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This report contains substantial detail on the process and outcomes of a collaborative project intended to support
improvement in Individual Care Planning in Ireland’s mental health services.

The key points of this evaluation report are as follows:

The following objectives were met:
publication of a knowledge review
evaluation of the collaborative process.

The following objectives were substantially met:
involvement of service users in collaborative processes
generation of key change ideas and target improvement measure
enhancement of the capability and capacity of the project teams for improvement
supporting the fulfiiment of the statutory requirements of Article 15 - care and treatment.

The following objectives were partially met:
involvement of carers in collaborative processes
development and use of appropriate data collection tools
attainment of relevant standards of the quality framework.

One objective was not met:
comparing service user outcomes between collaborative and non-collaborative sites.

Much was therefore achieved. However, in evaluating why this pattern of progress was seen, we note that the
collaborative was founded on a set of important compromises, when compared to the model it was designed to
follow:

There was a diverse set of sites, covering inpatient, community, adults, children, urban and rural communities.
Some sites were not volunteer participants.
The emphasis was on multi-disciplinary, rather than medical leadership.

The learning sets were shortened to a single day.

We conclude that these compromises did matter, limiting the collaborative’s impact - albeit enabling it to happen
at all. Any future collaborative would need to weigh the topic’s objectives against the proposed collaborative’s
costs, assessing both on the assumption of an approach with fewer compromises.
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1.2 PURPOSE OF THIS REPORT

This report presents the findings of an independent evaluation of the National Mental Health Services Collaborative
(NMHSC). The purpose of this independent evaluation was twofold:

= Summatively, to inform the various partner organisations as to the NMHSC’s attainment of its objectives

= Formatively, to improve the functioning of the NMHSC during its progress.

In pursuing these purposes, the evaluation project sought to answer the following questions:
= To what extent have NMHSC objectives been met?

= What was the contribution to the meeting of those objectives of:
National learning sets
Local cycles of action learning
Support from the central project leadership
Summative events and publications.

=  Why did each of these effects happen i.e. what was it about each intervention, local context, and interaction
which resulted in positive or negative effects?

= What could be done to promote the likelihood of national and site-specific objectives continuing to be met/
being met in future?

1.3  STRUCTURE OF THIS REPORT

This report is the second and final formal output of the evaluation, following an interim report in November 2010.
It draws on a range of evaluative activities during the period December 2010 to July 2011, as well as some material
presented in the interim report.

In this introduction, we describe the establishment and functioning of the NMHSC, so as to provide a context for
the remainder of the report. Following this introduction, the report is organised in four main sections:
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Section 2 describes the method adopted to conduct the evaluation, both in overview, and in each of its elements:
formative activities; a series of visits and interviews at each of the eleven sites; interviews with service users;
interviews with national collaborative leaders; an e-survey of members of project teams; access to national meetings
and project materials.

Section 3 presents the findings of each of the methods deployed.

Section 4 contains a discussion of these summative findings, relating them both to our formative evaluation work,
and to the wider context of collaborative service development in health services. This section also contains our
conclusions as to whether the collaborative has met its objectives.

Section 5, in conclusion, contains our recommendations for work beyond this collaborative, both for the next
steps in individual care planning, and for any future collaboratives which may be established within mental health
services.

1.4  CONTEXT - COLLABORATIVES IN HEALTHCARE IMPROVEMENT

The notion of “collaboratives” as an improvement method in healthcare has been most strongly driven internationally
by the Institute for Healthcare Improvement (USA), via their “Breakthrough” approach, which they describe as “a
short-term (6-15 month) learning system that brings together a large number of teams from hospitals or clinics to seek
improvements in a focused topic area.” (IHI, 2003)

The intervention model is set out in the figure below (IHI, 2003):

Enroll
Participants

Select Topic Prework
P P P
A A A
Develop D D D
Framework S S S
Recruit Faculty and Changes Summative
LS1 LS2 LS3 Congresses and

AP1 AP2 AP3 Publications
LS1: Learning Session
AP: Action Period Supports:
P-D-S-A: Plan-Do-Study-Act Email ¢ Visits « Phone Conferences * Monthly Team Reports ¢ Assessments

The elements of this approach are as follows:

= Topic selection: identification of a topic for improvement which is clinically important, and for which there are
examples of good practice which are well-evidenced but poorly spread.
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Faculty recruitment: the identification of a group of experts across the relevant disciplines, including individual
clinicians who have demonstrated breakthrough performance in their own practice, to provide both thought
and process leadership.

Enrolment of organisations and teams, ideally on the basis of volunteer clinical teams with active senior
management support.

Learning sets: face-to-face meetings, bringing together members of local teams and the expert faculty to
exchange ideas.

Action periods: during which teams test and implement local changes, using the plan-do-study-act model
(PDSA) i.e. planning a change in practice, implementing it, measuring its effects, and acting either to make the
change permanent, or to adjust and test it again. During these action periods, there is an expectation of peer-
to-peer visits, conference calls, and web-based discussions to build collaboration.

Measurement and evaluation: typically monthly submission of standard measurements of change, reviewed
both locally, and centrally by faculty members.

Summative congresses and publications, to present results to non-participating organisations.

There are many more examples of this approach being followed in part than in whole. Reviewing collaboratives
worldwide, Hulscher et al (2009) offered a fuller definition of the approach:

“A Quality Improvement Collaborative is an organised, multifaceted approach to quality improvement
that involves five essential features: (1) there is a specified topic; (2) clinical experts and experts in quality
improvement provide ideas and support for improvement; (3) multi-professional teams from multiple
sites participate; (4) there is a model for improvement (setting targets, collecting data, and testing
changes); and (5) the collaborative process involves a series of structured activities.”

Using this definition, over 900 papers which purported to describe collaboratives were excluded as not meeting
all five of these criteria. Hulscher et al found, however, 57 collaboratives based explicitly on the IHI model, and a
further 23 following a very similar approach. They conclude:

“Clear evidence of the effectiveness of the method is lacking, despite the volume of [Quality Improvement
Collaborative] Initiatives, the growing number of published papers, and good face validity of the model.
Little is known about the effectiveness of [Quality Improvement Collaborative] Initiatives, or specific
components that enhance their effectiveness, and there is hardly any information about their cost-
effectiveness and sustainability.”

Notwithstanding this overall judgement, there are many enthusiastic advocates of this approach to service
improvement in healthcare, and numerous individual examples of reported success - including examples in mental
health services; see for example Robert et al (2002) and Care Services Improvement Partnership (2006).

1.5 CONTEXT - THE ESTABLISHMENT OF THE NATIONAL MENTAL HEALTH

SERVICES COLLABORATIVE

The genesis of the NMHSC lay in the publication by the Mental Health Commission in 2007 of the “Quality Framework
for Mental Health Services in Ireland.” This provided a very clear framework of standards which providers of mental
health services were expected to meet, including as standard 1.1:

“Each service user has an individual care and treatment plan that describes the levels of support and
treatment required in line with his/her needs and is co-ordinated by a designated member of the multi-
disciplinary team, i.e. a key-worker.”
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The Quality Framework was accompanied by a draft audit toolkit to enable services to assess compliance with its
standards.

The Mental Health Inspectorate’s findings for approved centres for 2007 demonstrated a compliance level of only
18% with article 15 of Regulations S.I. No 551 (2006) (“The registered provider shall ensure that each resident has an
individual care plan.”) This contrasted starkly with an 83.6% compliance rating returned in self-assessment for the
same issue over the same period. It was clear that there was a significant gap between expectations and performance,
and between subjective and objective assessments of that performance. Discussion over the following two years
as to how better implementation could be achieved culminated in the November 2009 paper “Quality Framework
for Mental Health Services in Ireland. Implementation - where to from here?” which laid out detailed proposals for the
establishment of a National Mental Health Services Collaborative to address this issue, including its objectives,
scope, structure and process. The proposed approach was explicitly intended to follow closely the standard IHI
breakthrough model described above. The 11 published objectives of the NMHSC were to be as follows:

1 To carry out a knowledge review to provide an evidence informed approach to individual care and treatment
planning

2 Toinvolve service users and carers in all aspects of the collaborative, including Steering Group, Reference Panel,
Clinical Lead Group and project teams from the initial start-up phase of the collaborative right through to and
including the evaluation phase

3 To generate key change ideas and target improvement measures relating to individual care and treatment
planning to support recovery

4 To utilise/develop appropriate data collection tools
5 To enhance the capability and capacity of the project teams for improvement

6 To fulfil the statutory requirements of approved centres in relation to Article 15 - care and treatment planning
(project teams from approved centres)

7 To attain standard 1.1. of the Quality Framework and the relevant criteria for standards 1.2, 1.3, 1.5, 2.1, 2.2,
3.1,3.2,3.3,3.4,35,4.2,6.1,7.3,7.4,and 8.1

8 Tocompare service user outcomes between the NMHSC sites and between sites that are not part of the NMHSC
9 To elicit service user and carer experiences of the NMHSC

10 To evaluate the NMHSC process and to take that “learning” to further implement mental health services quality
initiatives

11 To develop and implement a strategy for spreading individual care and treatment planning to all mental health
services

The extent to which these objectives have been met is discussed in section 4 below.

The NMHSC was duly established in November 2009, and was originally intended to conclude its work in April
2011, a project period of eighteen months. During the project period, this was extended for three months to allow
for attention to issues of sustainability and spread, with completion of the formal project period in July 2011. The
collaborative included: clinical and professional staff, administrative staff, service users and carers; Health Service
Executive (HSE) and independent sector services; national organisations and local mental health services. Its
structure included a steering group, a clinical lead group, local project teams (led by local project facilitators) and a
national project manager. The responsibilities of the main project sponsors were set out in a formal legal agreement
between the Mental Health Commission (MHC), the HSE, and both St John of God Hospital Limited and St.
Patrick’s University Hospital; this was signed in January 2010, and formally committed its signatories both to the
project objectives and to a detailed set of project structures and processes, based on the IHI Breakthrough model. The
next section gives details of those structures and processes.
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1.6 CONTEXT-THE METHODS AND CONDUCT OF THE NATIONAL MENTAL
HEALTH SERVICES COLLABORATIVE

In summary, this was agreed to be “to develop and implement individual care and treatment plans to support recovery.”
A reference group was convened on 19th February 2010 to consider and clarify this topic, and with the specific
terms of reference to:

= Generate the project’s key change ideas/objectives relating to individual care and treatment planning
= Agree improvement measures
= Utilise/develop appropriate data collection tools

= Prepare a report based on the group’s deliberations for consideration by the Steering Group

Based on their expertise by experience, or in service delivery, thirty-four organisations were invited to participate
in the reference group. In addition to each of the local teams which by this time had been identified; these
organisations included national statutory bodies, professional associations, regulatory bodies, universities, voluntary
organisations, and service user and carer-led bodies. A total of 128 participants attended, who evaluated the event
very positively. The event debated but did not succeed in agreeing improvement measures or data collection tools;
it did however propose key change ideas for the NMHSC as being to:

= Standardise the care planning process across the mental health services

= Explain the care planning process to service users and carers and to provide information in plain language
= Improve multidisciplinary team working and functioning on the care planning process

= Engage with service users and carers in a meaningful way in the care planning process

= Provide training on recovery, team working, engaging with service users and measurement principles

= Ensure that training is provided by service users and professionals

The NMHSC'’s “faculty” was not referred to as such. The functions of the faculty were intended to be taken on by
three elements of the structure:

= The reference group referred to above, to provide the initial stimulus and thinking
= A National Steering Group, with overall responsibility for ensuring that the project met its objectives

= AClinical Lead Group, to provide professional advice to the project manager, and to act as a bridge to their
respective professions

The terms of reference of the Steering Group were:
= To oversee the overall project purpose against the aims, objectives and improvement measures

= Toadvisethe Project Sponsors (Chief Executive of the MHC, National Director of Primary Community and Continuing
Care (PCCC) in the HSE), of progress/deviations from the project plan and corrective measures being adopted
to meet specified objectives

The Steering Group had 19 members, drawn from the four partners to the legal agreement establishing the
NMHSC, professional associations, and service user and carer-led bodies. It met five times during the course of the
project, approximately quarterly. Each Steering Group (except its first meeting) received and discussed a project
status report, and a communication update was issued to all mental health services after each Steering Group
(except its first meeting).
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Membership of the National Steering Group, together with their respective attendance records, was as follows:

TABLE 1.1

CLINICAL | ATTENDANCE AT
LEAD GROUP NATIONAL
MEMBER | STEERING GROUP

The Clinical Lead Group’s terms of reference were:
= To provide advice and support the project manager in the development of target measures and data collection
= To provide effective communication to fellow Mental Health Professionals on the NMHSC

This group, all of whom were also members of the Steering Group, had 7 members, representing: psychiatry, nursing,
social work, occupational therapy, clinical psychology, speech and language therapy, and service user advocacy.
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The group had two teleconferences and one meeting outwith the main Steering Group meetings. A member of the
Clinical Lead Group provided training input at each of the first and second learning sets, and three further members
facilitated groups at learning sets.

A full-time national project manager was appointed, following a process of national open competition, with
responsibility for designing, implementing and overall management of the NMHSC, and for ensuring data in relation
to improvement targets was maintained. The national project manager co-ordinated the work of establishing all of
the project’s structures during the pre-work period, and supported both these structures and local teams through-
out the project. She was in turn supported by members of the National Steering Group in these tasks.

Local teams were recruited during the pre-work phase of the project, from November 2010 onwards. The selection
of teams was in part based on interested volunteers, but also in part on a wish to see a geographical spread. There
were, we understand, differing views at this stage as to the desirable level of diversity amongst service types - the
pattern eventually agreed saw hospital and community, CAMHS and adult, statutory and non-statutory services
involved, but no specialist older people’s services or specialist forensic services.

The recruitment process concluded with eleven local teams participating in the collaborative:
= Wexford South Sector Team - Community Mental Health Team

= Eist Linn, St Stephen’s Hospital, Cork - Child and Adolescent Approved Centre
= Ennis Day Hospital, Clare

= Galway/South Connemara General Adult Community Mental Health Team

= Navan Sector Team - Department of Psychiatry, Navan

= Swords Day Hospital - Swords Community Mental Health Team

= St. Vincent’s University Hospital, Dublin - General adult CMHT

= Lucan Child and Adolescent Mental Health Team

= St. Patrick’s University Hospital Team

= St. John of God Hospital Adolescent Team

= St. John of God Hospital Psychosis Team

Each team was required to identify a project facilitator; a single person took this responsibility for both of the St.
John of God teams. Nine of the ten facilitators were nurses, although one passed on her role to a psychology
student, and one was a non-consultant hospital doctor. Project facilitators were brought together by the national
project manager for one teleconference and three meetings during the course of the project, in addition to
participation in the learning sets. The three meetings were chaired by one or both of the national co-chairs, or by
the Mental Health Commission’s Director of Training and Development.

Four learning sets were arranged during the course of the collaborative, each with a duration of 6-7 hours, and all
held in Dublin. Each achieved CPD accreditation for nursing, psychiatry, occupational therapy, social work, and
psychology. They included a range of didactic and interactive training approaches, the balance moving towards
the latter over the course of the project. Each of the learning sets was developed in response to a training needs
analysis conducted with local teams.
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The aims of each of the learning sets were as follows:

May 2010 (46 participants, 32 of these from local teams)
1 Tointroduce teams and identify goals from process mapping exercise

2 Tofocus on topics identified by the reference group as key areas for training (recovery, engaging service users,
team working, care planning)

3 Introduce the PDSA cycle
Plan first PDSA cycle

August 2010 (49 participants, 39 of these from local teams)

1 To share the outcomes of PDSA cycles carried out during the previous action period
To plan further PDSA cycles for next action period

To facilitate ideas for improved carer involvement

To promote the role of key worker and/or team co-ordinator

a A W N

To explain the evaluation process of the NMHSC

December 2010 (36 participants, 29 of these from local teams)
1 To review interim evaluation of the NMHSC

2 To critiqgue team presentations in breakout sessions for the purpose of identification of related strengths and
weaknesses

3 Problem solve any issues with specific teams
Formulate direction for future work

5 Achieve team presentations of data related to measures with improvement and specific tests that have contributed
to that improvement

6 Realise team presentations that describe a component of individual care and treatment planning that have been
thoroughly tested and implemented in their clinical setting

7 Assistteams in applying the Model for Improvement and PDSA format through the development of the Plan for
the final change cycle

8 Describe strategies for sustaining and spreading the improvement
9 Assist the teams in developing a plan for spreading the improvement to additional sites

10 Establish needs and support required by teams for action period 3

April 2011 (39 participants, 32 of these from local teams)

1 Explore the complexity of the relationship that is required of mental health professionals in involving relatives at
all different levels of mental health services

Promote learning: provide support and assistance in problem areas through team collaboration
Provide clarity on terminology regarding roles involved in the process of care
Identify key change areas for a sustainability plan

aua A W N

Define and agree on a national data set

Internal evaluation of the learning sets varied in format. For the first two learning sets, participants were asked to
rate the relevance of the topics covered, and to provide free-text comment. The first set’s evaluations were very
positive; the second set’s relevance was still rated highly, but there were more critical comments as to the format
of the day being insufficiently interactive. For the third and fourth learning sets, participants were asked to rate
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each of the elements of the day against a series of Likert scales, as well as to provide free-text. Participants welcomed
the more interactive approaches adopted, and rated the events positively, with the December event especially

well-received.

Each local team began its involvement by process-mapping the flow of service users through their service, and
then by developing its own local objectives. During the first action period (April to August 2010), the following

local objectives were agreed:

WEXFORD SOUTH SECTOR TEAM
(Community Mental Health Team)

EIST LINN, ST. STEPHEN’S HOSPITAL,
CORK (Child and Adolescent Approved
Centre)

ENNIS DAY HOSPITAL, Clare

GALWAY/SOUTH CONNEMARA GENERAL
ADULT COMMUNITY MENTAL HEALTH
TEAM

NAVAN SECTOR TEAM - DEPARTMENT OF
PSYCHIATRY, NAVAN

SWORDS DAY HOSPITAL (Swords
Community Mental Health Team)

ST. VINCENT’S UNIVERSITY HOSPITAL,
DUBLIN (General Adult CMHT)

LUCAN CHILD AND ADOLESCENT
MENTAL HEALTH TEAM

ST. PATRICK’S UNIVERSITY HOSPITAL
TEAM

ST. JOHN OF GOD HOSPITAL
ADOLESCENT TEAM

ST. JOHN OF GOD HOSPITAL
PSYCHOSIS TEAM

To develop an information booklet for service users and families.

Formulate a care plan that involves MDT/family and service user
and clearly captures inputs and involvement of all parties in the
care planning process.

Reduce non attendance rate at first assessment appointments at
the Day Hospital.

Introduce Recovery Care Plans for 8 service users.

Develop and introduce a service user focused recovery-orientated
assessment and care planning process for Service Users from the
Navan Sector.

Provide written information to all clients admitted to the day
hospital on a wide range of areas, covering general health to
specific clinical information about integrated care plans.

Improve service user satisfaction with information received and
implement a key worker system.

Draw up a written personal plan during assessment and review
using a standard form which has been drawn up by the MDT.

Improve the service users’ perceived acceptability regarding the
length of time they wait for referrals to therapeutic services and
the communication they receive regarding these services and
waiting times.

Develop a model which will empower service users (young people)
to be more involved and work collaboratively with the multi-
disciplinary team in developing their care packages.

Appoint a care co-ordinator and implement a case management
model (brokerage) to improve individual care planning process.

11
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Following national review and sharing of these first action period results, all teams focussed more closely for the
second action period (August to December 2010) on the core objective: “to develop and implement individual care
and treatment plans to support recovery.” Agreed objectives were now:

WEXFORD SOUTH SECTOR TEAM Adopting a collaborative approach with all stakeholders, plan

(Community Mental Health Team) develop, implement and review an individual care and recovery
plan with 10 service users in accordance with Standard 1.1 of the
Quality Framework Mental Health Services Ireland.

EIST LINN, ST. STEPHEN’S HOSPITAL, Cork Continue to formulate a Care Plan that involves MDT /Family and
(Child and Adolescent Approved Centre) Young Person that clearly captures input and involvement of all
parties in the Care Planning Process.

ENNIS DAY HOSPITAL, Clare Create and evaluate a care plan which will promote the Day
Hospital service user’s treatment and recovery.

GALWAY/SOUTH CONNEMARA No new objectives formally submitted.

GENERAL ADULT COMMUNITY MENTAL

HEALTH TEAM

NAVAN SECTOR TEAM - DEPARTMENT Expand to the Meath sector the project of introducing a service

OF PSYCHIATRY, NAVAN user focused recovery orientated assessment and care planning

process for Service Users.

Test how the introduction of the Wellness Recovery Action Plan

SHOINDE DAY OB (GeIes (WRAP) programme in the Day Hospital will improve clients’

Community Mental Health Team)

recovery.

