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This report was written by people who use day services. The
recommendations that it contains were discussed fully with members of the
centres concerned - as well as with many service users that currently choose
not to use these services.

The voluntary sector was widely represented on the steering group for this
project, and discussions were held by the service user representative at the
highest level of the Brighton & Hove region of the Sussex Partnership NHS
Trust. Consequently, we are confident that there is broad support in the
community, and amongst the service users themselves, for all of the
recommendations contained in this document.

The results of this work focus on a requirement for significant further
developments in the recovery approach, as well as with the care programme
approach (CPA). We see these developments as being fundamental to
supporting our proposed changes in the local day services.

We recommend the creation of a user-run resource centre as the main vehicle
for achieving the changes to the service that we are hoping to see. This would
require the closure of Aldrington House and the re-launching of the Allen
Centre.

Discussions with the members at Aldrington House have suggested that there
will be no significant opposition from these service users to this proposal. In
fact many have already expressed an interest in assisting with the
development of the new centre should it be approved.

Costing meetings with trust managers suggest that the recommendations in
this proposal can be managed within the existing financial commitment to the
day services in Brighton & Hove.

In our opinion other major advantages to the proposals include:

1. An increasingly improved score on annual Community Mental Health
Survey reports undertaken by the Healthcare Commission. In particular
it is anticipated that ratings related to patient and public involvement
will be significantly enhanced.

2. A better-quality involvement and range of appropriate responses to
members of ethnic minorities and other traditionally marginalised
groups, particularly via the implementation of a more personalised
service offering increased choice and flexibility.

3. An improved engagement with mental health service users via their
increased involvement in the planning of their own supports. This



includes an increased potential for them to significantly influence future
strategic planning.

4. Superior throughput. An increased ability to support people with mental
health issues in their lives to resume a productive community life. This
ability will be more apparent with individuals who have been recently
diagnosed embracing an individual support plan reflecting the recovery
approach.

5. Added value. The non-statutory administration of the new centre will
allow for additional leverage to a variety of funding not normally
available to statutory services.

6. The support that the fundamental principles of the proposal can provide
to the implementation of the vocational strategy.

7. Encouragement, enthusiasm and a sense of joint endeavour with
service users. Finding allies with service users (e.g. to make services
more progressive, cutting-edge and appropriate to the needs of
modern-day service users).

Challenges:

1. Staff training: ensuring that the principles promoted here are
incorporated in the cultural change already underway.

2. Arrangements for re-use and re-badging of the Allen Centre.

3. The availability of capital funds to support number 2 above.

The WHO Mental Health Declaration for Europe (2005) states that:

Policy and services are striving to achieve social inclusion and equity, taking a
comprehensive view of the balance between the needs and benefits of
diverse mental health activities aimed at the population as a whole, groups at
risk and people with mental health problems. Services are being provided in a
wide range of community-based settings [...] We believe that this is the right
and necessary direction. We welcome the fact that policy and practice on
mental health now cover:

i. the promotion of mental well-being;

ii. the tackling of stigma, discrimination and social exclusion;

iii. the prevention of mental health problems;

iv. care for people with mental health problems, providing comprehensive
and effective services and interventions, offering service users and carers
involvement and choice;




v. the recovery and inclusion into society of those who have experienced
serious mental health problems.

Section 11 of the Health and Social Care Act 2001  places a duty on strategic
health authorities, PCTs and NHS trusts to make arrangements to involve and
consult patients and the public in:

a) planning services they are responsible for;

b) developing and considering proposals for changes in the way those
services are provided; and

c) decisions to be made that affect how those services operate.

The policy and practice guidance sets out:

what the duty means for NHS organizations;

a new planning process;

best practice baseline measures for PCTs and trusts to use as a self-
assessment tool; and

other statutory consultation requirements.

The overall aim of Section 11 is to make sure patients and the public are
involved and consulted from the very beginning of any process to develop
health services or change how they operate. According to the act, this will
eventually lead to patient-centred care and improvements in patients’
experience.

Service users and their family/carers should be provided with the following
information:

» Description of the service, range of interventions provided and what to
expect

» Name and contact details of care co-ordinator and other relevant members
of the team

 Contact details for out-of-hours advice and help

* Care plan and comprehensive information about medication

* Relapse prevention and crisis plan

* Discharge plan

* How to express views on the service

(NHS Plan p25)

A steering group of key stakeholders led by the PCT was convened in June
2006. Information on current mental health day services was updated,
providers were asked to complete a benchmarking exercise on how their
services met the guidance “From Segregation to Inclusion: Commissioning
Guidance on Day Services for People with Mental Hea Ith Problems.” (February
2006), and current service providers were invited to complete a questionnaire
on their view of day services.



In March 2007 service users in Brighton & Hove were commissioned to review
this material and to suggest their own way forward for day services in Brighton
& Hove.
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We began with a shared view that effective service user participation cannot
grow in a hierarchical structure where people in authority habitually make
decisions behind closed doors, or where there are long and unwieldy
processes of reporting and decision-making. In our view, this kind of system
does not invite people to speak their minds, make complaints, question
decision-making or suggest new ideas.

We assumed that the relatively new local commissioner was serious about
service user participation, and so would be willing to foster a service culture
where all decision-making processes are clear, negotiated, and transparent;
where there is no fear of reprisal for dissenting voices; and where everyone
feels they have a right to contribute. We will then feel more confident about
taking considered risks and feel secure enough to learn from our mistakes.
We also believe that this approach fits well with most contemporary
management practices that emphasise flexibility, empowerment and customer
responsiveness.




Figure 1  Some of the policy documents we considered

The commissioning guidance identifies the following key principles for
refocusing day services:

Promote recovery
Focus on community participation



Reduce social isolation

Offer opportunities for people with mental health problems to provide
support to each other and to run their own services

Maximise choice and self-determination

Meet the needs of diverse groups

Ensure that services are accessible to people who are most seriously
disabled by their mental health problems

Involve users and carers

Increase diversity of provision

Involve cross-sector working

The social inclusion guidance also emphasises the following four key
functions:

Opportunities for social contact and support

Support to retain existing roles, relationships and social/leisure activities
Support to access new roles, relationships and mainstream social/leisure
opportunities

Opportunities for service users to run their own services and support one
another
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The report submitted by the original Day Services Steering Group was not
well received by some local service users; consequently this led the Brighton
& Hove PCT to reconsider the entire process and bravely commission service
users themselves to do a similar piece of work.

Consumer Consultancy and Mind in Brighton and Hove were commissioned
by the PCT (March 2007) to redesign the local care pathway and more
specifically to “ensure that the widest possible input is received from people
who could, but currently do not, engage with services, and to ensure that the
inequalities dimensions are fully addressed.”

We were told by the Mental Health Commissioner that:

The three outcomes we need to see from this specific piece of user
engagement in commissioning are:

1) A redesigned and costed service model, that is evidence-based, flexible,
choice-orientated, user-led and centred on meeting people's needs identified
in CPA.




2) Build confidence between service users, the Sussex Partnership Trust,
voluntary sector providers and commissioners that we can achieve the
above so that we can roll out this approach to other areas of mental health
commissioning in due course.

3) Learn as we go, and identify how we can all improve user engagement in
the commissioning process/service design for when we extend this approach
to other parts of the care pathway.

The sub-committee is aware that the 2006 Healthcare Commission report
indicated that the Brighton & Hove PCT scored poorly on the criterion
“Community services being accessible to people acco rding to their presenting
circumstances” and was also very weak in its overall mental health
assessment.

The report also pointed out that our region was only fair on criteria such as
“Care arrangements focusing on a range of needs and outcomes for people who use
services and their carers” and “People who use services, and where appropriate the  ir
carers, are involved in decisions and are abletom  ake choices about their care.”

The Healthcare Commission asked in its 2004 user survey “Were the activities
provided by the day centre helpful?” . 67% of respondents said that they were,
compared to a threshold score for the best 20% of NHS Trusts of 78%. Only
54% of service users received any information about local support groups,
and only 45% were given the phone number of someone in mental health
services that they could call ‘out of hours’. 59% of those sectioned under the
Mental Health Act recalled having their rights explained to them.

The guidance on day services strongly suggests that day services do not need
to be buildings-based — support, it claims, can be achieved in a number of
ways via outreach support, support in mainstream settings and separate
services in mainstream settings. It further suggests that it is preferable to use
an ordinary mainstream facility, such as a café or a community centre for
drop-ins rather than a designated ‘centre’ which many people will not use
because of the stigma associated with doing so.

In line with the intentions of the guidance, this proposal, then, promotes a
time-limited period of modernisation, the further engagement of service users
and a progressive changing of service specifications/outcome indicators
towards these ends. It also recommends increasing use of individualised
budgets AND direct payments to provide personalised, flexible support to
access alternative therapies, mainstream activities and generic services, as
well as a user-managed community-based ‘wellness’ centre. The centre will
be an essential element of the local mental health system rather than an
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adjunct to it. It will also be a community resource, feed directly into further
stimulating service developments, share its work with the broader community,
and prioritise more holistic personal planning arrangements and an accessible
user-managed crisis support service.

N % - II's

Processes were developed that would, we hoped, offer the best opportunity to
involve as many people as possible. Functional working networks had to be
created in a relatively short period of time (6 months), and policy-related ideas
and concepts that many had not had the chance to consider previously were
fully explored and taken on board both individually and collectively.

In addition, many people attended weekly meetings, meetings which
themselves presented their own challenges regarding a level of co-operative
working many had not experienced in the past. Almost without exception
people committed themselves to the work as well as to the needs of others,
and at a time when many had significant challenges in their own lives.

Besides the particular strategic perspectives contained in this report,
important lessons were learned regarding the complexities of service user
involvement in mental health service development, and we hope that these
will form the foundation for a subsequent joint report on ‘Lessons Learned'.

The weekly meetings were held with a growing group of service users
between March and late August 2007. The total number of service users
directly engaged with the project in this manner was 57. In addition, small
groups from the committee visited all of the local day centres, and some of the
local self-help groups. Advertising produced 47 telephone enquiries and
hence further feedback.

