Metro South Health

Addiction and Mental Health Services

Evaluation of a community residential
program in Brisbane

Bridging the research paradigm into clinical practice

A/Prof Stephen Parker 234>

L Griffith University, School of Medicine

2 University of Queensland, School of Medicine

3 Metro North Mental Health NSW Rehabilitation Psychiatry Network Meeting
4Metro South Addiction and Mental Health Services

>World Association for Psychiatric Rehabilitation - Australia 29/03/2022



Acknowledgements

| acknowledge the Cammeraygal people,
their elders past, present and emerging
who are the traditional custodians of the
land on which we meet today.

The research described in this
presentation reflects the collective
efforts and contributions of consumers
and many collaborators from MSAMHS,
The University of Queensland, The
Queensland Mental Health

Benchmarking Unit, and The University
of the Sunshine Coast.

Disclosures

In the past 5 years | have received
honoraria from Johnson & Johnson,
and Queensland Psychotherapy
Training. Additionally, research funding
has been provided by RANZCP, Suicide
Prevention Australia, The Prince
Charles Foundation, the PA
Foundation, Metro North Foundation,
and the Mental Health Alcohol and
Other Drugs Branch (Qld).

| also have a non-remunerated role on
the board of Mantle Housing Ltd.




Why should we try to integrate
research into clinical practice?
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We live and
work in a world
where mental
health policy is
often informed
by opinion
rather than
evidence...
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Policy and service development

implications of the second Australian e iy o=
National Survey of High Impact A
Psychosis (SHIP) §SACE

Vaughan ] Carr!2, Harvey Whiteford?4, Aaron Groves®,
Patrick McGorry® and Alana M Shepherd'

Abstract

Objective: We consider Insights from the second Australlan National Survey of High Impact Psychosts (2010) In order
to Identlfy the key policy and service development Implications.

Method: The Survey of High Impact Psychosis (SHIF) provides an updated description of the experiences of peaple liv-
Ing with psychosls in Australia. We discuss the SHIP survey participants’ greatest challenges for the future In light of the
strength of existng literature, highlighting prospective opportunities for policy and service planning.

Results: Targets for future policy development and service Initatives are Informed by the survey participants” leading
challenges: financial difficulties, social Isolaton. lack of employment, physical and mental ill health, accommodation, and
access to services.

Conclusions: Many of the areas of need Identified by survey participants are supparted by quality research that may be
mora widaly translated Into efiective services. For areas of need where the evidence Is lacking, more clinical research is
urgantly naeded. A targeted approach s vital to secure nacessary Investment In the wider dissemination of eficacious
Interventions and thelr systematic evaluation In ordinary clinical practice, enabled by both research Investment and active
Integration of the research effrt within ordinary clinical settings.

Keywords
Psychosls, national survey, policy, service planning

Introduction

Among the psychoses, schizophrenia and bipolur disorder  Australia and the shortcomings of treatment systems and
hirve been ranked among the top five causes of diszase bur-  other support services (e.g. Commonwealth of Australia,
den due to disability in those aged 1544 worldwide, and 1993, Mental Health Council of Australia, 2005). Media
together aceount for almost 10% of total disease burden in  reports have repemedly highlighied failings in mental
this age group (World Health Organization, 2001). In  healih care for these people. The first National Survey of
Australia, it is generally considered that nearly all people  Mental Healih and Wellbeing in 1997 strongly influenced
with these severe disorders are in ireatment or have been

treatzd ai some time (Andsews el al. 2003, alibough defin- - . Vs Syiney. Az
e (Anchews B yehiatry, Univarsity of Now South Walos, Sydnay. Auriza
itive evidence for this is lacking. I conirast, people with 30 0 PSR ey 1P S5

ihe more common but less severe menial disorders, such a5 10uagtod Congre for antl Heeh Rusasreh, Brchane, Auctalis
anxiety, depression and subsiance misuse, as surveyed by School of Popuiation Health, Linvarsity of Queancland. Brichane,
the Australian Bureau of Statistics in 2007 (Slade et al,,  Ausrala

2009}, often do not seek or receive weatment. Treamment for m ';;“‘:;:‘:““"“:'”'I:" Orthar Drugs Diractorata, Queansiand
mental disorders can be expensive. The cossof treatingthe G SRR SHER L .
psychoses are particularly high, largely due to frequency 0f  royrg for Youth Mantal Health, University af Melboures, Australa
hospitalisation, and the costs of lost produttivity are twice

85 high again (Carr et al., 2003). But there has ofien heen C:;:Tc":'shmh U o Seacphvsnts Eslmicigy, Lol 4
dissatisfuction with treatment delivery systems. Vs Cantrs, e Vincene's Horptl 35640 Viars Serer.
Astring of roports since the carly [990s has docamented et sy 1010 st

the plight of people with severe mental disorders in  Emalkveam@uwaw sdua
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Responding to challenges for people
with psychotic illness: Updated evidence
from the Survey of High Impact
Psychasis
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Australian mental health reform: time for real outcomes
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Social and occupational outcomes for young people
who attend early intervention mental health services:

a longitudinal study

Frank lorfing’

,Joanne 5 Carpenter shane PM Cross', Jacob Crouse’

, Tracey A Dauanport'. Daniel F Hermens®, Hannah Yee',

Alissa Nichles', Matalia Zmicerevska', Adam Guastella’, Elizabeth M Scott!, lan B Hickie'

The known: Dne priority for mental health care is ta raduce the
long term impact of emerging mental disorders. However, diverse
trajectories of functioning restrict effective service planning

‘The new The functional evels of two n three young| pesple who
attended early servic

and fluctuated across two years of care. Prior mnul healﬂl care of
self-harm and sulcidality, physical comorbidity, substance misuse,
and soclal disengagement were associated with poor outcomes.
The implications: Most young people with emerging mental
disorders require dynamic, multidisciplinary, measurement-based
approaches that take into account physical comorhidity, ambiguous
and social or

or
complexity.

the age of 25" As these disorders typically emerge during
adolescence and early adulthood, they often have fune-

tional outcomes that extend into later life.” Consequently, re-

sponding early is the key to reducing their overall impact.

0 ne in four young people expetience mental ill health by

The value of early intervention is supported by evidence that
the longer the period of untreated illness, the poorer the out-
comes. ' Early intervention clinics attract young people with sub-
threshold o early \u},ud.\.mm many n[ whom are already
subject to substantial . and
suicidality.”” The heterogeneity of \j.'mph)m», eisk, and fune-
tioning at their first presentation means that providing timely

terventions that meet all of a young person’s needs can be dif-
ficult.” Shoet term reductions in psychological distress and risk
are typically reported for young people who attend earl
vention clinics,” but maost will Lﬂu experience deterioration of
or chronic funct

ymp
Trajectory-based modelling takes into account the heterogeneity
of young people who require mental health care by identifying
subpopulations of young people, with the aim of guiding service
planning and strategies for improving long term functional out-
eomes.” Our study evaluated trajectories of functioning during
the first two years. of early intervention care, and identified Fac-
toes associated with ﬂww trajectories,

Methods

We identified our participants in a research registry of 6743
people aged 12-30 years wha presented to the youth mental
health clinics at the Beain and Mind Centre(University of Sydney)
during 1 June 2008 - 31 July 2018. These clinics provide both pri-
mary care services (headspace) and more specialised services.