ST. VINCENT’S UNIVERSITY HOSPITAL, Development of Policy/Guidelines on Key working by the team,

Dublin (General Adult CMHT) and the introduction of a Recovery/Care plan to be completed
with clients attending our Community Service.

LUCAN CHILD AND ADOLESCENT Re-audit of the Individual Plan with 4 families.

MENTAL HEALTH TEAM

ST. PATRICK’S UNIVERSITY HOSPITAL Improve service users’ perceived acceptability regarding aspects

TEAM of 1.1 of the MHC Quality Framework (QF), as measured by a
questionnaire, adapted from the first 9 questions of the MHC
NMHSC Service user Questionnaire (MHC 2010).

ST. JOHN OF GOD HOSPITAL Develop a model which will empower service-users (young people)

ADOLESCENT TEAM to be more involved in working collaboratively with the multi-
disciplinary team in developing their care packages.

ST. JOHN OF GOD HOSPITAL Implement ‘Individual Recovery Plans’ for all patients on the ward.

PSYCHOSIS TEAM

For the final action period (January to April 2011), agreed objectives were:

WEXFORD SOUTH SECTOR TEAM In collaboration with service users/carers and MDT members

(Community Mental Health Team) introduce a structured key working system that augments/
supports the implementation of the individual care and recovery
plans developed in PDSA Cycle 2.
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EIST LINN, ST. STEPHEN’S HOSPITAL, Cork
(Child and Adolescent Approved Centre)

ENNIS DAY HOSPITAL, Clare

GALWAY/SOUTH CONNEMARA GENERAL
ADULT COMMUNITY MENTAL HEALTH
TEAM

NAVAN SECTOR TEAM - DEPARTMENT
OF PSYCHIATRY, NAVAN

SWORDS DAY HOSPITAL (Swords
Community Mental Health Team)

ST. VINCENT’S UNIVERSITY HOSPITAL,
Dublin (General Adult CMHT)

LUCAN CHILD AND ADOLESCENT
MENTAL HEALTH TEAM

ST. PATRICK’S UNIVERSITY HOSPITAL
TEAM

ST. JOHN OF GOD HOSPITAL
ADOLESCENT TEAM

ST. JOHN OF GOD HOSPITAL
PSYCHOSIS TEAM

Implement documentation and protocol by which parents of our
patients are contacted by phone and updated after ward reviews,
and this can be recorded in MDT care plan.

To pilot a care plan which will promote Ennis Day Hospital service

user’s treatment and recovery.

1) Further develop Key Worker system within Ennis Day Hospital.

2) Forthe MDT to agree on a draft care plan and information
sheet.

3) For the care plan to be piloted by each staff member with 2
service users from their current case load.

No new objectives formally submitted.

To implement and expand the project of introducing a service
user focused recovery orientated assessment and care planning
process for Service Users admitted from the Meath Sector to the
Approved Centre, Navan, by members of the Meath Sector Teams
to support recovery.

Integrated Care Plans (ICPs) will be benchmarked against two
other services to compare the practice of implementation by
February 2011 using a recognised audit tool.

Each service user has an individual care and treatment plan that
describes the levels of support and treatment required in line
with his/her needs and is co-ordinated by a designated member
of the multidisciplinary teami.e. a key worker (i.e. implement
standard 1.1).

To re-audit the use of Individual Plans over an 8 week timeframe; to
identify practical difficulties in implementing this in clinical activity.

Improve service users’ perceived acceptability regarding aspects
of 1.1 of the MHC Quality Framework (QF), as measured by a
questionnaire, adapted from the first 9 questions of the MHC
NMHSC Service user Questionnaire (MHC 2010).

To formulate an MDT care plan that includes the young person’s
goals and family involvement.

Implement ‘Individual Recovery Plans’ for all patients in SJOG.

Local work in pursuit of these objectives was intended to follow the Plan-Do-Study-Act structure set out in the IHI
model; during these periods, it was also intended that peer-to-peer and faculty-to-team support activities take
place. During these action periods, the national project manager and the Mental Health Commission’s Director of
Training and Development were also in regular contact with local teams, and provided frequent support and
advice on the progress of the collaborative. Efforts were made to establish electronic sharing of information via the
new website , but uptake was low, in part as the site was in its early development stages.

The final action period concluded with revised process maps being produced by most of the local teams.
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During the course of the collaborative, several datasets were collected by local project groups, and shared nationally,
as part of the project’s internal processes:

= Statistics as to the numbers of care plansissued, and the proportions demonstrating service user and/or carer
involvement.

= A written questionnaire, completed by service users, capturing views and experiences of care plans.
= Asurvey of team functioning, completed by local project team members.

= Self-assessment ratings against the Pillars of Recovery Service Audit Tool.

These processes were repeated at a range of intervals over the course of the project. The statistics as to the
numbers of care plans issued were submitted monthly during the final action period. The other three measurements
were submitted three times during the overall project, once during each action period. During each phase, results
were collated and recirculated to members of local teams for information and action. Further detail on these results
is given in section 3.6 below.

Independent evaluation of the NMHSC as a whole was commissioned via an international open competition, and
awarded to Mental Health Strategies (Manchester, England) in May 2011. An evaluation project group (EPG) was
established to oversee the process of the independent evaluation - this group met 7 times between May 2010 and
July 2011.

This evaluation report is intended to form part of the summative dissemination of learning from the collaborative.
At the time of its preparation, it is also intended to arrange some form of summative congress in the autumn of
2011.
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2.1 OVERVIEW

Our evaluation of the NMHSC has involved a range of methods over an extended period, with the overall aim being
to ensure that the evaluation team achieve as full an understanding as possible of:

= What has actually happened on each of the collaborative sites
= The impact of the collaborative on both people working in local services, and people receiving those services
= The reasons behind both the successes achieved and the problems experienced

= Options and ideas as to what should happen next

There were therefore four main strands to the evaluation process:

1 Aprogramme of site visits, to each of the collaborative teams, incorporating both formal semi-structured interviews
with members of local collaborative teams, and informal discussions and observations of local service and
collaborative activity. These site visits were repeated, in every case by the same member of the evaluation
team, in September/October 2010 and April/May 2011, to enable an understanding of the progression of the
collaborative over its most active concluding period.

2 Ane-survey of members of collaborative teams, conducted wholly anonymously in September 2010 and April
2011. These were based on a series of Likert scales, and were intended to offer a triangulating perspective on
the interviews, as well as to offer a more quantitative perspective of progress over the collaborative period.

3 Asummative programme of semi-structured interviews with users of the services at each of the collaborative sites,
as the key source of evidence of the collaborative’s impact on service users.

4 A summative programme of semi-structured interviews with national steering group and evaluation project
group members.

These four strands were supplemented by access to the materials and processes of the NMHSC itself. Documents
which have been considered in preparing this report are:

1 The paper “Quality Framework for Mental Health Services in Ireland. Implementation - where to from here?”,
produced in November 2009, which contains the brief for the establishment of the NMHSC

2 Thelegal agreement reached between the Mental Health Commission, the Health Service Executive, St. John of
God Hospital Limited, and St Patrick’s University Hospital in January 2010

3 The Knowledge Review “Individual Care and Treatment Planning to Support Recovery” produced for the Collaborative
in February 2010

4  The NMHSC Reference Group meeting report, produced in April 2010, which contains the key change ideas for
the collaborative

5 PDSA worksheets produced by each of the participating teams

6 Process mapping reports produced by each of the participating teams, both at the start and at the end of the
collaborative

Progress reports produced by each of the participating teams

8 For each of the national learning sets: the papers in advance, presentation materials used on the day, and
subsequent evaluation reports

9 Theagendasand minutes for each of the meetings of the NMHSC steering group, and the NMHSC clinical lead group
10 The project status reports provided to each of the meetings of the NMHSC steering group

11 The agendas and minutes of each of the meetings of the NMHSC local project facilitators’ group.

The remainder of section 2 of this report provides more detail on each aspect of the evaluation method.
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2.2 FORMATIVE ENGAGEMENT

Formative engagement activities had three main elements:

= Sijte visits, in September/October 2010 to each of the 11 collaborative sites

= Aninitial e-survey, distributed in September to members of the 11 collaborative teams

= Attendance at national learning sets in August and December 2010, and in April 2011, and to bi-monthly meetings
with the Evaluation Project Group, with access throughout to the collaborative’s papers and materials.

During the course of September and October 2010, one member of the evaluation project team visited each of the
project sites, in most cases for a visit of 2-3 days. During this time we undertook a series of 99 semi-structured
interviews with both project team members, and other local stakeholders who could shed light on the progress of
local collaborative work.

In September 2010, an invitation to participate in an e-survey was extended via email to all members of local
project teams for whom we had been given email addresses (105 in total). Some team members did not have email
addresses; in these cases, a paper survey was made available, also anonymously. Within the open period of two
weeks, we received 59 responses (56%).

Members of the evaluation team also attended meetings of the national steering group overseeing the evaluation,
and the August 2010 learning set; this informed our understanding of the way in which the NMHSC was being led
nationally, and enabled us to observe both teams’ presentations of their work, and the structure of the learning set.

An interim report was prepared in November 2010 summarising the findings of our formative engagement. This was
made available to both national project leaders and local collaborative teams; it was presented at the collaborative
learning set in December 2010, and to the national steering group in January 2011. There is evidence from the
project facilitators’ meeting in January 2011 that the interim report’s findings were also considered there.

2.3  SITEVISITS

In addition to the formative site visits referred to above, summative evaluation visits were conducted to each of the
collaborative sites during April and May of 2011. One member of the evaluation project team (in each case the
same member who had visited in autumn 2010) visited each of the project sites, in most cases for a visit of 3 days.

During this time we undertook a series of 107 formal semi-structured interviews with both project team members,
and other local stakeholders who could shed light on the progress of local collaborative work. (A small number of semi-
structured interviews were conducted separately by telephone, as the interviewee was unavailable during the visit
period).

In some sites, the visits coincided with local project teams, or multidisciplinary team meetings, which the evaluator
attended as an observer. There were also numerous opportunities for more informal discussion with members of
project teams and others in the course of our visits. The structure of the interviews started from a standard semi-
structured format, but necessarily varied according to the nature of the local team’s service, the approach taken to
care planning locally, and the interviewee’s personal and professional background.




Final report of an independent evaluation of the National Mental
;} ‘I SlvlTep-EaTl |E_|Ge|alyg Health Services Collaborative on Individual Care Planning

Broken down by professional/stakeholder group, our pattern of interviews was as below:

TABLE 2.1

Total

Broken down by site, our pattern of interviews was as below:

TABLE 2.2

Total 107

We understand from local teams’ returns to the project manager that there were approximately 120 members of local
project teams - these interviews therefore reached around 90% of project team members. Service users and carers
were interviewed under this part of the overall method only in their capacity as members of local project teams;
interviews with service users about their experiences of services were conducted separately, as described at 2.4 below.

The semi-structured framework used in the summative interviews is attached as Appendix A.

17



National Mental
Mel Ita| Healtl | ; ;
S TR ATEGCTES Health Services Collaborative

2.4  SERVICE USER INTERVIEWS

These were undertaken via the Irish Advocacy Network (IAN), given the additional value which locally familiar
advocate interviewers could bring to the process. The Irish Advocacy Network was set up in 1999 to offer peer
advocacy services throughout the island of Ireland. Peer advocates are people who have experienced mental
health difficulties and, having achieved a sufficient level of recovery, complete an accredited training course. Once
they qualify they work with an existing peer advocate before engaging their own clients. Thus, peer advocates are
in a unique position to understand the difficulties and problems faced by people with mental health difficulties.
IAN also offer staff awareness training, family awareness training, full-scale audits of services, a pilot nursing
module at Dublin City University, group facilitation and strategic planning, monitoring and evaluation.

Semi structured questions were drafted, and then trialled during mock interviews during a day and a half orientation
with the 6 interviewers. The evaluation interviews addressed the following topics:

= Understanding of what a care plan is

= When and how a care plan was first introduced to you

= How much influence you think you have over your care plan

= Views of the key person responsible for your care plan

= How often the care plan is reviewed

= Whether you’ve been given a copy, and how you feel about this
= Whether you have access to the plan in some other way

= Whether you’ve been asked to sign the plan

= Whether you’re given opportunity to negotiate the content of the plan
= Experience of care plan items being acted on

= Expectations of the care plan

= Things missing from the care plan

= |Involvement of family members or advocates

= Whether you think the care plan has helped, and why?

Having trialled the semi structured questions, the service user interviewers thought the number and nature of
questions appropriate for the purposes of exploring service user experience of care plans across the variety of
sites. The line of questioning was however adapted to facilitate the needs of adolescent and child participants.

The semi-structured interview framework used, and the information sheet for participants, are available at Appendices
B and C respectively.

The intention of the evaluation team was to interview up to 6 service users per collaborative site, and to interview
only service users with at least 6 months’ experience of using services. This exclusion of those whose experience
was very short was intended to ensure that those interviewed were in a position properly to reflect on the impact
of the collaborative. In practice, half our sample had service experience of less than five years, and only a third
longstanding experience of ten years or more. A total of 36 interviews were conducted across 10 sites, with a
minimum site sample of 2 participants and a maximum of 6. Interviews were conducted at each site between the
middle of April to the end of May 2011. They took between 20 and 40 minutes.
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One recorded interview had to be removed from data analysis as it was realised afterwards that the individual had
not met the criterion of having used services for 6 months or more. Of the 35 recorded participants 20 were male
and 15 female. The pattern of ages and service contact was as follows:

NUMBER OF LENGTH OF NUMBER OF
BAND INTERVIEWS CONTACT BAND INTERVIEWEES

12-17 6 months - 1 year
18-29 4 1-2years 4
30-39 4 2 -5years 8
40-49 8 5-10years 6
50-59 11 10+ years 12
60-69 4

70+

Methods used to recruit were tailored to each site. At four adult sites (one community, three inpatient), local
advocates or the lead service user evaluator carried out face to face recruitment, after agreeing with staff a date to
meet and invite service users to participate. Postal recruitment was carried out at 2 adult community sites, with a
number of potential volunteers randomly chosen from a list provided by services. Regarding CAMHS, parental
consent was first granted a number of days before recruitment was carried out. At 2 sites, interviewers met with a
group of CAMHS service users, one day before the interviews were conducted, to inform them of the evaluation
and invite them to participate. Names of volunteers were noted and interviews conducted the next day. At the
remaining sites, recruitment was organised ‘in house’ by the services where pressure of time and/or difficulty with
meeting some of the participant criteria was an issue. A total of 6 service users from 2 sites were declined before
the interview proceeded, as they had not satisfied the criterion for length of contact with services. Four service
users from 4 sites did not attend prearranged interviews, and there were various other late withdrawals and changes.

Given the variety of recruitment strategies, random sampling was not viable and representativeness therefore (as
almost inevitably in exercises of this nature) questionable. The level of participant experience of using care plans
and differences in time lapse between last seeing their care plan and the interview taking place might have skewed
participant responses in relation to recall; these factors must also be taken into consideration when deliberating
over the findings and conclusions.

Interviews took place at the site where the care plan was being implemented. An information sheet about the
interview process was explained and/or discussed with the participant. Once volunteers were clear about the
purposes of the interview, consent forms were signed by the interviewer and interviewee. Confidentiality and
anonymity were guaranteed.

Blank care plans were used for illustrative purposes to prompt participants, particularly if they had difficulty
recalling what a care plan was.

Joint analysis was carried out between two individuals allied to the Irish Advocacy Network - the lead service user
evaluator and an individual who was not involved in the interviews and therefore independent to the evaluation.
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Initially, each site was considered separately. This enabled comparisons between sites in order to ascertain if there
were any significant differences according to the nature of the given service, for example CAMHS, community,
hospital. Themes within each site were decided upon by taking each individual interview response and agreeing
onits meaning. In the event that both analysers did not agree on the meaning of a response, the associated statement
was set aside and revisited at a later stage of analysis. Once comparisons between site responses were completed,
an additional process of analysis was undertaken to extract the overall themes in relation to the specific questions.

2.5 INTERVIEWS WITH NATIONAL STEERING GROUP AND EVALUATION PROJECT
GROUP MEMBERS

As part of the final stages of the NMHSC evaluation, interviews were conducted with National Steering Group

(NSG) and evaluation project group (EPG) members, to solicit their views about the collaborative and what had

been achieved. All of the members of these groups were offered the opportunity to be interviewed, but some were

not available.

Interviews took place in Dublin either at the Mental Health Commission (MHC) offices or at Dr Steeven’s Hospital,
Headquarters of the Health Service Executive (HSE) in April and May 2011. Fifteen interviews were planned and

fourteen actually took place, two of which were by telephone.

Interviewees were:

TABLE 2.4

ALSO CLINICAL | ALSO
LEAD GROUP EPG
MEMBER MEMBER
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These interviews were conducted by an associate member of the evaluation team (Professor Antony Sheehan),
both because of his experience in national leadership of service development projects in mental health services,
and to ensure independence of this crucial element of the evaluation process (as, by this stage, there had been
substantial contact - and an excellent working relationship - between other members of the evaluation team and
many NSG members).

Most interviewees were arranged around what was, at the time, the final meeting of the NSG which took place at
Dr Steeven’s Hospital on Friday 15 April. Professor Sheehan attended this meeting as an observer.

The domain framework for these interviews was as follows:

TABLE 2.5
DOMAIN 1- FORMULATION

DOMAIN 2 - RESULTS

The interview will move on to National Leaders’ views on:
= What has been achieved

= Whether there is any link back to original objectives

= The part the Steering Group has played

= Ownership of outcomes

DOMAIN 3 - THE FUTURE
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2.6  E-SURVEY

In April 2011 aninvitation to participate in an e-survey was extended via email to all members of local project teams
for whom we had been given current email addresses (101). Some team members did not have email addresses; in
these cases, a paper survey was made available, also anonymously. Within the open period of two weeks, we received
58 responses (57%). The numbers were slightly fewer than for the formative survey, as some people had left project
teams and not been replaced, but the response rate was very similar. Responses were received from team members
at every site.

This e-survey was based on a series of 104 Likert scales, asking respondents to strongly agree, agree, disagree, or
strongly disagree (or neither agree nor disagree) with a series of propositions related to:

= The NMHSC'’s objectives

= The knowledge review

= Service user involvement in the collaborative

= Carer involvement in the collaborative

= |deas and targets about improving care planning

= Data collection

= Project teams and structures

= Compliance with article 15 of regulations S.I. No. 551
= The quality framework standards

= Sharing the learning of the NMHSC process

These domains are closely linked to the national objectives which were set for the NMHSC.

2.7  REVIEW OF PROJECT PERFORMANCE DATA

During the course of the collaborative, several datasets were collected by local project groups (and shared nationally)
as part of the project’s internal processes, rather than as part of independent evaluation:

= Statistics as to the numbers of care plansissued, and the proportions demonstrating service user and/or carer
involvement

= A written questionnaire, completed by service users, capturing views and experiences of care plans. The
administration of this questionnaire was supported by the Irish Advocacy Network, the instrument itself was
developed specifically for this collaborative, and included consultation with a wide range of groups, including
service users and the clinical lead group in its design and development

= Aself-assessment survey of team functioning, completed by local project team members (Mental Health
Commission, 2010)

= Self-assessment ratings against the “Pillars of Recovery Service Audit Tool” (Mental Health Commission, 2008)

These last two instruments had already been prepared for the Mental Health Commission prior to the collaborative,
and it was agreed that they would support understanding of two important aspects of the collaborative process:
the extent to which local project teams were working well together; and whether sufficient focus was being maintained
on recovery in the care planning process. It was also hoped that this would promote wide awareness and use of
MHC documents and guidance.

These processes were repeated at a range of intervals over the course of the project. The independent evaluation
team were not, for the most part, involved in either the design of these instruments or the collection of data. The
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exception is the dataset on the numbers of care plans issued, which was issued in part as a response to comments
made in the interim evaluation report.

Appendix D contains a copy of the team functioning questionnaire. Appendix E contains a copy of the Pillars of
Recovery Service Audit Tool.

The resulting datasets have been made available to the evaluation team, and findings in section 3.6 represent our
analysis of the data supplied.
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3.1 FORMATIVE ENGAGEMENT

In November 2010, an interim evaluation report was produced, as a formative contribution to the project’s concluding
phases. This report is available separately, but it is worth noting its main findings here also. The report, based on
the evaluative work done up to that point, observed in summary that the collaborative had attracted a substantial
cohort of people who were both enthusiastic about the principles of individual care planning, and keen to make
improvements to its main elements: structured documentation, service user involvement, multidisciplinary team
working. Participants were found to be seeing positive reinforcement of ideas and approaches which they had long
supported, but which they were mostly implementing for the first time, or only then implementing with proper
structure and thoroughness.

The interim evaluation made the following formative recommendations:

Local teams should consider:

1 Making serious efforts to engage carers in both the collaborative processes and in the processes of care planning.
Whilst good progress is being made on many sites in the engagement of service users, the same is not true of
carers.