A petition supporting the main principles of this proposal was signed by 140
local service users.

Another 3,000 people known to be on CPA were contacted for their views on
local day services via a questionnaire designed by the committee members.
227 replies were received (for results see Appendix one).

The project was particularly interested in the views of individuals who had not
used existing services, or who had ceased to use them for whatever reason in
the past. The views of existing service users who employ day centres have
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been well canvassed historically, but this was the first time a systematic
attempt had been made to request the views of individuals who had chosen
not to use day services — or, as it turned out, not been informed about them at
all.

A productive visit to Dial House, a user-managed crisis centre based in
Leeds, was undertaken by 10 members of the committee (see Appendix
three).

A community ‘event’ for local service users, carers and the general public had
been planned as an ‘open day’ by the committee, but was unable to proceed
as planned.

Throughout the process a Participatory Action Research (PAR) perspective
was employed as a collaborative method to test new ideas and implement
action for change, with attention paid to experiential learning, group dynamics
and the support requirements of both individual group members and the
committee itself.

Committee members see themselves now as co-learners and researchers,
with the other people they met in the process. This perspective in turn
promotes the validity that all people are ‘intellectuals’ in the sense that they
develop intricate functional philosophies through their lived experience.

The committee considers that a collective service user participatory
experience had been untried locally but it can, and no doubt will, now have a
unique contribution to make to the subsequent provision of mental health
supports. As the process matures its shared culture of understanding, as well
as the development of unique service user-specific procedures, we anticipate
that it could, given appropriate supports, have transformational effects on
local strategic planning.

At all times, therefore, we demanded of ourselves that the service user-
specific development process should remain paramount in our work, and
indeed this consideration overrode any notion of ‘correct procedure’ or the
idea that mistakes could neither be made nor tolerated.

In fact it was considered essential to the learning process that mistakes not
only be identified, but were also not avoided simply because the potential for
them might seem to conflict with ‘non-service user sector ideas, or even
previously established norms and procedures in the field.

It was important to all our members that any outcomes of the work, in this
case this report, be shared and if possible be delivered by all. Consequently,
the report was drafted in three phases and worked on by the entire committee
during each of three whole meetings. A fourth meeting was held to enable the
whole group to review the final draft, after it had been edited in its entirety by
one of the members.

A simple evaluation conducted with all participants concluded this phase of
the project — this will subsequently form a part of the separate report.

12
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It was clear from the outset of this project that there was no significant
agreement between service users at this time with the contention of any
government guidance that suggested that day services should be, for the
most part, non-building-based.

Most service users who were introduced to the idea of social inclusion
(perhaps for the first time) were reasonably in favour of the principles
involved. However, there was more than a little distrust in the timing of the
idea. This initial reluctance appeared to relate mainly to the parallel (and local)
Vocational Services Review, as well as the national re-examination of the
entire benefits structure. Social inclusion and even the recent interest in the
recovery approach could quite reasonably, from many individuals’
perspectives, appear to be more related to saving money than to improving
quality of life — particularly as many were required to undergo a personal
benefits check during this phase of the project.

In addition, there was a general agreement that day services serve the
following basic purposes for many service users at the present time:

The provision of support to alleviate symptoms in acute crisis as an
alternative to inpatient admission.

Essential support following a period of acute admission, bridging the
difficult transition from inpatient to community-based care — a period during
which the risk of suicide is increased (see National Confidential Inquiry into
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Suicide and Homicide); and to enable people to resume social and
vocational roles that may have been disrupted by that admission.

Social and leisure opportunities for people with ongoing difficulties who are
socially isolated and lack other activities.

Help to access ordinary social and leisure opportunities outside mental
health services.

Sheltered education.

Help to access education, voluntary work and community services.

Day services also provide a variety of social, leisure, skills-training, advice
and counselling/group opportunities, but are primarily valued by their users for
the social support they offer. Service users often prefer less structured, ‘drop-
in’, social facilities where they can meet others and gain peer support during
their recovery.

B $ ! # 1
I""#$

It was also clear that local service users would like social opportunities to be
available in the evenings and during weekends, and more user-run peer
support models (e.g. user-run drop-ins and cafés) which might promote
greater involvement and make better use of the skills and expertise of those
who use them. They may then be more effective in offering the integrated
social contact and peer support than day centres have traditionally provided.

There was also a reasonable consensus that, just as day services themselves
should be based more in the community, so also should crisis support
services. By this the committee means a non-residential alternative to
inpatient admission, managed by service users themselves and open until the
early hours of the morning.

The committee agreed that, in order to promote social inclusion and personal
recovery wherever possible, people should be provided with the support they
need to access all the social, vocational and leisure roles and opportunities
that non-disabled citizens enjoy. For the time being, for those who are socially
isolated, user-controlled or user-run social opportunities maximise the skills
and involvement of those who are, or see themselves to be, socially
marginalised.

Our initial discussions frequently faltered at the level of protecting our
perceived personal interests. This is perhaps not surprising when for many
people ‘empowerment’ had never truly been a reality on any level within
mental health services. For many, in a process parallel to their continuing
need to defend their benefits position during times of iliness, the committee’s
work could be seen as a more palatable way of cutting costs and avoiding
political pressure simply by having service users themselves recommend the
closure of day centres.

14




Initial meetings, then, were often reflective of the need that individuals felt to
‘save’ what they knew, and so to ‘defend’ the valued sub-culture established
within their own particular day centre. Such polarised positions were at first
difficult to overcome. However, our individual defences were slowly, though
perhaps never completely, eroded by the following considerations:

An agreement that collectively we would do all we could to preserve the
best that was available within current day services.

A joint goal was agreed that a purpose-built or uniquely modified centre
would enable this to happen, while promoting joint thinking and working
between the various sub-groups or cultures.

A growing belief that the committee was involved in a genuine process —
one which might then make a difference to the quality of life of people who
are newly diagnosed.

A realisation that the majority of people on CPA do not use day services,
but that they had the same right to individualised supports as those who
did choose to use them.

Learning was enhanced for some members by attendance at a timely
conference (Sussex Recovery Alliance: ‘Nothing about Us without Us’). A
more verbal interest was then expressed in the recovery approach, holistic
and person-centred support arrangements, individualised funding and
user-managed services.

An enhanced understanding of the potentially transformational effect on
the mental health system of the recovery approach highlighted recovery as
an area for further self-help-related work.

The growing belief that a holistic and person-centred approach to personal
care planning, which incorporated individualised budgets, could be
beneficial to all service users, and so would eventually become its own
form of individualised commissioning of future services.

An understanding that the role of care co-ordinators should change to
reflect the recovery approach, individual budgets, a more holistic planning
arrangement and bridge-building to the community at large.

A growing appreciation of the principles of direct payments and
individualised budgets has led members beyond the more traditional
approaches to what ‘empowerment’ might really mean.

There was a strong consensus in favour of a service user-managed
recovery centre based on principles of wellness, and offering more hope
and practical support to people than the traditional medical model.

The evidence presented at the Leeds crisis centre (Dial House), which
was visited in person by 10 committee members, our contact with the
user-run Employed Centre in Brighton, and the recognition that we had run
our own drop-in on Sunday for 15 years all reinforced the growing belief
that service users could in fact manage their own day services.

These experiences also introduced the idea that community-based crisis
services were essential to local service users. The committee realised that
such a crisis service would need to be funded independently of financial
resources currently available for day services in Brighton & Hove.

15
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The discussion paper ‘A common purpose: Recovery in future mental

health services’ (May 2007), written by the Care Services Improvement
Partnership (CSIP), the Royal College of Psychiatrists (RCPsych) and the
Social Care Institute for Excellence (SCIE), recognises that recovery is seen
as having at least three different meanings:

1. a spontaneous natural process

2. aresponse to effective treatments and

3. a way of growing with, or even despite, continuing disability. This
essentially is about the resurgence of hope and aspiration for living full
and purposeful lives whatever the circumstances.

We realise that contemporary understandings of recovery continue to
recognise the complexity of suffering associated with severe mental health
problems, but also reflect the belief that it is possible to live well despite any
limitations caused by a disability or iliness. It reflects the belief that it is also
possible to re-conceptualise otherwise painful or even destructive experiences
as a personal challenge, a challenge with a potential for positive and lasting
outcomes that contrast sharply with the hopelessness previously experienced
by many people after an initial diagnosis and treatment. Concepts of recovery
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therefore should always emphasise the value and uniqueness of each person
and their personal journeys as a therapeutic resource.

1.0 We consider, then, that any recovery approach should, without
exception, place the service user at the centre of their own personal service-
planning, goal-setting and review processes.

However, it is essential to emphasise that this does not mean that service
providers should utilise the recovery approach as a principal lever to cut
costs, or as evidence that all people with mental health issues in their lives
are capable of returning to a full-time work environment with any degree of
strategic predictability.

We raise this point here because the committee is aware of the conclusions
and recommendations of the local Vocational Services Review consultation.
We agree with the main objectives of the review, particularly those regarding
service reconfigurations and a reallocation of funds which respond to both the
social inclusion agenda and the total ineffectiveness of some of the traditional
local services to meet this agenda. However, we are somewhat disappointed
in the lack of sensitivity shown in the final report about the individual's
recovery process. A strong statement of how it is essential that the personal
recovery process should be respected at all times, regardless of vocational
objectives, would have assisted our work and also our hope that both
consultations shared similar underlying person-centred objectives.

