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A note about Terminology
The term Recovery is used in this Strategy as it has been used in the
narratives of people experiencing mental health challenges, health
policy and research. However, the term Recovery is contentious and
can raise concerns due to misunderstanding (for example some people
with intellectual disabilities or with life limiting illnesses find the
term inappropriate); in certain services alternative terms are used to
refer to similar concepts (person centred approaches, socially inclusive
approaches, personalisation, re-ablement etc). Whilst the term Recovery
is used here for the purpose of a coherent and inclusive strategy, we
recognise that different services and teams might choose to adopt
different terminology to achieve the same goals.

WHO definition

…. “From the perspective of the individual, Recovery means
gaining and retaining hope, understanding of ones abilities and
disabilities, engagement in an active life, personal autonomy,
social identity, meaning and purpose in life and a positive sense
of self. Recovery is not synonymous with cure…The core service
requirements include: listening and responding to individuals’
understanding of their condition and what helps them to recover;
working with people as equal partners in their care; offering choice
of treatment and therapies, and in terms of who provides care;
and the use of peer workers and supports, who provide each other
with encouragement and a sense of belonging, in addition to their
expertise. In addition, a multisectoral approach is required whereby
services support individuals, at different stages of the life course
and, as appropriate, facilitate their access to human rights such
as employment [including return-to-work programmes), housing
and educational opportunities, and participation in community
activities, programmes and meaningful activities.”
WHO (2013) Mental Health ActionPlan 2013-2020, p.16.

4

Introduction
Nottinghamshire Healthcare NHS Foundation Trust has embraced the concept of
Recovery over the past 7 years and Recovery principles have offered a sound guide
for developing the culture and practices within the service. Recovery, as defined
by people who use services, refers to individuals’ experiences of understanding,
managing and overcoming their health challenges so that they can live the life they
want to lead and do the things they want to do in their communities. The role of
services is to support these processes.
Although many health problems can be
treated successfully, some people are left
feeling anxious about recurrence or relapse,
others continue to experience symptoms,
and for those who have health problems
the challenge of discrimination can be all too
real even if symptoms are no longer present.
In order to overcome these difficulties, our
services work hard to provide Recovery
focused support, based on the principles of
hope, control and opportunity:
Hope – belief in the possibility of every
individual, inspiring everyone using services
and working in the service to believe that
things can get better; providing hopeful,
positive and strengths based support and
environments.
Control – enabling people to understand
what has happened to them and to find
ways of managing their condition, their
treatment and to identify and work towards
achieving their personal life goals; working
with people to develop self-management
and Personal Recovery Plans, joint crisis
plans; offering Recovery focused education.

Opportunity – facilitating access to roles,
relationships, activities and resources that
make it possible for people to recover
meaningful, satisfying and contributing
lives even with ongoing health issues.
Making appropriate adjustments to
facilitate inclusion (e.g. mentorship, flexible
working hours etc), and supporting people
to access appropriate support (e.g. through
personal budgets, self directed support,
direct payments) so that they can access
opportunities. Supporting participation in
local community and family events, school
and education, through improving access,
communication and transport.
Our first Recovery Strategy guided Recovery
focused developments from 2009-12
and led to the development of Recovery
training for staff, Peer Support Workers, the
Recovery College and the implementation
of Personal Recovery Plans and Team
Recovery Implementation Plans in Local
Services and Forensic Services. Our second
Recovery Strategy (2012-16) extended the
challenge across all Trust Divisions and
introduced new work streams such as
‘Reducing Restrictive Practice’, ‘Life Beyond
Illness’ and ‘Workforce Wellbeing’.
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Recovery is an integral part of the organisation, recognised as a ‘signature’ of the Trust (CQC
Report 2015) that is evident in relationships, practices and language throughout our services.
The many and varied Recovery focused initiatives developed within the Trust are profiled in a
separate publication called ‘Celebrating Recovery …’. Recovery is implicit in the Trust’s Strategic
Vision. In addition, the Trust now hosts the Implementing Recovery through Organisational
Change (ImROC) international Recovery programme which leads developments in creating
Recovery focused cultures, services and systems (see www.imroc.org). This enhances
possibilities for the Trust to participate in ImROC events, collaborate with ImROC in the
development of new ideas, and partner with ImROC in delivering work to other organisations1.

The New Strategy
This new Strategy builds on the achievements of the last 7 years and positions the
Trust’s approach towards Recovery for the next 5 years in line with the Strategic Vision
of the organisation as a whole. Recovery now informs the approach underpinning
all of our services, including those for people with long term physical conditions;
people of all ages, backgrounds, needs and abilities. This Strategy does not prescribe
every instance of Recovery focused practice. Rather it is a tool to identify steps on
the way to realising ambitions; a way of driving change and building in a process
of mutual accountability for achieving this change. The Recovery Steering Group
is accountable to the Trust Board for delivering on the Strategy and the Board is
accountable for enabling this delivery.
A New Approach
Whilst previous strategies have focused
on practices within the Trust, the external
context has changed considerably with
renewed emphasis on integration, coproduction, partnerships and community
development (see Box 1). Research into
the approaches, services and practices that
facilitate Recovery provides new evidence
that also needs to be taken into account
in developing a contemporary and creative
approach (see Box 2). Locally, pioneering
new care models developing in vanguard
sites provide new service structures and
opportunities for effective Recovery focused
developments and the Trust Strategy (see
Box 3) provides a sound philosophical and
structural basis to deliver an innovative,
creative yet feasible and effective Recovery
Strategy.