2 How innovations can be spread in a planned way from pilot services to other local services. In some sites this is
beginning to happen in an unplanned way, with consequent risks to the quality of what is being done.

3 Clarifying properly the balance of responsibility for leadership of the project as against leadership of the relevant
multi-disciplinary team. This is often - but not always - linked to the issue of medical leadership, and how this
works with leaders from other professions and disciplines. There is no one right way of addressing this issue -
the balance can work successfully in numerous ways - but it is essential that local team members understand
and can work with their local approach.

4 Clarifying the role of the key worker/care co-coordinator. As with (3) above, there is not one right way of doing
this, but sites need detailed clarity as to the exact duties they are expected to carry out, both in general terms,
and within the delivery of individual care plans.

5 How can they protect at least some time for the local project facilitator to carry out this role.

6 Whether their objectives are sufficiently clearly addressing care planning, and how they will demonstrate
measurable progress.

7 Therole they can play in making this a more truly collaborative process - by seeking and sharing learning with
other sites and with national steering group and evaluation project group members.

National leaders should consider:
8 How they can support local teams in issues 1-7 above.

9 Inparticular, how they can foster a more collaborative approach between sites, both in formal learning sets and
(perhaps more importantly) informally between those sets.

10 Whether there would be meritin issuing (in some cases further) guidance as to aspects of the process: the
expectations as to data collection, in particular any possibility of a benchmarkable dataset; a standard terminology
for use; means of involving service users and carers

11 Clarifying the statutory position as to nursing care plans (as some sites understand that these must continue
alongside multidisciplinary plans)

12 How they are engaging senior managers and clinicians to ensure continuing work on these issues beyond the
formal life of the collaborative.
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These recommendations were circulated to both national project leaders and local collaborative teams; they were
presented to the collaborative learning set in December 2010, and to the national steering group in January 2011.
There is evidence from the project facilitators’ meeting in January 2011 that the interim report’s findings were also
considered there.

3.2  SITEVISITS

This section presents the findings of our series of 107 summative interviews with members of local project teams.
Findings from the 99 baseline interviews were presented in our interim report. This analysis is based on things
which were said to members of the evaluation team, organised into twelve themes. The aim is to give a flavour of
the nature of opinion we experienced, and the balance of comments is intended to be typical of the balance of
what we heard. The twelve themes we have identified are:

= Thevalue of individual care planning
= The changes brought about by the NMHSC
= The recovery focus

= Teamworking

= Service user involvement

= Carerinvolvement

= Meeting objectives

= Meeting and collaborating

= Documentation

= Resources

= Inspection and compliance

= Sustainability and spread

We also asked some questions specifically to project facilitators about their role as such, and a presentation of the
results of this section of the interviews is added after the themes.

The section concludes with a discussion of the issues arising, including changes we observed between the September/
October 2010 and April/May 2011 interview programmes.

As we found in our interim visits, the overwhelming majority of interviewees were positive about the principle of
individual care planning, many considering the benefits of this approach self-evident:

“Everyone needs a plan so both the staff and the patient knows what’s happening. | don’t really understand
why that’s controversial.”

Many interviewees however also recognised the practical difficulties of achieving change, and the nature of the
change required:

“I have worked in services elsewhere and they have care plans and reviews and it works there so | don’t
know why it doesn’t here. | think they think it has something to do with nursing plans but it doesn’t.”

“This whole process has been about challenging attitudes”
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Many spoke of their experiences of the collaborative changing their views as to the value of individual care planning:

“Before the project | had limited experience of care planning, | saw care planning as what you do to ensure
that care has a structure and an evidence base. | now see care planning differently - it’s not about the
piece of paper - but | do recognise that the paperwork is a necessity. The project has also highlighted the
need for real collaboration.”

“Before the project | did not know about care plans. Now | think it’s the way to go. It gives service users
and their families a bigger say - with decisions not just being made for them which it was previously.
Patients and families now have a big input into the care plan.”

“How well is has worked! | don’t have to look through all the files. | am surprised as | thought it would be
just another piece of paper. It has made things much clearer.”

“I am amazed. | was cynical and thought it would be a tick box exercise. | am amazed that it has allowed
us to hear the patient’s voice. | am also surprised that we can actually do it. We are not as bad as we
expected and can be efficient although it does involve additional time and additional thinking.”

“The fact that the whole thing is so easy. | am converted! | know | should have been but | wasn’t”

There was however also a continuing minority of dissenting views, either about the principle of care planning, or
the more formal approach required by the NMHSC:

“Everyone knows everyone and people are generally more relaxed about the need for writing things
down.”

“We did not realise the amount of work required and the hassle. Care planning is a simple process but
there has been too much bureaucracy and fuss, too many meetings and too much hullabaloo.”

“The approach has now become quite prescriptive, and it takes away some of the expertise of clinicians
in judging and assessing who should have what level of responsibility.”

Most people on most sites were confident progress was being made towards successful implementation, and were
positive about the benefits they were seeing:

“Clients feel more involved which is good. We now have more of a multi disciplinary approach. Before
each discipline was doing their own thing and had their own set of notes and care plan. The ICP is now at
the front of all charts. It summarises those involved in care. Clients sign it and have a copy. They are
involved. It has been great.”

“We were reluctant at the start for change but we can see the benefits to the clients. The clients love it. It
is good for the service. Since the collaborative, we have put the client at the centre. We now have multi
disciplinary input into the ICP. We also have Care Co-ordinators.”

“Well, files are now integrated, with each professional writing in the same file. It has only been like that for
a month, but at least they are doing it and it is an improvement over what it was.”

“There is a template in place. They have been auditing the care plans and the credibility of the project has
improved. It has not been just a tick box thing.”
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There was however a common acknowledgement that more needs to be done:

“The project has sowed a seed that we need to tighten up on how we do business. In theory the idea of care
planning is good and we have been crying out for it. The key now is to implement it so that it does not just
become a paper exercise.”

In a minority of sites, there was some scepticism as to the reality of what has been achieved:

“Everyone has a nursing plan and when it suits some professions they call them care plans but little has
actually changed. There are still many patients with a nursing plan and a medication plan and a social
work plan, and a psychology plan, and an OT plan... etc.”

“Most of the team assess the individual by looking to what their own training taught them to look for and
offer interventions based on that rather than what the actual needs of the service user are.”

“I still think people are unclear though about what a key worker is and what their responsibilities are.”

Many interviewees were conscious of changes to a more recovery-focused approach:

“Until very recently no nurses received clinical supervision and so each was left to their own devices. They
did nursing plans of varying quality but they were all about deficits not strengths - they were never recovery
focussed.”

“There is now a much greater emphasis on recovery and even if it is just a change in the language rather
than the reality that’s a start. Other places have much more formal processes, plans and reviews but it
does not mean they are more recovery focussed, | think here we are moving towards improvements in
both.”

“I have learnt that the old plans were very much focused on people’s problems not their strengths, that
was a useful lesson.”

Some felt this wasn’t really a change, but simply new language for established practices:

“I don’t understand all this recovery focus stuff | have always done everything with the patient and asked
them what outcomes they wanted and then worked with them to achieve them. It’s not new, it’s good
psychiatric nursing.”

The relevance of the model for CAMHS was challenged several times:

“Recovery model is challenging for child psychiatry - because the recovery model is an adult model and
does not fit well with child psychiatry.”

Several interviewees reminded us of the need for a recovery process to go beyond planning processes:

“Are service users interested in their care planning? When? How do we engage them in a way which
supports recovery? There’s sometimes an obsession with filling in paper, ticking boxes, rather than
actually delivering care. How much of it is really human, as opposed to a step-by-step thing?”
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As in the interim evaluation, the large majority of interviewees spoke positively about the impact of the NMHSC on
their team working...

“It has improved communication, multi disciplinary team working and documentation. It has motivated
people. They are interested and team relationships have improved. Staff knowledge has increased. They
used to work in silos. You couldn’t possibly say it had not improved things.”

“We are more focused now on the input of different disciplines not just nursing and medicine. The care
plans are integrated. It is now easier to identify what problems the patients have to be met.”

...even if the process had sometimes created difficulties:

“Care planning has brought lots of tension to the MDT team - because there has been so much change
and the change has happened so quickly. We now need to let it bed in for a while.”

“It has focussed the nursing team to realise that care planning is not the sole preserve of nurses and that
it is/should be multi-disciplinary. It has helped nursing staff to view and understand the role of other
professionals.”

A minority of interviewees reported continuing problems:

“The MDT meeting is a coming together of discipline representatives not a ‘team” and the culture is of a
very dominant medical model.”

“Few people ever challenge a doctor here.”

The picture here contained a range of different perspectives. Some clearly positive perspectives were related:

“Mental health services have changed for the better. The key has been his recovery plan. He was so excited.
He said that he thought that at last they were listening to him. The consultant used to rule and there was
not enough input from other disciplines. Service users can now communicate and articulate their needs.”

“Some clients like it. One pulled out his care plan the other day in a meeting.”

“I had one patient who was having her need for her Disability Allowance challenged. She used our care
plan to challenge it”

“There is a service user on the team and this has been really useful and beneficial. This has helped us to
look at things from their perspective.”

“For me it was involving the patient more. The more you involve the patient the better the care plan.”

“Seeing some of the patients’ answers. They have more depth to them and | am more aware of them as a
person”

There were however quite a number of comments recounting lack of interest, or difficulties with the engagement
process:

“Imust say | think it is a big change but the service users that | have done care plans with don’t seem to be
that interested.”
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“The ones | have worked with didn’t want to know - they were happy for me to fill in whatever forms |
wanted but they didn’t want to see or read them.”

“Everyone gets the opportunity to see their care plan but none ever do - they leave it up to us. That has
been frustrating - the service users don’t want to get involved.”

“Service user involvement has been difficult. They have been reluctant to engage with us. Some are better
and don’t want to know anymore”

“Service user feedback is very poor as people are scared that their care will be affected or their doctor will
find out what they said - and so they either don’t say anything or say everything is fine and they are happy
when clearly they are not... or maybe they are, you see their expectations are really low: they have always
had crap services and so they expect to receive crap services.”

Some interviewees spoke of aspirations for, and experiences of, service user engagement improving:

“I don’t think it is ideal that the plan is written without the service user present but it is a start and it is
better than it was. In time | am sure it will develop again.”

“At the moment it is still very much a professional led care plan but over time | hope it will become much
more service user driven. There is still too much secrecy in terms of client files and notes - patients don’t
know what is written about them. This is changing but slowly.”

“Patients’ views have been taken more into account. The fact that the care plan has to be signed requires
discussion with the patient. This can bring up awkward things, for example suicide risk.”

“Practical differences will take a while - people don’t realise they can have input into their recovery. They
have the power, but you don’t always realise you have the power when you’re that sick.”

The commonest perspective was that less progress had been made with involvement of carers:

“It will take time, we have to start with the service users first and then the carers. Service users were really
well involved in the project especially in the early stages, but not so much for the carers, | don’t know why
that was.”

“Carers do what they can but when someone gets so ill they need ‘professional” help the carers withdraw

rn

and leave it to the ‘professionals’.

There were however some accounts of positive change...

“It was difficult before the collaborative to get carers involved. We only used to involve them in a crisis. We
involved them only when we couldn’t deal with things. Now we ask clients for their consent and involve
carers. Carers can have a copy of the ICP to take home and read and then they come in and discuss it with

”

us.

“I did a care plan with a service user and her husband on the unit. The husband was very much part of the
process. It was a true recovery care plan. His needs were considered”

“We have had good feedback from families and they now pro-actively input into care plans”
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...and a common comment was that carers were very much involved, just not in the formal care planning
processes:

“Carers are always here. We have good contact with carers, especially new referrals. We regularly make
telephone contact with them. When we are meeting with the client we don’t want the family too. It is up
to the client whether or not they want their carers there.”

Most of the sites gave a convincing account of a serious and sustained effort to implement care planning, and with
tangible successes:

“Put simply we have more care plans than we used to, if that was the point of the project | think it is going
well.”

“I am pleased that we have made measurable progress in generating the care plan documents and
making them work locally. Care planning is now actually “happening’ and this is what we set out to do. We
have done what we set out to achieve and we are very happy with this.”

“We did it bottom-up rather than top down and it has worked well. Other sites have done it top down. |
think the bottom-up approach works better. We are now beginning to look more like a service that is
responsive to the service user.”

Interviewees were largely positive about the benefits of undertaking this as a collaborative exercise:

“Working in collaboration has been very good. It has given me ideas for what to do here in [.....]. Also
talking to people like[......] has been really good as though they are further ahead than us [....] experienced
a lot of the same issues as us so that was comforting and encouraging.”

“I think the Dublin days were really useful | just wish | could have been at all of them.”
“It has got people talking and communicating. There is more of a drive to implement things.”

“There was definitely a need to do it. Not sure that we would have got to this point as a team without the
collaborative.”

“The national project has provided a credibility to make sure changes to care plans have happened.”

There were some regrets about the limited level of collaboration achieved, and a common comment stressing the
importance of meeting similar services:

“It would have been good if we could have visited other teams or if they came to us.”

“I went to the last learning set but didn’t get a great deal out of it. We were matched up with [......] and to
be honest we didn’t have a lot in common either in terms of service users or where we were at in the
project’s progression.”

“Also | think mixing with the other sites was good but we were all too different, service different client
groups, and different issues in relation to introducing care planning. It would have been better if we were
matched with similar teams.”
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“Also there should possibly be separate projects/collaboratives for adult and child services.”

“People weren’t clear at the beginning. Fewer outcomes should have been more clearly set and com-
municated. The learning sets were inadequate as training events - the didactic element didn’t work, and
there was sometimes insufficient expertise available. They were encouraged to contact other teams, but
this didn’t happen; exchanging with other sites needed to be more prescriptive, more organised - perhaps
via “buddying up.””

A minority were less positive about the value of the collaborative approach, and there were requests for both more
and less national input:

“None of this would have happened if it wasn’t for the national team and so in that context | think their
input was good. | also think the level of their input was right (minimal) and more and we would have
resented them as being top down directives.”

“I expected it would help us with care planning - but the project has turned out to be about other things
that we do not have time for - in particular the visits to Dublin.”

“The National team could have helped much earlier on by coming to the team and selling the project to
the whole team not just the few that went off to Dublin every now and again.”

“Some of the data we were asked to collect was cumbersome and not relevant. The numbers are helpful
for the MHC but we don’t have the staff to collect and analyse it. | wouldn’t have agreed to the data
collection. It is an added time burden for me.”

A clear majority of interviewees would like a national template (or suite of templates, for different service types)
for an individual care plan to be introduced, with many regretting that this hadn’t been done earlier in the
process:

“They should have prepared a sample template that could be adapted for each locality rather than letting
every site develop their own document from scratch. There should be a national form, mandated from the
centre and compulsory to use.”

“I think the centre should have been more directive. They should have provided a first draft care plan for
piloting and adapting locally rather than have every site design a new one as if none had ever been
written before.”

“I think there has been too much duplication. Why could they not give us a care plan centrally? | went to
Dublin and found a care plan better than ourselves and that is frustrating when you think of the time we
have spent.”

“What would have been helpful at the beginning of the project would have been if they had given us a care
plan and said here are the key components of best practice and you can use and adapt this. It was too
much for a free for all. We were frightened we were not going in the right direction.”

“It would have been better to have had one template and for us to be able to adapt it locally. It has been
confusing making all the different changes to the one we have. Just giving us one would have been better.
We have spent too long focusing on the care plan form.”
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STRATEGIES

(It should be noted here that there are four sample care plan templates available on the Mental Health Commission
website, although these are presented as samples from local services rather than as recommended national
templates.)

A minority of interviewees welcomed the approach adopted - although even within this minority, many now felt
the time is right to move to a more national approach:

“There is more ownership because we had to produce our own care plan template rather than use a
national template. ...templates could be made available in future for some sites”

“The best thing was that they told people to develop it locally - they did not tell us what to do. It fits with
our clinical work. It has been nice to develop our own care plan and this has made it easier for us to
implement.”

There were also comments reminding us this may not be the most important aspect of the process:

“A care plan is only as good as its contents - you can debate forever about the format and style of prompt
questions but it is down to the person filling it in to make it worthwhile or not.”

“I am worried that all we will do in Ireland is follow the CPA in England - but we must have flexibility to
make sure it is patient focussed. We need to avoid bureaucracy and look at how care planning has been
done in New Zealand, Australia and Canada and build on the best bits of this.”

Interviewees commonly reflected on the resource demands of the process...

“The major issue is just the lack of time, uncertainty, increasing demand and all the cuts. | fear the project
will flounder after July or just get lost in all the cutbacks.”

“...some sort of backfilling of posts or a dedicated budget to oil the wheels.”

“There are admin problems. The team don’t have access to laptops and technology. They are assuming
people have access to all of this.”

...although some felt these problems could be exaggerated:

“Capacity - | have not heard anyone say it is time consuming. Capability - | feel very comfortable. It is
straight forward to involve the service user in their care plan.”

“I have got capacity. Everyone has embraced it. The unions now fully support it.”

“Taking time to write a care plan is not to the client’s detriment. It is clinically positive.”

Several sites had experienced recent inspection visits from the Mental Health Inspectorate, and reflected on the
interactions between the NMHSC and inspection processes. The commonest view sought a firmer approach from
the Mental Health Inspectorate on this issue:

“Also the Mental Health Commission do an inspection and say “you have no care plans” then they go away
and we hear nothing more. It is slightly embarrassing for us while they are here but once they are gone
people just carry on as normal. There is no punishment for not doing care plans so why bother doing them?”
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“Although care planning is a national standard there is no sanction for not completing it and so there is
little incentive amidst all the other tasks we have to do.”

“I think it would have been good if they had some clear targets like x number of care plans by 2012 or
something like that. Something you could measure. As it is now it seems if each locality has only one care
plan each that’s an improvement.”

Some interviewees had experienced this relationship beginning to change...

“The Mental Health Commission had promised us that next time they would have more of an iron fist.”

“As an approved site we are legally required to have care planning in place. They are losing patience with

”

us.

...and others reminded us of the importance of local management in this process:

“The senior managers need to instruct us to do care plans. We need them to act as enablers. People view
it as involving an increased workload rather than seeing it as part of their job.”

A clear majority of local interviewees were confident that the progress achieved will be maintained:

“It will be sustained. Care planning is now core to our work.”

“It must continue. | absolutely want it to happen. That was the aim of the project and otherwise it was a
waste of time.”

A minority were less certain...

“I think it is too early to talk about sustainability when we are still trying to introduce it.”

“I don’t think our senior managers know about the collaborative and so there is no real challenge to the
medical model.”

...and there were frequent comments hoping for continuing support:

“I wonder about sustainability in future and the HSE. They don’t follow through on things. There should be
team development provided twice a year for teams regardless.”

“The MHC need to take a clear line on promoting further progress. The issue will be how we manage new
referrals, new care plans and the reviews that each of them will need on a regular basis. But now we have
started | don’t think we will stop.”

The project facilitators (PFs) interviewed split evenly between those who felt they had been clear throughout as to
what the role entailed, and those who only came to develop an understanding of it over time. Two explained that
they had understood what the role was, but not the volume of work involved. The large majority had been put
forward by a senior colleague to take on the PF role, but they were content to take it on.

In reflecting on what had gone well, PFs referred to the range of things which sites had achieved, and which are
reflected in comments elsewhere in this section: service user and carer involvement; staff response and team
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working; implementation of care plans, and of integrated files. Likewise, when thinking about their individual
contribution, there were references to the full range of local team activities: developing a template, getting the
MDT to work together, personal clinical involvement in care planning, chairing meetings, writing keyworking
policies, developing a patient database.

One challenge stood out: the time involved. A clear majority of PFs thought the role required protected time. The
PF group split evenly between those who felt they had had sufficient authority and those who did not. Most PFs
thought it would be helpful for there to be a clear job description for the role - it is described in principle in the
project brief, but this does not appear to have been translated into local role descriptions. Other challenges
described by more than one PF were getting staff buy-in, and administrative support. Only a small minority of PFs
appeared disillusioned with what they had been able to achieve.

In our interim report, which was based on interviews conducted 7-8 months before those reported here, we gave
the following view:

“It was however by no means a given that, by this stage in the collaborative’s work, a substantial cohort
would remain so actively engaged in the process, and would be reporting enthusiastically and positively as
to the benefits they are beginning to see within their local services. It appears clear that many participants
are seeing positive reinforcement of ideas and approaches which they have long supported, but which
they are implementing for the first time, or only now implementing with proper structure and thorough-
ness. Our evaluation team has been continually impressed by the attitudes and the ambitions of the
collaborative’s project teams, both members and leaders.”

The intervening time, and the development of the collaborative, appear to have strengthened interviewees’ views
as to the value of care planning, enhanced by gradually increasing practical experience of the process and its impacts.
There was a continuing theme of teamwork being improved by the discussions and changes the collaborative has
stimulated.