We looked further afield and found that we shared with ‘A common purpose:
Recovery in future mental health services’  a conviction that necessary themes
in the recovery approach include:

the pursuit of health and wellness

a shift of emphasis from pathology and morbidity to health and strengths
hope and belief in positive change

the meaning and spiritual purpose of distress

service supports reconceived as mentoring, not supervisory

identity explored as a cultural issue

social inclusion (housing, work, education, leisure)

empowerment through information, role-change, self-care

awareness of positive language-use in framing the experience of illness
personal wisdom encouraged in professional practice

creative risk-taking replacing overcautious risk assessment

focuses on people rather than services

monitors outcomes rather than performance

emphasises strengths rather than deficits or dysfunction

educates people who provide services and the public to combat stigma
fosters collaboration as an alternative to coercion

promotes autonomy and decreases reliance on professionals

17



1.1 we also consider it crucial that the language and practice of
recovery retain the informal idioms and person-centred perspectives of
service users themselves (as they of course developed and still claim the
approach). Service users are concerned that the concept does not become,
as many previous principles reflected in service user culture have, another
impenetrable and organizationally-focused fortress of a traditional medical
model that it was originally intended to challenge.

We will disagree with any practice that uses the recovery approach as a blunt
instrument to justify policy-makers’ assumptions that all people with a mental
illness will respond to the government’'s agendas regarding their current
capacity to return to work. Even though employment and higher education will
be a stated goal for many service users, it must be recognised that not
everyone will be able to achieve this objective in the short and perhaps even
medium term.

Current practice relating to individual planning has rooted CPA as its
foundation. According to the government, CPA is supposed to be the
cornerstone of current policy for mental health services. It arose out of
concern about the inadequate follow-up care for people leaving psychiatric
hospitals and emphasises various elements of good practice including: the
assessment of the service user's health and social care needs by a
multidisciplinary team; an agreed plan of care and treatment; the allocation of
a care co-ordinator with responsibility for maintaining contact; and monitoring
the implementation of the plan with regular reviews.

Under CPA, a mental health service user is meant to have their own care plan
similar to a local authority ‘care package’.

18




The original guidance was that CPA was to apply to “all in-patients about to
be discharged from psychiatric hospitals and all new patients accepted by
specialist psychiatric services.” However, now it applies to all those people
who are under the care of the secondary mental health service (Health and
Social Care), regardless of setting.

As far as service users are concerned, CPA planning and review meetings
should minimally be characterised as involving users, carers (family, friends,
or care staff) and:

an independent advocate (if requested)

mental health professionals recording users' and carers' views on their
involvement with mental health services and admission to hospital
identifying and recording separately the user's, carers' and professionals’
views on problems and needs and aims, and noting disagreements
formulating action plans designed to meet needs (rather than simply
pointing to those services which happen to exist locally)

agreeing a 'contract’, including monitoring and review arrangements
providing specific information about rights and services, including
medication and how to complain

an explicit agreement (by signature) of all parties

As early as 1997 the Joseph Rowntree Foundation in its research paper
‘Choice, Information and Dignity: Involving users and carers in care management in

mental health’ claimed that:

Sixty percent of service users said they had neither been asked their views
about their admission to hospital nor felt they had a choice in their
treatment while there.

Half had thought about making a complaint at some point, but less than
half knew about the existence of official complaints procedures.

The study also observed that service users with care programmes were more
likely to feel involved in planning their mental health care if they:

knew who their case manager was;

felt encouraged to identify their needs;

felt that they had choice, and a say in planning their care; and
had been given information about rights and services.

As noted in our introduction, subsequent annual service user surveys (and a

locally sponsored review by Consumer Consultancy ‘Strong Loops or Tangled
Hierarchies? A Review of Service User Involvement in the Care Pr  ogramme Approach

(CPA) in Brighton and Hove’ (July 2002) consistently noted that CPA has not
been effectively implemented locally. Our trust guidance ‘Explaining the Care
Programme Approach’ , states:

19
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Service users’ comments at that time were not consistent with these aims and
instead indicated that people were not confident in the fundamental role of
CPA in the effective planning of their services. The comments included:

Committee members’ observations largely tallied with these observations.
Some people felt that support plans were primarily being made to fit the
provider’'s needs, or else the requirements placed upon the provider by central
government policy. This we know is to some extent a truism as CPA is
mandated by central government and was not historically a grassroots
initiative; nor did it ever really engage service users collectively.

People are more often than not allocated ‘places’ or service slots, rather than
money or credits to spend in the marketplace, so they also experience a lack
of diversity in choices — particularly as block-granted services limit the
potential for truly individualized responses. This was illustrated by remarks
such as:

Perhaps this is further reflected by the fact that only 35% of respondents were
completely satisfied with their experience of CPA, and 45% didn't feel that it
covered all the parts of their lives where they required support.

20




Service users, then, have been consistently underwhelmed by the impact of
CPA on their lives for a number of years. A large number of people (66%) said
that there were no formal meetings (that they were aware of) to review their
care plan, 56% said that they had not been asked to be present at their last
review and 78% had no choice about the venue. 66.7% were not asked
whether they would like to bring someone along for support (only 22% were
asked whether they would like to have an advocate present), and merely 22%
said that when they did go along they were given an opportunity to discuss
their concerns and issues. 33% were aware of how to complain about any
aspect of the care/support they were getting, and only 33% had received a
copy of the local guidance.

These are important observations due to the fact that all individual planning,
and therefore a significant element of service user engagement, is dependent
upon an effective and intelligent discussion process being available to people.
What could be the really human face of our statutory services is in fact often
viewed as an administrative side issue, and so essentially an irrelevance to
their recovery, by many service users.

2.0 There are a number of pertinent reasons from a service user
perspective as to why the central issue of CPA must be addressed effectively
before day services — or in fact any other service — will work effectively for
them:

CPA is supposed to be the one place where service users can participate
in negotiating their service, but few report that it works that way. There is
no dignity without negotiation, and therefore no point.

If service agencies cannot design services to assist an individual’s
recovery, why then expect service users to have faith in those agencies’
claims about their apparently genuine interest in ‘user involvement’?

If a service user does not feel known and appreciated for who they are,
then a potentially unhealthy degree of reliance will be placed on their
ability to articulate their needs at what they perceive to be a formal and so
quite scary review, one populated largely by people they don’t know.

If care co-ordinators are not enabled by the process to show an interest in
an individual's recovery journey, how can they then engender any real
faith or engagement with a service recommendation from the service
user?

The ideal for most service users — however utopian it may first appear — is
that “the person that knew them best” should be their care co-ordinator;
and that person would remain consistently in their lives for a reasonable
period of time.

What we are attempting to describe is a class of relationship that
demonstrates an organizational ability to demonstrate a degree of
personal solidarity with a person in distress — rather than simply a
professional expertise to promote a specific pre-planned service.

Anyone who is in receipt of CPA who does not know who their care co-
ordinator is, or who meets them for the first time at a review meeting,
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considers this simply bad practice, and again such a performance shows
no authentic interest in user engagement.

2.1 The committee feels that service user involvement in the further
development of the local CPA process should be encouraged by the
establishment of a service user CPA reference group.

2.2 That an Advanced Agreement system is incorporated into the
CPA process.

2.3 That a means be developed to supply essential CPA-related
information to the local strategic planning process.

2.4 We also consider it essential that service agencies begin to
address the power imbalance engendered within the current system by
incorporating, or at least supporting, the development of an arrangement
similar to the Wellness Recovery Action Plan (WRAP) within CPA (see
Appendix four). We regard as critical to any future service user involvement in
commissioning or strategic planning that CPA be overhauled and a person-
centred process like WRAP be run alongside CPA or perhaps even be
integrated within it.

According to user theorists, WRAP uses the accomplishments developed and
implemented by the people being served as well as the people who care for
them. This is reinforced by building networks that exhibit mutual support and
community organizational empowerment — concepts that are changing the
face of mental health recovery elsewhere.

The goals of mental health recovery and WRAP are to teach participants
recovery and self-management skills and strategies for dealing with mental
health difficulties that allow us to:

promote higher levels of wellness, stability and quality of life

decrease the need for costly, invasive therapies

decrease the incidence of serious mental health difficulties

decrease traumatic life events caused by severe mental health difficulties
increase understanding of these mental health difficulties and decrease
stigma

raise our level of hope and encourage an active working towards
continuing wellness

promote our own well-being (not just the absence of mental health
problems/needs)

increase our sense of personal responsibility and empowerment
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Just as a commitment to service user engagement can be reflected by an
agency through showing a genuine interest in the person in recovery — well
before a need to support its own service status quo — hospitality, and indeed
humanity, can and should be reflected by its agents by ensuring they get to
know the people they serve.

In this case we see the agents as our care co-ordinators...

To the committee it appears quite clear from our own life experiences that
indeed compassion and understanding are sometimes only shown by the
committed staff members who unfortunately usually do not have the influence
to modify the system to respond more effectively to our individual needs. The
care co-ordinator’s authority level must in our view be adjusted to reflect this
concern.

3.0 We therefore stress to the PCT that before we agree, or perhaps
even recommend, any substantial changes to local day services, we would
benefit from a relationship with the principal service provider that is both more
personal and increasingly flexible in its ability to respond to everyone’s
recovery journey.

3.1 We think recovery requires seeing people in the context of their
surroundings and their relationships, while fitting health and social care
support around this environment. People should not be ‘treated’ in isolation
and without reference to their normal lives. It is the care co-ordinator’s role to
ensure that this happens via developing meaningful personal relationships
and ensuring that they maintain this commitment wherever possible for a
significant length of time.

What has often happened when some of us became ill is that we stopped
being a mother, or a brother, or a worker, and instead took on the label of
‘patient’. We were essentially plucked out of our job, or our family, or our
college course, and put on a ward. When we returned we sometimes found
that we had lost our job or our home, or perhaps had to start again with our
studies. Please recognise that often these transitions are as hard as coping
with the mental illness itself and so work against rather than support our
recovery.

3.2 The care co-ordinator, then, should strive to have a relationship
with everyone on their caseload, a relationship which reflects and
complements our existing networks. The care co-ordinator ought in our view
to be given the following authorities and/or responsibilities:

To determine a ‘reasonable’ caseload that allows them time to develop a

personal relationship with everyone they assist, mentor or help co-ordinate
services and supports for.
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To respect and incorporate where possible individual WRAP plans.

To be enabled to cost all personal plans and have routes to access
necessary resources.

To determine the degree of ‘discretionary’ spending within all
individualised budgets.

To co-ordinate the delivery as well as the planning of the care plan.