‘Brsin and Mind Cantre. the Lirivai
© dai 25508 «

i Sudnay, Sydnay, NSW. * Thampeon Institute, University of the Sunching Coact, Birtinya, OLD. [ frack jor

Abstract

Objective: Ta identify trajectories of social and ocrupational
functioning inyoung peaple during the two years after presenting
for earty intervention mental healfh care: to identify demographic
and dinécal factors that influence these trajectories.

Dasign: Longitudinal, ohservational study of young people
presenting for mental health care.

Setting: Two primary care-based early intervention mental health
services at the Brain and Mind Centre (University of Sydney), 1 june
2008 - 31 |uly 2018,

Participants: 1510 people aged 12-25 years who had presented
with anxiety, mood. or psychotic disarders, for whom two years'
follow-up data were available for analysis.

Main outeome measures: L atent class trajectories of soclal and
occupational functioning based on growth maxture modelling of
Social and Occupational Assessment Scale (SOFAS) scores.
Results: We identified four trajectories of functioning during the
first twa years of care: deteriorating and volatie (733 participants,
49%); persistent impairment (237, 16%]; stable good functioning
(291, 19%}; and improving, but late recurrence (249, 16%). The

less favourable trajectaries (deteriorating and valatile; persistent
impairment) were associated with physical comarbidity, not being
in education, employment., or training. having substance-related
disorders, having been hospitalised, and having a chikdhoad anset
mental disorder, psychosis-like experiences, or a history of seff-
harm or suicidality.

Condluslons: Twa in three young people with emerging mental
disorders did not experience meaningful improvement in social and
accupational functioning during two years of early intervention
care. Most functional trajectaries were akso quite volatle,
indicating the need for dynamic service modets that emphasise
multidisciplinary interventions and measurement-based care.

The clinics are not diagnosis-specific, do not impose symplom-,
severity-, o risk-based thresholds for care, and attract young
pu)plu with a bm.:d rm;.g of emerging .mud\ depressive,
mania-like, psy . and comorbid s ase man-
agement was provided for all participants by clinicians, and
clients received appropriate psychalogical, social, and medical
interventions as standard care Those whose needs exceeded the
capacity of the prima referred ko mote spe-
cialised mental health services or were hospitalised.

care services

The inclusion criteria for participation were age 12-25 years
at baseline, and at least three data points between one and 24
months after baseline,

Data collection

Data were extracted from clinical files to a standardised form,
as previously described.'’ For each participant, their first

ive in a country where policy reform has
to deliver over successive decades
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National mental health reform: less talk, more action
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Ten years of mental health service reform in Australia:
are we getting it right?
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Residential rehabilitation services for people living with
severe and persisting mental illness are a good example
of the gap between policy and the evidence

They are intensive and expensive services (~$800 per person a
day), supporting a small numbers of consumers over a long time
period (6-24-months)

Low throughputs create challenges to service evaluation

BMC Psychiatry

RESEARCH ARTICLE Open Access

A systematic review of service models and L
evidence relating to the clinically operated

Early evaluations raised concerns about the extent to which Fehaiiltaton for acs with severe ang.
persisting mental illness in Australia

consumer’s experience functional impairment and social S Al e
impoverishment post discharge.

Despite limited evidence, these services have proliferated and
been adapted in response to a variety of policy trends.

These services are at odds with the international shift away from
transitional support in the community.
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A brief overview of the Queensland context



~2000

Driven by service imperatives the concept of
‘home for life’ is abandoned, with re-focusing
on transitional care

Increasing successive emphasis on
recovery and consumer and carer
participation in national and state
mental health plans

Delays in opening new facilities (MSAMHS),
issues with the capacity to fund staffing.
Forcing exploration of non-clinical staffing
approaches.

MSAMHS opens 2 new CCUs operating a novel
integrated staffing model emphasizing the
availability of Peer Support Workers).

~2010s 2014/15 2016

Informed by the success of similar projects in
Vic and NSW, a small number of CCUs open
operating a nurse driven clinical staffing
approach. These are intended to provide a
home-for-life to residents as a way of
transitioning from long-stay inpatient care.
Funding linked to closure of long-stay
inpatient beds.

Dramatic expansion in CCU capacity 5 > 12, increasing from
2.2 to 5.4 beds/100,000 people). New CCUs operating a
diverse array of staffing configurations including the novel
integrated and partnership models.

Policy shift drives preparation for opening of
additional CCU capacity across the state linked
to further closure of long-stay inpatient beds.




Up until 2014 all CCUs in
Queensland operated a
'clinical staffing model” where
the majority staffing
component were mental
health nurses.

The Integrated Staffing model
emerged in 2014. Under this
approach Peer Support
Workers (PSWs) replaced
junior nursing staff as the
majority component of the
MDT.

The ‘partnership’ approach
involves collaboration between
the mental health service and
NGO partner in the delivery of
day-to-day care and support.

—

Clinical | %tegratecﬂ (fartnershia Total
Number of CCUs 7 3 3 13
Number of beds 159 56 62 277
Average beds/CCU 23 19 21 21
Total staff 1.0FTE 180.51 62.86 67.17 310.54
Average staff 1.0FTE per CCU ® 25.79 20.95 22.39 23.89
Clinical 93% 49% 48% 74%
Medical 5% 6% 5% 5%
Nursing 74% 27% 32% 56%
Allied-health 14% 16% 11% 14%
Non-Clinical staff 7% 51% 7% 16%
Non-clinical rehabilitation support * 5% - 3% 3%
Peer support worker 3% 51% - 12%
Managerial - - 4% 1%
NGO partner © - - )L 45% ) 10%

? Funded positions, may not accurately reflect employed staffing at census date
b Includes rehabilitation support workers, recreational officers, indigenous liaison

officers

¢ NGO partner roles include 3.75FTE of designated Peer Support Worker Roles, i.e.

6% of staff roles

Table adapted from QMHBU CCU Benchmarking Report 2019



Theoretically what are the potential challenges associated with the alternative staffing configurations?