A new theme emerging was a sense of disappointment, for some, in the response to the changes being given by
some service users. As the service user interviews demonstrate in the following section of this report, there are
undoubtedly some service users who are currently either unable or unwilling to take the active participatory role
that fully-implemented individual care planning assumes, and interviewees were, in some cases, having to
acknowledge this.

Interviewees were, in these latter interviews, in a position to reflect on the entirety of the collaborative process. The
overall sense was clearly positive, although with a continuation of themes identified in earlier interviews around
opportunities for collaboration with similar services. Three things emerged with greater focus in this series of
interviews: a greater sense of consensus that the time has come for national mandatory care plan templates; a
hope that the Mental Health Inspectorate and Mental Health Commission will take enforcement as well as
supportive action; reflections on the impact of resource constraints.

Perhaps most importantly, there was mostly optimism as to the sustainability of progress achieved; the more
positive comments above are drawn very largely (but not exclusively) from those sites which had already seen
most progress. The large majority of interviewees wanted individual care planning to continue and to develop in
their services, and they will continue to form a potential cohort to support that process of sustainability and
spread.
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3.3  SERVICE USER INTERVIEWS

This section presents the findings of a thematic analysis of the 35 service user interviews conducted by the Irish
Advocacy Network. Terms used in this analysis follow the structure:

Several 2-3 participants
Significant number 1/3to _

Many -

Majority _+, butnotall
Minority Less than _

The majority of participants had last seen their care plan within a period of one to three weeks prior to the interview -
although a number of participants, when asked when they last saw their care plan, replied ‘this morning’. A
significant number stated that they had only recently started to use care plans, mostly within a two month period
of being interviewed, so had limited experience of using them. Several participants informed the interviewers that
they had never seen a care plan, although staff were adamant that recruits met the criteria of having one. One
participant at the beginning of the interview stated: ‘I was told | had one this morning’.

However, the data was found to be rich in content. The level of experience of service use and knowledge of mental
heath services captured is, we hope, also valuable in informing mental health care practices in Ireland. Participants
rarely deviated from their accounts, so no glaring contradictions during interviews were found. For example, if
their experience of care planning was based on collaboration with staff, they continued to talk about partnership
working throughout the interview. There were no significant, discernible differences in responses between and
across sites so no one theme was attributable to where the interview took place. This analysis is therefore believed
to be reliable, informative, constructive and significant in relation to developing care plans in Ireland.

There were three main themes that arose from analysis:
1 Possibilities and expectations

2 Involvement, influence and control; with four subthemes:
Who is involved, who is responsible
Influence and Control
Ownership
Timing and Procedure

3 Formatting

Many comments related to expectations and possibilities that a care plan could bestow on the service user’s care
and treatment. Most of these comments were positive: for instance, when invited to provide a personal description
of a care plan, most participants believed it to be something that would help them in their recovery or help them
to either maintain or move toward ‘wellness’ and ‘self care’. It would do this, according to many participants, by
providing structure and a plan of action. For instance: ‘how to deal with stress’, self confidence, relaxation, improve
eating habits and engage in activities. It would focus efforts to ‘get better’ and, according to several participants,
provide personal challenges, that although at times felt threatening, would be worthwhile in the end. It could
potentially motivate and raise people’s awareness of their needs. As one participant put it, a care plan could: ‘help
you cope with your illness and your recovery’. Experiences relayed were that the care plan was individually orientated
and could be adapted according to any change in needs and circumstances. Several participants in hospital
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believed the care plan helped with ‘making progress to get out of hospital’. They also believed it had consequences
beyond hospital ‘when leaving’” and, according to the experience of one participant, it influenced care ‘in the event
of admission’.

According to several participants there was a particular emphasis made on medications. The care plan would help
with reviews, and, in some cases, these would be frequent, which for most was welcomed: “...used to meds now,
know it inside and out. Staff explained every drug. They have me very well educated”.

A significant number of participants had little or no expectation of their care plan. Some were unsure as to the
purpose of the care plan. Several participants stated that they had no interest in them and that they ‘didn’t see how
it could help’. One participant stated that: ‘I’'ve enough at home to focus on’ and another that ‘l am not really interested
in my care plan. | trust staff implicitly’.

Although varied descriptions in relation to expectations and possibilities of care plans were presented, the overall
responses were positive with hope of recovery, practical guidance and adaptability being the most significant
outlook participants had toward care plans.

The majority of comments were made about the levels of involvement, influence and control participants believed
they had over their care plan or had experienced. Comments would typically include who is involved in the care
plan, who was believed to be in charge of the care plan, the timing of being introduced to the care plan, the
regularity of review and ownership.

A) WHO IS INVOLVED, WHO IS RESPONSIBLE?

The majority of participants, when asked if the right people were involved in their care plan, gave an affirmative
reply. They emphasised the quality of interaction and relationship between themselves and significant others
involved in the care plan.

For most, the appropriate members of staff were involved in their care plan. There was also a general under-
standing that other people could be included, for example a family member (in many cases this was facilitated),
although a significant number of participants were uncertain as to who exactly could be involved and how a
nominated person could be invited to contribute. Nurses were most commonly mentioned as professionals who
were meaningfully involved in the care plan. Doctors (psychiatrists) were also mentioned fairly regularly; the
doctor never filled it in with the individual but appeared to be aware of it, at times referring to it. A number of
participants stated that they trusted staff and were ‘happy for them to have the greatest input’. When asked who was
responsible for your care plan, almost half responded that it was a partnership between them and health
professionals (mostly nurses) although some tended to suggest that more responsibility lay with the health
professional. A small number claimed that they were personally responsible, with others not knowing who had
ultimate responsibility.

Asignificant number of participants were not aware if they had a key worker or who their key worker might be. One
inpatient stated that they were given ‘information on key worker but no-one presented.” For many participants there
was a distinct lack of consistency regarding staff working with them through their care plan. Most would like a key
worker who would always ‘know what is in my care plan’. One participant, who indicated that a key worker system
was to be established, put it this way: ‘Introduction of key workers will be a great success. Talk to the person and
everyone else will know - won’t have to keep repeating yourself...’ That said, a significant number of participants stated
that there was consistency among staff in the way they carried out care plans.

Several participants would like family members to have more involvement in their care plan. On the other hand,
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two participants stated that they did not want family involved because: ‘they don’t understand’. One participant
would like to have an advocate help them with their care plan while another mentioned their psychologist. Most
participants who mentioned input from a multi-disciplinary team were content that information on their care plan
was shared and discussed at MDT meetings. However, some participants would like to attend these meetings
when their case is discussed. One participant stated that they: ‘don’t like people discussing when I’'m not there. Like
to know what they are saying...’

B) INFLUENCE AND CONTROL
The overriding concern, as articulated by participants, was how much influence they had over the care planning
process and who is in control of the content and subsequent actions.

Although consistency with specific members of staff was at times lacking, around half of the participants believed
that there was consistency regarding actions and goals carried out by staff as expressed in the care plan. For
example, one participant was happy that her wishes were fulfilled in regard to seeing a counsellor, and being
introduced to relaxation and self confidence classes. However, most participants who stated they had positive
experiences regarding actions taken in regard to wishes noted in their care plan, offered few examples of what
these wishes were and how these were enacted. Several participants did add that they believed that staff were
‘doing their best’.

Several participants from two sites declared that they had full control over their care plan. It belonged to the
individual and motivated them to achieve realistic and individual goals, primarily through reflective exercises and
daily challenges. Even though staff would support participants in completing these self-developed care plans they
remained the property of and in the control of the service user. One participant stated that they had control over
who was involved in the care plan.

Around half of the participants believed that they had a lot of influence over their care plan. Most comments were
made about working in partnership with staff and how they would be constantly reminded that the care plan
belongs to the service user inviting and encouraging them to contribute. Many of these individuals were happy for
staff to take control: ‘Have input in everything but don’t take the lead. | prefer to take professional advice.”

In contrast to the above experiences, some descriptions provided by participants suggested a lack of influence and/
or control over the care planning process and proceeding actions: ‘Plan devised by the mental health professional to
improve mental condition’. Another described it as: ‘What nurses think is best for me. If they thought it my best interest,
they might take some of my possessions from me’. One participant was more explicit: ‘Sometimes the nurse pushes me
into things | don’t want to do” and another when they were introduced to the care plan: ‘Doctor showed it to you and
you had to sign it".

Around a third of the comments were from participants who stated that they had little or no influence over their
care plan. Asignificant number were unsure as to how much influence and control they had, with several expressing
indifference or lack of interest in getting involved. One participant found the care plan threatening, as it might lead
to too much pressure and responsibility. Another participant felt the same but came to the conclusion that it was
her interpretation that was the problem.

A significant number of participants stated that they would be confident in negotiating their care plan and would
be very able to say no if a difference of opinion arose between staff and themselves over goals and actions.

How often the care plan was reviewed was an area that a number of participants would like to influence. According
to a number of participants who had significant experience of care plans, the general consensus was that reviews
should be weekly for inpatients, and between 3 and 6 months in the community. Some participants emphasised
that there is flexibility around this as it can be updated according to exchanges with staff between reviews.
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In relation to collaborative working one participant complained that he was one of four service users as part of a
collaborative working group established to develop care plans. After several meetings they were ‘dropped from
the committee’ with no reason or explanation provided. They did not hear anything since and felt aggrieved as
they believed they had a lot to contribute.

C) OWNERSHIP

Signing the care plan, having access to it and being offered a copy was something that was associated with
ownership, at least in practical terms. The majority of participants stated that they are always asked to sign their
care plan and were content to do so. A minority could not remember if they were asked to sign or said that they
were never asked. A significant number of participants thought it important to sign the care plan as a symbol of
collaboration. One individual felt pressured, as signing it might mean that they are bound by personal objectives
or goals and that failing to fulfil these would impact negatively on their mental health.

About half of the participants said that they had their own copy of a care plan and were happy with this. One
participant specified that they would like a copy because they would like to be able to ‘look back’ on their progress.
Several participants were aware that they could have a copy, but preferred not to. One inpatient stated that they
will do so ‘when they leave’ with another two not wanting a copy because they ‘might look at it all the time’. Several
participants did not want a copy and were content for others to have access to it e.g.; father or kept by staff at the
care facility. Several were unsure if they wanted a copy. Several participants said that they did not have a copy and
would like one, with one participant stating that they were ‘not fussed’.

D) TIMING AND PROCEDURE

When asked about the timing of being introduced to the care plan and the procedure involved, about a quarter of
participants believed that it was introduced at the right time and that staff spent ample time explaining it to them.
This was important for a significant number of participants as it was important that it was presented when they
were able to understand it and would be able to utilise the objective as explained to them. They would therefore
be in a good position to influence the care plan at the outset.

Several participants who had lengthy experience of service use would have liked to have had a care plan when they
first entered services. One participant believed it would have helped their progress as they could: ‘...see what was
working and what went wrong’. Several others thought it was introduced to them too early: ‘Admission wasn’t the
right time - wasn’t able to understand.” One participant believed that their care plan should be introduced on arrival
into hospital or ‘“if unwell, within a few days’. About half of participants were unsure when the care plan would be
best introduced or were indifferent when asked.

In practical terms, the majority of participants, when asked about the length of the care plan and how it was laid
out, stated that they thought it was just right. This was despite the differences in length and format of care plans
being used at each site. Several participants said that more space was required to enable them to add more detail
on their wishes and goals. The remaining participants were unsure or indifferent about the formatting of the care plan.

Issues related to autonomy were most consistently raised during interviews. Levels of involvement, control and
influence in care planning were of particular importance, with approximately half of the participants being satisfied
with the level of input they had into their care plan, and adding that staff provided enough information for
comprehension purposes. Notably, most of these individuals were also happy for staff to ‘take the lead” with their
care plan. However, a significant number of the remaining respondents did not feel they had enough control or
influence over their care plan. Several participants also indicated that they were not interested in or indifferent

38



National Mental
Mel Ita| Healtl | ; ;
S TR ATEGCTES Health Services Collaborative

towards their care plan. All of this may indicate that more effort is required in promoting care plans as a tool to
empower and facilitate recovery. In other words, it could potentially motivate and encourage service users to take
more responsibility for their care and by association their mental health problems. Adding credence to this, the
theme ‘Expectations and possibilities” illustrated how much hope and expectancy many participants pinned on the
role of care plans in their care, treatment and recovery.

Also notable was the lack of criticism in relation to length and content of care plans regardless of differences across
sites. This may indicate that participants were not unduly interested or concerned about formatting and may confirm,
as above, that it is the quality of care, level of support and nature of interaction between care givers and receivers
that are most important if care plans are to be successfully implemented.

Inclusive and collaborative practices appear to be the cornerstone of successful care planning. Indeed, several
service users were adamant that collaboration is essential if the care plan is to achieve any meaningful outcome.
Timing is also critical in regard to presenting the care plan, making it available and adaptable to any change in
circumstances and identified needs. All of the above cannot be achieved without proper support mechanisms that
are readily available and maintaining helpful structures that enable service users to cope and regain a sense of
control over their lives.

The key learning points arising from these interviews therefore appear to be:

1 Service usersvary in their responses to individual care planning. Not everyone will take an active interest in the
process, nor wish to keep a personal copy.

2 The process may be more important than the format of the document, with attention required to who is involved
in individual care planning, and to when and where care planning discussions take place.

3 Inahospital setting, presenting the care plan too early or too late may result in frustration or apathy.

The appropriate frequency for reviews appears to be considered to be 1-2 weekly in hospital, and 3-6 monthly in
the community.

5 Particular emphasis should perhaps be placed on the process of explaining the purpose and potential of the care
plan, with attention to the time spent on this, and the quality of the interaction between the professional(s) and
the service user.

6 Likewise, careful consideration needs to be given to how ownership of and responsibility for the care plan can
be emphasised and encouraged.

3.4  INTERVIEWS WITH NATIONAL STEERING GROUP, CLINICAL LEAD GROUP
AND EVALUATION PROJECT GROUP MEMBERS

This section presents the key themes which emerged from these interviews, set out under headings which are
direct quotes from interviews themselves. The potential implications of these themes are taken forward in section
4 of this report (Discussion).

It was clear from all of the fourteen people interviewed that there was a high degree of energy in support of project
outcomes. Most expressed a real devotion to doing all they could to ensure success. Their support and will to
succeed was palpable. We sensed a great deal resting on this project for those interviewed. For them the
endeavour seemed to be about something greater than the improvement of care planning alone. Most expressed
a sense of purpose which was also about cultural change (modernisation) in mental health services. They saw the
care planning collaborative as a ‘way in’ to support other improvements, notably in the areas of multidisciplinary
working and service user involvement.

89



National Mental
Mel Ita| Healtln : :
S TR ATEGCTES Health Services Collaborative

A number of interviewees expressed concern that the Irish Mental health System had lacked any real reform for
some time, that it was lagging behind other systems. It was stated that the project could have wider implications
for modernisation. Many feared that if the project were simply to end then momentum would be lost. Colleagues
felt concerned over this, particularly at a time of austerity for public services and workforce unrest. In short, those
interviewed felt that ground gained would be lost, without a national project focus, because of the current context
for healthcare in Ireland.

Everyone interviewed spoke vividly about the benefit that had come from national constituencies coming together
around a really important service level improvement. They spoke about unifying the various perspectives into a
planned and agreed change programme. In particular, the innovation of regulator, statutory provider, and the
independent sector coming together was seen to be an important development and one that could potentially
create a platform for other change projects or collaboratives in the future. Everyone felt that they had a chance to
have their say during the process and described the NSG as a respectful working environment. All mentioned their
approval of and gratitude for the presence of service user and carer voices around the NSG table, which they felt
was a critical ingredient in the success of the group.

Interviewees were very appreciative of the approach taken by the MHC in devoting time and energy to taking a
develop-mental approach to improving care planning. Concerns had arisen after a number of Mental Health
Inspectorate inspections highlighted the poor implementation of statutory standards. Members appreciated the
MHC acting in a way that supported potential change and improvement in the circumstances rather than continuing
to “tell people that they are not meeting the required standard”. Again, the idea of working on “nitty gritty” issues
arising out of inspection and regulation activity was raised as having real potential for the future. Ideas were offered
for future collaborative activity in areas such as prescribing practice, team working and service user involvement.
However, once again, fears were expressed about the limited likelihood of these ideas being explored in the
absence of a group like the NSG and a focus like the NMHSC.

In exploring the genesis, ownership and clarity of the objectives for the collaborative there was uniformity in
response from those interviewed on two key points.

Firstly, everyone felt that they understood what the project was intended to achieve. They were able to explain with
a high degree of coherence and consistency the outputs intended. Further, most described the ‘extra curricular’
activities they hoped would accrue: these included cultural change in terms of greater service user involvement,
better team working - and that the collaborative method would be a useful mechanism for change and quality
improvement in other issues.

Secondly, NSG members were unanimous in their view that, despite such clarity at a national level, the eleven local
sites were considerably less clear at the beginning of the collaborative. In this context, individual interviewees
mentioned:

= Sites being told to participate
= Thelack of any process to build consensus and therefore ownership of collaborative objectives

= The need to ‘retro-fit’ local teams with training and development on such issues as care planning, team working
and recovery
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and importantly...

= Little buy in from the medical profession

The limited participation of psychiatrists was seen by most interviewees as a real gap. Given the power and status
of this professional group in local teams it was felt that more could have been done (and more still needs to be
done) to engage psychiatrists. Concern was expressed about attendance from medical colleagues at the NSG, and
therefore the perceived lack of opportunities to explore and potentially resolve these issues. (In factual terms, the
medical members of the NSG together attended 53% of the NSG meeting slots, and one of three clinical lead group
meetings; four non-medical members had similar or worse attendance records).

We are conscious that a decision was taken to establish the NSG as an explicitly multi-disciplinary forum effectively
to model within the national structures the type of approach which local service teams were encouraged to adopt.
It is impossible to know for certain what would have happened had a different national approach been taken - but
it appears that the decision not to have psychiatrists in the most senior leading roles within the collaborative may
have led to a lower level of medical involvement than had been desired or intended.

Several NSG members expressed real concern at the historical and apparent current position of the national nursing
registration board (An Bord Altranais). Interviewees spoke of the real potential for the continuing requirement for Nursing
Care plans (and the regulatory system backing this) to be an impediment to the eventual and successful implementation
of multidisciplinary care planning. Discussion is continuing on this issue, but it was clear that a recent joint statement
had done little to clarify the matter, and that professional separatism remained an issue requiring resolution.

Everyone interviewed agreed that this was an absolute must do (i.e. to strengthen engagement and partnership
with those who use services) for the collaborative. Everyone also really valued the part that both service user and
carer groups had played in the NSG. Many spoke about the means by which local teams were involving service
users but all concluded that there was much more to be done to make what was happening in the sites an
embedded and widespread feature of practice in the mental health system in Ireland.

In terms of carers and family members, several of those interviewed expressed concern that little had happened to
support carers to participate. They felt that the tradition of focus on the individual patient was another of the norms
of practice that needed to change.

In short, the answer to this question from those interviewed was probably no - for two main reasons. Firstly the
project got off to a ‘slow start’. There had apparently been a need to ‘get back to basics’ on such issues as ‘what is
a care plan’ in some of the learning events.

Secondly, there was neither a repository of good practice available nationally nor a faculty available to support on
key learning needs; people contributed their expertise when required, but this was not formalised in any way.
Neither was there a planned or structured approach to sharing experiences between sites. That is not to say that
interviewees felt that there had been a complete absence of shared learning, more that it had only begun to
happen recently, that there was insufficient thought given to this in advance and that practical issues, such as cost,
prevented sufficient time being available i.e. learning events taking place over one day instead of two.
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It was interesting to note that all NSG members felt able to identify the benefits arising from the collaborative. Their
perceptions of benefit included.

= Afocus on care planning for the first time

= Afocus on multidisciplinary team working

= A debate about the part service users have in the system
= Some really good practice arising from sites

= A national partnership in place for the first time

= A platform for future work

When pressed those interviewed seemed to find it more difficult to give a greater level of detail. The benefits being
described at a high level is perhaps a reflection of the role of NSG members, and of the stage of development the
local teams have achieved. These reflections should not undermine the sense of benefits described, which appeared
to be real, heartfelt and hard fought for. However, they do give a message about the level of maturity of the project
and give the impression that, after more than a year, it still remains early days.

The term ‘collaborative’ was used a great deal during the interviews and in a way that gave rise to some concern
about the level of understanding as to whether the whole process was supported by a collaborative method or
whether collaborative care planning was the whole purpose of the project. (Of course, both of these uses of the
term ‘collaborative’ have validity in themselves.) It only gives rise to concern and therefore comment because many
of those interviewed showed little appreciation of the method itself, thus leaving further questions concerning the
level of development support for the NSG. We had a sense that this hadn’t quite properly been checked out or built
through debate, expert inputs and agreement. This is consistent with a lack of ‘tightness’ in the process - in the
sense of adherence to the collaborative method as advocated by the Institute for Healthcare Improvement - as also
evidenced, for example, in the approach to data collection, faculty recruitment, selection of sites, and the approach
to sharing learning, where in each case compromises were made in the method adopted.

