production Leads also offered suggestions of ways to enhance participants lives, create
more independence and think about other possible meaningful activities they could pursue
from the information given. Sometimes the information was historical, limited or
incomplete.
7

Key Service User Feedback: Initial Themes
What became apparent during our research was a number of shared experiences that
service users were describing. We were able to collect record and separate these
experiences into five key themes (Fig. 3). The information below attempts to look at each
of these key themes in further detail.

Fig. 3
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Loss
Loss has been a major theme which has been picked up through the research (Fig. 4). The
following information is taken from services users either directly from one to one and group
sessions, or indirectly via retrospective desk top reviews. In some instances, verbal accounts
from staff which help to describe the service user experience have been used also.

Fig. 4
i) Bereavement
Highlighted in the retrospective desk top reviews were a number of accounts of
significant bereavements in people’s lives – often in traumatic circumstances, prior
to and during their time in services.
A number of women had lost children through miscarriage or still birth which had
impacted on them substantially. In one of the patient’s records the effect of this
huge loss has been recorded by staff:
‘…how upsetting this had been for her, leading her to enter into depression and
cannabis use as a coping mechanism.’
One woman had lost her father, with staff recording:
‘…father died in [date redacted] and this was thought to have significant negative
impact on [name redacted]’s wellbeing. The team on [name redacted] Ward feels
that she has not yet dealt with her grief sufficiently.’
9

Another woman had experienced multiple losses and had never come to terms with
this, with staff recording that she:
‘…feels sad, depressed and anxious all of the time, because of the death of her
mum, dad and her nephew.’
One service user had sadly lost his not only his partner but his baby during child
birth. Another service user was the first to discover their partner’s body after they
had died. The report goes on to state that:
‘…there appears to be some trauma after a partner’s suicide.’
On one of the wards we visited a service user shared with us how his friend in the
room next door to him had had died by suicide. The service user became aware of
this loss the following day when his friend’s room was being cleaned out by staff. He
could still clearly recount the day, alongside the smell of blood mingling with
cleaning products. It was clear that this experience had impacted upon him.
Bereavement and complex grief are understandably challenging to process but this is
likely compounded by other complexities services users are faced with. In some
retrospective reviews symptoms indicative of PTSD were described such as
flashbacks and dreaming of the deceased however it was unclear if support had ever
been offered for this.
ii) Identity
In many of the retrospective desk top reviews we read there was no clarity as to
whether or not people’s cultural and spiritual needs were being acknowledged and
accommodated on the wards as there was very little or no mention of this.
Therefore it was hard to ascertain if these needs were being met on the whole.
In one of the focus group sessions however a Muslim service user shared that
historically she had not eaten following breaking fast for Ramadan, as she did not
feel able to ask staff for food outside of regular meal times. This was concerning to
hear, as in this instance, spiritual needs were clearly not being addressed.
With reference to identity, in some instances there is a shift in a person’s identity as
their environment shifts. Individuals are no longer part of their local community but
are service users within a secure inpatient setting. The expectation is that people will
have to re-adjust and re-frame their identity within this new context and accept the
new rules and regulations that follow. People can sometimes be rejected by the
community they have been moved into, as stigma surrounding mental health issues
is still very much prevalent. One service provider told us that there had been issues
between service users stood outside the hospital grounds and local school children
who had been saying derogatory things to them. This example highlights how, for
many, it could be very difficult to accept and identify with the title of ‘mental health
10

service user’ given the amount of negative connotations that still exist today in
society at large.
iii) Sense of self
When acutely mentally unwell, service users can lose touch with their sense of self
and may behave in ways in which they wouldn’t usually. One service users told us
that when she was unwell, she felt as though hospital was space in which she could
recover safely, without having to worry about how she may be perceived in the
community. Service users with cognition issues such as Dementia may also lose
touch with their sense of self and who they used to identify with being before their
illness.
iv) Home and familiar surroundings
During the project we found examples of people that had been severed from their
own cultural and religious communities, and who were unable to connect with
others in their native tongue. Creating disconnect in this way can exacerbate existing
feelings of isolation which can further negatively impact on a service user.
v) Freedom to make choices
The expectation is that service users have to adapt to the constraints of their new
environment, come to terms with, and accept the loss of their liberty. This notion
was captured following a group session with service users, whereby we asked if it
was okay if the group overran slightly. One of the responses we received was “…it’s
not like we are going anywhere.” This was a powerful reminder that service users are
limited within the choices they are able to make for themselves.
In some cases service users will be put in hospital placements against their will. We
read about a service user who did not believe that she should be detained in hospital
(a view also shared by her mum) and wanted to be discharged.
Some service users we spoke to understandably struggled to accept that they were
no longer able to come and go freely whilst in hospital. In some cases service users
would abscond from the ward or whilst they were on leave. A number of service
users agreed that measures taken following the absconsion were far too punitive
and that the process of building leave back up again took far too long. In some
instances service users only took part in ward based activities to enable them to gain
leave. In this way activities no longer held intrinsic value as they are viewed as a
means to an end, rather than an aid for long term recovery.
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vi) Friends and family
The amount of contact that service users had with friends and family varied
significantly. In some cases, service users did not wish to have contact with family
members and one felt that family members made their mental health worse. Not all
service users had the support of family and loved ones and were isolated, with one
client feeling let down and abandoned by their parents. Some mums on the ward
wished to have more access to their children and were emotionally impacted by not
seeing them as frequently. One woman, who struggled with mental health and
substance misuse issues for a number of years, had little contact with her daughter
and her upset around this had been recorded:
‘…expressed sadness concerning the twenty years where she had little contact with
her daughter and was having a chaotic lifestyle.’
A number of female service users had children which had been adopted with
seemingly no contact following this. Other than the acknowledgement of the
children being adopted, there is no further information we could find around the
impact this had on these women.
In some cases the importance of staying in an area to be close to family members
was highlighted however it was unclear how much this was factored in when
selecting rehab placements for clients. For many service users, strong positive
relationships with family were noted and in some cases staff had recognised the
importance of these and had helped to facilitate and nurture these connections.
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Positive Relationships
Alongside the theme of loss, the theme of positive relationships was highlighted also (Fig. 5).
Six specific key components were identified as essential to enable positive relationships to
be established and maintained.