Governance

Service type

Non-clinical
Peer-operated/owned Non-clinical rehab and

support

linical

Buy-in/partnersh !
model

P S SN

Integrated staffing
approach

Traditional clinical
staffing model

Role of peer

Primary focus

Dependent on the staffing model of the PDRS/NGO

Minimal representation | Majority component o

support within the MDT, often MDT, key focus
providing an advocacy
— ~ plf ~ | N
Limited opportunities for clinical input for Working in parallel may Peer representation Value of lived experience\
consumers, and the impact of clinical perspectives limit opportunities to may be tokenistic, may be degraded by
on organisational culture challenge the dominant limiting opportunities professionalisation of
" paradigm held by the for organisational peer support and/or
:5: group with organisational J} learning from lived assimilation within the
3 governance. Additionally, {§ experience workers. dominant clinical culture.
conflicting paradigms .
* may detrimentally impact
g,, organisational processes
% Unavailability of 24/7 clinical support may limit Availability of formal peer § Limited availability of Reduced availability of
G ability to support consumers with a higher level of support dependent on formal peer support to 24/7 clinical support may
risk, acuity, and/or disability. NGO orientation and consumers. limit ability to support
@ policies. Reduced consumers with a higher
g availability of 24/7 clinical level of risk, acuity,
< support may limit ability and/or disability.
to support consumers
with a higher level of risk,
acuity, and/or disability.
*

The information presented in this table assumes that the input of both people wi

a lived experience of mentalillness (in either a formal or informal

role) and clinical staff have potential value to offer consumers of mental health rehabilitation services

Table adapted from:  Parker S, Dark F, Vilic G, McCann K, O'Sullivan R, Doyle C, Lendich B. Integrated staffing model for

residential mental health rehabilitation. Mental Health and Social Inclusion. 2016 May 9.



In late 2014 | started working at the two
MSAMHS CCUs where most of the staff were
employed based on their lived experience of
mental illness rather than their clinical skills
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They were wonderful places to work... m s
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..but did they deliver?




The Metro South CCU Evaluation Project



aC Psychiatry (2016)16:179

186/512888.016 0882 x BMC Psychiatry

Longitudinal comparative evaluation of the @
equivalence of an integrated peer-support

and clinical staffing model for residential

mental health rehabilitation: a mixed

methods protocol incorporating multiple
stakeholder perspectives

Stephen Parker™, Frances Dark’, Ellie Newman', Nicole Korman', Carla Meurk”, Dan Siskind'
and Meredith Harris”

Abstract

Background: A novel staffing model integrating peer support workers and clinical staff within a unified team is being
trialled at community based residential rehabilitation units in Australia. A mixed-methods protocol for the longitudinal
evaluation of the outcomes, expectations and experiences of care by consumers and staff under this staffing model in
two units will be compared to one unit operating a traditional dinical staffing. The study is unique with regards to the
context, the longitudinal approach and consideration of multiple stakeholder perspectives.

Methods/design: The longitudinal mixed methods design integrates a quantitative evaluation of the outcomes
of care for consumers at three residential rehabilitation units with an applied qualitative research methodology.
The guantitative component utilizes a prospective cohort design to explore whether equivalent outcomes are
achieved through engagement at residential rehabilitation units operating integrated and dlinical staffing models.
Comparative data will be available from the time of admission, discharge and 12-month period post-discharge
from the units. Additionally, retrospective data for the 12-month period prior to admission will be utilized to
consider changes in functioning pre and post engagement with residential rehabilitation care. The primary
outcome will be change in psychosocial functioning, assessed using the total score on the Health of the Mation
Outcome Scales (HoNOS). Planned secondary outcomes will incdude changes in symptomatclogy, disability,
recovery orientation, carer quality of life, emergency department presentations, psychiatric inpatient bed days,
and psychological distress and wellbeing. Planned analyses will include: cobort description; hierarchical linear
regression modelling of the predictors of change in HoNOS following CCU care; and descriptive comparisons
of the costs associated with the two staffing models, The qualitative component utilizes a pragmatic approach
to grounded theory, with collection of data from consumers and staff at multiple time points exploring their
cxpectations, expericnces and reflections on the care provided by these services.

{Cantimed on nest pace)
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Mixed methods evaluation comparing the integrated
staffing and clinical staffing model approaches for
community-based residential rehabilitation across
three sites over a 3-year period (2014-2017

admissions).

This evaluation planned to consider:

d Consumer expectations, experiences and reflections [Qualitative]
1 Staff expectations and experiences [Qualitative]

O Profiling consumers entering the service [Quantitative]

O Symptom stability between admission and discharge [Quantitative]
O The impact on post-discharge outcomes [Quantitative]

Ambitiously (or foolishly) the plan was developed in
the absence of dedicated funding support.



The qualitative component of the evaluation was
expected to be critical to understanding the
outcomes achieved (or not achieved).

This provided information about ‘why’ and ‘how’ of
services operation and consumer outcomes.
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/ Data gathering

Semi-structured consumer interviews completed by
an independent interviewer across three time points:
- Expectations (on admission/commencement)

- Experience (12-18/12 post-admission/commence.)
- Reflections (12-18/12 post discharge)

= Similar interviews were completed with staff
commencing at the ISM sites, and with staff under
both models with >12 months experience

= Sampling continued at each timepoint until the
qualitative analysis was deemed to approach thematic
saturation (n=25, n=15, n=17 for consumer interviews;
n=15, n=8 (clinical) n=15 (integrated)for staff
interviews)

= Participants were drawn from a convenience sample
without exclusion criteria.

g Analytic approach\

= Pragmatic approach to grounded theory was
adopted in the analysis of semi-structured
interviews

= Hypothesis generating, not a hypothesis
testing approach.

/
Limitations A

= Transferability (i.e. context dependence)
= Reflexivity, analysis led by a person previously
immersed within the context from a clinical

perspective

= Variation in sample across each time point

K (i.e. cannot be sure that is the same journey) /




Limited accommodation options (14/24) rflndependent living (14/24) \

Acknowledgement of disability (6/24)

Seeking stability and safety (drugs / abuse / conflict) (3/24)

Recovery

Study (6/24)

Getting a job (9/24)
Social re-integration and skills (9/24)

Health and fitness (7/24)

k\Reduced medical intervention (?JZA)J

A place to work on goals
4/
My choice (wanting to come) (16/24) G

i Entry

Getting life back on track (9/24)

~ -
-~ -
- - - ---

Learning new things (5/24)

A transformational space

(24/24)

A transitional place
]

(14/24)

Y
" Dependence to independence (9/24)

A supported living environment

(14/24)

Not my choice (629

-----------------

Anxiety s

Not wanting to come (4/24) Safety (5/24)

Not given other choices (1/24)

Mutual support (3/24)

Passive acceptance (1/24) CCU consumers <6 weeks from

L Aspirations )

/24)

commencement,

thematic saturation achieved at 24 interviews.