Feedback on this area of discussion could be characterised by the idea of the group having a healthy degree of
hope for a successful outcome, tempered by a fear that the whole thing would be coming to a shuddering stop very
soon and therefore that great potential would remain unfulfilled.

Interviewees identified the kinds of benefit listed at 3.4.10; they recognised that more needed to be done but a
good (if a little slow) start had been made; that the local teams had worked well and learning could be derived and
shared. They felt that there was a good working relationship at NSG level and this should be continued - and that
it had potential to tackle other projects of importance. Moreover, several expressed the urgency of roll out in terms
of care planning practice if momentum is not to be lost. NSG members agreed that approaches would have to be
refined, become more focused and more preparation would need to be done if projects were to achieve greater
success in future. There was however a universal sense that the NMHSC had created a firm foundation from which
to work - and that the collaborative method could be of real use in other areas of health and social care practice.
(Care of older people and children were mentioned as examples.)

So, all well and good. There is though a ‘but’... Aimost all feared that without a considered, agreed and owned plan,
both in a specific sense in terms of care planning and in a general sense of capturing the energy and commitment
for change in the Mental Health system, that the learning from the process so far would be limited to a small
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number of local developments, and the moderate level of sharing which has taken place between sites. There was
a general view that, without a plan, things would not move forward in the way they all felt would be necessary to
improve practice.

3.5 E-SURVEY

This section presents the results of the summative e-survey. Results are presented in the form of a summary bar
chart for each of the question groups within the e-survey. This shows the mean score on each question with a 95%
confidence interval - where the results have been scored on a five point scale of:

-2 = strongly disagree

-1 = disagree

0 = neitheragree or disagree
1 = agree

2 = agree strongly

Many of the questions were identical to, or very similarly worded to, questions in the formative e-survey conducted
in September 2010. In these cases, we show the 2011 result (dark bar) above the 2010 result (light bar). It should
be noted that, in the overwhelming majority of cases, the confidence intervals of these results overlap, such that
we cannot be confident that there has been a change in mean opinion between the two periods. An asterisk (*)
indicates that there has been some rewording (other than a change in tense), and that further caution should be
exercised in comparing results between 2010 and 2011. A dagger (1) indicates a wholly new question for the 2011
survey, or a question so substantially reworded that we have not shown a previous comparator.

TABLE 3.1 - QUESTION 1
[ 2011 [J2010

1.1) I was clear what the NMHSCs objectives for the
project were at a national level 1.05

1.2) My understanding of the national objectives of the
project improved as the project progressed’

1.3) lwas clear about the team goals for the project”

1.27
1.4) My understanding of the team goals of the project
has improved as the project progressed’

1.5) lagreed with the team goals for the project” 1.19

1.6) The team goals were achievable within the
specified timescale® 0.83 4

1.7) lwas clear about my responsibilities within the Hi

project 1.07 ——

1.8) The quality of patient care has been improved by
the collaborative” 0.67

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree
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Question 1 addressed respondents’ understanding of local and national objectives, and of their role within those
objectives. Respondents’ clarity as to these objectives appears to have improved over the period, as has their
clarity as to their personal responsibilities. Respondents are also supportive of the project’s goals, although this
support is stronger than their confidence that patient care has been improved by the collaborative - confidence in
the latter barely changed between the two surveys. There was agreement that the team goals were achievable
within the project timescale.

TABLE 3.2 - QUESTION 2
B 2011 [J2010

2.1) I have seen the knowledge review

0.76 !
2.2) Theinformation in the knowledge review did not H:‘
help inform the development of individual care
planning locally | 0.42 —
2.3) The knowledge review helped us agree the
terminology we have adopted regarding the
. . N, - 0.34 —
introduction of individual care planning |
2.4) lused the knowledge review as a reference point
for information during the project’
T T T T

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree

Question 2 addressed the Knowledge Review. Respondents mostly agreed that they had seen the knowledge
review, but the questions as to its impact suggest a more limited view of its value, with only small positive scores,
on average, for its helping to agree terminology, and for its acting as a reference point during the project. Over time,
more respondents thought the knowledge review had not helped to inform the development of care planning
locally.
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TABLE 3.3 - QUESTION 3

3.1) Aclear process was established to ensure that
there is service user involvement in the project

3.2) |l agree with the method that was agreed
around service user involvement

3.3) Inaddition to the approach used, there are other |

ways in which service users could have been

involved in the project |

3.4) Service users influenced the work of the
collaborative

3.5) Service users improved the work of the
collaborative

3.6) For adult services service user representation on
the project team should have been required
from the outset’

3.7) For CAMHS service user representation on the
project team should have been required from
the outset’

3.8) The guidance provided at the learning set on how
to engage service users in the projectwas useful

B 2011 [J2010
o, 1
1.27 -
1.13
0.92 —
0.80 H
0.80 4

I
[ e
I

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0
Strongly Neither agree Strongly
disagree nor disagree agree

Question 3 addressed service user involvement - local processes, support for those processes, the influence and
impact of service user involvement. There was a clear pattern of positive responses to this set of questions, with an
apparent (although not statistically significant) trend of that increasing further between the 2010 and 2011 surveys.
The least positive response was for the usefulness of the guidance provided at the learning sets.
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TABLE 3.4 - QUESTION 4

4.1) Aclear process was established to ensure that
there was carer involvement during the
lifetime of this project

4.2) lagree with the method that was agreed around
carer involvement

4.3) In addition to the approach used, there are other |

ways in which carers could have been involved

in the project |

4.4) Carers have influenced the work of the
collaborative

4.5) Carers have improved the work of the
collaborative

4.6) Foradult services carer representation on the
project team should have been required from
the outset’

4.7) For CAMHS carer representation on the project
team should have been required from the
outset’

4.8) The guidance provided at the learning set on how
to engage carers in the project was useful '

[ 2011 [J2010
0.63
0.80 L
0.81 —
_|
0.31 -
_|
0.37 —

[ e

g

2.0 1.5

Strongly
disagree

1.0 0.5 0.0 0.5 1.0 1.5 2.0

Neither agree
nor disagree

Strongly
agree

Question 4 is the counterpart of question 3, although for carers. Across all of these indicators, respondents gave
aless positive response than for the equivalent service user question - although it should be stressed that the balance
of opinion remained positive that carers have influenced and improved the work of the collaborative. There was a
notably low rating for the guidance provided at the learning set on how to engage carers in the project.
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TABLE 3.5 - QUESTION 5
B 2011 [J2010

5.1) We were been given the opportunity to generate
ideas and offer suggestions around how to improve 122
the local individual care planning process :

5.2) We were given the opportunity to generate ideas
and offer suggestions around how to improve

. N . 0.71

the national individual care planning process |

5.3) The ideas we generated influenced the work of the
collaborative locally 0.86 —

5.4) The ideas we generated influenced the work of the
collaborative nationally 0.25

5.5) PDSA cycles were a useful project method to
implement changes and acquire knowledge’

5.6) Process mapping was a useful project method in f

defining what to do and identifying areas for
changes’

T T T

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree

Question 5 addressed the generation of ideas and the use of change and improvement methods within the
collaborative. There was a clear positive acknowledgement - amongst the clearest in these results - that respondents
had been given the opportunity to generate ideas and offer suggestions as to how to improve the local individual
care planning process. There was somewhat less confidence that these ideas had influenced the work of the
collaborative locally, and still less that they had influenced the work of the collaborative nationally. Both PDSA
cycles and process mapping were well-supported as change and improvement methods.
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TABLE 3.6 - QUESTION 6
2011 [J2010

6.1) We were clear on what data needs to be collected 075

6.2) We were clear on who should be collecting our
data 0.68

6.3) We had defined timescales for the collection of H
data 0.90 —

6.4) We did not have enough time for data collection
and analysis 0.02

6.5) One template for data collection should have been
introduced across the collaborative 0.20

6.6) In future data collection about individual care L
planning should be standardised across all sites’

6.7) After the project, clear guidance should be
provided on what data about individual care
planning every local team should collect™ |

6.8) We are all working in distinct services and should
therefore each have our own data collection
template |

6.9) The guidance provided at the learning set on data —
collection was useful*

6.10) | am familiar with the data collection tools
required’

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree

Question 6 addressed the data collection processes. These results are not straightforward to interpret: a small
(and declining) majority appear to think that a single data collection template should have been introduced during
the collaborative; a larger majority think it should be done after the project. There is however no clear consensus
as to the implication of the fact that “we are all working in distinct services”, nor as to whether there was sufficient
time for data collection and analysis. Across the survey, this question produced the results with the least consensus,
indicative of diverging local opinions as to the best approach to data collection.

Question 7 (table 3.7 overleaf) addressed team functioning and the national learning sets. There is a clear pattern
of positive responses as to local team functioning, with agreement as to roles and responsibilities, and support for
the frequency of meetings. Support for the leadership within the team appears to have risen (although not
statistically significantly) over the period; respondents disagreed with the proposition that the team facilitator
should be a consultant psychiatrist. Respondents were also mostly content with the frequency and location of the
learning sets, and positive as to their value. There was only a low level of agreement that staff have received training
on the implementation of individual care planning, and significantly stronger agreement that further training is
required. There was also only a low level of agreement that the team had received support from the local mental
health senior management team and/or local health administrative office.
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TABLE 3.7 - QUESTION 7
M 2011

7.1) I knew who the other members of my project
team were

[J2010

7.2) lunderstood the roles and responsibilities of other
team members

7.3) Our project team met too often

7.4) Our project team did not meet often enough

7.5) Our local project team were not given enough
direction by the NMHSC

7.6) Our local project team were given too much
direction from the NMHSC

7.7) lunderstood the purpose of national learning sets

7.8) | had the opportunity to attend the national
learning sets

7.9) | found the national learning sets useful and
informative

7.10) The national learning sets provided sufficient
opportunities for group work "

7.11) We found group work to be useful for sharing
information and ideas’

7.12) We found presentations from individual collab.
sites work to be useful for sharing info. and ideas’
7.13) We found presentations organised by the MHC
useful in disseminating info. and guidance'

7.14) National learning sets should have been more
frequent

7.15) The National learning sets should have been be
rotated around the country’

7.16) We have agreed capabilities the team needs to have
to effectively introduce individual care planning

7.17) I have seen improvements in team capabilities around

individual care planning as a result of collaborative

7.18) Capacity problems prevented us from introducing
individual care planning effectively

7.19) Current public sector stringencies have made it
difficult to implement individual care planning”’

7.20) The introduction of individual care planning has
improved efficiency of service delivery locally’

7.21) Staff received training on the implementation of
individual care planning

7.22) Further staff training on the implementation of
individual care planning is required

7.23) We had access to support and expertise via the

national project manager

7.24) Having strong leadership within our team helped
introduce individual care planning within our team

7.25) The project team facilitator should be a consultant
psychiatrist’
7.26) There were clear lines of accountability within

the team
7.27) There were systems in place to ensure we could

prioritise our work both individually and as a team

7.28) We worked together effectively as a team 0.73
7.29) We received support and assistance from our
local mental health senior management team 0.30 B
7.30) We received support and assistance from local #}5—'
health administrative office (or equivalent) | : 0':00 : —
2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0
Strongly Neither agree Strongly
disagree nor disagree agree
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TABLE 3.8 - QUESTION 8
B 2011 [J2010

8.1) lam clear about the statutory requirements of L
Article 15 of Mental Health Act Regulations
SI551 0.63

8.2) The collaborative has helped us meet the 1
requirements of Article 15 of Mental Health
Act Regulations SI 551 0.53

8.3) lam unclear how the collaborative has helped us |
meet the requirements of Article 15 of Mental
Health Act Regulations SI 551 0.51

8.4) l1am clear about the statutory requirements of
Article 3 of Mental Health Act Regulations
SI551" |

8.5) The collaborative has helped us meet the
requirements of Article 3 of Mental Health
Act Regulations SI 551"

8.6) lam unclear how the collaborative has helped us
meet the requirements of Article 3 of Mental
Health Act Regulations SI 5517

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

||

Strongly Neither agree Strongly
disagree nor disagree agree

Question 8 addressed compliance with Article 15 of the Mental Health Act Regulations SI 551. This produced a
pattern of positive responses, with respondents agreeing that they are clear as to their requirements, and that the
collaborative has been helpful in meeting them.
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TABLE 3.9 - QUESTION 9
E 2011 [J2010

9.1) I was clear about the standards from the Quality
Framework we were working towards 0.98 -

9.2) Individual care plans now all have several actions
which have been generated by the patient” 0.46 IS

9.3) All of our individual care plans are now generated
via a multi-disciplinary team process’ 0.63

9.4) Each service user has an individual care and treat-
ment plan that describes the levels of support and
treatment required in line with his/her’ needs and is
coordinated by a designated

9.5) Service users are facilitated to be actively involved _4

in their own care and treatment through the
provision of information’

9.6) Service users are empowered regarding their own
care and treatment by exercising choice, rights and
informed consent’

9.7) Families, parents and carers are empowered as
team members receiving information, advice
and support as appropriate’

9.8) We continue to maintain patient records by
discipline, which are stored separately from
the patient’s main records 0.62 —

9.9) Our ability to write comprehensive individual care
plans has improved 0.78

9.10) Allindividual care plans undergo regular review

0.57
9.11) We are clear about the key components of an
“ideal or good” individual care plan 0.68
9.12) We have made good progress towards achieving H
the quality standards agreed around the 0.73

introduction of individual care planning

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree

Question 9 addressed various dimensions of the Quality Framework relating to Individual Care Planning. Respondents
were positive about their compliance, with little change between the two surveys, and similar responses to each of
the dimensions. Most respondents indicated that they do not continue to maintain separate patient records by
discipline.
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TABLE 3.10 - QUESTION 10
E 2011 [J2010

10.1) We have identified learning that could be shared
with other services 0.98 —

|

10.2) We have identified and shared our learning with
other collaborative sites

10.3) Other sites have shared their learning with us

10.4) The national learning sets provided a forum
for shared learning’

10.5) We have already began to share our learning with __|

other local teams and services that are not part of
the collaborative’

10.6) We should in future share our learning with other
local teams and services that are not part of the
collaborative’

10.7) The knowledge | have learned through the
NMHSC (e.g. PDSA cycles) has enhanced
my skills and competencies®

10.8) The skills | have learnt through the NMHSC
support my job role’

0.46
0.63
0.62 !’*

—

10.9) | am confident that improvements made in
individual care planning are sustainable
within the team’ 0.78

individual care plan’ 0.57 I——|—|

10.11) Theindividual care plans are recovery focussed " 0.68

10.12) By April 2012 we will have extended our
approach to individual care planning to other
teams/services’

2.0 1.5 1.0 0.5 0.0 0.5 1.0 1.5 2.0

Strongly Neither agree Strongly
disagree nor disagree agree

Question 10 addressed issues of sustainability and spread; 9 of the 12 questions in this section were included in
only the 2011 survey. Most respondents indicated that they had identified learning which could be shared with
other sites; some-what fewer that they had actually done so, and fewer still that other sites had shared learning
with them. There has been an apparent (although not statistically significant) decline in people agreeing that such
sharing has happened. The lowest level of agreement was with the question as to whether the respondent had
begun to share learning with sites beyond the collaborative, although most agreed that this should happen in
future. Respondents agreed that the skills learned through the collaborative would enhance their job role, and were
mostly confident that individual care planning would prove sustainable within their team.
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3.6 REVIEW OF PROJECT PERFORMANCE DATA

This section presents the findings of the internally gathered datasets described in section 2.7. above.

3.6.1 STATISTICS AS TO CARE PLAN ACTIVITY
This section presents a breakdown by site of the care plan activity reported by each team during the 12-week reporting
period of action period three.

TABLE 3.11 - NUMBER OF NEW CARE PLANS
Facility

Eist Linn
Ennis
Galway
Lucan
Navan
SJOGH Adult
SJOGH CAMHS
SPUH

SVUH
Swords
Wexford

0 10 20 30 40 50 60 70
NUMBER OF NEW CARE PLANS

TABLE 3.12 - NUMBER OF REVIEWED CARE PLANS

Facility
Eist Linn
Ennis
Galway
Lucan
Navan
SJOGH Adult
SJOGH CAMHS
SPUH
SVUH
Swords
Wexford

0 20 40 60 80 100 120 140 160 180 200
NUMBER OF REVIEWED CARE PLANS
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TABLE 3.13 - % OF NEW AND REVIEWED CARE PLANS SIGNED BY SERVICE USER

Facility %
Eist Linn

Ennis 43 Ennis

Gy 0 e

Lucan 23 Lucan
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TABLE 3.15 - % OF NEW AND REVIEWED CARE PLANS GIVEN TO SERVICE USER
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Facility %
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It will be seen that there is a striking range of variation in these reports. The absolute numbers of care plans prepared
and reviewed is obviously affected in part by the differing size of local services, but it is clear that some large
services report as yet little care plan activity. Most services indicate a ratio of new to reviewed plans which is
indicative of care plans only beginning to come into use over the period; it should be noted that some services
adopted definitions of ‘new’ care plans which would encompass plans more commonly considered to be ‘reviews’
i.e. reviews of patients who are already in the service.

More directly comparable are the percentages indicating involvement of the various key partners in the process:
key worker, service user, family member. Overall, fewer than half of the care plans were reported to have been
signed by the service user, and less than 60% by the key worker. Two-thirds of the care plans were not given to the
service user, and 89% were not given to a family member of advocate. These are of course proxy measures of real
involvement, but indicative that there is still much work to do to achieve full compliance with expectations.
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3.6.2 SERVICE USER QUESTIONNAIRE

The charts below show the results of each individual question on the service user questionnaire undertaken in April
and November 2010 and May 2011. A total of 53 questionnaires were received in the first exercise, 57 in the
second, and 56 in the third. Black bars represent the 95% confidence interval. In most cases, these bars overlapi.e.

the data do not show a clear pattern of progression over the project period.

CARE PLANS
TABLE 3.17

DO YOU KNOW WHAT YOUR CARE PLAN IS?

May 2011

] % Yes
[ % No

November 2010
[]% Don’t Know

April 2010
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TABLE 3.18
WAS YOUR CARE PLAN EXPLAINED TOYOU?
May 2011
1% Yes
November 2010 B % No
[]1% Don’t Know
April 2010
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TABLE 3.19
DID YOU RECEIVE A COPY OF YOUR CARE PLAN?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.20
WERE YOU GIVEN AN OPPORTUNITY TO SIGN YOUR CARE PLAN?
May 2011
] % Yes
November 2010 [ % No
[]1% Don’t Know
April 2010
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TABLE 3.21
WERE YOU ASKED IF YOU WANTED A CARER/FAMILY MEMBER OR ADVOCATE TO BE INVOLVED IN YOUR CARE?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.22
DID YOU FEEL THAT YOU WERE INVOLVED IN PLANNING YOUR CARE?
May 2011
% Yes
November 2010 B % No
[]1% Don’t Know
April 2010
0%  10% 20% 30% 40% 50% 60%  70%  80%  90%  100%
TABLE 3.23

DID YOU FEEL YOU WERE ABLE TO INFLUENCE WHAT WAS WRITTEN IN YOUR CARE PLAN?

May 2011

] % Yes
[ % No
[]% Don’t Know

November 2010

April 2010
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TABLE 3.24
DOES YOUR CARE PLAN HAVE RELEVANCE TO YOUR RECOVERY?
May 2011
[ % Yes
November 2010 [ % No
[]1% Don’t Know
April 2010
I I
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TABLE 3.25
DID YOU FEEL THAT YOU WERE INVOLVED IN REVIEWING YOUR CARE PLAN?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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Amongst this sample, most service users knew what their care plan was, had had it explained to them, felt they
were involved in planning their care, and that they could influence the contents of the plan. In all cases, the minority
who did not agree with these things was however a substantial one. There are three indicators which show a statistically
significant pattern of improvement over the period: the proportions who have received copies of their care plan,
who were given an opportunity to sign their care plan, and who were asked if they wanted a carer/family member
or advocate to be involved in their care. In each case, from a very low base, there is a clear pattern of improvement
over the collaborative period. It should however be noted that the 58% indicating they had received a copy of their
care plan is well above the 33% actually reported to be given to service users by the local teams, which suggests
that the sample completing this questionnaire may be more engaged in their care planning than would be typical
of the overall service caseloads.