To understand and appreciate the tangible benefits of services offered by
those agencies other than their employer.

To feed into strategic planning.

To determine whether service users’ preferences for discretionary
elements of their budgets are therapeutic on any level.

That the Advanced Agreement process be included in the training
provided to care co-ordinators.

That bridge-building is a required element of the care co-ordinator’s role.
To be visible within the service user community.

3.3 From a patient’s perspective, if a care co-ordinator is to ensure
that the needs of the people they work with are met, then they have a duty to
work in a ‘critical' way. This involves being sensitive to and continually
guestioning:

Their own assumptions

People’s interpretation of an individual's language and behaviour

The impact of discrimination on individuals

Where their role starts and ends

The role of others involved in the care

The communication of concerns, risk factors and changes to everyone
involved

3.4 Service users believe that we should have a choice of care co-
ordinator, and so it would be beneficial to us if a central registry of care co-
ordinators were available. The registry should give a brief professional profile
of the individual care co-ordinator, references, and an indication of how many
CPAs they were currently co-ordinating.

3.5 We also recommend that local voluntary agencies be further
educated into the centrality of CPA (and so also WRAP) for any service user’s
recovery, and they should be obliged to consider their own role and
obligations within it when designing and operating their services. This can be
accomplished via inclusion of this responsibility in their own service
specifications and their contract review process as well as the establishment
of a user-monitoring process.
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Caroline Williams, committee member

An individual budget is designed to provide individuals who currently receive
services with a greater choice and control over their own support
arrangements. We know the government is committed to piloting individual
budgets with a view to rolling them out nationally should they prove
successful, and we support this.

The Individual Budgets Pilot Project is a cross-government initiative led by the
Department of Health working closely with the Department for Work and
Pensions and the Department for Communities and Local Government. The
commitment to pilot individual budgets was made in the following documents:
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The public response to both the Department of Health's Green Paper and
White Paper was strongly in favour of developing models of care that place
the individual at the centre of the social care process and give us more choice
and control over the support that we receive.

The Department of Health has claimed a commitment to this and aims to
achieve it by both promoting direct payments more widely — in particular to
groups that are currently excluded — and by developing and piloting the
concept of individual budgets, including income streams other than councils'
social care provision.

The idea behind individual budgets is to enable people needing social care
and associated services to design that support and to give us the power to
decide the nature of the services we need. Key features are:

A transparent allocation of resources, giving individuals a clear cash or
notional sum for them to use on their care or support package
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A streamlined assessment process across agencies, meaning less time
spent giving information

Bringing together a variety of streams of support and/or funding from
more than one agency

Giving individuals the ability to use the budget in a way that best suits
their own particular requirements

Support from a broker or advocate, family or friends, as the individual
desires

DH, DCLG (formerly ODPM) and the DWP have worked together to develop a
starting model for individual budgets which will include some of the following
income streams:

(

The commitment to personalization and the extension of choice and control is
reflected in the commitment in the Our Health, Our Care, Our Say White Paper
to create a national network to support these developments. We know that
this is currently being established by the Care Services Improvement
Partnership. Many nearby local authorities and their partners are already
exploring similar approaches alongside people who use their services and
supports.

The committee recognises the dysfunctional condition of the local direct
payments system (we have tracked two fruitless local applications and met
with the Direct Payments and Individualised Health Budgets lead for the
Sussex Partnership NHS Trust). Individualised health budgets do not currently
exist in any way which enables service users to access them.

4.0 we feel strongly that, if the CPA (or WRAP-related) personal
planning processes are to have any significant meaning for service users in
terms of choice and empowerment, care co-ordinators should be able to cost
individual plans and identify areas where discretionary spending could apply.
We also consider that the Department of Health should contribute one of the
income streams to the direct payments system.

4.1 It is clear that, should there be a significant take-up of the local
authority direct payments system by mental health service users, this may
well impact negatively on the provision of day services in the short term, so
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reducing the quality of available supports. We recommend that the PCT
identify a sum of transitional money (minimum £300,000 per annum) to help
promote and sustain a functional direct payments scheme and monitor its
effects on individual support arrangements.

4.2 The committee also notes that one of the reasons that there has
been scant take-up of direct payments (other than the artificially prohibitive
acceptance criteria) is that the administrative burden for each successful
applicant would be unacceptably complex. We consider that one way around
this problem would be to provide a ‘back-office’ support system similar to that
available to people with physical disabilities. This service could be provided
within a user-run recovery centre.

The term ‘user involvement’ has been widely used throughout mental health
services, but we often find user involvement piecemeal in practice, so it
ultimately has little effect on our recovery. By contrast, peer-run services must
promote input from their members in order to fulfil their mission, and so
cannot survive without a very significant level of user involvement.

A key for the success of a service user-managed ‘recovery centre’ will be to
preserve self-help ideals as much as possible in our governing structures.

We believe that a user-run organization’s relationship with the community will
also be an important factor in its success; the committee sees community
involvement as essential on a number of levels. Not only can positive visibility
in the community help to combat the virtually universal prejudice towards us
as people with psychiatric histories, but when the community sees us
succeed, we help to defeat preconceived ideas that people diagnosed with
mental illnesses are potentially unpredictable — and that we do not recover.

The centre will, in line with the local health promotion strategy, send
representatives into the community to educate people about stigma and
answer their questions openly. Possible community targets will be school and
college classes, voluntary organizations and religious groups.

Members will also get involved with local advocacy coalitions, feed back into
strategic planning processes and encourage user-sponsored research.
Positive relationships with neighbours will also be ensured by participating in
community improvement efforts such as fund-raising events for local charities,
block clean-up days and similar activities.
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Service user-run services are not a cure-all, but we believe that our recovery
centre will enable local mental health consumers to take a few critical steps
towards rebuilding our lives. It will operate under a system of core values that
set it apart from more traditional mental health programmes operated by
professionals who adhere primarily to the medical model. These values
include:

The service users who staff the service and those w  ho use it regard
each other as equals. In contrast to the “provider-caring-for-the-client”
attitude that prevails at traditional mental health services, our service user-
run programmes will ultimately be staffed by people who have ‘been
there.” As a result, they will naturally view consumers who use the service
as people who are capable and deserving of dignity, respect and equality.
Mutual support and self-help are fundamental to ser vices and
activities. This approach is not limited to relationships between service
user staff members and consumers who use the service. In a service user-
run organization that operates effectively under the self-help model, users
who use the service provide mutual help to each other — and to staff
members as well. Mutual support is also a key element in relationships
between staff members.

Confidentiality and respect for rights are viewed a S top priorities
These values are often lacking in traditional mental health services, but will
be a major factor in the effectiveness of service user-run services.
Empowerment and self-determination are core values. Although
running a service user-run service empowers its ‘management’ and staff,
the ‘management’ and staff will know instinctively that the service must
also strive to empower all its users, and so they cannot dominate.
Participation in the service user-run service is vo luntary . The centre
may provide referrals to traditional mental health services, but staff
members don'’t tell a consumer that he or she is ‘required’ to participate in
a day programme or other service.

The service is offered at little or no cost to the consumers who
participate .

Constant vigilance and soul-searching, as well as a willingness to experiment

with new ways of doing things, will keep our group from losing touch with its
self-help and recovery roots.
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The centre should help to redress the concerns of the Healthcare Commission
report by enabling local service users to define what the recovery approach
means to them and ensuring that we are at the centre of service planning
arrangements that affect us. This means to us that we would have a centre
which is managed by service users and (initially at least) we would also be
working in conjunction with an established voluntary organization that has a
successful history of operating day services.

The centre will ensure that it has very good organizational policies on mental
health across its own employment practice, service delivery, communication
and involvement processes. It will convey and model the position that people
from all cultures who are affected by mental health conditions have a right to,
and the potential for, full participation in broader society.

The centre will adapt the administrative model currently operated by the
Brighton Unemployed Centre (BUC). We plan to develop a close working
relationship with the Unemployed Centre as we develop our centre policies.
We consider BUC a model community centre that is not hierarchical in
structure and offers a diverse range of services — including self-help and
mental health support. A liaison with the Unemployed Centre has already
been made by members of the committee who have met with their volunteers
on several occasions.

Brighton & Hove is a diverse city and so our focus will always include the
active recognition that black and ethnic minority citizens account for 11% of
the city’s population (2001 census), and approximately 21% of the population
belong to the Lesbian, Gay, Bisexual & Transgender (LGBT) community. As
traditional day services currently tend not to reflect participation from these
subcultures, strong links will be made by the recovery centre with groups such
as the Black and Minority Ethnic Community Partnership, Mosaic, the LGBT
press, as well as community events such as Pride and Black History Month,
etc in order to ensure that diverse support arrangements are fully shared.
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5.0 In addition, our outlook will be that whatever subculture they may
belong to, if people with mental health conditions are accused of a crime or
any type of aggression, natural justice should be exercised, ending the current
denial of basic rights like housing or employment because of an
unsubstantiated claim (based on medical notes) of violence or aggression.
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5.1 People should be genuinely innocent until proven guilty. Health
and social services should also remove biased policies that signal greater
priority to assaults on staff than to assaults on service users.

The centre will struggle to ensure that crime against people with mental health
conditions will be treated with equal weight as all others; believing the
evidence of people with mental health conditions; supporting them to give
evidence; and taking action when they report crimes or seek to take a civil
action.

The centre will support campaigns by members and broader service user
networks to end the discriminatory exclusions of people with mental health
conditions from, for example, leadership positions like jury service, being a
Member of Parliament, a magistrate, a tribunal member or a company/charity
director. It will also support campaigns to remove benefit disincentives to
working for those people who can work a few hours a week and those with
fluctuating conditions, and it will ask other organizations providing mental
health services to collaborate with their service users on similar collective
advocacy issues.

To these ends, the centre will also contribute to the work of the Mental Health
Action Group of the Disability Rights Commission and similar national
advocacy groups.