Fig. 5

i) Trust – honest and open dialogue
It is necessary for staff to be mindful that some service users may struggle to speak
openly or form trusting relationships with them due to suffering from adverse
childhood experiences (ACES), attachment issues in childhood and their previous
trauma history. One psychology report noted that:
‘With regards to speaking to staff (name removed) reported that it is difficult to
speak to certain members of staff as they may not know her trauma history and she
would find this difficult to explain to them.’
Another report noted that the service user did not want to work with psychology
and worried that they were “going to get in her head.”
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One service user discussed the importance of having high quality relationships, trust
and co-operation between service users and staff, in order for a rehab environment
to work successfully. He explained that in some instances patients can be mistrusting
of staff, as they are unsure as to what has been put in their notes and were fearful of
how this could impact them at a later date, such as in a tribunal. The service user
gave the example of information that has been redacted from notes following a
request for information. The service user asked “what is it they don’t want me to
see?”
He explained that due to fear of perceived repercussions, clients avoid talking to
clinical staff and tend to talk to each other informally when they are struggling with
issues that other service users may be able to relate to. Peer support in this way has
been extremely important however although introduced, formalised peer support
groups had not really taken off on the ward. It was unclear as to why this was the
case although it was felt by the service user that the group facilitator, who had lived
experience of mental health issues, had had only limited experience of residing
within mental health establishments and therefore his experience did not feel valid
to service users who had been in rehab settings longer term.
The service user further explained that being trusted by staff to use lengthy periods
in leave in an appropriate way had been helpful for him. His role in the community as
a volunteer had given him motivation, “…a chance to say thank you” and an
opportunity to have a laugh with people. It was clear that leave was extremely
valued and helped to bridge the gap between the rehab setting and the community.
Trust issues between service users and staff were highlighted again during a
subsequent focus group. Service users expressed concerns around having an honest
discussion with professionals for fear of repercussions such, as the length of the
hospital stay being extended and leave being taken away. In CPA notes, one woman
also stated that:
“It’s hard to make progress under a section as it keeps you under authority.”
It is important to consider the power imbalance between staff and service users, and
how this can be addressed constructively in a least restrictive way to ensure that
service users feel empowered and part of their own recovery journey.

ii) Effective communication (verbal and non-verbal)
Being listened to, being kept up to date with any changes made and informing
people of the hospital rules were all highlighted as ways in which communication can
be improved between staff and service users. One focus group evaluation note read:
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“To be listened to we lead our own recovery pathway even when we meet bumps
and hurdles in our road.”
An ex-service user also highlighted the importance of staff familiarising themselves
with the service user, by reading all information available to them, to help build up a
sense of the individual and their story so far.
Effective communication and the ability to be adaptive and creative when working
alongside service users (especially for those who may not be able to express their
needs verbally, struggle with hearing or who may have different cognitive abilities or
learning difficulties), is extremely important. This fact became very evident when we
chanced upon a client during their music therapy session. The service user we met
had speech difficulties and in some instances we found it difficult to understand
what he was trying to say. He was smiling throughout his session and enjoyed
playing for us some of the music he had been practicing with his music therapist and
showed us how to sign the alphabet. Music therapy and sign language acted as a
conduit for communication and self-expression, and in this way creative modes of
communication are essential in enabling the ‘voice’ of the service user to be heard.
It was also documented in the retrospective desk top reviews that a number of
clients struggled to communicate verbally and this lead to the majority of these
service users feeling massively frustrated. In at least one instance this frustration
lead to escalations in behaviour. The following quote is taken from a client who
struggles with selective mutism. She states:
“They don’t even ask me to do anything, treat me like I don’t even exist, even ignore
what I write down on my one to one sheets. When I can’t speak I’m expected to talk
to people when I cannot communicate.”
Alternative methods of enabling clients with speech difficulties to communicate such
as the use of picture cards were offered to service users with varying degrees of
success. In some cases service users were supported by speech and language
therapists but this was not the true for all.
In the retrospective desktop reviews we found a number of service users who had
Asperger’s syndrome; however there was no clear evidence we could find of
adaptations to make communication for these individuals easier.
iii) Emotionally available – caring relationships
Service users felt that authentic, positive relationships with staff are of paramount
importance and integral to their recovery. Indicators of these were feeling heard,
15

valued and respected – all of which are essential when working alongside clients
therapeutically. Lots of comments picked up on the need for trust and “Being
listened to.” A focus group evaluation note read: “To be listened to we lead our own
recovery pathway even when we meet bumps and hurdles in our road.”
With reference to relationships with staff, some service users had excellent
relationship with staff members, with one service user stating “they make me feel
special” and “they focus on the positives.” In their previous placement this was not
the case and: “you are just a number, there is no personalisation.”
During one focus group service users noted a low staff turnover and highlighted that
they received “empathy from staff” and that “staff were supportive.” A service user
in a different focus group at a different placement touched on the varying
presentation of staff, stating that they could sometimes carry anger from home and
bring it into work and take it out on the patients.
Most service users we spoke to in the focus groups were acutely aware of the
stresses that members of the staff team were under and the general feeling was that
staff were doing the best possible job they could with the resources they had been
given. Service users acknowledged that they “do what they can” and that “staff are
really good here.”
Services users also outlined that caring relationships with other service users are
valuable and that “Friendships are important.” In one focus group service users
stated that: “[we] are all quite close” “…it’s nice to help others when they are
struggling” and “we [peers] understand more.” However in other services, some
service users had little contact with others, preferring to keep to themselves. In a
number of instances, service users had witnessed or been intimidated by the
behaviour of others on the ward and in some cases had even been attacked by
peers, which may have been a factor in service users choosing to self-isolate.
iv) Understanding the impact of medication
Psychotropic medication can have a significant impact upon cognitive functioning.
Due to the impact it can have upon levels of motivation, one service user felt that
medication should only be taken as a last resort. It was also highlighted by staff in
one focus group that due to the effects of medication (service users being sleepy)
that some opportunities to attend groups running on and off the ward earlier on in
the day were being missed. One service users described being “slower in thoughts”
and “sedated” when taking medication compared to when medication free. Another
side effect highlighted was significant weight gain. It was also noted that one service
user did not feel any therapeutic benefit from the medication prescribed.
16