KEY WORKER
TABLE 3.26
DO YOU KNOW WHO YOUR KEY WORKER IS?
May 2011
] % Yes
November 2010 [ % No
[1% Don’t Know
April 2010
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TABLE 3.27
DO YOU KNOW HOW TO CONTACT YOUR KEY WORKER?
May 2011
% Yes
November 2010 B % No
[]1% Don’t Know
April 2010

0%  10%  20%  30%  40% 50% 60%  70%  80%  90%  100%
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TABLE 3.28
WERE YOU INTRODUCED TO YOUR KEY WORKER?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.29
DID THE KEY WORKER EXPLAIN HIS/HER ROLE TO YOU?
May 2011
1% Yes
November 2010 [ % No
[]1% Don’t Know
April 2010
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TABLE 3.30
DID YOU DISCUSS YOUR CARE PLAN WITH YOUR KEY WORKER?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.31
IS YOUR KEY WORKER APPROACHABLE?
May 2011
] % Yes
November 2010 [ % No
[1% Don’t Know
April 2010
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The results were similar for all indicators in the “key worker” set. In all cases a clear majority of service users reported
positive practice in their experience of key working: knowing who their key worker is, knowing how to contact
them, having been introduced to them, having their role explained, discussing the care plan with the key worker, and
finding the key worker approachable. In all cases, as with the care plan section above, the minority disagreeing with
the statements was substantial.
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INFORMATION
TABLE 3.32

DID YOU RECEIVE WRITTEN INFORMATION ABOUT YOUR TEAM?

May 2011

] % Yes
[ % No
[1% Don’t Know

November 2010

April 2010
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TABLE 3.33
DID YOU RECEIVE WRITTEN INFORMATION ABOUT YOUR RIGHTS AND CHOICES?
May 2011
% Yes
November 2010 B % No
[]% Don’t Know
April 2010
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TABLE 3.34
DID YOU RECEIVE WRITTEN INFORMATION ON YOUR MEDICATION?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.35
DID YOU RECEIVE WRITTEN INFORMATION ON RELEVANT ADVOCACY SERVICES?
May 2011
% Yes
November 2010 B % No
[]1% Don’t Know
April 2010
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60



Final report of an independent evaluation of the National Mental
;} Mental Health inal rep indep valuati

ST RATECGCIES Health Services Collaborative on Individual Care Planning

TABLE 3.36
WAS THE INFORMATION EASY TO UNDERSTAND?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
I I
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TABLE 3.37
DO YOU KNOW HOW TO MAKE A COMPLAINT?
May 2011
1% Yes
November 2010 [ % No
[]1% Don’t Know
April 2010
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Results of the information section were less positive. There was a statistically significant increase in the percentage
of service users reporting that they had received written information about the team, but around half still do not.
Only a minority reported that they had received written information about rights and choices, on medication and on
advocacy services, and there are clearly many service users who still find the information difficult to understand. A
majority know how to make a complaint, but a substantial minority do not.

CONTACT WITH YOUR TEAM
TABLE 3.38

DO YOU KNOW THE MEMBERS OF YOUR TEAM?

May 2011

] % Yes
[ % No
[]% Don’t Know

November 2010

April 2010
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TABLE 3.39
WAS THE ROLE OF EACH TEAM MEMBER EXPLAINED TO YOU?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.40
WERE ACTIVITIES/THERAPIES DISCUSSED WITH YOU?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.41
WERE YOU INVOLVED IN PLANNING ANY ACTIVITIES/THERAPIES FOR YOURSELF?
May 2011
% Yes
November 2010 [ % No
[]1% Don’t Know
April 2010
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TABLE 3.42
DID YOU FEEL THAT THE ACTIVITIES/THERAPIES WERE OF BENEFIT TO YOU?
May 2011
] % Yes
November 2010 [ % No
[]% Don’t Know
April 2010
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TABLE 3.43
DO YOU KNOW HOW TO GIVE FEEDBACK TO YOUR TEAM?
May 2011
] % Yes
November 2010 [ % No
[1% Don’t Know
April 2010
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The final section of the survey addressed relationships with the care team, and demonstrated, encouragingly, the
most positive results. Clear majorities know the members of their team, have had their roles explained, have been
involved in planning activities and therapies (which they have in turn found valuable), and know how to give feedback.
As throughout this survey, there remain however substantial minorities - even in a sample which may have been
amongst the more engaged group of service users, given that they participated in this process - who did not agree
with this range of propositions.
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3.6.3 SURVEY OF TEAM FUNCTIONING

The table below details the team scores recorded at three intervals in: May 2010; November 2010; and April 2011.
The scores are out of a hundred and were calculated through completion, via team self-assessment, of a 25 item
guestionnaire on a 4 point Likert scale, using an instrument developed for the Mental Health Commission (Mental
Health Commission, 2010.) Lower scores represent a less positive rating and higher scores represent a more positive
rating. There are only small movements over the project period, with, overall, mostly positive views reported on
local team functioning.

TABLE 3.44 - TEAM SCORES IN MAY 2010, NOVEMBER 2010 AND APRIL 2011 (n = 11 for each data period)
TEAM SCORES MAY 2010 NOVEMBER 2010 APRIL 2011
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3.6.4 SELF-ASSESSMENT RATINGS AGAINST THE “PILLARS OF RECOVERY SERVICE AUDIT TOOL”
The ‘Pillars of Recovery Service Audit Tool’ (PORSAT) was developed (MHC, 2008) to enable services to audit their

own development. The tool consists of 60 questions, divided as follows:
Leadership = 10

Person Centred and Empowering Care = 12
Hope Inspiring Relationships = 12
Access and inclusion = 10
Education = 7
Research/Audit = 9

The scale used is a four point Likert scale from strongly disagree = 0, mostly disagree = 1, mostly agree = 2, to
strongly agree = 3. The maximum score possible is therefore 180. Lower scores represent a less positive rating and
higher scores represent a more positive rating. The tool can be completed by a service user, service user advocate,

family member, individual staff member or by a team.

The results suggest, overall, a clear pattern of improvement in self-assessment against this scale over the period
May 2010 to November 2010, with this improvement being sustained through to May 2011. One site however reports
a sharp decline, and there are substantial differences between the most positive and least positive sites.
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TOTAL RECOVERY SCORE BY SITE: MAY 2010 - APRIL 2011
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4.1 INTRODUCTION
This report has now presented information and evidence from a wide variety of sources:
= Formative responses to the collaborative during its progress, with the main issues arising

= Qualitative analyses of interviews with a total of over 150 people who have had some involvement in the work of
the collaborative

= Quantitative presentations of the results of the evaluation team’s e-survey, and the internal work to assess team
functioning, service user feedback, recovery-focussed practice, and the level of care plan activity taking place

So what has actually been achieved? This section aims to answer the first three key questions the evaluation was
charged with answering:

1 To what extent have NMHSC objectives been met?

2 What was the contribution to the meeting of those objectives of:
National learning sets
Local cycles of action learning
Support from the central project leadership
Summative events and publications

3  Why did each of these effects happen i.e. what was it about each intervention, local context, and interaction
which resulted in positive or negative effects?

Consideration of the fourth and final key question can be found in section 5, Recommendations:

4  What could be done to promote the likelihood of national and site-specific objectives continuing to be met/
being met in future?

4.2 TO WHAT EXTENT HAVE NMHSC OBJECTIVES BEEN MET?
The 11 published national objectives of the NMHSC were as follows:

1 To carry out a knowledge review to provide an evidence informed approach to individual care and treatment
planning

2 Toinvolve service users and carers in all aspects of the collaborative, including Steering Group, Reference Panel,
Clinical Lead Group and project teams from the initial start-up phase of the collaborative right through to and
including the evaluation phase

3 Togenerate key change ideas and target improvement measures relating to individual care and treatment planning
to support recovery

To utilise/develop appropriate data collection tools
5 To enhance the capability and capacity of the project teams for improvement

To fulfil the statutory requirements of approved centres in relation to Article 15 - care and treatment planning
(project teams from approved centres)

7 To attain standard 1.1. of the Quality Framework and the relevant criteria for standards 1.2, 1.3, 1.5, 2.1, 2.2,
3.1,3.2,3.3,3.4,3.5,4.2,6.1,7.3,7.4, and 8.1

8 To compare service user outcomes between the NMHSC sites and between sites that are not part of the
NMHSC

9 To elicit service user and carer experiences of the NMHSC
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10 To evaluate the NMHSC process and to take that “learning” to further implement mental health services quality
initiatives

11 To develop and implement a strategy for spreading individual care and treatment planning to all mental health
services

This section considers the evidence for each of these objectives in turn, firstly assessing the overall national
picture. There is then a summary assessment by site.

1 Tocarry out a knowledge review to provide an evidence informed approach to individual care and treatment
planning.
This objective was met, with a knowledge review being published in February 2010. Our e-surveys indicate
that local project team members were mostly aware of the knowledge review, although the evidence from our
e-survey is more modest that it was significantly influential in the development of local practice.

2 Toinvolveservice users and carers in all aspects of the collaborative, including Steering Group, Reference Panel,

Clinical Lead Group and project teams from the initial start-up phase of the collaborative right through to and
including the evaluation phase.
Some aspects of this objective were very clearly met. It is clear that there was strong and influential service user
and carer involvement in the various national projects and processes, and most sites gave convincing accounts
and convincing evidence of service user involvement in their local project development. The evidence from our
e-survey suggests that guidance given to local teams on how best to go about this appears not to have been
valued greatly by those teams.

Carer involvement at a local level has been less successful, with evidence from every source indicating that this
has been much less developed than the involvement of service users, and that the collaborative has had very
little impact on local practice in this area. This issue was raised in our interim report, in response to which
further written guidance was produced, and a further learning set training session was arranged, but these did
not appear to have an impact. As in the interim report, we are aware of practical reasons put forward as to why
carers were less engaged: travel can be difficult; some service users do not wish their carer to be consulted;
some carers do not wish to be involved, or want simply to leave matters to “the professionals.” In the end,
however, there was simply less drive to address this issue at a local level, and a sense that addressing it within
the collaborative framework was a lower priority for local services than the other things they were being asked
to do.

3 To generate key change ideas and target improvement measures relating to individual care and treatment
planning to support recovery.
This was initially addressed via the national reference group, which proposed the set of key change ideas:

= Standardise the care planning process across the mental health services

= Explain the care planning process to service users and carers and to provide information in plain language
= Improve multidisciplinary team working and functioning on the care planning process

= Engage with service users and carers in a meaningful way in the care planning process

= Provide training on recovery, team working, engaging with service users and measurement principles

= Ensure that training is provided by service users and professionals

All of these ideas have formed part of the routine discussion and business of the collaborative, throughout its
various elements.
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The generation of target improvement measures did not succeed via the reference group, but was decided via
the national steering group and its clinical lead group. The targetimprovement measures focussed on recovery
practice, on team functioning, and on the experience of service users. All three were useful measures, but did
not capture the actual level of care plan activity taking place; this was addressed during action period three.

At a local level, this objective has also been met. Both site visits and the e-surveys confirm that there has been
a strong sense of both opportunity and aspiration to innovate and to change services. Team members valued
the process mapping and PDSA approaches, both for their immediate impact, and as tools for future service
improvement work. This objective would however be most fully met if we could be confident that locally
successful ideas are being shared around the collaborative. Notwithstanding some improvement since this
issue was raised in our interim report, it remains the case that there has been only a very modest level of
collaborative sharing of ideas, and there is risk that “key change ideas” will not spread from the place where
they were generated.

To utilise/develop appropriate data collection tools.

This objective has been partially met. Much of the data generated during the collaborative has been about
aspects of the progress of the collaborative. Whilst this has been both valid and necessary for the functioning
of the collaborative, it is less material for the long-term future of care planning than data collection tools about
the care planning process itself. Here, some progress has been made, with the introduction of a national
dataset to enable benchmarking of some of the basic indicators of implementation. It is clear, however, that
sites are looking for there to be further guidance as to data to be collected about the care planning process over
the longer-term.

This objective could also be regarded as relating to the documentation used to record care plans within
services. Considerable effort has been made across the sites to develop “collection tools” for these purposes,
and, at a local level, this understanding of this objective has been met. The question, however, remains as to
whether these will be brought together into national documents.

To enhance the capability and capacity of the project teams for improvement.

This objective has been substantially met. There is clear evidence, across a range of sources, that most local
project teams functioned effectively for most of the collaborative period, and that tools and techniques were
acquired which will be of longer-term value: both the team functioning questionnaire and the e-survey show
positive results as to team functioning, and local team interviews confirmed this picture. Local project
facilitators have been received positively by their colleagues, albeit with most reporting pressures on their
time, and wishing there had been greater role clarity from the outset. Support for this project by senior
management has however been a continuing concern, and the continuing capacity of project teams to take
forward this and related work will, to an extent, depend on management’s willingness to prioritise work on
issues of this nature.

To fulfil the statutory requirements of approved centres in relation to Article 15 - care and treatment planning
(project teams from approved centres).

The final word on this objective must rest with the Mental Health Inspectorate, whose inspection processes will
take a detailed view of compliance, in a way which is beyond the remit of this evaluation. No 2011 inspection
reports have been published yet for any of the relevant centres. The position in 2009 and 2010 was as follows;
for the five services subject to this form of inspection.
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ASSESSED COMPLIANCE 2009 2010

EIST LINN, Cork n/a Substantially Compliant
NAVAN Fully Compliant Substantially Compliant
ST. PATRICK’S Substantially Compliant Fully Compliant
ST. JOHN OF GOD (Adult) Compliance Initiated Not Compliant
ST. JOHN OF GOD (Adolescent) Fully Compliant Fully Compliant

Where the terms mean:

Fully Compliant - evidence of full compliance with this article

Substantially Compliant evidence of substantial compliance with this article, but improvement needed

Compliance Initiated an attempt has been made to achieve compliance, but significant progress is
still needed

Not Compliant - service is unable to demonstrate structures or processes to be compliant with
this regulation

The 2010 position for all 67 approved centres showed 27 (40%) achieving full compliance, and 6 (9% not
compliant.) The five approved centres in this collaborative appear therefore to be not untypical of the national
picture. Our e-survey suggests respondents mostly thought the collaborative had been helpful in this regard.

To attain standard 1.1 of the Quality Framework and the relevant criteria for standards 1.2, 1.3, 1.5, 2.1, 2.2,
3.1,3.2,3.3,3.4,3.5,4.2,6.1,7.3, 74 and 8.1.

Performance here needs to be considered with reference to these sixteen standards. These are presented (in
summary, as related to care planning) in the table below. As with objective 6 above, we can offer acommentary
and opinion on compliance issues, but we are not in a position to offer a conclusive judgement. Such a judgement
would require detailed site-specific inspection of service user records and service user interview, which were
beyond the remit of this evaluation.

1.1 Each service user has an individual ~ As established via our site visits, for six sites, this is not yet
care and treatment plan. true. In all cases, more service users have individual care and
treatment plans than was the case prior to the collaborative,
but these six services still need to extend the approach to the
whole caseload.

1.2 Each service user experiences a Thorough assessment of this standard would require exam-
planned entrance to and exit from ination of user records; this evaluation’s interviews with service
services. users did not however identify this as an issue of concern.

1.3 Care and treatment are based on Those service users who have an individual care and treatment
identified needs as documented in plan appear to be responding positively to this issue, and staff
the individual care and treatment report a good level of confidence also. However, for six sites,
plan. there remain many service users who do not yet have an

individual care and treatment plan.

1.5 Therapeutic services and programmes Staff report a good level of confidence that this is the case with
to address the needs of service users most service users; this evaluation’s interviews with service
are provided. users did not identify this as an issue of concern.
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2.1

2.2

3.1

3.2

3.3

3.4

3.5

4.2

6.1

7.3

Service users receive services in

a manner that respects and
acknowledges their specific beliefs,
values and experiences.

Service user rights are respected
and upheld.

Service users are facilitated to be
actively involved in their own care
and treatment through the provision
of information.

Service users are empowered
regarding their own care and treat-
ment by exercising choice, rights
and informed consent.

Peer support/advocacy is available
to service users.

A clear, accessible mechanism for
participation in the delivery of
mental health services is available
to service users.

Service users experience a recovery-
focused approach to treatment and
care.

Service users in residential or day
settings receive a well-balanced
nutritious diet.

Families, parents and carers are
empowered as team members
receiving information, advice and
support as appropriate.

Learning and using proven quality
and safety methods underpins the
delivery of a mental health service.

The evidence arising from this evaluation does not indicate
that there has been significant change as a result of the
collaborative.

Amongst these standards, this is the one for which the
evidence of improvement is clearest. We know that many sites
focused on this issue, and there is good evidence from service
users that progress has been made. The project’s service user
survey demonstrated a statistically significant increase in
respondents saying they had received written information.
However, the same source suggests that services still have
work to do, with only around half of these service users giving,
overall, positive judgements about the information they had
received.

We can assess this via a range of proxies. Nationally 47% of the
care plans issued during the assessed period were signed by
the service user, and 33% were given to the service user. On
four sites, fewer than half of the care plans were signed by the
service user.

For adult service users, this is the case. For children and young
people, arrangements are less well developed.

Via our site visits, only three sites gave fully convincing
accounts of local arrangements for this type of involvement.

The collaborative has clearly made an impact on this issue,
with staff aware of and debating the principles of the recovery
approach. Eight sites improved their self-assessment scores
on the Pillars of Recovery Tool during the collaborative period.

We do not believe that we can offer a useful perspective on
this issue.

Nationally, only 11% of the new and reviewed care plans
during the reporting period were copied to the family member
or advocate. The best-performing site copied only 35% to
family members or advocates.

The collaborative has facilitated learning about service
improvement techniques, such as the PDSA cycle. This has been
well received, and will be of benefit in the implementation of
future quality and safety initiatives, although evidence of
tangible changes from process mapping was limited to a small
number of sites.
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7.4 The care and treatment provided by  This is consistent with a recovery-focused approach. As with
the mental health service is outcomes- that issue, the collaborative has clearly made an impact, as
focused. both staff and service users are focusing to a greater extent on

recovery and outcomes, and eight sites improved their self-
assessment scores on the pillars of recovery tool during the
collaborative period.

8.1 The mental health service is As the collaborative’s own Knowledge Review concluded:
delivered in accordance with “Internationally there are no systematic reviews on the
evidence-based codes of practice, introduction of individual care and treatment plans to support
policies, and protocols. recovery.” There is however a considerable weight of policy

guidance, both in Ireland and elsewhere, encouraging this
approach. The collaborative has undoubtedly supported
progress towards compliance with that policy.

To compare service user outcomes between the NMHSC sites and between sites that are not part of the NMHSC.
This objective has not been met. There remains no national dataset which would enable progress against this
objective to be assessed. The Health Research Board manages a database of admissions and discharges, but
this does not include any information about outcomes, nor about care planning. In the knowledge that an
outcome-based dataset does not exist, it was identified at an early stage in the independent evaluation process
that it would not be possible for progress against this objective to be evaluated in any meaningful way, and the
evaluation team has not undertaken any evaluation work on this issue. The objective was however part of the
set of objectives within the original legal agreement under-pinning the NMHSC, and it is therefore relevant to
include it here.

To elicit service user and carer experiences of the NMHSC.

The service user aspect of this objective has been met. A substantial range of service users has been involved
ata national level, within local project teams, in supporting local process mapping, in responding to the service
user questionnaire, and in service user interviews. The carer aspect of this objective has been met only to a
much more limited extent, with carer involvement in all of these processes being much less well developed.

10 To evaluate the NMHSC process and to take that “learning” to further implement mental health services quality

11

initiatives.

This objective has, we hope, been met in its first element via this report, and the work underpinning it. There
has clearly been a very serious commitment to securing independent evaluation, and we hope that this report
will prove useful. It remains to be seen whether the learning from this process will be used to support further
quality initiatives. The recommendations from this report summarise what we consider to be the main learning
points arising from this collaborative.

To develop and implement a strategy for spreading individual care and treatment planning to all mental
health services.

The meeting of this objective will necessarily only be completed following receipt of this evaluation report, and
it is therefore too early to give a view - other than to note that we are confident of the will amongst national
project leaders that this should happen.

Of eleven objectives, this evaluation has therefore concluded that there is only one which has unequivocally
not been met at a national level. For the majority of the remainder, the conclusion must be that progress (often
good progress) has been made, but that the job is not yet complete.
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Of the national objectives, the following can be assessed at site level:

1 Toinvolve service users and carers in project teams from the initial start-up phase of the collaborative right
through to and including the evaluation phase

2 Togenerate key change ideas and target improvement measures relating to individual care and treatment planning
to support recovery

3 To utilise/develop appropriate data collection tools

4 To enhance the capability and capacity of the project teams for improvement

5 (for some sites) To fulfil the statutory requirements of approved centres in relation to Article 15 - care and treatment
planning (project teams from approved centres)

6 To attain standard 1.1 of the Quality Framework and the relevant criteria for standards 1.2, 1.3, 1.5, 2.1, 2.2,
3.1,3.2,3.3,3.4,3.5,4.2,6.1,7.3,7.4,and 8.

On the Institute for Healthcare Improvement’s Assessment Scale for Collaboratives (IHI, 2004), most sites have
reached somewhere between level 3 and 4 of a 5 point scale (where 5 is “outstanding sustainable results”).

Level 3 achievement is described thus:
“Initial test cycles have been completed and implementation begun for several components. Evidence of
moderate improvement in process measures”

Level 3.5 achievement is described thus:
“Some improvement in outcome measures, process measures continuing to improve, PDSA test cycles
on all components of the Change Package, changes implemented for many components of the Change
Package”

Level 4 achievement is described thus:
“Most components of the Change Package are implemented for the population of focus. Evidence of
sustained improvement in outcome measures, halfway toward accomplishing all of the goals. Plans for
spread the improvement are in place.”

