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Overview of the Recovery and Social Inclusion Strategy

and Implementation Plan

1. Purpose of the strategy
1.1. The primary purpose of the Trust has been defined in the Business Plan and Draft Strategy as being to promote recovery and facilitate social inclusion:

1.1.1. The Trust recognises that everyone with mental health problems faces the challenge of retaining or recovering a life that is meaningful, satisfying and valued as possible.  
The purpose of the Trust is to help people with mental health problems to do the things they want to do, live the lives they want to lead and access those opportunities that all citizens should take for granted.”
1.2. Based on previous Board discussions (28th September 2006), the purpose of the strategy is to further articulate this vision and provide a framework for translating it into practice.
2. What we mean by recovery
2.1. Mental health problems are a catastrophic and life changing experience for most of those who experience them.  Everyone who experiences such difficulties faces the challenge of retaining and/or rebuilding a meaningful, satisfying, valued and contributing life within and beyond any limitations caused by their problems.  

2.2. Recovery refers to the experience of people as they accept and overcome the challenge of mental health problems: recover a new sense of self; meaning and purpose in life; and grow beyond the catastrophic effects of mental illness.
2.3. Recovery and social inclusion are important not only for adults of working age. Policy and guidance relating to younger people, older people, and those with related difficulties like dementia, addiction problems and learning disabilities all share similar concepts and priorities
. Similarly recovery and social inclusion apply equally to the carers, relatives and friends who must both accept and accommodate the challenge of mental health and related problems themselves and assist their loved ones in the recovery process.
2.4. Recovery is not the same as cure.  Providing effective treatments to reduce disabling and distressing symptoms is important, but it is not enough.  Some people have problems that recur, are ever present or deteriorate over time – they too need help to restore a sense of self and make the most of their lives.  Even if problems can be eliminated, this does not mean that people can automatically return to the lives they had been leading: they usually need additional help to access those opportunities – jobs/education, homes, friends, relationships - that are important to them.
2.5. All recent government policy and guidance relating to mental health services emphasizes the importance of placing those who use services and their carers at the heart of services, moving beyond the treatment of illness to addressing the whole of a person’s life and well-being and enabling them to take control of their lives, destiny, problems and the help they receive.  It stresses the importance of helping people to do the things that they value, live satisfying and fulfilling lives and be a part of their communities – both enjoying the opportunities available within those communities and having the opportunity to make a valued contribution within them.  

3. A strategy for facilitating recovery and promoting inclusion
:
3.1. Research with people who have faced the challenge of recovery suggests that three inter-related components are critical in helping people to rebuild their lives and find a new sense of self, meaning and purpose: hope, control and opportunity
.  Therefore it is these three components that form the basis of the Trust’s strategy for promoting recovery and facilitating social inclusion:

3.1.1. Hope: fostering hope and hope inspiring relationships.  Unless a person can see the possibility of a meaningful, satisfying and valued life, recovery is impossible.  It should also be noted that there is a strong link between hopelessness and suicide.  Relationships are central to hope: it is impossible to believe in your own possibilities if everyone around you thinks you will never amount to very much and people need someone to believe in them when they are unable to believe in themselves.  Therefore, in all that we do we will strive to:

3.1.1.1. Ensure that people are made to feel welcome within our services.

3.1.1.2. Develop hope inspiring relationships between Trust staff and those whom they serve.  This will involve treating both service users and their relatives and friends with dignity and respect; valuing them and heeding their opinions and aspirations; believing in their worth, skills and possibilities; and accepting and believing in the authenticity of their experiences. 

3.1.1.3. Enable people to maintain/develop valued relationships with people outside services: relatives, friends, others in the community who are important to them.

3.1.1.4. Promote peer support so that people can benefit from the inspiration and support of others who have faced similar challenges.

3.1.2. Control: helping people to take back control over their problems and their lives and facilitating personal adaptation.  Like any other traumatic and life changing event, mental health and related problems constitute a bereavement.  In order to rebuild their life a person must work out ways of understanding and accommodating what has happened and taking back control over their problems, life and destiny. Therefore we will strive to:
3.1.3.  Enable people to take control over their problems.  This will include promoting self-management – helping people to work out plans for themselves about how to stay well, manage their ups and downs, and regain equilibrium after a crisis – as well as providing the range of evidence based treatments outlined in NICE guidance, providing choice about the treatment and support they want and the information they need to make such choices.

3.1.3.1. Help individuals and their relatives, friends and carers find ways of making sense of and accommodating what has happened to them.

3.1.3.2. Assist people to take control over their lives, decide what they want to do and pursue their ambitions.

3.1.4. Opportunity: helping people to access those opportunities – roles, relationships and activities – that are important to them. If people are to rebuild their lives they need access to those social, economic, educational, recreational and religious/spiritual opportunities and physical health services that most citizens take for granted.  We will therefore strive to:
3.1.4.1. Get the basics right including having somewhere to live, adequate nutrition, personal care, money/benefits, transport, promoting physical health and ensuring that people are safe from harm and neglect.