v) Trauma informed care
What became extremely apparent when reading through the retrospective desk top
reviews was the sheer amount of traumatic experiences a number of service users
had endured during their lifetime (with some service users surviving multiple
traumatic experiences).
Examples of these include:















The death of children (inclusive of miscarriage);
The death of family members (inclusive of premature death via substance
misuse and suicide);
Sudden death of friends (inclusive of suicide, with one service user losing a
friend on the ward);
Death of partners (inclusive of during childbirth);
Sexual abuse from family members, foster carers and peers outside of the
hospital setting (taking places at different stages of life, from childhood to
adulthood);
Physical abuse from family members, strangers and peers on the ward;
Victims of domestic violence (inclusive of watching domestic violence take
place during childhood);
Adverse childhood experiences (inclusive of finding a family member dead);
Separation of parents;
Racial abuse;
Sexual exploitation;
Chronic neglect;
Physical restraint within services with one service user stating that he has
been “manhandled” in the past.

We felt that it was immensely important to acknowledge people’s trauma histories
and bring these to the fore, in order to highlight the importance of being trauma
informed. It is necessary for staff to be mindful that service users may struggle to
speak openly or form trusting relationships with them, due to their previous trauma
history. One psychology report noted that:
‘With regards to speaking to staff [name removed] reported that it is difficult to
speak to certain members of staff as they may not know her trauma history and she
would find this difficult to explain to them.’
Within some of the retrospective desktop reviews we found evidence of service
users who historically and currently used substances in order to self-medicate to
17

manage traumatic experiences. A number of service users did not engage with
psychology however some did with one service user stating that it was good to get
things “off his chest.”

vi) Consistent approaches
Throughout their time in services (previous admissions included) service users
highlighted that consistency had been lacking in a number of ways in different areas
such as communications from staff and treatment of individuals. In some instances
inconsistent approaches from staff had led to arguments between residents. Many
service users agreed that consistency in services was important with one service user
stating that a consistent approach had been helpful for them.
In particular service users spoke about their experiences of inconsistent approaches
between day time and night time staff – with night time staff being viewed as more
restrictive. Service users were able to give a number of accounts whereby there had
been discrepancies in staff approaches. One service user spoke about how she had
been refused a glass of water after asking the evening staff for one – something
which the day staff would have had no issue with providing.
Inconsistency in a caring environment does not pertain to the notion of a secure
base within attachment theory and is something to consider going forwards. We
would suggest that working consistently with service users would enable them to
adjust to their new environments faster, as they would feel safer, more secure and
contained. If services do not hold service users stories and histories in mind they run
the risk of traumatising these people further.

18

Hopelessness vs. Hope
Whilst reviewing the retrospective desktop reviews and speaking to service users we
reflected on the following questions: How can you tell the difference between someone
feeling hopeful and someone feeling hopeless? What indicators are there for both and how
do they manifest? The below diagram (fig. 6) is an attempt to answer these questions.

Fig. 6
We found that hopeful people felt focused, with a sense of identity outside of the hospital
setting. They were often engaging with activities on and off the hospital ward and were
being supported by staff to pursue academic and vocational aspirations for example, looking
into courses of interest or voluntary work placements. They could visualise a future where
they are more than service user, have a sense of connectivity with loved ones and the
community and a sense of purpose for the future. One service user wrote: ‘I am & will be
forever grateful to the staff I have met here at [name redacted]. They have massively helped
me build confidence and given me a glimmer of hope for the future.’
The longer someone had been in services the more indicators of hopelessness there seemed
to be. For a number of service users, it seemed that there was a lack of planning and no
clear pathway out of locked rehabilitation services. In one instance a lack of carecoordinator had been a clear barrier to discharge and had delayed the whole process of
moving back into the community and ultimately impacted on the service user’s length of
stay.
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In one report it was noted that a service user felt that: “being in here is making me worse. I
am getting more anxious. I feel like I am just left to figure out how to get better on my own.”
In many cases service users were sleeping through most of the day in their bedrooms with
one service user walking up between 3.00pm-4.00pm on average. A number of service users
across the sites were bored, with one feeling as though her time spent there was nonproductive and that she was “wasting her time.” In one instance a service user was
interested in looking into further education but was uncertain of the next steps to take in
pursuing this. As mentioned previously, in some cases therapeutic activities offered on the
ward no longer held value, and were viewed as a tick box exercise in order to gain leave.
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Transitions
Below are a number of examples of the transitions that service users face whilst going
through rehab services (fig.7). Transitions throughout life can be difficult for anyone, and
are particularly hard for people with a history of trauma and those who struggle to regulate
stress. Endings can be challenging and can bring about anxiety. For one woman it was noted
that ‘…talking of discharge triggers relapse.’ It is important to ensure that sufficient time is
given to service users to adjust to change during the transitions they encounter; rushing can
be traumatising.