Consumer Expectations

Expectations and goals
are consistent with the
nature of the
rehabilitation support
available

Most actively choose to
come to the service

BUT lack of
accommodation is often
the driver




Individualised Practical not clinical
K People \ Activity not passivity % Therapy & counselling (hysical enVirOan

Staff -+1=-=-=-== Focus of support ---=----

Availability

More supportive _/

Genuine desire to help

An attractive setting

. Your own space
Your own decisions

Less crowded

Less clinical Making mistakes

More options

Co-residents . .
Having choices

Easier to get along with |
Opportunities for friendship

Mutual support availability - === Rules and regulations I ——
J | k j
More relaxed and casual

Key
Less intrusive Less rule driven Less stressful = = = = = = Conceptual relationship

Conceptual elaboration

Consu mervr = Consumers hope the CCU will be very different to previous experiences of care

Expectations * These hopes align with principles of recovery-oriented practice




The CCU is about people

- with mental illness —
recovering

b .y

A learning environment for working on goals

A less desirable or Moving on brings worry and a
no longer available A transitional environment sense of loss, but is viewed by
living situation some as an oppartunity

To a desired
future living
situation

Providing a community in itself

A place for getting your life on track

Consumer Experience

Hard work (for residents and staff) = The CCU experience is valued and aligns with their

expectations, staff experience, and recovery-
\_ ) oriented care

Text within the grey box are sub-themes Emphasis is on the importance of people
subordinate to the central organising theme of I P P peop

) : . (staff>co-residents) and community rather than
'The CCU is about people with mental illness ope eps . . .
recovering". specific rehabilitation interventions

—




- ,_
Positive I Negative

FARY

Relational aspects

Consumer Experience

Staff (can) make a big difference \
(// i Similar experiences reported by
Choice and respect Assumptions and lack of choice — consumers u nd er the CI i N ical a nd
+—— Availability and persistence Pressure to engage — o .
| emcoiinitofodins ———— integrated staffing models
Acknowledging your progress Breaking the rules
Inaction
— Approach’ —— Those under the ISM tended to
— More personal Diagnostic focus 2]

Fostering trust and safety

a3 explicitly value this model and the
ontinuity — i e
Pt o tmover availability of peer support workers.

— Communication style
Everyone knowing my business
Helpful

Understanding

— Goal driven

However, those under the clinical
AT model described valuing clinicians’
Peer support workers Peer support workers professional knowledge and skills

Bridging the gap with clinicians
Putting things in perspective
Doesn't feel like hospital

Proactive support

— Multi-disciplinary team" Issues with specific staff members —

Clinical staff Clinical staff

They work more as a team here




Consumer
Reflections

Consumers report
positive impacts on
quality of life in the 12-18
months post-discharge*

Unplanned exit (i.e. being
asked to leave) was not
followed by negative
reflections

The description suggests
that expectations were
met, and that the
rehabilitation function of
the service translated
into meaningful change in
people lives

f Before CCU \

Problems with health

Perceived lack of support

Undesirable living situation

j

During CCU

CCU is about:

D)

Learning new things and
becoming independent

Sorting out my mental health

k A place to work on goals™

Service characteristics:

There are good people here

The rules are tough but fair

\—

~
~
_/
N
)

Key:
------- Conceptual elaboration

Conceptual relationship (participant defined)
———> Conceptual relationship (inferred)

In response to a direct question posed in the
interview, rather than emerging from the
dataset

-

the CCU to
others™*

\_

After CCU

| would recommend

Dissatisfaction with
current living situation™*

\ | should have tried

~

Improved quality of life

- - Independence

- - Health

1--Social connection

.- Housing

| have less support
and health care but
that’s okay**

harder (regret) J




i X sl
* Helping, doing + managing !

fExternaI constraints: ' ECIInicIan responsibilities (Us): ! 1* Facilitating + encouraging '
e |npatient bed pressure : ‘e The challenge of amotivation | ' e Positive risk-taking s ' e Risk management s ff s :
¢ Lack of accommodation options 'e latrogenic impairment ' 'e Skills development ‘MM ¢ Medicating : Sta ex pectat I 0 n S a n d exp e rl e n ce
¢ Limited rehabilitation experience ¢ ;e Clinical skills deficits - i* Fostering independence v+ ¢ Dependency 3
i* Financial disincentives § RECRaAstennse pessscssdssaent i* Their goals and priorities + 1 +* Our goals and priorities H
______________________________ " lenssnoscsasnneasaannannnanel ' lecccccsnsssccscsssnsnasncsasns]
I : : E . . .
*,Rehabilitatlon readiness (Them): 5 E ' E u S|m||ar UnderSta ndlngS Of the fu nCtlon
+* Motivated to engage with available program ! ¢ Requires vigilance ' f h h ff
+* Absence of acute mental state and risk issues ! i . :
+» Absence of active substance use - ' ' ; 0 t € CCU eme rged across t € Sta I ng

models

'
e Accommodation crisis is not the primary issue

They have obe read : : . . .
RecoverymmXMNV\MNM Rehabllltatlon 7%= Treatment Staff from the clinically staffed unit
il W s — x rocess adenvironmen : emphasised tensions between

rehabilitation and recovery, and barriers

/_\

<oV
+

to rehabilitation engagement.

Maintaining
8,
UrnOUt

Hope i Practice based evidence

=4 +
Balancing personal responsibility and appropriate support

v
Recovery outcome (transition)

Staff experience of a CCU operating the integrated staffing model




/" Residents

/ Immersed in a \
challenging but \ . o
Lrssrdioor SR\ Staff expectations and experience
environment "
e P k .. . .

cloc i T Similar understandings of the function

X stablishing rapport an .
e e empathic understanding, of the CCU emerged across the staffing

and increasing resident

learning about recovery

y ) motivation and rapport.
from working alongside An Integrated Stafﬁng mOde|S

eer workers and ohe Using their lived
P Model facilitates an

co?::;;:ir:azg:a::aecstit:;eir effective rehabilitation team toixe‘::sr:cnfa;ntg Eﬂzge Staff from the Cllnlca”y Staffed unit
to support residents’ ol emphasised tensions between
recovery .. . )
rehabilitation and recovery, and barriers
to rehabilitation engagement.
ISM staff showed great focus of personal
RECOuERY recovery and the opportunities for
/ Something that is ‘deeply personal’ lea rning from each other
‘ and a non-linear journey or
| process. It involves focusing on t ISM acknowledged initial difficulties
strengths, getting where someone ‘ . . L . .
wants to be with their mental bringing clinical and lived experience
\ health, and being able to do what
) you want despite illness. together, but at 12‘18 monthS reﬂeCtEd

positively on integration being achieved.

Staff understanding and experience of working at a community-based residential mental health
rehabilitation unit under the integrated staffing model. Note that the solid green line reflects the journey of
resident towards recovery, and does not imply that there is a singular path to achieve this.



Consumers (and staff) reflect positively on the CCU
experience, it’s ability to deliver recovery-oriented care, and
to positively impact post-discharge quality of life.
Additionally, both consumers and staff valued the integrated
model and the availability of lived experience workers.