3.1.4.2. Provide people with support to access mainstream opportunities they value including jobs, education, friends, relationships, leisure and social activities and religious/spiritual opportunities and ensuring that this support is provided for as long as the person needs it.

3.1.4.3. Maximise the extent to which people can access mainstream sources of help, support and expertise available to all citizens within our communities.
3.1.4.4. Ensure the adjustments that people need to facilitate access.
3.1.4.5. Increase the capacity if communities to accommodate people with mental health problems including breaking down myths and providing the information and support to individuals and agencies outside mental health services.

3.1.4.6. Promote inclusion within mental health services and breaking down the prejudice and discrimination and ‘them and us’ barriers that exist.

3.1.4.7. Raise expectations.  Low expectations on the part of mental health workers are one of the biggest barriers to recovery: if the experts believe you to be incapable of doing the things you want to do then self-confidence and self-belief are eroded and it is unlikely they will provide the assistance that the person needs to pursue their ambitions. 

4. Implementing the strategy  
4.1. Although progress has already been made, for example, in helping people to access work and educational opportunities, providing more intensive support to people at home and modernizing day services, surveys of the experience of people using both inpatient and community services indicate that we still have some way to go.
4.2. Implementing a recovery and social inclusion approach within the organisation requires fundamental changes in vision, culture and practice.  Two fundamental changes are required in line with the agreed statement of the Trust’s purpose:
4.2.1. The principle guiding our work at all levels of the organisation must move away from a primary focus on symptom reduction towards one of enabling people to do the things they want to do, and lead the lives they wish to lead. The yardstick of success must be the extent to which the treatment and support we provide enables people to rebuild valued and satisfying lives and to gain/maintain the homes, friends, families, relationships, jobs, social and spiritual opportunities, leisure and cultural activities that give their lives meaning.   
4.2.2. We must move away from a culture of ‘altruism’ (‘get what you are given and be grateful for it’) towards a ‘customer service’ culture where the needs, wishes, concerns and convenience of those who use services are paramount.     With an increasing emphasis on choice in health and social care, if people do not have a positive experience of using our services they will have the opportunity to go elsewhere.
4.3. In addition to these two fundamental changes, a number of others will also be required involving a move:
	     Away from:
	
	Towards:

	4.3.1. A primary emphasis on identifying problems, dysfunctions and deficits.
	
	An emphasis on identifying a person’s strengths and possibilities.

	It is a person’s assets and abilities that form the basis of recovery.


	4.3.2. A primary emphasis on providing care.
	
	An emphasis on fostering and promoting opportunity.

	Safety is important, but recovery requires that we also support people to access the opportunities they value.

	4.3.3. From a sole focus on changing the individual so that they can ‘fit in’.
	
	Increased attention to increasing the capacity of communities to accommodate people with mental health problems.

	Recovery and inclusion cannot be contingent on the eradication of a person’s symptoms and problems.  If people are to be able to access the opportunities that are important to them then we need to break down the myths and prejudice that surround mental health difficulties and provide support to individuals and agencies in the community to increase their capacity to accommodate people with such problems.  

	4.3.4. An emphasis on prescribing what is good for people.
	
	Enabling people to take control over their own problems, lives and the support they receive.

	Mental health professionals need to be ‘on tap’ rather than ‘on top’ if people are to regain control over their lives and destiny.


4.4. Achieving these changes and implementing a recovery and social inclusion model throughout the organisation will require a combination of clear corporate leadership and effective local implementation in the form of plans developed in conjunction with partner agencies in each borough/department and specialist area tailored to their own particular needs and circumstances.
4.4.1. Provide expert leadership in implementing the recovery and Social Inclusion Model and ensure that it is publicized and debated throughout the organisation so that all staff are aware of what is expected of them and tailor their practice towards facilitating the recovery and inclusion of those with whom they work.
4.4.2. Create a Trust Head of Recovery, Social Inclusion and Vocational Services by extending the remit of the current Vocational services manager position to provide a resource to assist boroughs, professions and departments in implementing the Recovery and Social Inclusion Agenda.   
4.4.3. Establish a Recovery and Social Inclusion Steering Group convened by the Chief Operating Officer to co-ordinate initiatives and ensure the implementation of the Recovery and Social Inclusion Model throughout the organisation.
4.4.4. Obtain sign up to the agenda from commissioners and key partner agencies.  Promoting recovery and facilitating inclusion is a multi-agency endeavour and requires the involvement and commitment of commissioners and both statutory and non-statutory partner agencies within and outside the health and social care arena.
4.4.5. Develop a Recovery and Social Inclusion ‘Action Plan’ for each borough tailored to local need and circumstance and developed in conjunction with partner agencies within and outside the health and social care arena as well as those who use services and their relatives/carers. 
4.4.6. Develop appropriate monitoring, evaluation and performance indicators to measure progress in implementing the strategy and identify areas where further work is needed.  This will involve consideration of core data collected in electronic information systems (RIO) and negotiation of appropriate performance indicators with commissioners as well as the content of the Trust audit programme.
4.4.7. Require that all policies, service and practice developments be assessed for their impact on promoting recovery and facilitating inclusion using the type of impact assessment approach developed within the equalities field.
4.4.8. Develop the recovery and social inclusion agenda within different specialist areas.  The principles of recovery and inclusion must be translated into practice in all areas, therefore each specialist area (older people’s services, children’s services, addictions, eating disorders, etc.) needs to identify how this might be achieved.
4.4.9. Introduce appropriate staff training and development including the development of in-house training for existing staff and induction of new staff, negotiations with local universities and colleges about the content of pre-qualification training and any post-qualification programmes they offer as well as the knowledge and Skills Frameworks for posts.  
4.4.10. Review staff skills and skill mix needed to deliver the social inclusion agenda including consideration of core skills required by all staff, the ways in which specialist skills of different professions might be used in service of the new agenda and new roles that need to be developed.
Recovery and Social Inclusion Strategy