Our assessment of local sites’ progress against this scale draws on both the general impression gained from our
site visits, and from a range of specific indicators:

= Whether all service users of the team now have individual care plans

= Evidence that service users are signing their care plans

= Evidence that key workers are signing care plans

= Evidence that a copy of the care plan is being given to the service user

= Evidence that a copy of the care plan is being given to a carer, family member, or advocate

= Local teams’ self-assessment of progress against the Pillars of Recovery

On this basis, we consider that five of the eleven sites had reached level 4 by the end of the collaborative, with one
at level 3.5 and four at level 3. Only one site fell short of level 3 achievement.

No team has yet reached level 5, whereby:
“All components of the Change Package implemented, all goals of the aim have been accomplished,
outcome measures at national benchmark levels, and spread to another facility is underway.”

In the remainder of this discussion, we go on to consider the impact of the various elements of the collaborative
method adopted, and offer the evaluation team’s views on why things have developed as they did.
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4.3 EVALUATION OF THE METHOD AND ITS IMPLEMENTATION

This section aims to answer the second and third evaluation questions, i.e. the contribution of each aspect of the
method, and the reasons why successes and difficulties have been experienced. The collaborative was set up to
follow the IHI’s Breakthrough method, and we therefore think it most appropriate to consider the NMHSC’s
method and conduct in the context of that method and its elements.

Numerous factors have been found to influence the success of collaborative service improvement programmes
(see, for example, Hulscher et al (2009), and the work of the National Co-ordinating Centre for NHS Service Delivery
and Organisation, cited as Appendix 1 of the collaborative’s own knowledge review.) These can be considered in
five broad groups:

= The topic should be clear and focused, considered both clinically and strategically important, and capable of
being measured in a way which shows significant and demonstrable improvement

= The participants should volunteer to participate, work in effective and well-led teams, and be supported by
their organisations

= Facilitators and experts should be credible opinion leaders, with time to support the programme, and a high
level of technical competence

= Training should include information on: evidence and best practice; data and data collection; change theory;
and team building

= The process should include facilitated networking about both topic detail and change processes; this requires
a critical mass of participating sites working together to define and measure success

This section considers the structure and process of the NMHSC in the context of these five groups of factors, and
in so doing considers the extent to which the NMHSC adhered to the methods recommended by the IHI.

There is a substantial majority of opinion which considers the implementation of individual care planning both
clinically and strategically important. At national, and at local level, we met almost no-one who thought this a trivial
issue, not worthy of attention. Indeed, the topic was sufficiently powerful that it undoubtedly “won round” some
sceptics along the way, who came to see the benefits of what they were being required to do. It is more debatable
whether the topic passes the test of having examples of good practice which are well-evidenced but poorly spread.
As has already been noted, the Collaborative’s own Knowledge Review concluded: “Internationally there are no
systematic reviews on the introduction of individual care and treatment plans to support recovery.”

We do not believe that the equivocal nature of some of the evidence around individual care planning was in fact
material in this case - participants were convinced by their own experience. The difficulty with the choice of topic,
however, is its complexity. Effective introduction of individual recovery-focused care plans requires significant
changein:

= Theway professionals work with service users - seeking to understand and respond to the service user’s strengths
and goals, and planning together the pattern of services to be provided

= The way service users work with professionals - accepting greater responsibility for their own recovery, and
seeking to work as full partners in the organisation of their care

= The way professionals work with carers - taking full account of carers’ own needs and aspirations, and involving
them fully (with the service user’s consent, where relevant) in planning the pattern of services

= The way carers work with professionals - sharing information and responsibility to ensure the most effective
team-working between the family and mental health professionals

= The way professionals work with each other, and the balance of professional roles and responsibilities - bringing
together individual professionals’ plans and approaches not simply alongside each other, but sharing and
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challenging each other’s contributions to create a clear, coherent, and consistent approach to treatment and care

= The administrative processes for documenting and sharing information about care and treatment - document
formats, record-keeping, information materials, filing, scheduling of meetings and activities

This set of changes is both practical and philosophical, requiring new approaches to organising meetings, appointments,
the weekly schedule of a team’s activities; but also requiring new ways of thinking about the aims and content of
programmes of treatment and care. These are also fields in which it is not straightforward to define or measure
success.

In this context, we do not think it at all surprising that this collaborative was widely felt to be slow to get under way,
nor that there was a good measure of early confusion as to what the collaborative was principally aiming to
achieve, and how. The collaborative had, by April 2011, published eleven objectives and six key change ideas, and
(in the first learning set) provided local sites with input as to:

= The principles of recovery

= Engaging service users

= Team working in a recovery perspective
= Care plans and inspection

= Principles of care planning

= PDSA cycles, audit, and implementation

Local teams, in our view, had to focus their attention somewhere in all this, as it was simply not possible to tackle
all of this at once. Five local teams started by focussing on objectives which had, in reality, only a tangential
relationship to the core of the changes being required. In practice, local teams’ efforts came increasingly to focus
on administrative processes, and aspects of professional inter-relationships. Little or no effort was made to change
work with carers. With service users, some sites worked to change their inputinto their care plan, and saw benefits
as a result, but some sites are only, in reality, beginning to address this aspect of the whole process.

In summary, this collaborative was working on a hugely ambitious topic, notwithstanding which it has achieved a
good deal. It was almost certainly inevitable that the collaborative would fall short of meeting the full list of
objectives it had set.

The participants were mostly not volunteers; in some cases not even at the level of the site. This fails to meet the
IHI method. However, we do not think this was of any great significance in this collaborative. Throughout the
evaluation, we found the overwhelming majority of both local and national participants to be supportive of its
objectives. Local project teams were very largely both effective and effectively-led; this is a clear and consistent
picture across all of the evidence gathered. There were inevitably some differences in levels of enthusiasm and
competence across the teams (with this variation being the principle reason for differing levels of achievement
across the sites, rather than anything fundamental to individual sites’ varying contexts), but the participant groups
must overall be considered to have been one of the strengths of this collaborative, and one of the strongest reasons
for us to have optimism as the next steps in this overall process.

Our one concern under this factor is that of senior management support. Active senior management supportisan
important IHI principle, and too many project team members spoke of senior management being disengaged,
unaware of, or unsupportive of what they were trying to achieve. The collaborative has formed a strong bridge
between its national leadership and local site projects, but the next stages of development may require the re-
engagement of local senior managers in the objectives of this programme of change.
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There should be no doubt that this collaborative has been effectively managed and facilitated from a national level.
The national processes of learning sets, steering groups, status reports, communication updates, clinical lead
groups and data collections have all happened to time, and good relationships have been maintained between the
many agencies involved. Such concerns as we have heard about the volume or nature of national communications
we think are attributable to the topic, rather than to the facilitation; concerns about data provision are normal in
programmes of this nature, which would of course be impossible without national data-gathering.

The skills needed for a successful collaborative, however, go beyond negotiating its establishment, and project
managing its tasks. The recommended role of a “faculty of experts”, leading clinical thinking, and advising local teams
has not functioned well in this collaborative.

The Institute for Healthcare Improvement (2003) define the role of “experts” as:

“5 to 15 experts in the relevant disciplines, including international subject matter experts, as well as
application experts, individual clinicians who have demonstrated breakthrough performance in their own
practice.”

The National Steering Group’s role was management and oversight; it was neither intended to, nor did it act as a
forum for clinical expertise. It did, however, have a responsibility to ensure that the processes for clinical leadership
were functioning well, and insufficient time and attention may well have been devoted to this issue.

The opening Reference Group must be regarded as a disappointment. The failure of this group to even propose
approaches to data collection and improvement measurement is indicative of a wide-ranging lack of knowledge
(or possibly lack of confidence about that knowledge) about individual care planning in Ireland. This failure rippled
outinto the NMHSC’s work, with the first learning set having to be more didactic than intended, and common data
collection methods not being finalised until the third learning set.

This left the clinical lead group with probably a greater responsibility than had first been intended. The NMHSC
clinical lead group’s role was described in the project brief as:

= To provide advice and support the project manager in the development of target measures and data collection

= To provide effective communication to fellow Mental Health Professionals on the NMHSC

There is evidence from the notes of clinical lead group meetings, and from the learning sets, that attention was
paid to both of these issues; the first learning set, in particular, did include expert perspectives from members of
theclinical lead group. This was not, however, carried forward through the collaborative period, and these roles fall
short of the continuing impact which could be achieved from “clinicians who have demonstrated breakthrough
experience in their own practice.”

The consequence of this has been that, whilst sites have had access to (both quick and effective) guidance as to
the process of the collaborative’s activities, it as been much less clear how they might access guidance as to the
detail of their local approaches to care planning.

Had such clinicians been identified, it would have been possible to arrange expert-led training sessions (beyond
brief didactic sessions), visits to local sites, and availability as a resource for advice and guidance. In this case, this
did not really happen - and strong national role models, across the professions, did not emerge.

At the heart of this issue is the lack of an accepted “Centre of Excellence” for individual care planning in Ireland. This
creates adilemma, in the choice between bringing in experts from another country (who may have topic expertise,
but who may lack expertise and local credibility in the functioning of services in Ireland) or working with the best
expertise which is locally available.
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The decision to do the latter resulted in the NMHSC operating in a way which was closer to a “collaborative for
innovation” than a “collaborative for spread”; this therefore placed a premium on ideas being generated by local
teams, and those ideas being tested and shared quickly and rigorously.

Within the constraints of this collaborative’s structure, serious efforts were made to offer teams training and
support in the fields identified as important by the literature: evidence and best practice (in this case including
service user involvement, carer involvement, and recovery); data and data collection; change theory; and team
building. The quality of materials was largely well-received - the evaluation results from the learning sets were
encouraging. The limitation was principally one of time. The reduction of the learning sets to single-day events
meant that participants had only around a third of the training/sharing input which the collaborative method
normally deploys. The limitation on participant numbers also meant that many team members attended few or no
collaborative events. It is true that the Institute for Healthcare Improvement’s standard collaborative method
operates on the basis of three members from each team attending the learning sets - but this limit is not universally
applied, and, given the nature of the topic in this case, we think there could have been benefit from a higher limit
on participant numbers.

The result of these limits on both length of and participation in learning sets was that it was simply not possible to
address much of what was required with the depth or the interactivity which would have ensured better
understanding and learning. The effect of this was perhaps greatest on understandings of practice and of data
collection, where local team members too often did not have a clear understanding or overview of what was
expected of them, or why.

The process has very largely adhered to the IHI method, with two noteworthy exceptions - the level of collaborative
activity, and the processes of data collection.

We have been concerned throughout this collaborative at the relatively low level of collaborative activity taking
place. By this we mean not simply working alongside each other on a similar task, but seeking and offering help,
ideas and support to colleagues in other teams. Although this has increased somewhat during 2011, overall there
have been too few site-to-site visits, too few exchanges of ideas about process or topic, and too little sense from
local teams of the NMHSC as a collaborative endeavour. This is supported by evidence from question 10 of our e-
survey, and from the infrequency with which interviewees referred to examples of such mutual support.

Why is this? It has been suggested to us that an important reason is simply the lack of a tradition of this sort of
collaboration in Ireland. This may be true, but we think its effect risks being exaggerated; we saw no sign of an
unwillingness to share ideas and experiences during those learning sets which encouraged this, and many
interviewees spoke very positively of such opportunities as they had had for learning and sharing at the learning sets.

We consider there to have been three main reasons for the low level of collaborative activity. In descending order
of importance:

The choice of participant sites

This was a diverse group, with CAMHS and adult services, inpatient and community teams, urban and rural
settings. With a simpler, more focused topic, this diversity could have been a strength, offering different
perspectives and challenging assumptions. But the complexity of this topic, with individual care planning
being a very different proposition across ages, settings, and geographies, meant that the critical mass for
collaboration to be likely never really developed. The Institute for Healthcare Improvement advise that as many
as 25-40 organisations working together may be required to achieve that critical mass. Given the smaller scale
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of this collaborative, it would have been preferable, in our view, to have worked with a more similar set of
services. We understand that this was what the MHC wanted from the outset, but that what emerged became
a more diverse pattern of teams.

Central encouragement of collaborative activity

Given the choice of sites, additional effort was almost certainly required to stimulate collaboration, for
example: engineering peer-to-peer visits, establishing active electronic bulletin boards and question
exchanges, formally buddying-up both project facilitators and professional peers. The four project facilitators’
meetings were well-attended (minimum site representation of seven) and did provide an opportunity for
facilitators to meet and exchange experiences; they were also encouraged to contact each other for mutual
support. This was however done on a light touch basis, with teams essentially left to work together as much or
as little as they chose. In our view, insufficient attention was paid to the possibilities of more actively bringing
about learning and sharing opportunities, both for team facilitators and for other team members.

The learning sets
The shortened format of the learning sets, as well as restricting training, did not encourage the type of informal
peer-to-peer communication which stimulates collaborative work.

The typical cycle of data collection in the IHI collaborative method is monthly. The three instruments which the
NMHSC used during each action period (the service user questionnaire, the team functioning questionnaire, and
the pillars of recovery tool) were not suited to more frequent use - indeed, they could perhaps have been used only
twice, once as a baseline, and once at the end of the project. A routine return on the collaborative’s key objective -
the implementation of individual care and treatment plans - was introduced only during the third action period. In
our view, it would have been more consistent with the IHI method, and would have signalled more clearly the
collaborative’s focus, to have introduced such a return from the first action period onwards.

In evaluating what has worked well, and less well, and what in our view has led to the pattern of achievement and
difficulty, we would therefore propose the following as the main contributory factors at a national level:

FACTORS PROMOTING SUCCESS FACTORS HINDERING SUCCESS

A topic widely considered to be important Topic complexity, and uncertain focus within the topic
Good local teamworking Diversity of sites (in the context of topic complexity)
Effective local project facilitators Insufficient stimulation of collaborative activity

Effective national project management and leadership Weak senior management support at a local level
Good range of training and information materials Limited national clinical leadership
Shortened learning sets

Late introduction of the key internal measurement
return
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We would propose the following as the main contributory factors at a local level; in each case “success factors” refer
to sites where these factors were present, and “hindering factors” to those where they were absent or insufficient:

TABLE 4.3
FACTORS PROMOTING SUCCESS FACTORS HINDERING SUCCESS
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The discussion in section 4 above has identified some things which cannot now be changed - aspects of the
method deployed in this collaborative which we recommend should be different in a future collaborative. These
recommendations are listed in 5.2 below.

Of perhaps more immediate importance, however, are the things which can still be changed, or taken forward in a
range of ways. These relate to the question of what happens next with individual care planning - our recommendations
are givenin5.1.

5.1 RECOMMENDATIONS FOR SUSTAINABILITY AND SPREAD IN INDIVIDUAL
CARE PLANNING

FOR EVERYONE

Press on: itis worth it. Whilst it is important not to overclaim for the benefits of individual care planning - not every
service user will be interested, or will benefit - there is comfortably enough evidence from this collaborative, as
from other work on this issue, that the benefits of the approach outweigh the effort required.

FOR NATIONAL STEERING GROUP AND EVALUATION PROJECT GROUP MEMBERS

In some shape or form, maintain a national focus for service development on this issue. This does not mean
extending the life of this collaborative; that would be unlikely to succeed, as the energy behind this particular set
of people and activities has probably run its course. It could mean new collaboratives, with more specific focuses,
and taking account of the recommendations here. It should at the very least mean some individual or group of
people taking responsibility for considering and acting on the learning from this collaborative; preparing and
taking forward a clear, focused, ‘next steps’ plan.

Members of the National Steering Group appear highly committed to the role and, more importantly, the future of
this partnership. The HSE, along with the MHC and private sector partners, need quickly to take a definitive stance
on the future of the group a) to see through implementation and b) to consider other areas of focus. As things
stand, we couldn’t help but be left with the sense that its members considered their job to be only almost half
done.

FOR NATIONAL STEERING GROUP AND EVALUATION PROJECT GROUP MEMBERS

Continue to work on the issue of professional separatism. This will not be solved quickly, but it will not be solved at
all without continuing effort and attention. Whilst we are confident that An Bord Altranais are committed to
promoting multi-disciplinary practice, and multi-disciplinary care plans, their statement on this topic has
unfortunately left room for ambiguity, and can be interpreted differently by individual nurses in terms of its
implications for day-to-day practice. Psychiatrists (at least as a body - there are obvious personal exceptions) are
widely perceived to be poorly engaged in the process. If it were possible to work towards a simple, short, practical
guide, advising local professionals as to their roles and duties in care planning; and if it were possible for this to be
issued jointly by the MHC and the national leaderships of all of the relevant professions; and if individual
professional leaders could be found who would be willing to champion the approach - all of this could have a
considerable impact on local practice.
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FOR NATIONAL STEERING GROUP AND EVALUATION PROJECT GROUP MEMBERS, AND

NATIONAL PROFESSIONAL BODIES

Announce the intention, within a feasible period (say a year) of publishing a suite of national mandatory care
planning documentation, with variants for different types of service. These would not be perfect, and they would
need revision in use, after a time. This would, however, at a stroke: facilitate spread of care planning; facilitate the
inspection process (as it would be obvious what is being looked for); end the wasteful duplication of effort of local
teams designing and redesigning documents, which ought not in any event to be the main focus of care planning
work; improve opportunities for service user and carer engagement and empowerment, as they would encounter
similar documentation everywhere, and the templates could (and should) be made publicly available. The value of
the templates would be increased if they were published alongside brief guidance and examples of what a good
plan might look like. A key change idea which emerged from the February 2010 Reference Group was to
standardise individual care planning across mental health services, and this would represent an important means
of doing so.

FOR EVERYONE

By whatever means can be found, strengthen the availability of training in all the various aspects of care planning.
As set outin 4.3.1 above, the topic is complex, and professionals from all disciplines would benefit from training in
their specific roles and responsibilities. Team-based multi-disciplinary training would have a role here also.
Training programmes need not be time-intensive - much could be achieved with programmes of single-day events,
and with e-learning formats - but the key is to ensure that staff seeking to improve their skills have easy access to
the means of doing so. Within this, attention needs to be given to processes which would support the transfer of
training into practice, for example: supervision, informed case discussions, champions, site-based support.
Attention also needs to be given to the role of managers in bringing about service change.

FOR SERVICE USER AND CARER GROUPS

The position of service users and carers in this process must also be considered, in two respects. Service user and
carer involvement in the delivery of training around care planning can be very powerful; if trainers with the right
skills can be found, this would be invaluable. Secondly, and as this evaluation has shown, many service users and
carers would themselves benefit from training and support, to enable them to take best advantage of the new
approaches which professionals are seeking to pursue. Again, this need not be time-intensive, and should, if at all
possible, be largely peer-led, but this should form part of an overall approach to strengthening training and
development work in this field.

FOR NATIONAL STEERING GROUP AND EVALUATION PROJECT GROUP MEMBERS, AND

LOCAL SENIOR MANAGEMENT

Maintain and spread a national data collection process. The NMHSC objective of benchmarking progress will only
be possible if this continues. If possible, the opportunity should be taken, over time, to expand the dataset to
include indicators of outcomes.

FOR LOCAL PROJECT TEAMS
In the meantime, continue to use the collaborative’s monitoring and reporting tools on a regular basis as means of
supporting both sustainability and spread.
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FOR NATIONAL STEERING GROUP AND EVALUATION PROJECT GROUP MEMBERS

Use both the sticks and the carrots. As an evaluation team, we have been struck by the frustration of those keen to
improve care planning at what they perceive to be the relatively gentle approach of the Inspectorate towards the
laggards on this issue. Only 40% of approved centres were assessed as being fully compliant nationally with care
planning expectationsin 2010. Whilst allowance must continue to be made for the genuine complexity of the task,
and support given to those working honestly to improve, there is a clear case for firmer enforcement action if services
are simply ignoring their statutory responsibilities in this regard - bearing in mind, of course, that individual care planning
isrequired by law. Once there is a national template for care planning (if recommendation four is adopted) it would
become easier, in due course, to assess not only the fact of care planning being done, but also the quality of the process.

FOR LOCAL SENIOR MANAGEMENT, AND LOCAL PROJECT TEAMS

Don’t allow resources to become a distraction. Clearly, with limited resources, it is difficult to imagine a scenario
where a lot more money will be devoted to this work, and the focus of much management attention is
understandably on the resources issue. However, resources are still available, and many participants in this
collaborative would argue strongly, and from direct personal experience, that good care planning need not take
more time, and that improvements can be made within whatever resources are in fact available. In the long run,
better care planning has the potential to improve overall use of resources, by focusing staff time more usefully, and
by working towards better and quicker outcomes for service users. Work of this nature can be an important
“anchor” during difficult financial times.