BUT... what does the ‘hard’ data tell us about these
services and their effectiveness...



Table 2 Routine clinical assessment battery and administrative data collection over the baseline, admission, discharge and follow-up

collection points

Domain

Measure

Baseline
(=12-0 months)

Admission
(0-6 weeks post)

Discharge
(0-6 weeks prior)

Follow-up
(0-12 months)

Administrative data

Clinical
assessment
battery

Symptom measures

Functicnal Cognition
Social-function

Functional

Recovery

Carer burden

Health of the Nation Outcome Scale
(HoNOS) [26]*

Life Skills Profile (LSP-16) [48]°
Mental Health Inventory (MHI-38) [51]°

Mental health related Emergency
Department presentations

Psychiatric inpatient bed days

Alcohol Use Disorders Identification Test
(AUDIT) [60]

Brief Psychiatric Rating Scale (BPRS) [46]

Scale for the Assessment of Negative
Symptoms (SANS) [87]

Allen’s Cognitive Levels (ACL) [59]
Social Functioning Scale (SFS) [88]

Perceive Recall Plan & Perform System
of Task Analysis (PRPP) [89]

Stages of Recovery Instrument (STORI-
30) [49]

Burden Assessment Scale (BAS) [90]
Adult Carer Quality of Life (AC-QoL) [50]

X

X

X
X

X

XZ

X2

X
X2

X]

Xz
X2

A HoNOS is routinely collected on admission and discharge from inpatient, community residential and ambulatory services, and 3-monthly review periods in the

non-inpatient settings

B LSP-16 and MHI are routinely collected on admission, discharge and 3-monthly review in community residential and ambulatory services
' Primary outcome measure, examining change in total score between the Baseline and Follow-up periods
2 Planned secondary outcome, examining change between Admission and Discharge for Clinical assessment battery items, and Baseline and Follow-up for

Administrative data items

" Planned predictor in hierarchical linear regression modelling, note that for STORI-30 change between Admission and Discharge stage will be used (reduced,

stable, increased)
X Collection occasion

A comprehensive
quantitative data-set was
generated through the use
of a routine assessment
battery on admission and
discharge, and routine
administrative data-sets.

The availability of such data
enables creative exploration
of questions relating to the
services and the outcomes
that are achieved. All you
need is the time and the
relevant skills (or
supervisory support).



We analysed the cohort
admission data to establish
the comparability of
consumers admitted across
the three sites. Consumers
were generally comparable

between the two staffing
models.

An exploratory quantitative
analysis was undertaken to
consider sub-groups within
the cohort...

waecess A Comprehensive Cohort Description
== @nd Statistical Grouping of
—mwreiee (Community-Based Residential
"=~ Rehabilitation Service Users

in Australia




Final cluster solution* with z-score means and standard error by cluster for
variables making a significant contribution to the underlying factors

10 Cluster 3:
= > psychological wellbeing
= | moratorium recovery stage
o I S = I growth recovery stage

Less impairment
:—!

(Cluster 2: R

= | psychological wellbeing
= /N moratorium recovery stage

S { growth recovery stage

0.0

-0.5

Z score

-1.0

CCU consumers are not a homogenous group. There

are real risks in treating everyone the same way and Y [ciuster 1
expecting the same things from them following N (istibstantetise

admission. \~_T personality disorder -~ _

-1.5

-2.0

More impairment

-2.5

= = Cluster 1 (N=17)
—Cluster 2 (N=43)
......... Cluster 3 (N=51)

* Cluster solution based on clinician rated measures,
without assessment of inter-rater reliability

\




Cluster 1 Cluster 2 Cluster 3 TOTAL Test® P
(n=17) (n =43) (n=51) (N=111)

Primary diagnosis?®
F20-29.x Schizophrenia spectrum 82.4% 88.4% 72.5% 80.2% Fisher’s Exact Test® .156
Specific disorders?:
- F20.x Schizophrenia 64.7% 60.5% 64.7% 63.1% - -
- F25.x Schizoaffective disorder 17.6% 20.9% 3.9% 12.6% - -
- F29.x Unspecified psychosis - 7.0% 3.9% 4.5% - -
- F31.x Bipolar disorder 11.8% 2.3% 13.8% 9.0% - -
- F32-34.x Depressive disorders 5.9% 7.0% 5.9% 6.3% - -
- Other disorders - 2.3% 3.9% 2.7% - -
Secondary diagnoses/issues
Current tobacco use 70.6% 65.1% 47.1% 57.7% X2 = 4.491 .106
Substance use 94.1% 32.6% 35.3% 43.2% X2 =21.240 .000¢
Physical health issue 11.8% 27.9% 17.6% 20.7% Fisher’s Exact Test® 3563
Trauma history 5.9% 2.3% 11.8% 7.2% Fisher’s Exact Test°® 207
Anxiety disorder 5.9% 4.7% 15.7% 9.9% Fisher’s Exact Test® 91
Developmental disorder 5.9% 4.7% 13.3% 8.1% Fisher’s Exact Teste 456
Personality disorder 23.5% 4.7% 3.9% 7.2% Fisher's Exact Testc .042¢
Obsessive-Compulsive Disorder - 9.3% 3.9% 5.4% Fisher’s Exact Teste 447

a Test statistic calculated only for the presence/absence of F20-29.x diagnoses (see above) given the number of diagnostic categories
b For categorical variables, the Chi Square test was applied unless the expected count for any cell was <5, in this case, Fisher’s Exact test was calculated
¢ Unadjusted odds ratio: F20-29.x Schizophrenia spectrum = 3.628, Substance use = 22.60, Physical health issue = 2.239; Trauma history = 2.943; Trauma history =

3.099; Developmental disorder = 1.513; Personality disorder = 6.082; Obsessive-Compulsive Disorder = 1.787
dCells with adjusted standardised residuals >+2 = Cluster 1 (Substance use issue — Yes)
¢ Cells with adjusted standardised residuals >+2 = Cluster 1 (Personality Disorder — Yes)




MHI-38 (Total)
Psychological wellbeing
Psychological distress
STORI-30

Moratorium
Awareness
Preparation
Rebuilding
Growth

Cluster 1 Cluster 2

n x(SD) n x(SD)

17 49.88(22.209) 43 51.84(19.848)
38.53(23.492) 40.00(22.018)
43.41(24.308) 39.26(22.065)

16 - 42 -

3 18.8% 9 21.4%

7 43.8% 15 35.7%

1 6.3% 2 4.8%

2 12.5% 9 21.4%

3 18.8% 7 16.7%

51

47

Cluster 3

x(SD)

63.00(17.034)
53.31(21.575)
27.12(22.230)

4.3%
21.3%
12.8%
14.9%
46.8%

Na

111

105

14
32
9
18
32

x(SD)

56.67(19.720)
45.89(22.901)
34.32(23.298)

13.3%
30.5%
8.6%
17.1%
30.5%

Test

K = 10.445
Kg=11.118
K = 7.836
Fisher’s Exact
TestP

.0052
.0042
.020°
015¢

a Post-hoc tests with Bonferroni correction for multiple tests identified statistically significant pairwise comparison between Cluster 3 and 182

b Post-hoc tests with Bonferroni correction for multiple tests identified no statistically significant pairwise comparisons

¢ Unadjusted odds ratio: STORI-30 = 17.810; cells with adjusted standardised residuals >+2 = Cluster 2 (Moratorium) and Cluster 3 (Growth), cells with adjusted

standardised residuals <-2 = Cluster 2 (Growth) and Cluster 3 (Moratorium).