The 2006 Healthcare Commission survey of mental health patients found that
only 49% of people who use services reported actually having the phone
number of someone they could contact out of hours. So even though the
service is reportedly available, many people are still not able to access it.
Brighton & Hove had significantly lower levels of access to out-of-hours crisis
services than the national average. The centre would address this problem as
a priority.

Two possible names have been suggested for the centre to date. ‘SURE’
(Service Users Recovery Empowerment), and The Shaughnessy Centre,
commemorating our most famous activist Pete Shaughnessy, who we
unfortunately lost in December 2002 after he was hit by a train in London.
Pete saw mental health as both the great civil rights issue of the 21st century
and the ‘new rock 'n' roll'. He was also the founder of MAD Pride.

5.2 The Centre will be divided into two parts:

Peer support/mentoring/coaching

Recovery training

How to offer hospitality — discovering people’s personal gifts and strengths
Advanced directives/crisis plans

Satellite group services
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Research in service user development

Choice and control over one’s own support

Use of direct payments and individualised budgets, including ‘back-office’
support

Development of a spiritual space that a variety of religions could use
Service-monitoring

Mental health, equality and human rights

Self-advocacy

Strong links to a user-managed advocacy service designed to work
differently and more effectively than traditional advocacy services
Group work

Develop a skills directory that will allow members to self-contract and
exchange skills and services — similar to a LETS (Local Exchange and
Trading System) scheme

Professional mental health development package

Diversity and community development projects

Women and Men-only projects

Health promotion

Tackling health inequalities

User involvement

Building stronger, safer communities

Listening and phone support service

Combine with a mental health support line?

Daily capacity 50+

Monitor unmet need

Subsidised food

Support for BME-only groups

Weekend support — move existing Sunday drop-in
Transport budget for those who justify it

Develop ‘alternatives’ for service users who ‘don't fit' other projects
Liaise with diversity groups

Liaise with Big Issue/ faith groups/crisis service, etc
Promote recovery

5.3

1. The committee recommends that a purpose-built centre be designed
and commissioned to open within 3 years.

2. In the meantime there are a number of options regarding location, but
the most feasible and least disruptive alternative for the majority of
current service users is the Allen Centre. Issues around the charges
imposed by the local authority will hopefully be resolved quickly. The
Sussex Partnership NHS Trust has agreed to assist in these
negotiations.
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. This alternative would involve the closure of Aldrington House and the
relocation of the Mind office. We are aware that Mind has been
searching for alternative premises for some time and we would hope
that the trust and the PCT could assist them with their goal. Meetings
with the service users at Aldrington House have proved to be
productive; many members support the work of the committee and look
forward to assisting with the development of the new user-managed
service.

. The Preston Park Day Centre would for the time being operate
primarily as a time-limited structured day care centre to assist people
who need more intensive support alternatives immediately after their
hospital discharge. Committee members did meet with members of this
service and also recommend that a) alternatives be found to the
current day service charge and b) that the centre be redesigned to
promote a more effective level of service user involvement in its
administration.

. The Buckingham Road CMHC should remain as a drop-in service in
central Brighton for the time being, but the staffing levels should be
reviewed and, if possible, a trained staff member should be transferred
to the Allen Centre or the Brighton Unemployed Centre, as required at
the time of the review.

. Satellite Services are highly valued and should also remain, although
alternative community-based locations for various courses will be
developed over time in order to facilitate further community inclusion. It
is anticipated that the user-managed centre will be involved in the
commissioning decisions and tendering process for new satellite
groups.

. The Allen Centre will be seen as a community resource centre with a
café and internet services open to the public. A community cinema and
a variety of community arts projects will also be hosted by the centre.

. Capital funds will be required for re-badging, as well as for appropriate
renovations and equipment. We consider that a minimum of £100,000
will be necessary for this purpose. Recent discussions with Sussex
Partnership NHS Trust management have indicated that it would be
feasible to raise this amount of capital money for the project.

Many people, of all racial and ethnic backgrounds, believe that religion
and spirituality favourably impact upon their lives, and that well-being,
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good health, and religious commitment or faith are integrally
intertwined. The centre will be sensitive to and embrace this aspect of
mental health by supporting culturally-specific projects as they are
identified.

10.1t will also recognise family loyalty which means that, despite reported
feelings of stigma and shame from some minority family cultures,
families are often an important source of assistance in efforts to cope.
Therefore minority and other family and social networks may expect to
be involved in continuing support arrangements.

11.The Assertive Outreach Team will be prepared to receive a percentage
of its crisis-related referrals from the centre.

Meetings with steering group representatives, including a senior trust
manager who had reviewed this report, indicated that the user-run centre
could operate effectively — and, as planned by the committee, — with the
£282,000 presently committed to support Aldrington House. Additional
leverage is anticipated for user-identified projects via fundraising avenues not
normally available to the statutory sector.

5.4

12. All staff will be hired by a service user panel

13.Staff will be supervised by the partner agency and a service user
representative.

14.All staff will have six-monthly supervisory feedback from the collective
membership.

15.Members on enhanced CPA will have a link worker to assist them and
their care co-ordinator.

16.Minimally there will be a complement of:

A service co-ordinator with link responsibilities

3 full-time staff during daytime hours

2 full-time staff ‘out of hours’ (service to be operated until 9/10pm and
later at weekends, 365 days per year

Part-time clerical staff

A kitchen ‘co-ordinator’ to train and assist with meal preparation

Care co-ordinators with bridge-building skills will be represented at the
centre

A BME worker will also be based at the centre

A work and learning advisor

A family or carers representative

Volunteer hospitality co-ordinators
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Volunteer phone monitors

17. A contract will be put out to tender for an organization to act as an
arbitrator in the case of disagreements between the partners. This
organization’s decision would normally be final.

As we have noted, there are big changes going on in mental health services —
at least in the popular phrases being shared amongst professionals. We hear
‘inclusion’, ‘recovery’ and ‘citizenship’ a lot — more so than old favourites like
‘empowerment’, ‘partnership’ and ‘respect’. ‘Capacity-building’ will be along
shortly. Some of our service providers are printing new brochures with the
smart new language describing the same old services — services that still tend
to control, disempowering people with labels, and so do little to help people
experience inclusion.

Some, though, take these words more seriously. The new language must
mean something. Are we really going to provide services which put people in
control of their own lives, connect them with their community and help them to
pursue their dreams? And ‘dreams’ (another catchphrase) are meaningful or
meaningless depending on what we actually do to help realise them.

Transforming from a needs and deficiency-based approach to one which
focuses on all people’s gifts, capacities, skills and motivation may be the
single most important thing which those involved in running services can do to
influence the inclusion of vulnerable people in community.

It's the doing that is important. It's the doing that, to many of us, seems so
difficult. The new activities which might achieve ‘inclusion’ are not what most
of our professionals have been trained in, so the centre will be looking for
innovative workers who also understand and are themselves embedded in the
Brighton & Hove community.

Scientific evidence seems to support the broad propositions that the primary
determinants of social and economic well-being, safety and justice, wisdom
and knowledge, as well as health, are summarized by what happens in terms
of individual behaviour, social relationships, the physical environment and
economic status. This realization may eventually lead us to an understanding
that we have until now been using an inaccurate ‘map’ of society when we
followed the ‘institutional assumption’ and denied the value of the community
it was designed to serve. A ‘map’ assuming that personal and community
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well-being is produced by institutional systems, which has then inevitably led
to a research focus on management, technology, and funding.

It has also led to the effective classification of many local residents as clients
who are so often seen simply as the recipients of institutional services rather
than as citizens not to be subject to a label but to be served.

The key to community is in making connections through family, friends, small
businesses, churches, associations, libraries or clubs, with a strong measure
of vision, dedication, and readiness to take risks. These non-professional
‘bridge-builders’ look for ways labelled people can fit into society as they are,
rather than finding the need to ‘fix’ them to fit imagined norms. We know that
large social service systems depend for their existence upon needs to fix,
namely "the deficiency, inadequacy, brokenness, or disease of people," which
then turn them into clients who are separated from community and a sense of
belonging, and so teach dependency and helplessness.

We believe that associational communities, and even intentional ones like the
one we are proposing, depend firstly upon the capacities, gifts, and skills of
people themselves, and so offer the potential for rapid and individualized
responses to problems, free of bureaucracy, while allowing individual talents
to be more easily discovered, valued and put to use in a way that celebrates
rather than takes away valued social roles.

In a more cautionary vein, though we have good reason and ample evidence
for optimism, we realise that, just as the overly simplistic language and
practice of ‘deinstitutionalization’ failed to sufficiently convey, or properly
recognize, the importance of building strong patterns of individualized support
in the community, the new language of inclusion and citizenship may also not
succeed in communicating the importance of interdependence, contribution
and continued engagement with community-based networks of expertise and
support.

Unless we seek out and help to build these networks — preferably in localised
community settings rather than regional or principally institutional ones — and
we are given time to forge new alliances while developing innovative ways of
working, all we have struggled for so far may suddenly seem quite fragile.

The premise in the past was that well-being was determined by the sum of a
person’s consumption of services. But now we are questioning the assertion
that service consumption by ‘clients’ really changes individual behaviour,
social relationships, and the physical and economic environment. Is there any
place on the community map of Brighton residents for their own actions to
affect well-being and so build new futures? Can it be based, not on a relatively
powerless dependence, but on a transformational self-belief? We believe so,
but institutionalised habits die slowly, and true transformation may only come
one person at a time and be a struggle with a steep learning curve until a
critical mass of recovering individuals actually propels us towards a future
built upon a foundation of personal success, civil rights and flexible thinking
on the part of all within the local mental health system.
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6.0 Therefore we ask the PCT and the Sussex Partnership Trust to
assist the centre by ensuring that its activities are valued, its external links to
the broader mental health system are functional, and its expertise is
incorporated into a strategic feedback loop that encourages further individual
empowerment, community development and person-centred change.