Fig. 7
i) Home to hospital
When people move from their homes to locked rehab placements the service user
usually loses their housing tenancy. Houses are more much more than bricks and
mortar. For the majority of people they are a safe space which contains personal
possessions, hold memories and are usually within easy access to friends, family and
the local community. Understandably even the thought of losing a home can fill
some service users with anxiety and dread.
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ii) Hospital to hospital and ward to ward
Service users discussed having to adapt to different “rules” from hospital to hospital,
sometimes unknowingly breaking these and “getting into trouble.” Another problem
is when information about work that service users have completed is not passed on.
One client stated that he had done work around his index offence in a previous
placement, however the new hospital did not have any information about this. The
result of this will be an increased length of stay for the service user.
Problems also arose when service users moved from service to service. Notes taken
from one service users consultation template state that: ‘…her experience from
CAMHS (Child and Adolescent Mental Health Services) was difficult and somewhat
traumatic in the fact that she was in ED (Eating disorder) CAMHS services and on her
transition given an adult care co-ordinator with no support (her words).’

iii) Staff to staff
Changes in staffing can impact on clients in a number of ways. In one instance it was
documented that a service user behaved aggressively following the news of his
transitional nurse leaving. This had created anxieties for the client as he was not sure
what would happen in terms of his transition out of the ward. We wondered how
much notice clients were given when the staff they had worked alongside were due
to leave the service. We also found instances of a service user struggling when new
members of staff had joined the team or when working alongside new practitioners.
One client had requested for their care-coordinator to be changed, however at the
time of writing this had still not been actioned.

iv) Medication changes
A number of clients experience a multitude of side effects of psychotropic
medication. Most commonly people complained of significant weight gain which
impact negatively on physical health, body image and self-identity. Service users also
frequently complained of drowsiness. It was apparent during our visits that there
were a substantial amount of inpatients sleeping, and therefore unable to play an
active part in their rehabilitation. A number of clients also appeared to be sedated.
One of the retrospective desktop reviews detailed how one client was “not happy”
with the side effects of clozapine, and requested for it to be changed prior to
discharge. Notes go on to state that the client stated advised ‘he will stop taking it
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and go back to smoking weed to self-medicate as it has less side effects and
problems.’

v) Peer to peer
The amount of notice service users are given when they move from place to place
can differ. In some instances when there is little notice, service users will not have
much time to adjust to this change and say goodbye to all peers on the ward and
staff involved in their care. Following the move service users have to re-build their
peer group and support network all over again.

vi) Substance use to abstinence
A high number of service users in inpatient rehab settings have substance misuse
issues. Although it is recognised that the use of illicit substances and alcohol can
impact on a service user’s mental health in a number of ways, the amount of support
which substance using service users receive is unclear. Sometimes substance
misuses issues were addressed with support such as ‘substance use enhanced
responsively groups’ and referrals being made to external drug and alcohol support
services. In some instances however, a client’s substance misuse issues were not
focused upon, with seemingly little work being done around relapse prevention and
connecting service users to external agencies for on-going support such as SMART
Recovery or AA and N/A groups. One client was worried about the temptation of
drug use and expressed a concern that if he was back in his old familiar environment
he may go back to his “old habits.”
A move to a “big city” with easy access to substances was noted as a concern for one
woman who also previously stated that the transition from services back to her local
community would be difficult and not appropriate as:
‘…if she was in contact wither old friends she would struggle to get rid of them as
they use her and can be very manipulative. [name redacted] stated she would be a
target and doesn’t feel strong enough to say no to these people.’
It was felt that a number of women with substance misuse issues could become
vulnerable to exploitation in the community if they began using substances again.
Examples of these were financially, sexually and emotionally.
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vii) Hospital to home
For a high number of service users that were to be placed back into the community it
was felt that they were extremely vulnerable due to a number of factors such as selfneglect, institutionalised behaviour, unusual beliefs, being taken advantage of by
other members of the community and substance misuse.
In at least one case, inappropriate housing placements had hindered and delayed
recovery in the past. The service user struggled with substance misuse issues, which
was well documented. She was firstly placed inappropriately in a dementia care
home, then a placement where people were drinking alcohol, followed by a bedsit
close to substance using friends, which led to her relapsing quickly.
Despite the best efforts of mental health staff it maybe that the therapeutic input is
not always robust enough to help alleviate service user’s anxieties around change.
Risk behaviours can increase prior to planned discharge dates, and talk of it alone
can feel overwhelming:
‘At this stage of the profiling, [name redacted] asked if she could return to the ward
as she finds discussing discharge planning a very triggering subject for relapse and
can escalate risks of self-harming behaviour.’
For another service user her care co-ordinator had only visited her once whilst she
was in hospital and not completed visits during home leave, which unnecessarily
increased anxieties around the discharge:
‘…is understandably anxious about the impending discharge and lack of clarity as to
what support she will be offered in the community.’
Uncertainties around discharge had led to one client subconsciously sabotaging his
placement into step down provision.
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Therapeutic Environment
The below image (Fig. 8) shows the different elements identified as important to help create
an effective therapeutic environment:

Fig. 8

i) Feeling safe
Life on the ward can become chaotic, leading some service users to retreat to their
rooms. Frequent chaotic incidents can lead to service users feeling unsafe and some
have been verbally and physically abused by peers on the ward. People who
constantly feel unsafe in their environment will struggle to recover and become
unwell again. Service users are also vulnerable from peers who in some cases may
ask them for money, display intimidating behaviours and steal their possessions such
as food. One service user felt that her current placement was “homely” and not as
“chaotic” as living in the community.
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ii) Functionality (fit for purpose): variations in facilities from provider to provider
Therapeutic and recreational spaces in rehab services were varied. The therapeutic
space provided in some rehab wards was not conducive to recovery. For example,
one ward was dimly lit by artificial lighting with limited access to direct sunlight.
Recreational spaces on this ward were very small, clinical and basic, with the décor
and objects in the room looking dated. At least two designated spaces for
therapeutic activities were cluttered with items that were no longer in use. Such
disorganised rooms could have a negative impact on therapeutic work. At one
provider service user bedrooms were small, with no en suite bathroom facilities
(which all of the other providers had). A service user later explained that this caused
issues in communal wash areas, as some service users did not clean up after
themselves and that on one occasion he had waited over an hour for staff to give
him cleaning products. When we spoke service users at this provider a number of
them were extremely unhappy about their time in services.
On the same ward, the designated outdoor space for recreational activities was
small, cluttered, neglected and dominated by secure fencing. The space felt
reminiscent of prison grounds. We were advised that in warmer months there were
opportunities for outdoor activities such as growing vegetables. However the
service users that we spoke to stated that they did not spend much time outside.
There was a bench provided for service users which would not have allowed for
many to sit outside comfortably together. Access to the recreational space was also
downstairs so service users with mobility issues would really struggle to access this
space at all.
iii) Indoor and outdoor spaces
During one of the focus groups we asked service users what they would like to see in
rehab services (Fig. 9).
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Fig. 9
Some of the things service users said they would like rehab facilities to have were:
