This grouping has resonance with staff and facilitated a
shift away from a focus on ‘rehab readiness’ and revision of
local processes

Expectation that some consumers will be
suitable for earlier discharge leading to
increased focus on transition plan from
commencement -~

Addressing substance use from entry will be

critical to avoiding unplanned discharge, /
leading to trials of groups in partnership with
AODS and increased assertiveness of /
pharmacological support (e.g. naltrexone) //

/
Those likely most in need of rehabilitation
support may be least ready at the outset to
engage in formal psychosocial treatment,
increasing emphasis on building hope and
motivation for those appearing least engaged
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Data set and Methods

All consumers from the previous study
discharged at the date of data extraction
(n=139/145)

Demographic, diagnostic, symptomatic and
functional measures were included as
potential predictors

Hierarchical logistic regression was used to
identify predictors of unplanned discharge

Between groups comparisons were made to
compare consumers with self- and staff-
initiated unplanned discharge

Key findings

= Unplanned discharge is common (54/139 =

39%). Most often this is staff-initiated (34/54
= 63%), most-commonly due to substance
use (15/34 = 44%)

Unplanned discharge was more likely for
people on government benefits, with alcohol
use problems, and higher self-rated recovery

= The only statistically significant difference

between people with self- and staff-initiated
unplanned discharge was a history of trauma
(30% v 6% (and 7.1% for planned)




Higher levels of alcohol use > ?wanting to leave or asked to go

Younger consumers are more likely to leave... ?extant family support, more intact social networks

'

[

Table 4. Binary logistic regression with statistically significant predictors (p < 0.05) of unplanned discharge (N=139), with site/staffing model as a con-
trol variable.

Predictor variables p Value B SE of B Exp(p) 95% (I

Age | 0.027* ~0.062 0.028 0.940 0.890-0.993
— Alcohol use)(AUDIT Consumption subscale score) 0.021* 0.180 0.078 1.197 1.027-1.395
L Social functioning [SFS Independence-Competence subscale) 0.004* 0.223 0.077 1.250 1.076-1.452

Stage of recovery [(STORI-30 Growth stage score) 0.002* 0.116 0.038 1123 1.043-1.210

Independent variables: site/staffing model (the reference category=integrated staffing model); AUDIT: Alcohol Use Disorders Identification Test; SFS: Social
Functioning Scale; STORI-30: Stages of Recovery Instrument.

Dependent variable: 0 = planned discharge and 1= unplanned discharge.

B: unstandardized regression coefficients; P: standardised regression coefficients; SE: Standard Error; Cl: Confidence Interval. The full model correctly classified
\ 74.4% of consumers (81.4% as having planned discharge and 58.3% as having unplanned discharge). *p < 0.05.

. y

Higher self-rated recovery > ?residential rehabilitation perceived as less relevant

Better social functioning > ?more accommodation options, residential care less relevant
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These findings suggest
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Implementing Introductory Training

The importa nce Of trauma informed in Trauma-Informed Care Into Mental

Health Rehabilitation Services: A
° ege - .
care, and the possibility that aspects Mixed Methods Evaluation
Laura Nation', Nicola Spence’, Stephen Parker %, Maddison Paige Wheeler', Kate Powe ',
f t h e re S i I e nt i a I r h a l i I itat i n Mei Siew’, Tamara Nevin', Michelle McKay*, Michelle White' and Frances Louise Dark **
o
e nvl ro n m e nt m a b e I e SS to I e ra b I e Objective: This paper describes the implementation of training in trauma-informed care
y (TIC) across a mental health rehabilitation service.
- - Method: A mixed-methods approach was applied incorporating baseline measures
OPEN ACC of staff attitudes toward TIC, quantitative description of staff training participation, and
o r p e O p e WI a I S o ry o ra u m a semi-structured interviews of Team Leaders’ views on the implementation of TIC.

A iy Results: Fifty-five of 123 staff responded to the Organizational Change Readiness
(W h o a re m o re I i ke Iy to c h oose to Assessment (OCRA) survey (44.7%). Training completion varied considerably between

the eight rehabilitation teams (4.8-78%). Analysis of the Team Leader interviews identified
four broad themes: The need to respect the person's life journey including the risk
of re-traumatization; the importance of considering the context of implementing TIC
training; TIC being an essential part of mental health care; and staff may also have

trauma histories.
*Correspondence

Conclusions: Staff working in mental health rehabilitation are supportive of the need for
TIC. The variable training uptake did not reflect the comments about the importance
of TIC. The burden of adjusting mental health care delivery to COVID-19 restrictions was
reported as a major influence on the uptake of training. Systematically implementing
training in TIC is required but needs to be complemented by a structured organizational
approach to aid embedding this approach into daily mental healthcare delivery.

Specialty sectior

Keywords: trauma-informed care, training, recovery orientated mental health rehabilitation, implementation,
competency framework

The importance of identifying
substance use issues on admission
and actively supporting consumers
(who are more likely to be asked to
leave)

INTRODUCTION

A history of experiencing trauma is common in people secking help from mental health services (1,
2). The pervasiveness of trauma and its impact on the development; presentation; and management
of people experiencing mental illness is well established. The Australian National Framework
for Reco Oriented Mental Health Services (3) was endorsed in 2013 and emphasizes the
importance of Trauma-Informed Care (TIC).

There are multiple definitions of trauma. The Substance Abuse and Mental Health Services
Administration (SAMHSA) reviewed the definitions and developed the following concept:




By the early 2020 all
consenting consumers
admitted between 2014-17
had been discharged

(n=145). This permitted the
admission-discharge
outcome comparisons based
of the assessment battery
data.

A key concern that had been
expressed with the introduction
of the integrated staffing model
was the risk of it limiting
outcomes due to the reduced
proportionate availability of
clinical staff.