37



Questionnaire responses and summary

227 responses were received from the questionnaire mailed to the
approximately 3,000 people that the Sussex Partnership NHS Trust had listed
as being on enhanced CPA in Brighton & Hove. All responses were
anonymous and transferred from paper copy to an internet survey form.
Transferred copies can be found on the following website:

http://www.surveymonkey.com/sr.aspx?sm={DbHH7izEGse12ZhdvEvYO0Id2R
K74lzZugl 2fgBxSzcM 3d

These responses were then further analysed into the underlying themes.

User-developed mental health day service
Brighton & Hove
August 2007

Profile of respondents

Number of responses 227
Average age 45
Gender

% of women 57%

% of men 43%

Gender of Respondents

0% of women
43%

M % of men

57%
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Religion

8%

O Heterosexual
O Gay

E Other

O Bisexual

B No Response

76%
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Christian 58.59% — —
None 24.23% Religion of Respondents O Christian
Other 10.57%
|
Jewish 2.20% 2% 2% 290% None
Buddhist 2.20% O Other
No Response 1.76% )
Muslim 0.44% B Jewish
O Buddhist
B No
59% Response
O Muslim
Sexuality
Heterosexual 76%
Gay 8%
Other 7%
Bisexual 6%
No Response 3%
Sexuality of Respondents
6% 3%




Ethnicity

White - British

80.62%

Other

7.93%

Asian - British

6.17%

Irish

2.20%

Black - British

1.76%

No Response

1.32%

Ethnicity of Respondents

B White - British
OOther

W Asian - British
Olrish

W Black - British
ONo Response

Number of respondents who have used day services

Number of people who...

Use or have used day services 165| 73%
Have not used day services 62| 27%
Total 227 | 100%

The breakdown of day services that have been used b

respondents:
Response | Response
count percent

Aldrington
House 87 23%
Allen Centre 52 14%
Buckingham
Road 102 27%
Preston Park 32 9%
Satellite
Services 44 12%
Other 56 15%
Total 373 100%

Please note that one service user might have used more than one service

y the 165
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Was the service found to be helpful or not?
Number of % of
responses responses
Found service helpful 132 80%
Did not find service helpful 19 12%
No comment 14 8%
Total 165 100%
The main reasons why people found their day service helpful:
Number of | % of
responses | responses
Safe, structured environment,
supportive 46 33%
Care and support from staff 11 8%
Educational 16 12%
Food 10 7%
Incentive to go out / meet people 55 40%
Total* 138 100%

*Please note that some people found the service helpful in more than one way

*Please note that some people didn't specify why they found the service helpful even if they

indicated that was the case

What do you not like about your current service?
Number of | % of
responses | responses

Service helpful 132 80%
Service not helpful 19 12%
No comment 14 8%
Total 165 100%
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The main reasons why service users didn't find thei r service helpful:

Number of | % of
responses | responses
Cannot progress to anything, boring, inappropriate level of
challenge 19 17%
Didn't manage to interact with others as shy / difficult to
communicate with people with very severe MH issues 18 16%
Staff (staff abusive, ex-mental health service users,
uncaring, not enough or no time) 16 14%
Access / increased number of people attending /
cancellations 16 14%
Office hours only / not flexible enough 10 9%
State of repair of the building / cleanliness / depressing
atmosphere 9 8%
Too far to travel / too expensive to travel / refreshments
too expensive 8 7%
Few trips out, poor provision of services (like groups) 5 4%
Do not agree with policies (cannot smoke indoors / take
pets indoors) 4 4%
Not enough support for the LGBT group / prejudice
against race, disability, faith 3 3%
Didn't help in any way 3 3%
Other (cannot relax, police intrusion, staff has no access
to CPA) 3 3%
Total 114 100%
What services should not be changed?
Number of % of total number
responses of responses
Activities/courses 15 7%
Aldrington House 13 6%
Buckingham Road 13 6%
Satellite Services 10 4%
No services should be changed 9 4%
Allen Centre 8 4%
Preston Park 5 2%
Other 5 2%
Millview 3 1%
Mind 1 0%
No reply / does not answer the
guestion 145
Number of returned questionnaires 227
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What services would you like to see in the future?

Number of | % of total
responses | number of
responses
Holistic care / complementary therapy 49 22%
Recovery centre 33 15%
Wellness centre 27 12%
Various activities 15 7%
Group therapy 11 5%
Not able to answer the question as do not understand
the options 10 4%
Self-help 9 4%
Individual therapy 8 4%
Other (information centre, carers support centre) 3 1%
No reply / does not answer the question 62
Total number of returned questionnaires 227
What should the services be like?
Number of | % of total
responses | number of
responses

Open access / drop-in 18 8%
Service user-led with professional support 15 7%
Cannot say 5 2%
In 'normal setting' 4 2%
With more professional staff 4 2%
Other 3 1%
Total number of returned questionnaires 227
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Appendix two

Service user sponsored petition

100 local service users signed the following petition in favour of the principles contained in
this report.

Petition Regarding the Future of Day Services in Br  ighton & Hove

We the undersigned have all used or still access mental health services in
Brighton & Hove. As we see ourselves as people first and foremost we do not
necessarily agree with the term ‘service user’ but accept it for the sake of this
petition.

Many of us agreed with the last piece of work done by our representatives
who suggested the development of a “User Managed” Day or Recovery
Centre. We see this as a feasible option not only because we have
successfully run a centre on a Sunday for 15 years, but because it finally
addresses issues of ‘empowerment’ ‘dignity’ ‘respect’ and ‘choice’ which have
so long been requested by people who use mental health services.

Specifically:

1. We believe that the CPA is ineffective. People given a diagnosis of a
serious mental illness should be appointed a Care Co-ordinator who intends
to get to know them personally over a reasonable period of time, and who is
qualified to act as a ‘Recovery Coach’. This support also include many of the
Bridge Builder functions mentioned in the previous proposal i.e. they should
be flexible community oriented workers, not simply based in and working out
of a building where we have to make appointments.

2. We support the idea of individualised funding — in the sense that a
predictable expense is incurred and anticipated by the NHS upon the
diagnosis of a serious mental illness.

A portion of this money should be allocated to the individual to spend on
services that will aid their recovery as they see fit. Normally any decisions
regarding this will be made in conjunction with a person’s Care Co-ordinator.
However, the care Co-ordinator position itself should be a part of the
individualised funding arrangement so that if a person is not satisfied with
their services they can appoint an alternative worker.

3. People who use services should be enabled to manage their own ‘resource
and recovery’ centre. This will enable them to raise money for their own
projects as well as developing innovative ways of supporting people in their
recovery. The centre should be a central part of mental health services and
employ appropriately qualified staff while developing career structures which
include access to training and education for people who use mental health
services.
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Appendix three

Dial House User Managed Crisis Centre

The Leeds Survivor Led Crisis Service was set up in 1999 by a group of service users, who
had campaigned for five years to develop the service. Initially, the service was run in
partnership with Social Services, becoming a registered charity in 2001. The service was set
up to be a place of sanctuary, which was an alternative to hospital admission and statutory
services for people in acute mental health crisis. The service was established, and continues
to be governed and managed, by people with direct experience of mental health problems.
We have our own unique perspectives on what it feels like to be in crisis and what helps and
does not help. We have developed our service based on this knowledge and experience,
while responding to the needs articulated by our visitors and callers.

The service is funded by health, social services and also receives small amounts of charitable
trust funding.

There is no definition of crisis. Crisis has to be self-defined
Our definition of crisis is...

Crisis is sometimes described as a time of change or a turning point in one’s life: a period of
breakthrough or breakdown.
We identify some of the characteristics of crisis as

An overwhelming experience

More than the person can deal with

Not one’s normality

Usually intolerable

Highly stressful

Having nowhere to turn

Having exhausted all one’s coping strategies.

What we believe.....

People in crisis should have an alternative to hospital admission. People should have a
whole range of choices for dealing with any crisis.

People are expert in knowing their own situations and with the right kind of attention and
support can find their own solutions. We believe that to deal with a crisis, a person must
feel safe, listened to, and connected to other people.

We want to know about the person, not the label they have been given.

People in crisis are not essentially different from any other type of person.
Everyone in his or her life will experience crisis at one time or another.

Crisis has to be self-defined.
Crisis can be a liberating or learning experience.

We recognise that the city of Leeds is made up of many different groups, traditions and
cultures. We respect and are responsive to the fact that a person’s background shapes
both their understanding of crisis, and their way of dealing with crisis.

Quantitative Information
157 people made 946 visits to Dial House
There were 3255 calls made to the Connect Helpline
54% of visitors to Dial House were new visitors during the year.
41% of visitors to Dial House were suicidal
In 34% of visits to Dial House, self harm was a presenting issue.

45



Abuse in the past or present was the second highest presenting issue at Dial House (42%
of visits)

Visitor Feedback

Visitors gave a huge amount of rich and diverse feedback. They identified outcomes from
their visits to Dial House, including reducing risk/ preventing worse happening and supporting
them to resolve or better manage crisis. Through the feedback, we identified five elements of
successful support; what it is that we do which is effective:

Listening

Treating people with warmth, kindness and respect
People don't feel judged or assessed.

Having a break/ being in a different and calm environment
Peer support.

Group Work
The service ran two successful ‘Coping with Crisis’ groups during the year. The aims of the
group work were for people to:

Have more understanding of what a crisis was for them

Have more understanding of what triggered a crisis

Feel they have more ideas for managing a crisis

Feel they have more resources for managing a crisis.

Most people who attended showed improvement in some or all of these as a result of coming
to the group.

Incidents and Breaches of Confidentiality

During the year, the amount of times that confidentiality was broken (mainly due to people
being at high risk of suicide) was monitored, to demonstrate the level or risk that the service is
working with.

The period where confidentiality was broken the most was July — September, This was the
busiest time of year and the period where statistics in relation to people presenting with
issues of suicide or self harm were the highest.

Staff Team Evaluation
This took place in order to ensure that the staff team were being managed and supported in a
manger consistent with the Person Centred Approach. The evaluation took place in the belief
that staff cannot provide the core conditions of the PCA if they are not in receipt of the
conditions themselves.

The staff team undertook an anonymous questionnaire, which went to a member of the
management committee who collated the results. The committee member also conducted a
focus group with the staff team and staff were invited to complete narratives.