Cafeteria facilities – vending machines;
A nice lounge;
Hi-Fi for music;
Calming places – larger rooms (where groups to discuss current affairs could be
held);
A large plasma screen TV;
IT suite (there was only one computer shared between all service users on this
ward);
An exhibition area for art, poetry and lyrics;
Welcoming staff and decorations;
Big gardens – barbeque;
A secure suggestion box;
A smoking bay;
Pool table;
Shower and toilets in their rooms;
Flats connected to the hospital with 24 hour support from staff so that they could
get used to living in the community;
To be discharged quicker.

The service users we spoke to in one of the focus groups wanted to do “normal
things,” adding, “like being able to go to the pub to socialise, go to a restaurant, or
into town to treat yourself.” Coffee mornings were one way a service user suggested
people could come together informally on the ward. This would enable them to chat,
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discuss current affairs and to keep in the loop about what was happening on the
ward. “Getting out” and getting “fresh air” were noted as important for one service
user. For another it was highlighted in the retrospective desk top reviews that time
off the ward helped him to reduce stress and feelings of agitation.

iv) Difference in therapeutic care packages offered
Residents in one focus group enjoyed off the ward activities such as boxing gym
sessions, going to café’s and walking groups. In some instances service users (at
more than one facility) were missing opportunities to engage in activities held in the
community as they were sleeping in until late. However a member of staff at one
provider noted reluctance from some community groups in accepting service users
from the hospital to attend.
In the retrospective desk top reviews we read there generally did not seem to be
much thought around vocational planning, learning new job skills, attempts to access
community courses and no mention around up-skilling people with digital skills
(something which service users will have arguably have to be competent in, as a vast
number of things such as applying for jobs are done online now).
One service user felt that the “rehabilitation experience had been okay” and noted
the importance of “keeping busy.” The service user had been offered a number of
activities and opportunities whilst on her placement. However another service user
did not find the locked rehab environment helpful for building up skills to work
towards independence.
One group of service users stated that work around confidence building on the ward
had been very useful. The skills taught in these sessions were transferrable and could
be applied when out of the rehab setting and back in the community. A large
amount of service users we spoke to valued arts and creative outlets, and this was
something that we heard directly from service users and read the retrospective desk
top reviews. Service users felt that creativity was important and valued opportunities
for poetry and painting. One service user we spoke to also spoke positively of the
work she had done alongside her therapist in her art therapy sessions. Another
service user stated that equine therapy was something that she had enjoyed also.
A way in which some service users had been handed back power in their care was
the opportunity to contribute to their care plans. Having an opportunity to give their
opinion during planning meetings was viewed as valuable and beneficial. In this way
they felt included when decisions were being made. Service users also mentioned
the Recovery College and how this can be utilised to help them learn new skills to
support them in keeping safe in the future.
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v) Minimal staff having a negative impact
Staff shortages in some rehab services impacted service users in different ways.
Therapeutic activities offered on the ward were limited (or sometimes cancelled)
due to staffing issues, which subsequently adversely impacted on the opportunities
for rehabilitation-orientated work to take place. In the retrospective desk top
reviews, one service user noted that “…you don’t get support due to lack of staff.”
On one of the rehab wards it came apparent via information gleaned from
retrospective desk top reviews that a psychologist had not been in post on the ward
for around eight months. Without any input from psychology, service users were
essentially being ‘held’ in services, with no clear pathway with regards to the ‘next
steps’ in treatment. In both instances, a consequence of staff shortages for service
users would be would be a lack support, direction, enrichment opportunities and an
increased length of stay.
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Recommendations Arising from Key Themes


Better understanding of patient’s needs to improve care and quality of life.



Enable more effective use of resources.



Improve consistency of intervention outcomes.



Provide effective rehabilitation pathways.



Reduce inequalities in the care system.



Analyse effects of out-of-area care.



Co-production to be utilised in future projects at an earlier stage, where possible, so
that Service Users are involved in decision making which impacts them with project
planners and service design right at the very outset.



The principles and values of co-production are implemented where possible from an
operational point of view to incorporate all areas of practice. This could include
appropriate documents such as care plans, admissions assessments, internal
documents and policies which where possible can be co-produced with service users.



To educate staff and service users what co-production is and the value of it.



To create more opportunities for peer led support groups for example voice hearer
and a regular co-production group to give service users a platform and opportunity
to raise concerns if need be.



Service users to receive more support for vocational planning and to access
educational opportunities to help install hope and help with the transition process
from hospital.



More work to help bridge the gap between rehabilitation facilities and community
provision so that clients to have an awareness of support groups in the local
community prior to discharge.



Specialist therapeutic support to be available, for example bereavement support.



For arts therapies to be more readily available for service users.



Set up active carers networks to provide a ‘voice’ for carer issues to be
communicated with institutions and at the same time provide avenues for support
for family and carers.
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To continue to work towards new and creative ways to communicate with all service
users to optimise the levels of inclusivity and capture the authentic service user
voice.



To continue with a dynamic and flexible approach to further explore how we can
work alongside service users as equals to help deliver the best package of care in
treatment services in the future.



For notes to be co-produced with clients in rehabilitation settings in order to
decrease anxieties around content.