Table 3. Comparison of reliable improvement in outcome variables from admission to discharge between clinical

and integrated staffing models, based on Reliable Change Index (RCI)?. Most consumers
Cut-off Cl]l(l;cal Integ(;ated T(:;al Test Cra‘rjn:ar S D : experlenced reliable
n(%) n(%) n%) improvement across a
Reliable improvement based on the Reliable Change Index (RCI) i
Functioning & disability broad range of functional
HoNOS Total (n=142) -1 21(40.4) 50(56.2) 71(50.4) A21=3.276 152 .070 measures and in
LSP-16 Total (n=142) -1 24(45.3) 50(56.2) 74(52.1) A%1-1.581 106 .209 psychological wellbeing
SFS Total (n=81) +7 13(43.3) 32(62.7) 45(55.6) 2%(1-2.883 189 .090
Symptoms
BPRS-18 Total (n=91) -8 12(30.8) 32(60.4) I 44(47.8) I A%(1)-7.893 293 .005
SANS Total (n=91) -8 24(70.6) 42(73.7) L 66(72.5) ) A%(1»=0.102 .034 .749
Substance s Improvement in negative
AUDIT Total (n=78) -2 9(33.3) 18(35.3) 27(34.6) 2%(1)=0.030 .020 .863 P &
Psychological well-being symptoms occurred more
MHI Index (n=135) +7 32(65.3) 55(63.2) 87(64.0) 221)-0.025 014 875 frequently than for

psychiatric symptoms
generally

M: Mean; SD: Standard deviation; RCI: Reliable Change Index; RCS: Reliable and Clinically Significant; HONOS: Health of
the Nation Outcome Scales; SFS: Social Functioning Scale; LSP-16: Life Skills Profile; BPRS-18: Brief Psychiatric Rating
Scale; SANS: Scale for the Assessment of Negative Symptoms; AUDIT: Alcohol Use Disorders Identification Test; MHI:
Mental Health Index.

Overall, there were minimal differences between frequency of reliable Improvement in
improvement between the clinical and integrated staffing model consumers, problematic alcohol use did

the exception being the BPRS-18 (general psychiatric symptoms). Where most not occur frequently*
consumers under the ISM showed improvement.

* Note that this was accounted for largely by low base rates and increases in consumption within the non-problematic range



Table 3. Comparison of reliable improvement in outcome variables from admission to discharge between clinical

and integrated staffing models, based on Reliable Change Index (RCI)?. Post-hoc regression

Cut-off C:li('},/iﬁ“)”' I“‘g%;;')“’“d zg;;' Test Cramer’s analyses considering known
Reliable and Clinically Significant (RCS) improvement ?onfo.u_nders m.th.e data set
Functioning & disability — P identified admission under
HoNOS Total (n=142)2 13 10(19.2) 25(28.1) 35(24.8) A2(1y-1.380 .099 240 the integrated staffing
LSP-16 Total (n=142) ? 26 -(-) 33.4) 3(2.1) Fisher’s Exact - .293 model as a predictor of
SFS Total (n=81) 120 5(16.7) 2(3.9) 7(8.6) Fisher’s Exact - .095 reliable improvement in
Symptoms . . .
BPRS Total (n=91) 31 10(25.6) 15(28.3) 25(2712) 22.1=.080 030  |.777 both social functioning
SANS Total (n=91) = 49 10(30.3) 24(41.4) 34(37.4) A20,=1.103 110 293 (SFS) and general
Psychological well-being psychiatric symptoms
MHI Index (n=135) b 94.1% 0(0.0) 3(3.4) . 3(22) ) Fisher’s Exact - 552 (BPRS-18)

M: Mean; SD: Standard deviation; RCI: Reliable Change Index; RCS: Reliable and Clinically Significant; HONOS: Health of
the Nation Outcome Scales; SFS: Social Functioning Scale; LSP-16: Life Skills Profile; BPRS-18: Brief Psychiatric Rating
Scale; SANS: Scale for the Assessment of Negative Symptoms; AUDIT: Alcohol Use Disorders Identification Test; MHI:
Mental Health Index.

The ISM was
associated with at
least equivalent
pre-post outcomes
as the clinical
staffing model

When the harder criteria of RCS change was applied improvement occurred

less frequently, and there were no differences in the frequency of clinically
significant improvement between the staffing model groups.

* Note limitations with the RCS approach given that many consumers were below the defined clinical significant thresholds on admission



2014>2022 8-years and counting...



A lot has been achieved....

Academic output (to date)

The service

Externally

Publications

11x peer reviewed publications
2x papers under review

3x papers in preparation

Building research capacity and culture
29 co-authors

21 co-authors from MSAMHS

18 employees w/ 1st publication

Queensland

Funding for statewide evaluation
Collaborations with Benchmarking Unit
Informing MH Branch re future policy

RHD and progression

1x PhD (complete)

1x PhD commenced by CCU staff
3x Scholarly project

Driving research & quality improvement
Trauma-informed care education pilot
Early recovery group pilot

New research projects in the CCU context
Staff education and process revision

National
Consultation by state health departments
Influence on guidance to Vic Royal Comm.

Service development and change

On the basis of organizational
experience and emerging evidence the
staffing approach across the 3 CCUs of
the service are being revised




Facilitators.... Challenges....
Motivation Money Missing data
Motivated staff (small number) Organizational in kind support Varying staff buy-in

Willing to dedicate thousands of
hours of their own time

Leadership buy-in

Commitment to the project serviced
as a driver for data collection
compliance by less motivated staff

University partnership
Availability of methodological
expertise motivated by PhD
enrolment rather than a financial
commitment which would have
been unfeasible

Without an established track record
grant funding was unrealistic. This
covered costs associated with staff
time, transcription etc.

= Lack of a sense of ownership
= Fear about underlying motivations
(clinical site)

Minor grant funding
RANZCP grants assisting to build

motivation and limit service burden.

Major funding MH Branch
Emerging track record assisted to
secure funding to cover senior RA
support to progress the project.

Paper-based assessment battery
= Too ambitious
= Duplication of data entry

Meeting organizational needs

Time to data availability

= Lack of dedicated support meant
delays of years between data
collection and finalization

Publication

Observational research
= Harder to publish




Sounds like a lot of work... why do it:

= By working smarter (not harder) we can = We complain about the routine
find ways to do things better and easier outcomes, so why not routinely
measuring outcomes that really matter
= We already collect a lot of data through in a standardized way (e.g., work,
our administrative data-sets and clinical housing, social networks)
assessments
= |dentifying quality improvement and
= Often the data we collect isn’t being used research as a core function of the
to drive improved outcomes at the level services will make it easier to use the
of the individual consumer and service. valuable data we collect, and to generate

longitudinal data sets that will be readily
available for research.



What'’s the risk:

Unless there is a whole of team commitment to quality
improvement we will end up with data of poor quality
that will not be fit for purpose.

If we are too ambitious we will end up with
unacceptably high levels of missing data, and the
process will become a burden on the team.

We would need to get the core data set right at the
outset, while adding on new variables is easy (but
burdensome) any change in the core collection will limit
the workable numbers for research and the ability to
make comparisons over time.

Unblinded naturalistic assessments will limit the
enthusiasm of high impact journals to publish findings
based on this work.