The results were very positive, suggesting some improvements, but clearly illustrating that

staff are managed in a manner consistent with the Person Centred Approach and have a
positive experience of the organisation.
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Appendix four

WRAP, Peer Support and Recovery: Tools for System C  hange
By Shery Mead, MSW, and Mary Ellen Copeland, MS, MA

Ms. Mead consults nationally on the development of peer run initiatives and resides in New
Hampshire. Ms. Copeland is a mental health educator and is the author of Wellness Recovery
Action Plan and other mental health resources.

Not too many years ago, | was Mary Ellen Copeland, manic depressive. Because | had this
label my family was told not to expect much of me. | learned not to expect much of myself. |
became dependent on the mental health system to maintain, at best, a minimal life style. |
avoided thinking about the future; the present was bad enough. | saw myself through a mental
health system lens that was confining and oppressive. Now | see myself through a different
lens, a lens that is Mary Ellen Copeland, educator, author, mother, wife, woman. - Mary Ellen
Copeland

Even in these days, when recovery, peer support and Wellness Recovery Action Planning
(WRAP) are buzz words throughout the mental health system, it is not uncommon in many
mental health environments, including peer support, to hear people describe themselves as
their label and to see themselves through a 'mental illness' lens.

In the past, this label and this lens has meant life-long professional care while expecting
periodic episodes of difficult times. Now, in the era of recovery we have come to expect that
people with a label can learn coping skills and can learn to manage their 'symptoms,’ if they
are medication compliant. They may even be employed and play some role in the larger
community. But when will they become people instead of their label? And when will it be
commonly accepted that people who, from time to time, have troubling feelings, thoughts,
behaviors, and experiences (this might include everyone), can also have control over their
own lives, do the things they want to do, and be the way they want to be?

Recovery in mental health is an exciting concept. Even more exciting is the concept of life
change and transformation, not returning to a former way of being, but going forward to create
a new, exciting, and rewarding life. The service delivery system can inhibit the process if it
continues to see people through the 'mental patient lens.' But it can support and enhance this
process if it is willing to see people through this new lens.

The 'mental patient lens' is the one many of us (who have labels of mental illness) have
learned to look through every time we are uncomfortable, have intense feelings or
experiences, or difficult relationships. It is a lens that reminds us that our feelings and
thoughts are different than other people and that we must take care. We must avoid stress,
risk-taking, and challenges, assume others know better than we do, and that there is a
medication for everything. Recovery without understanding this lens still only means
'symptom' management and becoming more ‘functional' rather than true recovery and
transformation.

'Sarah,' a member of a peer program, has been in the system for many years. She lives on
Supplemental Security Income (SSI) income and her housing is contingent on her disability.
Sarah is hearing her friends and even the clinical staff talking about recovery& What does that
mean? She starts talking to others who say they've gotten jobs and gotten their high school
equivalency or gone on to college. Her case manager has changed her title to recovery
counselor and says that instead of doing a treatment plan they will do a recovery plan. Sarah
is going to the peer center more often. But she is beginning to feel uncomfortable. If she
‘recovers,' where will she live? What if her benefits are taken away? Can she really support
herself? One day there is some conflict at the center and she starts feeling a bit
overwhelmed. Sarah decides she should call her case manager.
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Sarah tells her case manager that her symptoms are really bad. Her case manager asks her if
she's taken her medication and asks if she's safe. Sarah responds by saying that she's taken
her medication but it doesn't seem to be working and she is not feeling safe& We know the
end of the story.

How could a different response have changed the outcome? What if the case manager said,
'Help me understand what it means for you when you say my symptoms are really bad," or,
'What's going on at the peer center,’ and, 'Maybe that's a pretty normal reaction to conflict’ Or
even, 'So what will you do to feel more comfortable?' Responses such as these could lead to
potentially very different conversations and ultimately to much less dire outcomes.

Some of the current thinking in peer support and Wellness Recovery Action Planning has
much to teach us about 'unlearning the mental patient role.” These forums and environments
can openly address roles, relationships, assumptions and worldview. New approaches are
teaching people to challenge each other when they become aware of stuck roles and
relational dynamics. Instead of responding from an assumption of "I'm fragile or sick," more
and more people are helping each other think differently about their experiences.

Now let's look at another path for Sarah:

Sarah decides to join a group of peers who are working together developing Wellness
Recovery Action Plans. She takes a close look at all the resources and strengths she has: her
love of hiking, her interest in photography, her ability to write compelling short stories and to
keep things well organized. She uses things like this, including other ideas from members of
the group, to build her own Wellness toolbox.

She works with them to develop a list of things she can do every day to stay as well as
possible. She thinks about things that are upsetting to her and develops a plan of simple safe
things she can do to help herself feel better (things from her Wellness Toolbox) when
upsetting things happen. She works with others as they all develop lists of signs that they are
not feeling so well--signs they formerly ignored. Then, she uses her Wellness Toolbox to
develop a list of things she could do to help herself feel better when she is not feeling so well.
Next the group discusses those times when you are feeling really bad,very anxious and
upset, hearing voices, wanting to abuse substances, thinking about self harm. Sarah says
that in the past, when she felt this bad, she would call the crisis line and get herself admitted
to the hospital. But others encouraged her to look at her Wellness Toolbox and see if there
were some things there she could do instead. She decided that if she spent some time talking
to a peer, wrote in her journal about how she was feeling, spent some time diverting her
attention with a project, or took her dog for a long walk, she could probably get through this
hard time.

The group even worked through the process of developing Advanced Directives that included
lists of when people want others to assist them, who they would want to do it, what they want
them to do, and what others can do to help. She developed, with the support of her peers, a
plan so she could stay at home or in the community, even when she was feeling very bad.

As Sarah began using this, her own recovery plan as a guide to living each day, she realized
that along with her plan and the support of her peers she could make choices about her life.
She could take risks. She could begin to plan for living in her own apartment, going back to
school, getting a job that she would enjoy and perhaps even getting into an intimate
relationship. She could see herself through a new lens, the lens of a capable and competent
woman.

She also realized in working with others that being ‘'uncomfortable' and having difficult feelings
is something she could deal with. She didn't have to call them symptoms of anything. She
could be with these feelings for a time and/or use her strengths and resources to get through
it.
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As you can see in this example, Sara is changing her lens from mental patient to person. You
may also notice another contributing factor to this 'unlearning' process: the intentional use of
non-medical language. Talking, for example, about our 'experiences' and 'feelings,' instead of
our 'symptoms,’ as we do when we are developing a WRAP, opens us up to a different
conversation in which our lived experience can be explored through multiple lenses.

Implications for Mental Health Services

The recovery movement has challenged the way we think about mental iliness and even the
concept of mental iliness. It has helped many people begin to have hopes and dreams,
something they had been discouraged from having in the past.

At its core, recovery challenges the stories that we've been told about our experiences and
what they mean. It opens up the possibility of discussion about how we can work together in
ways that really share power, risk, and expertise. It must be a process in which everyone
moves out of old, comfortable roles and begins to talk about mutuality, boundaries, risk, and
who gets to define and decide on treatment. For this to happen, everyone involved must
challenge his or herself to respond in new ways.

In addition, we need to have inclusive up-front conversations about power and how we
perceive power. Although it is nice to say the words 'partnership' and 'collaboration,' they are
empty unless there is some talk about each of our pre-conceived notions and the reality of
choice. By speaking directly about who has the power to do what, and what that means in a
collaborative relationship, we can establish guidelines and strategies for handling difficult
situations and working through potential conflict without coercion.

Finally, if we are to research and evaluate recovery, it is important to understand the cultural
shift in mental health. We need to see beyond measuring 'how people are doing' and to see
beyond getting a job or fewer hospitalizations as meaningful outcomes. Qualitative research
that examines people's stories will help us look at the extent to which relationships, dynamics,
and assumptions are changing, and help us to see how they need to change to support
recovery and life transformation. We must all hold ourselves truly accountable to meaningful
system change, leaving behind the 'mental iliness lens.' Rather, we must see people as whole
human beings who can cope with adversity and determine the course of their own existence.

Source: NASMHPD
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Summary of Recommendations

1.0 we consider then that any recovery approach should, without
exception, place the service user at the centre of their own personal service-
planning, goal-setting and review processes.

However, it is essential to emphasise that this does not mean that service
providers should utilise the recovery approach as a principal lever to cut
costs, or as evidence that all people with mental health issues in their lives
are capable of returning to a full-time work environment with any degree of
strategic predictability.

1.1 we also consider it crucial that the language and practice of
recovery retain the informal idioms and person-centred perspectives of
service users themselves (as they of course developed and still claim the
approach). Service users are concerned that the concept does not become,
as many previous principles reflected in service user culture have, another
impenetrable and organizationally-focused fortress of a traditional medical
model that it was originally intended to challenge.

2.0 There are a number of pertinent reasons from a service user
perspective as to why the central issue of CPA must be addressed effectively
before day services — or in fact any other service — will work effectively for
them:

CPA is supposed to be the one place where service users can participate
in negotiating their service, but few report that it works that way. There is
no dignity without negotiation, and therefore no point.

If service agencies cannot design services to assist an individual's
recovery, why then expect service users to have faith in those agencies’
claims about their apparently genuine interest in ‘user involvement'?

If a service user does not feel known and appreciated for who they are,
then a potentially unhealthy degree of reliance will be placed on their
ability to articulate their needs at what they perceive to be a formal and so
quite scary review, one populated largely by people they don’t know.

If care co-ordinators are not enabled by the process to show an interest in
an individual’'s recovery journey, how can they then engender any real
faith or engagement with a service recommendation from the service
user?

The ideal for most service users — however utopian it may first appear — is
that “the person that knew them best” should be their care co-ordinator;
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and that person would remain consistently in their lives for a reasonable
period of time.

What we are attempting to describe is a class of relationship that
demonstrates an organizational ability to demonstrate a degree of
personal solidarity with a person in distress — rather than simply a
professional expertise to promote a specific pre-planned service.