For clients to be involved in all aspects of decision making around the time, location
and content of focus groups. Clients to be invited to bring to the fore any topic of
conversation they would like to discuss prior to visits.



For all staff to having a working knowledge of trauma informed care.



For staff to have protected time for reflective practice, case formulation and to have
frequent supervision.



For counselling to be offered to service users so that they have the opportunity to
tell their story in a non-judgemental and safe space in a non-directive way.



For more support to be offered to dual diagnosis clients around substance misuse.
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Next Steps: Progress so Far
The process of acting upon the recommendations and implementing the service user and
carer voice has already begun. This is visible throughout the project in a number of ways.



Service user and carer voice has directly informed decisions made around the
recruitment, induction and training of staff for the Regional Intensive Complex
Rehabilitation Team.



Co-produced development of user & carer experience within valued based questions to
inform and support a new recruitment process, for new services.



Service user and carer voice has now been integrated into the business proposals for
four new service proposals.



Service user and carer voice has shaped the roles, interventions and training
requirements needed, to deliver recovery and co-production focused services.



Peer support roles have been embedded within each proposal.



Identified and promoted the need for trauma informed models of care as well as person
centred and vocational support within new proposals.



On-going work with service users and carers around a co-produced name for the new
service.



Learning from the way environments have affected users and carers are improved upon
in the development of therapeutic spaces within new proposals.

We will continue to work alongside service users and carers to ensure that:



their voice about interventions that improve quality of life, hope and optimism are
embedded within new service proposals;



specific areas of concern raised about cultural needs and support around loss are
followed up and addressed;



the outcomes of the project and how their voice has supported the development of new
service proposals are fed back;



we continue to promote co-production, its value and the service user and carer voice
within ICS work.
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We would like to thank all of the service users who have taken part in this research and for
sharing their journey and life experiences with us. Without each individual’s insights,
reflections, accounts and suggestions this report would not have been possible. It is due to
your help that we have been able to give service users a voice, which will now be placed at
the core of the ICS Regional Intensive Community Complex Rehabilitation Project work. Your
voice will continue to help shape services which will ultimately improve people’s experience
of care in the future.
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Learning
There were many things that we felt could have impacted upon the research findings (fig.
10) and we felt that these were extremely important to mention. Each one of these
observations or ‘challenges’ will be discussed in further detail below.

Staff presence
Volunteer bias
Effects of medication

Challenges

Service users not primed for visit
Service user fatigue
Time limitations
Limited face to face client contact
Clients declining to participate

Fig. 10
i) Staff presence
We questioned what kind of relationships the service users had with the staff who
had initially asked them to complete the forms to be part of the project in the first
instance. What was the perceived value of the project by staff and service users, and
was the consent form explained to participants? Would the amount of clients who
participated have altered if we, in the role of Co-Production Leads had visited the
clients prior to the project commencing? Would being present for the signing of
consent forms increased client participation and increased face to face contact?
Would an entirely separate therapeutic relationship built up over time have been
more effective? Ideally we would have liked to have been able to speak to service
users from the very start of their engagement in the project, as we feel that the fact
we had no pre-existing relationships with service users resultantly impacted upon
engagement.
Other factors that may have impacted the one to one sessions were the number of
hospital staff members present in the room at once which varied from one to four.
There was no clarity as to whether or not service users were comfortable will staff
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members present, however in some instances staff presence was deemed as
necessary due to risk factors. Could staff presence be an inhibiting effect on trying to
ascertain service users’ honest thoughts and reflections? The power relationship
maybe such that service users would not want to be seen to be too critical, due to
concerns that it may impact upon their leave or discharge plans.
ii) Volunteer bias
We considered that in some instances clients who were deemed as easier to work
with could have been ‘cherry picked’ to provide information. This would result in a
volunteer bias where the views of the service users expressed were not
representative of the views of the whole population. In turn, this could create a false
impression of the overall service. This raised the question “which clients would be
considered as difficult to engage?” We thought about the number of clients we had
met that had difficulties around cognitive functioning, speech and language, who
were not British nationals and who also had co-morbid mental health issues (such as
anxiety). By creating a volunteer bias, the voices of some of the most complex and
hard to engage clients may have been lost.
iii) Effects of medication
High levels of some medications may inhibit engagement. The amount of
medication taken by clients varied from person to person, however medication
prescribed for mental health conditions come with an array of side effects. These
include drowsiness and slowness, uncomfortable restlessness and struggling to
concentrate. Side effects impact his clients on a daily basis in many ways, including a
lack of motivation to be involved in this work.
iv) Service users not prepared for or made aware of our visit
In some instances service users were not adequately prepared for the visit of the
project team. This was despite communications around the purpose of the visit and
when interviews were to take place. For clients that had consented to the project,
face to face appointments were arranged with care staff via the telephone. We
asked for service users to be prepared for the interview so that they would
understand the background and purpose of the project. However, six out of the
seven service users were not aware of who we were, why we were there and were
unclear of the purpose of the project. This would have helped in terms of building
trust and rapport and help communicate and explain a thorough understanding of
co-production and its true value. Resultantly this would most likely have impacted
upon the amount of information that service users were able to provide.
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The attendance of service users in focus groups varied. Where groups were well
attended staff had made clients aware of the group session prior or arrival and we
feel that was a factor in the high attendance rate. Some members of staff also had
insight in to the notion of co-production and the value of this and were keen for
service users to attend. All staff seemed genuinely interested in co-production and
the way in which it could benefit service users going forwards.
In one instance, we only had one attendee as the room had been double-booked for
a music therapy session. The information surrounding our visit had not been
communicated effectively. When we moved location and attempted to engage
service users later on in the day we discovered that many were still in bed, some
were off the ward or about to leave to do therapeutic activities. Many refused to
speak to us.
v) Service user fatigue
Service users had usually engaged in a high number of interviews and interactions
with professionals in the past. They had disclosed a significant amount of personal
and sensitive information and often did not see the benefits of such engagement.
This was evidenced when a service user refused to talk to us and walked out of the
room upon hearing the purpose of the visit. He was clear that he did not feel that
the information he provided would make a difference and had no faith in us as
professionals due to past experiences.
vi) Time limitations
Time limitations from the very start of the project impacted significantly on the level
of co-production delivered. Being late into post meant that we did not have an
opportunity to introduce ourselves to clients, explain the value of co-production and
provide training or raise awareness at the outset. This would have allowed us to
build a stronger relationship with service users, staff and increase the perceived
value of co-production to the project as a whole.
Having more time would have also enabled us to deliver more groups and speak to
more service users one-to-one. We would have preferred for service users to lead
decisions on the times of our visits, however this was not possible in these instances
due to pressing time constraints. This would have ensured that there was no overlap
or conflict with other activities happening on and off the wards.
vii) Limited face to face contact – information sourced from retrospective desk top
reviews
We read all of the information that had been provided in CPA records, and
attempted to authentically record the service user voice and experiences. In some
instances, the service user voice had been recorded in the CPA notes and was
directly referenced. We aimed to capture the holistic narrative of their journeys. The
majority of the information provided was out of date and in some cases extremely
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limited. There was often a minimal amount of direct service user input in CPAs and
many clients did not attend or wish to express their views. In these instances we
questioned the value of CPA material when attempting to capture the authentic
service user experience. We were also aware of the context of the information
provided, and how in another setting, service users may have responded differently.
viii) Clients declining to participate
A number of service users declined to take part in the project from the outset,
however it is unclear as to why this was for each individual. Notes in one
retrospective desktop review highlighted an attempt to engage one client initially
however he was struggling to engage due to his paranoia. It could be suggested that
paranoia may have impacted upon the amount of clients willing to participate. As
touched upon previously, one service user who was initially agreeable to talk to us
then declined after finding out more about the project. The person explained that he
had been let down by services in the past, and did not wish to share his story again,
as he felt that it would not make a difference.
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Appendices
Appendix 1: Double Diamond Model and Adapting the Model
The double diamond model (Fig. 1) was used in this work as a process and way to engage
people using complex care. The model has been credited as being developed by the British
Design Council in 2004 as a framework for innovation for the design process. In project
terms the diamonds represent the timeline and process of exploring service users receiving
complex care thoughts more widely and deeply using divergent and convergent thinking.