P11

Therefore....

Ensure that the collection includes
information valued by each discipline
Holding each other to account

Focus on the data we already collect
Measures should be brief (i.e. <5 min)
Limit and rationalize collection instances
Use technology and include self-report

Don’t rush the planning

Don’t duplicate what’s in the admin system*
Work smart and use the resources available to
us (e.g. MHIM, grants, students)

Never forget that the goal is improved
outcomes for our consumers and their families
not high impact publications

Research based on this data is publishable, this
is most likely if we are aware and transparent in
considering the limitaitons

* Unless there is a known problem with the variable in the administrative system



Sources of routine data collection

Routine administrative data (CIMHA, HCBIS, EDIS)

Opportunity to add-on limited routine assessments

Opportunity to add-on cross-sectional research collections

___________ | | | I | | | | ____
.- | | | | | | | | »>
A B C, C, G C, G Ce D E
Antecedent data Baseline L 3-monthly care review (up to 6x) | Discharge Exit data

I Up to 24-months total care duration

L 1825years — | L— 2-5years — |



Stephen.parker@uqg.edu.au



mailto:Stephen.parker@uq.edu.au

Emergent learning about becoming a data driven service:

Shifting from a quality assurance to a quality improvement
focus will facilitate a better/understanding lof individual
consumers and the service. This will also direct adapting

service processes to enhance outcomes.

Who we are working with
What we actually do
What outcomes are being achieved

The primary goal should be achieving better outcomes and
experiences for consumers and their families (i.e. quality
improvement) not publications or gathering data for future use.

This goal will only be realistic if the systems for collecting
data are simple, easy to use, and directly relevant to our day
to day work.

Intake criteria

Assessment processes
Psychosocial interventions

Care pathways

Outcomes at the individual level
Outcomes at the cohort level
Outcomes at the service level
Staff attraction and retention
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Less impairment

Admission score

More impairment

Reliable Change Index

» Used to determine whether a reliable
(i.e. statistically significant) change has
occurred at the level of each individual
participant (rather than simply between
groups of participants)

» This approach uses the standard error
of differences (SEdiff) to establish a
threshold for determining that we can
have 95% confidence that a difference
in pre/post test scores has not arisen by
chance.
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Less impairment

Admission score

More impairment

Clinically significant change

» (Clinically significant change considers
whether the change in a person’s score
between admission and discharge
crossed a threshold that is meaningful
in differentiating a clinical from a sub-
clinical population.

Dysfunctional Functional

Figure I. Pretest and postiest scores for a hy pothetical subject (x) with
reference to three suggested cutofl points for clinically significant
change (a, b, ©).

* Clinical significance cut-off




Positive

Positive
r i
Relational aspects Non-relational aspects
e =% s N
/ Staff (can) make a big difference \ /I’\n’:nllfl\_rgent providing opportunities for activity m
— Actions Actions — 2 .
t— Choice and respect Assumptions and lack of choice — — Therapies ) Theraples
— Availability and persistence Pressure to engage — CBT (and related) CBT (and related)
+— Responsive to feedback Intrusiveness — — Mindfulness/relaxation
L Acknowledging your progress Breaking the rules —| Psycho-education
Inaction — Substance use (external)
— Approach’ Approach — — Outdoors (physical) * Outdoors (physical) —
— More personal Diagnostic focus | [ Structured physical activity Limited by CCU activities :
— Fostering trust and safety Contmuity'— Unstructured physical activity Radiced as el 400 ondilortabis
— Setting limits b 6
i urnover - '
— Communication style 9 j Indoors (sedentary)
Everyone knowing my business s .
- Helpful I~ Watching movies
— Understanding — Cooking
“— Goal driven — Structured social interaction
; “— Playing pool
— Multi-disciplinary team Issues with specific staff members — \ J
Integrated staffing model - N
Peer support workers Peer support workers- Supportive processes to increase one's independence
— Bridging the gap with clinicians /
— Putting things in perspective \
Doesn't feel like hospital
Proactive support +— Demands of independent living
Clinical staff Clinical staff — Personal responsibility
They work more as a team here +— Living skills development
L 2 |— Extra-familial social interaction
L— Medication self management Expected to take medication —
— Support availability * Support availability —
4 -
Expe r | e n Ce There is always someone around Expectations about engagement
.« . e e More care (than other sethngs)v Limited by staff activities
All participants reflected positively

Staff have more time

Emphasis on relational aspects (staff>co-residents) Builds trust

Emphasis on the environment providing opportunities for activity and — Transition support
processes supporting increased independence ~




Why am | here?
/ Individual factors \

Outlook and goals:

« The place has ‘good vibes". We want this
model of service to be successful (9/15)

« Need to be realistic, focus will be on small
steps and functional skills (9/15)

+ Opportunity to exercise creativity and
innovate in shaping service (6/15)

« Desire for equality and respect (inter-
professional and with consumers) (6/15)

Rewards and drivers:

* Can get to know people, develop
relationships and see people well (10/15)

+ Desire for change or advancement (9/15)

* Intrinsic reward of giving back/making a
difference (8/15)

* Location (close to home) (6/15)

= Opportunities for specialisation (3/15)

Concerns:
* Job security (6/15)

« Challenges of shift work on mental health
(3/15) /
Peer support roles \

Benefits:

* Provide role modelling (6/15)

* Enhanced empathy and alliance through
sharing lived experience (5/15)

* Peer support is part of recovery, makes lived
experience meaningful (5/15)

Challenges:

+ Getting the balance between friendliness and
professionalism (8/15)

+ Different priorities, perspectives and
epistemologies (7/15)

+ Care needs of peer support workers (5/15)

Qammg in medication management (BIy

What do | think working at the
CCU will be like?

What organisational challenges
do | foresee?
/ Organisational factors \

* Effective leadership, supportive team are
essential (14/15)

* Novel and flexible, how it will evolve is
somewhat unknown (13/15)

* Lack of clarity around roles and expectations,
challenge of maintaining role delineation (3/15)

* Hope and challenge that CCU will positively
integrate with mental health system and

\(ommunllvH/lS) J

Recovery

focussed rehahis: |
Q~e<,o“e” B ab//,,a% |
- |
counity Capg
(/0((\ U”/}l /I
/

A place of mutual learning and

co-development
(13/15)

Temporary and transitional
(10/15)

Training ground, simulacrum
(8/15)

What is the Community Care Unit?

Staff expectations of a CCU operating the integrated staffing model

Staff expectations and experience

Similar understandings of the function
of the CCU emerged across the staffing
models

Staff from the clinically staffed unit
emphasised tensions between
rehabilitation and recovery, and barriers
to rehabilitation engagement.

ISM staff showed great focus of personal
recovery and the opportunities for
learning from each other

ISM acknowledged initial difficulties
bringing clinical and lived experience
together, but at 12-18 months reflected
positively on integration being achieved.