Anyone who is in receipt of CPA who does not know who their care co-
ordinator is, or who meets them for the first time at a review meeting,
considers this simply bad practice, and again such a performance shows
no authentic interest in user engagement.

2.1 The committee feels that service user involvement in the further
development of the local CPA process should be encouraged by the
establishment of a service user CPA reference group.

2.2 That an Advanced Agreement system is incorporated into the
CPA process.

2.3 That a means be developed to supply essential CPA-related
information to the local strategic planning process.

2.4 we also consider it essential that service agencies begin to
address the power imbalance engendered within the current system by
incorporating, or at least supporting, the development of an arrangement
similar to the Wellness Recovery Action Plan (WRAP) within CPA (see
Appendix 4). We regard as critical to any future service user involvement in
commissioning or strategic planning that CPA be overhauled and a person-
centred process like WRAP be run alongside CPA or perhaps even be
integrated within it.

3.0 We therefore stress to the PCT that before we agree, or perhaps
even recommend, any substantial changes to local day services, we would
benefit from a relationship with the principal service provider that is both more
personal and increasingly flexible in its ability to respond to everyone’s
recovery journey.

3.1 We think recovery requires seeing people in the context of their
surroundings and their relationships, while fitting health and social care
support around this environment. People should not be ‘treated’ in isolation
and without reference to their normal lives. It is the care co-ordinator’s role to
ensure that this happens via developing meaningful personal relationships
and ensuring that they maintain this commitment wherever possible for a
significant length of time.
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3.2 The care co-ordinator, then, should strive to have a relationship
with everyone on their caseload, a relationship which reflects and
complements our existing networks. The care co-ordinator ought in our view
to be given the following authorities and/or responsibilities:

To determine a ‘reasonable’ caseload that allows them time to develop a
personal relationship with everyone they assist, mentor or help co-ordinate
services and supports for.

To respect and incorporate where possible individual WRAP plans.

To be enabled to cost all personal plans and have routes to access
necessary resources.

To determine the degree of ‘discretionary’ spending within all
individualised budgets.

To co-ordinate the delivery as well as the planning of the care plan

To understand and appreciate the tangible benefits of services offered by
those agencies other than their employer.

To feed into strategic planning.

To determine whether service users’ preferences for discretionary
elements of their budgets are therapeutic on any level.

That the Advanced Agreement process be included in the training
provided to care co-ordinators.

That ‘bridge-building’ is a required element of the care co-ordinator’s role
To be visible within the service user community.

3.3 From a patient’s perspective, if a care co-ordinator is to ensure
that the needs of the people they work with are met, then they have a duty to
work in a ‘critical' way. This involves being sensitive to and continually
guestioning:

Their own assumptions

People’s interpretation of an individual's language and behaviour

The impact of discrimination on individuals

Where their role starts and ends

The role of others involved in the care

The communication of concerns, risk factors and changes to everyone
involved

3.4 Service users believe that we should have a choice of care co-
ordinator, and so it would be beneficial to us if a central registry of care co-
ordinators were available. The registry should give a brief professional profile
of the individual care co-ordinator, references, and an indication of how many
CPAs they were currently co-ordinating.
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3.5 We also recommend that local voluntary agencies be further
educated into the centrality of CPA (and so also WRAP) for any service user’s
recovery, and they should be obliged to consider their own role and
obligations within it when designing and operating their services. This can be
accomplished via inclusion of this responsibility in their own service
specifications and their contract review process as well as the establishment
of a user-monitoring process.

4.0 we feel strongly that, if the CPA (or WRAP-related) personal
planning processes are to have any significant meaning for service users in
terms of choice and empowerment, care co-ordinators should be able to cost
individual plans and identify areas where discretionary spending could apply.
We also consider that the Department of Health should contribute one of the
income streams to the direct payments system.

4.1 It is clear that, should there be a significant take-up of the local
authority direct payments system by mental health service users, this may
well impact negatively on the provision of day services in the short term, so
reducing the quality of available supports. We recommend that the PCT
identify a sum of transitional money (minimum £300,000 per annum) to help
promote and sustain a functional direct payments scheme and monitor its
effects on individual support arrangements.

4.2 The committee also notes that one of the reasons that there has
been scant take-up of direct payments (other than the artificially prohibitive
acceptance criteria) is that the administrative burden for each successful
applicant would be unacceptably complex. We consider that one way around
this problem would be to provide a ‘back-office’ support system similar to that
available to people with physical disabilities. This service could be provided
within a user-run recovery centre.

5.0 In addition, our outlook will be that whatever subculture they may
belong to, if people with mental health conditions are accused of a crime or
any type of aggression, natural justice should be exercised, ending the current
denial of basic rights like housing or employment because of an
unsubstantiated claim (based on medical notes) of violence or aggression.

5.1 People should be genuinely innocent until proven guilty. Health
and social services should also remove biased policies that signal greater
priority to assaults on staff than to assaults on service users.

The centre will struggle to ensure that crime against people with mental health
conditions will be treated with equal weight as all others; believing the
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evidence of people with mental health conditions; supporting them to give
evidence; and taking action when they report crimes or seek to take a civil
action.

5.2 The Centre will be divided into two parts:

Peer support/mentoring/coaching

Recovery training

How to offer hospitality — discovering people’s personal gifts and strengths
Advanced directives/crisis plans

Satellite group services

Research in service user development

Choice and control over one’s own support

Use of direct payments and individualised budgets, including ‘back-office’
support

Development of a spiritual space that a variety of religions could use
Service-monitoring

Mental health, equality and human rights

Self-advocacy

Strong links to a user-managed advocacy service designed to work
differently and more effectively than traditional advocacy services
Group work

Develop a skills directory that will allow members to self-contract and
exchange skills and services (similar to a LETS (Local Exchange and
Trading System) scheme

Professional mental health development package

Diversity and community development projects

Women and Men-only projects

Health promotion

Tackling health inequalities

User involvement

Building stronger, safer communities

Listening and phone support service

Combine with a mental health support line?

Daily capacity 50+

Monitor unmet need

Subsidised food

Support for BME-only groups

Weekend support — move existing Sunday drop-in
Transport budget for those who justify it

Develop ‘alternatives’ for service users who ‘don’t fit' other projects
Liaise with diversity groups

Liaise with Big Issue/ faith groups/crisis service, etc
Promote recovery
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5.3

. The committee recommends that a purpose-built centre be designed
and commissioned to open within 3 years.

In the meantime there are a number of options regarding location, but
the most feasible and least disruptive alternative for the majority of
current service users is the Allen Centre. Issues around the charges
imposed by the local authority will hopefully be resolved quickly. The
Sussex Partnership NHS Trust has agreed to assist in these
negotiations.

. This alternative would involve the closure of Aldrington House and the
relocation of the Mind office. We are aware that Mind has been
searching for alternative premises for some time and we would hope
that the trust and the PCT could assist them with their goal. Meetings
with the service users at Aldrington House have proved to be
productive; many members support the work of the committee and look
forward to assisting with the development of the new user-managed
service.

. The Preston Park Day Centre would for the time being operate
primarily as a time-limited structured day care centre to assist people
who need more intensive support alternatives immediately after their
hospital discharge. Committee members did meet with members of this
service and also recommend that a) alternatives be found to the
current day service charge and b) that the centre be redesigned to
promote a more effective level of service user involvement in its
administration.

. The Buckingham Road CMHC should remain as a drop-in service in
central Brighton for the time being, but the staffing levels should be
reviewed and, if possible, a trained staff member should be transferred
to the Allen Centre or the Brighton Unemployed Centre, as required at
the time of the review.

. Satellite Services are highly valued and should also remain, although
alternative community-based locations for various courses will be
developed over time in order to facilitate further community inclusion. It
is anticipated that the user-managed centre will be involved in the
commissioning decisions and tendering process for new satellite
groups.

. The Allen Centre will be seen as a community resource centre with a

café and internet services open to the public. A community cinema and
a variety of community arts projects will also be hosted by the centre.
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8. Capital funds will be required for re-badging, as well as for appropriate
renovations and equipment. We consider that a minimum of £100,000
will be necessary for this purpose. Recent discussions with Sussex
Partnership NHS Trust management have indicated that it would be
feasible to raise this amount of capital money for the project.

9. Many people, of all racial and ethnic backgrounds, believe that religion
and spirituality favourably impact upon their lives, and that well-being,
good health, and religious commitment or faith are integrally
intertwined. The centre will be sensitive to and embrace this aspect of
mental health by supporting culturally-specific projects as they are
identified.

10.1t will also recognise family loyalty which means that, despite reported
feelings of stigma and shame from some minority family cultures,
families are often an important source of assistance in efforts to cope.
Therefore minority and other family and social networks may expect to
be involved in continuing support arrangements.

11.The Assertive Outreach Team will be prepared to receive a percentage
of its crisis-related referrals from the centre.

5.4

12. All staff will be hired by a service user panel

13.Staff will be supervised by the partner agency and a service user
representative.

14. All staff will have six-monthly supervisory feedback from the collective
membership.

15.Members on enhanced CPA will have a link worker to assist them and
their care co-ordinator.

16.Minimally there will be a complement of:

A service co-ordinator with link responsibilities

3 full-time staff during daytime hours

2 full-time staff ‘out of hours’ (service to be operated until 9/10pm and
later at weekends, 365 days per year

Part-time clerical staff

A kitchen ‘co-ordinator’ to train and assist with meal preparation

Care co-ordinators with bridge-building skills will be represented at the
centre

A BME worker will also be based at the centre

A work and learning advisor

A family or carers representative

Volunteer hospitality co-ordinators

Volunteer phone monitors
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17.A contract will be put out to tender for an organization to act as an
arbitrator in the case of disagreements between the partners. This
organization’s decision would normally be final.

6.0 Therefore we ask the PCT and the Sussex Partnership Trust to
assist the centre by ensuring that its activities are valued, its external links to
the broader mental health system are functional, and its expertise is
incorporated into a strategic feedback loop that encourages further individual
empowerment, community development and person-centred change.
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