Fig. 1
In design terms the model seeks to follow the process from:
Discover phase – divergent open conversations to help people understand the
issues/problems.
Define phase – insight gathered from these conversations.
Develop - encouraging different answers to the problems and issues raised.
Deliver – feeding back the solutions/issues raised for project designers to be aware of and
implement.

Fig. (2)
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The model has been adapted and utilised to fit within co-production (Fig. 2), in the above
example Paola Pierri re names the first three steps as co-discover, co-define and co-develop
to help illustrate the change in power and in, project terms the roles among the different
stakeholders including; people using complex care services (service users) professionals and
commissioners making design decisions. In this instance the co-discover phase is much
longer and really looks to understand the challenges and issues people face in complex care.
The model uses divergent thinking within the first phase to capture as many ideas as
possible. The model is an iterative process i.e. it moves towards the outcome through a
series of repeated cycles of operations. This meant that when using the focus group
methodology we had initial conversations and then took these back and reflected the
content back again, this is what you said to us/what you think, how can we develop this
thinking further?
There is now a growing consensus of the benefits and value of service user involvement. Coproduction is a powerful concept that can span multi disciplines, can be applied to personal
relationships, communities, and the wider culture despite this making it difficult to capture
in one single definition.
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Appendix 2: Other Visits Attended as Part of the Project
Panel Meetings in Bradford, Kirklees, Huddersfield, Wakefield, Calderdale and Leeds
These have been useful visits for us to gain an understanding of the process for people
applying and needing approval to access locked complex care services. The meetings have
been chaired and attended by a variety of mental health professionals using a
multidisciplinary approach. We felt that each meeting looked to seek everyone’s opinion
and considered insights and expertise from all the professionals who attended.