FOR LOCAL PROJECT TEAMS

Take responsibility for building on the momentum created by the collaborative - within your service, your profession,
your geographical area. Seek out opportunities to share the improvements in practice you have experienced, and
to support and mentor colleagues who have made less progress in individual care planning.

5.2 RECOMMENDATIONS FOR FUTURE COLLABORATIVES WITHIN MENTAL
HEALTH SERVICES

These recommendations follow from the conclusions of section 4. They distil the learning from this collaborative,
if it is decided to launch new collaboratives, either in mental health services, or in other care groups. They are
addressed to whichever agency or group of agencies is leading the establishment of the collaborative.

Draw on the wider literature on the topic, not simply on this report. Whilst this experience will feel particularly
relevant, as it is fresh, local, and pertinent to current concerns, there are numerous published evaluations of
collaboratives, and systematic reviews of those evaluations. These may include additional evidence which is
especially relevant to the topic or approach being contemplated.

Remember the positive lessons from this collaborative: an important topic, good teamworking, effective local and
national leadership, attention to training materials. All of these represent positive practice which can be learned
from and repeated.
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Choose the topic carefully. An important topic may well also be a complex one; if so, aim to identify specific
measurable objectives at a national level (within which local sites may also have more specific local objectives.) If
itis decided to pursue further collaboratives directly related to care planning, examples of specific objectives could
be drawn from the quality standards in the national quality framework for mental health services, if specific
measures were attached to them.

When choosing sites, take account of the complexity of the topic. The more complex the topic, the more similar
sites should be. If feasible, a larger number of sites would facilitate collaboration developing.

Be willing to nurture and stimulate all aspects of communications. Check that facilitators are communicating
messages within sites. Emphasise the importance of collaborative activity, for example: engineering peer-to-peer
visits, establishing and stimulating use of electronic bulletin boards and question exchanges, buddying-up both
project facilitators and professional peers. Check regularly whether these opportunities are being used.

Ensure that there is very regular measurement and monitoring of the key indicators of the collaborative’s impact,
introduced as early as possible within the collaborative process.

Create processes for involving senior managers at a local level, for example: formally requiring a senior level site
sponsor; dedicated briefings and events; reporting back sessions; seeking their sign-off of major project outputs;
seeking a minimum resource guarantee for participant teams.

If the topic permits it, a local faculty of experts able to demonstrate breakthrough performance in their own practice,
and with the time to teach and share that practice, would add greatly to the resources and impact of a project. If
the topic demands considerable innovation, or experts cannot be found, identify early in the process those sites
making most progress, and promote their role as “peer experts” via learning sets and collaborative activities.

If at all possible, organise two-day learning sets. We are of course conscious that resources are tight, but cheaper
options are available than those used for accommodation and catering. If staff release is a problem, use (at least
partly) weekends, and seek volunteers willing to contribute at least some of their own time to their own training
and development. But facilitate if at all possible these opportunities for more detailed training and shared learning.

The final reflection should be on whether the experience of this collaborative of itself strengthens or weakens the
case for future collaboratives within Ireland’s mental health services.

The NMHSC was founded on a series of ambitions: to improve the practice and experience of multidisciplinary
individual care planning; in so doing to signal and support a shift in the relationships between services and people
who use them; and, also in so doing, to test out the collaborative model of service development in Ireland.
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The NMHSC was also founded on a series of compromises, in the sense of departures from the IHI Breakthrough
model which enabled it to happen at all. These were:

= The diversity of the sites

= The use of non-volunteer sites

= The emphasis on multidisciplinary, rather than medical leadership

= The shortened learning sets

This evaluation has found that the NMHSC made progress towards its objectives, but that the compromises
mattered; in terms of the literature about success factors in collaborative, it has essentially reinforced rather than
challenged existing knowledge. No unusual features emerged about the Irish context which suggest that an
approach differing from the established IHI model would be more likely to succeed; indeed, the importance of
closer compliance with the IHI model has emerged more strongly from this experience.

The case for any future collaborative is therefore, we consider, neither materially strengthened nor weakened by
this experience - any future decision would still need to weigh the topic’s objectives against the proposed
collaborative’s costs, assessing both on the assumption of an IHI-compliant approach.
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Mental I—Iealth

S T R ATE G

NMHSC - IRELAND

FACE-TO-FACE INTERVIEW TEMPLATE

(General for Project Team Members)

NAME OF INTERVIEWER

NAME OF INTERVIEWEE

SITE OF LOCAL PROJECT

DATE OF INTERVIEW

LOCATION OF INTERVIEW

ROLE/TITLE

PROFESSION

(Note to interviewer: Give confidentiality disclaimer)

1 Howdid you cometo beinvolved in the project?

2 Whatwere your expectations on joining the project?

3 Please explain your role and how it supports the objectives of the project?

4 Prior to the project did you see the need for improvements to the individual care planning process?
Please give examples of what you
mean.

5 Whatdoyou think about the project’s objectives both locally and nationally? (are they SMART)
6 Arethe project’s objectives being met? Please give examples.
Does every service user have an individual care plan? If not, what percentage of service users have an individual

care plan? Are the individual care plans which are in place adequately recovery focused? How is that determined?

7 Whatimpact has the project had on individual care planning locally, any examples? What impact has the project
had on the team in general? Has the project has an impact beyond the team? Can you give me some examples?
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8 What are your thoughts about how service users have been involved in the project?
9 What are your thoughts about how carers have been involved in the project?

10 What - if any - were the capacity and capability issues that you faced in fulfilling your role within the project

team?
11 Whatis going well locally?
12 Whatis going well nationally?

13 What could have been done better at a local level - and why?

14 What could have been done better at a national level - and why?
(If not raised, prompt with a question regarding how involved/supportive the local mental health senior management
and local health office management teams have been)

15

16

17 What has been your most significant learning point(s) since engaging with this project?

18 What other comments would you like to make that you haven’t yet had the opportunity to raise during this
interview?

THANKYOU

QUESTIONS FOR PROJECT FACILITATORS

1 Were you clear about what the role of Project Facilitator on this project would entail?
2 How were you selected?
3 What has gone well in your role as Project Facilitator?

4 Canyou give me some specific examples of how you have contributed to the introduction of individual care
planning at your project site?

5 What has been challenging in your role as Project Facilitator?

6 Do you think the post of Project Facilitator is senior enough? Did it come with enough authority in order to for
you to support the project team to introduce individual care planning?

7 Based onyour experience are there any recommendations you would like to make around the future type and
role a Project Facilitator should have?
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1 Inyour own words describe what a care plan is?

Prompt - If the participant does not know or provides a poor understanding explain what a care plan is;
then repeat the question.

2 Do you remember how your care plan was first presented/introduced to you?

Prompt (a) - How much time was spent explaining it to you and were you given ample opportunity to ask
questions?

Prompt (b) - If the participant does not remember ask them if they have been reminded of the purpose of
the care plan at any stage or/if they are/have been encouraged to ask questions as to its purpose. If so, was
this satisfactory?

3 Do you recall when/where you were first introduced to your care plan? E.g.; soon after my first admission, several
months/years later; in hospital/in the community?

Prompt (a) - Do you think the care plan was introduced to you at the right time? If not when do you think
the right time would have been? Please elaborate if yes?

Prompt (b) - If the participant does not recall when/where they were first introduced to the care plan ask
if they remember the last place where they were newly introduced to it e.g.; the first time | attended the
day hospital.

4 How much influence do you think you have over your care plan?

Prompt - Who do you think should take the lead over the content of the care plan?

5 Whois responsible for your care plan?

Prompt - Is there consistency with staff who help you with your care plan e.g.; is there a key person to refer
to; is there consistency in actions taken/follow up by staff involved? Are you happy with the key person
responsible for your care plan?

6 How often is your care plan reviewed?

Prompt - Is this often enough/not often enough?

7 Have you ever been given the opportunity to keep a copy of your care plan?

Prompt - If yes - how do you feel about maintaining a copy of your care plan? If no - would you like to keep
a copy of your care plan?

8 Have you access to your care plan, or has anyone informed you how you can access it?

Prompt - How do you feel about having/not having access to your care plan?

9 Are you asked to sign each care plan?

Prompt - If yes - how do you feel about signing your care plan? If no - do you think you should be
encouraged to sign your care plan?

10 Are you given opportunity to negotiate the content of your care plan?

Prompt - If yes - how do you feel about negotiating the content of your care plan; are there are areas of
dispute as to the content of your care plan, do you feel that you have the right to have these included? If
no - do you feel you should be given the opportunity to negotiate the content of your care plan?
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11 Describe your experience with your care plan e.g.; do you feel your wishes have been noted/taken seriously, what
actions have been taken from items placed in your care plan etc?

Prompt - Are there items that have never been acted on? Are there items acted on that you were very
satisfied with?
12 What are your expectations of your care plan?

Prompt - Has this changed over time and if so why?

13 Is there anything specific missing from your care plan that you think should be included e.g.; review of medications,
crisis prevention/intervention?

Prompt - If answer is no, ask what needs have been met so far?

14 |Is there anyone else you would like involved in the drawing up of and reviews of your care plan who have
not been previously involved e.g.; family member, advocate?

Prompt - If no, clarify if the participant feels the right people are involved or that they feel empowered
enough to personally influence their care plan?

15 Do you think the care plan has helped?
Prompt - If so how/if not, why not?

Summarise the conversation so far then ask:

16 Have you anything else to add?
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NATIONAL MENTAL HEALTH SERVICES COLLABORATIVE PROJECT -
INDEPENDENT EVALUATION

INDIVIDUAL CARE PLANS - INTERVIEWS
SERVICE USER INFORMATION SHEET

We would like you to participate in an interview. Before you decide, we would like you to understand why the
project is being done and what it would involve for you. The advocacy worker who is doing the interviews is
available to go through this information sheet with you and answer any questions that you have.

This project was set up by the Mental Health Commission, the Health Service Executive (HSE), St. Patrick’s University
Hospital and St. John of God Hospital in November 2009. The project finishes in April 2011. 11 teams across the
country are involved in the project. The project was set up to improve the quality of individual care plans in use by
teams and to make sure that service users and carers are involved in making the improvements.

As part of the project Mental Health Strategies have been contracted to complete an independent review of the
project and its results. To help us complete this part of the evaluation we are asking you to participate in an interview
with an advocacy worker.

The purpose of the interview is to find out your views on individual care plans, key workers, how you and your
family are involved in your care plan, information that you were given and the activities/therapies that you are
receiving.

Your team is part of this national project. We are seeking your views on individual care plans so that your team can
make improvements. Other service users are also being invited to take part.

Itis up to you to decide to participate in the interview. You are free to withdraw at any time, without giving a reason.
This would not affect the standard of care you receive.

If you agree you will be interviewed by an advocacy worker from the Irish Advocacy Network for about an hour. Your
answers will in no way affect the care you are receiving.

The answers given by you and others will be used to help make improvements to individual care planning in your
team, and in other teams. All information which is collected will be kept strictly confidential and anonymous.
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Yes. If you would like a copy of the evaluation report when it is published or want to know how to access it online
please contact us from September 2011. We will be able to inform you when/where this can be accessed.

OUR CONTACT DETAILS

Irish Advocacy Network Head Office, Monaghan
Tel: 04738918

E-mail: admin@irishadvocacynetwork.com

THANK YOU FOR YOUR
TIME AND EXPERTISE
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The team-working audit tool consisted of 25 statements on a 4-point likert scale:
Strongly Disagree 1
Mostly Disagree = 2
Mostly Agree = 3
Strongly Agree = 4

Using this scale each team rated themselves. The maximum possible score is 100. Lower scores represent a less
positive rating, and higher score a more positive rating.

1 | Team members agree on and pursue team goals.

2 | Service users are encouraged to take on challenges that lead to personal growth
and development (e.g. progress new interests, try something new, take on new
roles).

3 | Team members feel safe to voice their opinions, readily seek help with clinical
work, and acknowledge work-related stress and mistakes.

4 | Service users work in partnership with their care co-ordinator, are enabled to
make informed choices and input into service planning.

5 | Care co-ordinators work well with multiple agencies (e.g. service users, carers,
local community services, other mental health and health services) to facilitate
care co-ordination that meets the full range of users’ needs.

6 | The team uses resources efficiently (e.g. members operate to their strengths,
have full caseloads, link effectively with external agencies, practise in an evidence-
based manner).

Team members have shared views about the lines of accountability.

8 | Service users meet their goals across multiple domains (e.g. control symptoms,
maintain employment and good physical health).

9 | Team members understand and adhere to the adopted model of clinical
responsibility.

10 | Service users can readily access the team when in crisis.

11 | Team members readily accept and work within the team’s governance structure
of business manager, clinical leader and team co-ordinator.

12 | Team members understand and value the roles of their team colleagues that are
openly negotiated and periodically reviewed.

13 | There are low absence and turnover rates of team members facilitated by various
supports (e.g. peer consultation, appropriate skill mix, workforce development
opportunities, equal opportunities for continuing professional development).

14 | Team members adhere to an agreed team operational policy.

15 | There are regular opportunities for teamwork training (e.g. education, reflective
practice).

16 | Team members use an agreed referral pathway (e.g. eligibility criteria, referral
source, number of access points).

17 | Team members use an agreed work process (e.g. registration, allocation, initial
assessment, re-allocation, care planning, review, episodic closure).
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18 | There s a culture of good communication (e.g. access to respectful team members
who listen to service users’ concerns, well-attended structured team meetings,
respect for contributions, regular review of written care plans, communal files,
and discussion of work burden, conflictual tensions, the exercise of power and
hierarchy).

19 | Team members expect differences between them and manage these in a
constructive manner in the pursuit of meeting service user needs.

20 | While all relevant team members are involved in decision making, service users
are the ultimate decision-makers.

21 | Team members provide practical support for new ideas and their application.

22 | Each service user has at least one close reciprocal relationship and is involved in
the larger community.

23 | While recognised as only a last resort, in-patient services are seldom used.

24 | Team members depend on and make good use of each others knowledge, skills
and experience to meet local clinical needs.

25 | The team makes changes on the basis of regular evaluation findings (e.g. referrer

or service user monitoring and feedback, team performance or goal attainment
review).
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PILLARS OF RECOVERY: SERVICE AUDIT TOOL (PORSAT)
LEADERSHIP | o] 1|2 | 3

1 | The services mission and vision statement articulates a commitment to the values
that underpin a recovery approach.

2 | The objectives of the service incorporate recovery principles.

3 | The policies for the service are consistent with recovery principles.

4 | A written strategy exists for meaningful users involvement in all aspects of service
activity.

5 | Aworking group exists with responsibility for the development and evaluation of
a recovery oriented service.

6 | Staff within the service can articulate strategies they have taken to promote and
maintain a recovery oriented service.

7 | Meaningful user involvement is an integrated and ongoing component of service
activity at all levels and people in recovery are represented on committees and
working groups.

8 | Procedures exist and are made readily available to users, families and
representatives to address their dissatisfaction or satisfaction with the service.

9 | The service can provide evidence that users and/or representatives receive timely
feedback on actions taken as an outcome of their evaluations or the rationale if
actions could not be implemented.

10 | The service has a specific budget to reimburse users for their involvement in
service activity.

PERSONCENTRED ANDEMPOWERNGCARE e 0Lt L2 S

The service has a written up to date policy on person centred care.

12 | Anindividual up to date care and treatment plan exists for each service user.

13 | Evidence exists that written care and treatment plans are developed in
collaboration with the person, based on the individuals unique needs and are
freely available to the service user.

14 | Evidence exists that staff are using self management principles, wellness
approaches and relapse prevention planning with service users.

15 | Evidence exists that staff are continually working to engage and empower service
users who are involuntary detained.

16 | Evidence exists that service users voices are respected and that staff acknowledge
the individual as an expert in their own recovery.

17 | Evidence exists that staff take an assertive proactive approach to enable each
service user have opportunities for choice and control in their own care and
treatment.

18 | Evidence exists that service users right to information is respected and service
users are provided with up to date information on their, rights, ‘iliness’, care and
treatments.
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19 | Evidence exists that staff actively attempt to link service users with peer support
and other advocacy groups in the community.

20 | Evidence exists that service users report that staff are respectful of their ethnic
background, sexual orientation, religious background and gender.

21 | Service users and families are provided with up to date information on how to
access local peer groups and peer representatives. This information is service
user friendly and provided in a variety of formats, media (notice boards, service
websites etc), and languages.

22 | Service users and families can access user friendly educational resources on
recovery (e.g. recovery narratives by users) through a variety of formats, media,
and in a variety of languages.

HOPENSPIRNG RELATIONSHIPS e L L2

Evidence exists that staff view service users as capable of self-management and
are willing to support service users self-management goals.

24 | Evidence exists that service users are informed and provided with information on
recovery.

25 | Evidence exists that the service users strengths and capabilities are a core
dimension of the care and treatment plan.

26 | Evidence exists that service users are asked what worked well for them in the past
and these ideas are incorporated into the care and treatment plan.

27 | Evidence exists that staff record the individuals responses verbatim rather than
translating the information into professional language.

28 | Evidence exists that staff are proactive in identifying and addressing societal,
organisational and attitudinal barriers to recovery.

29 | Evidence exists that staff are mindful of power differences in relationships and make
every effort to facilitate service users to challenge professional interpretations.

30 | Evidence exists that due consideration is given in recovery plans to discharge
planning from the formal mental health services.

31 | Evidence exists that staff avail of formal and informal professional supervision
and support.

32 | Evidence exists that service users continually report feeling respected, listed to
and valued by service providers.

33 | Evidence exists that service users continually report that staff take time to develop
relationships that instill hope and optimism for the future.

34 | Evidence exists that service users continually report that staff are proactive in
seeking their views about the type and quality of care they desire and receive.
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ACCESS AND INCLUSION 0 1 2 3

35 | The service has an educational programme to raise general public awareness
about recovery and the impact of stigma on inclusion and participation.

36 | The service is continually liaising with existing local resources (Voluntary
organisations, Health and Social Services Council, Citizens Advice).

37 | The service is continually working to build peer support and advocacy capacity
within the local community.

38 | The service is continually working with training and employment services to
enable service users pursue their vocational desires.

39 | Evidence exists that care and treatment plans focus not just on clinical symptoms
but on ways of enhancing meaningful and successful community life.

40 | Service users report being supported and encouraged in pursuit of their
employment and vocational skills.

41 | Service users are provided, as appropriate, with user friendly guides on training
and supportive employment schemes in the local community.

42 | Service users report being supported to develop recreational activities and social
networks other than activities involving the mental health system.

43 | The service is continually working with local housing authorities to ensure that
suitable affordable housing is available.

44 | Supportive accommodation is of high quality and does not compromise the
persons rights to privacy or freedom.

EDUCATION 0 1 2 3

45 | The service has an education programme for all staff on recovery and recovery
principles.

46 | Service user are routinely involved in the development, delivery and evaluation of
the education materials and education programmes.

47 | Service users are meaningfully involved in curriculum and other education
committees within the service.

48 | Cultural and gender issues are addressed within the education programme.

49 | Core competencies for staff in relation to recovery are identified.

50 | All staff (clinical and non clinical) are facilitated to attend educational programmes
on recovery and are knowledgeable of recovery principles, gender sensitive care
and are culturally competent.

51 | The service has educational materials on recovery that users, family members
and the public can easily access.
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RESEARCH/EVALUATION 0 1 2 3

52 | Process and outcome measures for the service reflect a recovery orientation.

53 | Qualitative and quantitative data on satisfaction with services and involvement in
care are collected routinely and in a timely manner from users, family members
and advocates.

54 | Qualitative and quantitative data on involvement with peer run services are
collected routinely and in a timely manner from service users, family members
and advocates.

55 | Qualitative and quantitative data on satisfaction with involvement and integration
into local community activities are collected routinely and in a timely manner from
service users.

56 | Qualitative and quantitative data on satisfaction with housing and accommodation
are collected routinely and in a timely manner from service users.

57 | Qualitative and quantitative data on satisfaction with social relationships and
recreational activities, other than activities involving the mental health system,
are collected routinely and in a timely manner from service users.

58 | Independent audits of the service are conducted by people in recover and people
trained in recovery oriented principles.

59 | Service users are meaningfully involved in research committees and research
ethics committees.

60 | Service users are involved in identifying research priorities for the service and in
designing research methodologies.

PILLARS OF RECOVERY: SERVICE AUDIT TOOL NUIMI_E;ZOF M:é(lol\gtéM l;(é‘l;J:EL
Leadership 10 30

Person Centred and Empowering Care 12 36

Hope Inspiring Relationships 12 36

Access and Inclusion 10 30

Education 7 21

Research/Evaluation 9 27

Total Maximum Score 60 180

101




STRATEGIES

Final report of an independent evaluation of the National Mental
;} ‘I M ental H ealth Health Services Collaborative on Individual Care Planning

NOTES

102



STRATEGIES

Final report of an independent evaluation of the National Mental
;} ‘I M ental H ealth Health Services Collaborative on Individual Care Planning

NOTES

103






Mental Health

S TRATEGI ES

97"78

1907"39

9114