Implementation Plan

	Objective
	People responsible 
	Date to be completed 

	1. Provide expert leadership in implementing the recovery and Social Inclusion Model and ensure that it is publicized and debated throughout the organisation
	Launch the strategy at the ‘Focus on the Future’ event on 22nd June 2007


	· John Rafferty, Chair

· Peter Houghton, Chief Executive

· Maresa Ness, Chief Operating Officer

· Rachel Perkins, Director of Quality Assurance and User/Carer Experience
	June 2007

 

	
	Organise seminars for individual teams in the trust.

Collect and distribute information and materials that may be of use to teams/services
	· Rachel Perkins, Director of Quality Assurance and User/Carer Experience
	Ongoing, from
July 2007

	2. Create a Trust Head of Recovery, Social Inclusion and Vocational Services
	· Peter Houghton, Chief Executive

· Maresa Ness, Chief Operating Officer
	June 2007

	3. Establish a Recovery and Social Inclusion Steering Group
	· Maresa Ness, Chief Operating Officer
	June 2007

	4. Obtain sign up to the agenda from commissioners and key partner agencies
	· Service Directors

· Peter Houghton, Chief Executive
	October 2007

	5. Borough Recovery and Social Inclusion ‘Action Plans’
	Each borough to develop an implementation plan in conjunction with partner agencies, service users and carers
	· Service Directors
	December 2007

	
	Implement borough plans
	· 
	January 2008 ongoing

	6. Develop appropriate monitoring, evaluation and performance indicators to measure progress in implementing the strategy and identify areas where further work is needed
	Methods for collecting core indices to evaluate progress from existing electronic information systems


	· Glynn Dodd

· Director of Planning and Performance

· David Green, Manager of IMT and IT

· Head of Recovery, Social Inclusion and Vocational Services
	March 2008

	
	Develop key performance indicators in conjunction with commissioners


	· Glynn Dodd

· Director of Planning and Performance

· Service Directors

· Head of Recovery, Social Inclusion and Vocational Services
	March 2008

	Objective
	People responsible 
	Date to be completed 

	6. (continued)
	Ensure audit programme includes issues relevant to recovery and social inclusion agenda
	· Director of Nursing and Governance

· Service Directors
	March 2008

	7. Require that all policies, service and practice developments be assessed for their impact on promoting recovery and facilitating inclusion
	· Director of Nursing and Governance
	Ongoing from October 2007

	8. Develop and implement the recovery and social inclusion model within different specialist areas.  
	· Clinical Leads

· Rachel Perkins, Director of Quality Assurance and User/Carer Experience

· Head of Recovery, Social Inclusion and Vocational Services
	March 2008
ongoing

	9. Introduce appropriate staff training and development
	Include description of recovery and social inclusion approach in staff induction
	· Sandy Gillett, Director of Human Resources

· Rachel Perkins, Director of Quality Assurance and User/Carer Experience

· Head of Recovery, Social Inclusion and Vocational Services
	Ongoing from

July 2007

	
	Develop training for staff (including Recovery Support Workers)
	
	Ongoing from

July 2007

	
	Negotiate inclusion of a recovery and social inclusion approach in pre-qualification training
	· Director of Nursing and Governance

· Professional heads of Occupational therapy, Psychiatry, psychology, Social Work 
	December 2008

	
	Include recovery and social inclusion competences in the Knowledge and Skills Framework for posts and the supervision/appraisal of staff
	· Sandy Gillett, Director of Human Resources
	March  2009

	10. Review staff skills and skill mix needed to deliver the social inclusion agenda
	· Sandy Gillett, Director of Human Resources

· Professional Heads

· Rachel Perkins, Director of Quality Assurance and User/Carer Experience

· Head of Recovery, Social Inclusion and Vocational Services
	March 2008


Rachel Perkins, Director of Quality Assurance and User/Carer Experience
23rd May 2007
� See Promoting Recovery and Facilitating Social Inclusion: A Strategy for Practice, Rachel Perkins and Miles Rinaldi, May 2007 for further details


� See above for details


� See Promoting Recovery and Facilitating Social Inclusion: A Strategy for Practice, Rachel Perkins and Miles Rinaldi, May 2007 for further details


� See Repper, J. & Perkins, R. (2003) Recovery and social inclusion: a model for mental health practice, London: Balliere Tindall for a summary of research literature
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