Visit to Advonet Workshop: Restraint, Seclusion and Segregation Project
This workshop was facilitated by Advonet and a chance to look at issues around restraint.
What made the afternoon session work really well were the powerful testimonies of case
studies from people who had first-hand experience of what it is like to be restrained in an
institutional setting and potentially a mental health complex care setting. These powerful
testimonies showed how the trauma of restraint in itself can be hugely compounded by the
same people who are already trying to recover from existing mental health trauma need. As
well as the ‘trauma on trauma’ effect, the workshop was an opportunity to learn about how
often the client was not always informed of procedures around restraint and that cultural
needs can be overlooked, such as the case of dignity and distress caused to a Muslim
woman who’s skirt was lifted up. It helped reinforce the importance of communication,
building up rapport and being sensitive to the service user experience.
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Appendix 3: Sheffield CERT (Community Enhancing Recovery Team) –
Alternative Models to Inpatient Complex Care NHS/Independent Hospitals
As part of the project work we had chance to visit good practice models including the visit to
the Michael Carlisle Centre in Sheffield. This was a chance to consider other models and
ways of doing things. Here the city had historically a large percentage of out of area service
users and looked to design a new way to support them which involved an innovative
partnership with a local housing association provider and managing complex care service
user need in a community based setting. This involved the recruitment of recovery workers
who carried a caseload and worked alongside a range of mental health professionals. To
encourage independence the service users have their own tenancy and have access to
support 24/7 8am while 8pm. Outside these hours there is a telephone support line and
skeleton staffing available if they were to go into crisis. Service users are encouraged to help
manage themselves where possible. The fact that there is a safety net of staff support
available the next morning has been viewed as helpful and the model is held up as a model
of good practice.
The types of interventions included: maintaining the home and tenancy, self-care, managing
money, social and family networks, vocational and occupational work, managing
medication, finances and budgeting. The caseload was around 45 (which they felt was too
high) with a strong emphasis on quality improvement including protected time for
continuous professional development, caseload, case formulation and reflective practice.
This has helped create a low staff turnover. Community provision is mainly existing
community provision which they feel is more robust, but they have the facility to bespoke
some of their own provision if they need to. People can access some vocational courses
through the Recovery College (which is under development) and also Sheffield College
which are offering some short courses.
To try to consider the success of the project, CERT have used a range of different measures
including; length of stay, admission and discharge rates, personal stories, how many times
people come back into impatient services, looking at the savings and how sustainable the
model is going forward. We felt that one of the successes of the CERT project was
comparative high level staffing to support the service users and that it was well managed
with ‘ring-fenced’ professional development time and quality supervision for staff which
kept a high level of staff retention. The quality of staff clinical supervision meant that they
were better placed to successfully offer support whilst maintaining their own mental
wellbeing which reduces career burnout.
Importantly we also had the opportunity for other visits including other accommodation and
possible ‘step down’ solutions for eligible residents to move towards more independent
community living.
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Appendix 4: Provider Visits
Step Down Provision 1
This step down provision has 17 self-contained flats, done to a high standard refurbishment
of a much older building in an urban area of West Yorkshire. These flats are not occupied at
the time of the visit but they are very close to the city centre with all its amenities nearby
for would be residents. They look to visit and assess people and if they feel they could
manage this step down provision they can look at a transitional move building from a few
hours stay, to a full day, build to overnight and a gradual shift to moving in. They maintain
they have access to a multi-disciplinary team including social workers, Occupational
Therapists, registered Mental Health Nurse if residents need this help.
Their philosophy on recover is to try and be flexible with an individual approach to each
person. They look to offer recovery by installing hope, and a life of contribution within the
constraints of their mental health condition. The recovery areas they mention include
mental health, physical wellbeing, responsibilities, self-esteem, self-care and relationships.
This particular provision had no residents and was looking to recruit. It was set up and ready
to take them, so their philosophy was based on other units as part of their wider
organisation in other parts of the country.
Step Down Provision 2
Located in an urban area of West Yorkshire, this is a converted mill, with individual male and
female rooms in different locations within the building. They look to offer 24/7 support with
onsite registered mental health and Occupational Therapist. They look to take a wide range
of residents in from people living with mental health and others with learning disabilities;
they are regulated by the quality care commission. Each resident will have an assured short
hold tenancy. They look to make assessments and try to be-spoke the risk management to
each resident they feel is suitable.
Step Down Provision 3
This provision is less restrictive than the types of locked complex care within the project.
People will be allowed to use more unescorted leave as a stepping stone on their recovery
(if they are well enough) to a more fully integrated life in the community. They work with
both male and females. It is an older building with high ceilings and mature gardens and has
lounge rooms with musical instruments and an emphasis on promoting independence. The
quality of the environment sends an implicit message on how residents are valued.
We felt that being able to offer the right, sustainable step down provision for complex care
users will be crucial to offer hope and a pathway from their current inpatient care
placements. Taster sessions to implement a gradual transition would be important to help
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facilitate this as learning to adapt to new environments will be a huge step to undo any
unintended institutionalisation behaviours learnt in their current provision.
Independent Provider: Mental Health Rehabilitation Service
This is a large a refurbished country house and estate, building work under way at the time
of the visit. It has rooms fitted out to a very high standard, set in impressive and mature
grounds with plans to build a purpose built hospital within the grounds to add to the
residential accommodation. This provision could potentially be expensive and has not yet
been visited and accredited by the Quality Care Commission.
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Appendix 5: What’s important for us to know – Interview with a female exservice user























[Organisation] didn’t give up on me. They treat me as me. They offered tailored support and
gave me somewhere to belong and to call home. They did not give up on me when everyone
else did. They always stuck by me. They believed me, they made time for me, they were there
for me and cared for me.
[Organisation] provided the right role model for me and I aspire to be like them.
Wrap around support is important. Multidisciplinary meetings were held every week at one
stage. It is important for professionals to make sure that they are attending these meetings.
When people come together this is when you are finding out the most important information.
Communication is important and professionals all need to be on the same page.
With regards to workers you could tell who did it to pay the bills and who didn’t. Workers need
to have a passion for working with young people and adults.
The term ‘attention seeking’ had been used a lot. No one took the time to sit down and listen to
me.
When reading notes about yourself you could tell who cared about you by the way they had
written this down. They had written why this had happened and had passion and empathy. Coproduced notes between staff and service users would be a good idea.
People need to make time for you. If there is no interaction with staff you feel like a job to do.
You need to spend time with people in order to build up a relationship. Services need to have
the right values. They are working with vulnerable people – don’t give up [on them].
Effective communication – people do not want to tell their stories over and over again. Staff
need to write things down properly. They need to spend time reading around the person to
understand their story. They need to do the background work and read through someone’s
casefile to help understand the person’s story. Professionals need to continuously reflect in
order to improve their learning.
Staff need to make time to check in with service users between meetings to see how they are. If
staff are telling service users something difficult i.e. not being able to have something this needs
to be explained to them fully. Little goals to work towards things in the future are helpful.
Supporting peers helped them to see that there is a light at the end of the tunnel, even if
sometimes you cannot see it or do not know when this is going to come. Peer support is
important as is gives people hope. People can learn from others that have been through similar
situations. ‘No matter how hard and dark life seems at the minute it can and it will get better.’
Set yourself little goals (service users).
Use the people around you (service users).
A good transition into adult services had made a big difference. Introductions were made early
and you don’t often see that.
Service users would benefit from having the choice and more control about where they would
like to meet professionals. Some people feel more comfortable having professionals visit them
at home, others prefer to be outside of the home – the space where issues are discussed is
separate and feels contained. People do not have to sit in the space where they have discussed
upsetting things.
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