1
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Co-production
The authors of this Strategy are not policy
makers or researchers or strategists. It
is people who use services and people
working in practice in every part of the
Trust’s services who have freely given their
opinions and ideas; spoken eloquently about
what works in practice – and what doesn’t
- and what needs to change if services
are to become truly Recovery focused. In
gathering these experiences, suggestions
and personal narratives, it has become
clear that Recovery - as an approach, a set
of principles and values, a way of being, a
personal journey, and a guiding philosophy
– is no longer mere rhetoric in our services.
It is widely understood and widely owned
and pursued with pride not only by people
using services and their families, but by
grassroots workers, team leaders, managers
and people of every profession. The Trust
is full of people who champion Recovery
and it is these people who have provided
the raw materials from which this Recovery
Strategy has been crafted.

For more details about this relationship see Memorandum of Understanding available from Learning and Development

Box 1: Summary of National Health Policy
The Five Year Forward View (5YFV) –
In view of current financial short falls in
healthcare and the increasingly complex
and expensive health needs of the
population, the 5YFV proposes radical
changes in healthcare delivery through
greater integration of primary and
secondary/acute, physical and mental,
health and social care; greater flexibility in
service designs and models to maximise
local resources and strengths and
much greater emphasis on prevention,
public health and self-management.
To achieve this, every health and care
system in England will produce a multiyear Sustainability and Transformation
Plan (STP), showing how local services
will evolve and become sustainable over
the next five years – ultimately delivering
the Five Year Forward View vision of
better health, better patient care and
improved NHS efficiency. Local health and
care systems came together in January
2016 to form 44 STP ‘footprints’ within
which all of the health and social care
organisations (statutory and third sector)
will work together to develop STPs which
will help drive genuine and sustainable
transformation in patient experience
and health outcomes of the longer-term.
This Recovery Strategy contributes to the
implementation of the 5YFV by focusing
on self-management; support for families
and local communities; and focus on life
goals rather than disabilities and problems.
One of the three relationships addressed
in the Recovery Strategy is that between
the Trust and the local communities within
which it sits. It specifically aims to deepen
relationships between the Trust and all
other health and social care providers, as
well as relationships between the Trust
and mainstream resources and activities
available within local communities.

The Five Year Forward View for
Mental Health and the implementation
plan emphasise the importance and
potential effectiveness and efficiency
of co-production. It prescribes specified
investment
and
improvement
in
psychological therapies; child, adolescent
and perinatal mental health services;
crisis and acute care and outcome
measurement. This Recovery Strategy
enables co-production in every decision
made in the Trust; it emphasises selfmanagement and has clear goals for
Recovery in CAMHS and perinatal mental
health services.
New Care Models – the 5YFV proposed
a number of new care models that
could achieve integration and ‘dissolve
traditional boundaries between general
practice, community providers, hospitals,
health and social care and mental
health services’. These include: Multispecialty Community Providers (MCPs)
– forming extended primary care group
practices offering a wider range of care
using a broader range of professionals
allowing
significant
numbers
of
outpatient appointments to be taken
out of hospital settings; and Primary
and Acute Care Systems (PACS) – offer
‘vertically integrated’ care allowing single
organisations to provide GP, hospital,
community and mental health services.
Nottinghamshire
Healthcare
NHS
Foundation Trust is a partner in five
Vanguard sites where new models of
service provision are being developed.
It is also one of the providers in two
STP footprints. The Trust’s reputation,
expertise and enthusiasm for facilitating
Recovery will be invaluable in realising
the potential of individuals, services and
communities through skilful co-produced
decision-making,
an
appetite
for
innovation and a willingness to change.
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‘Changing the Conversation’
The aim of this Strategy is to support continued change in the culture of the
organisation so that it fosters a Recovery focused approach in every conversation –
whether between staff and people using the services, their family members and
informal carers; between various staff members with one another; or between staff
in Trust services and staff in partner organisations. This involves thinking about how
we need to change the conversation, and accordingly change our relationships, roles
and practices, at individual, team/service and community levels. We believe this will
be a key enabler of the Trust’s Strategic Vision.
‘Changing the Conversation’ involves 3 core
domains and a direction of travel within
each:
1.	
Changing the conversation between
health workers and the people they
support (individuals and their family
and friends): towards shared decisionmaking and more equal partnership
2.	
Changing the conversation between
services and the people who use
them: towards co-produced and codelivered services
3.	
Changing the conversation between
services and communities: towards
merging services with communities
and community resources
These 3 domains encompass, and
provide a framework for building on
the 7 workstreams identified in the
previous
Nottinghamshire
Healthcare
Trust Integrated Recovery Strategy 20132016. They also:
•	Are firmly rooted in identifying, valuing
and developing the relationships that
must form the cornerstone of mental
health practice
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•	Offer a flexible framework and guidance
for developing action plans tailored to
the diverse array of divisions, services,
departments and teams
•	Accommodate the wide array of services
provided by the Trust and allow delivery in
practice to vary depending on priorities,
context, strengths and needs
•	
Encourage
us
to
be
more
ambitious by expanding our focus:
- to the communities within which the
Trust, and the people we support reside
- beyond clinical services to include
corporate and support services: how
do these embody the principles of
co-production and support Recovery
focused relationships on the front line?
•	
Emphasise the need for partnership
and building on strengths and assets
of individuals, family, friends and
communities
•	Provide a framework for responding to
changing contexts and policy imperatives
(the National Mental Health Strategy, the
‘Five Year Forward View’, Personalisation
and Self-Directed Support, Co-production)

Recovery Strategy 2016 - 2021
Changing the Conversation between ….
health workers and the
people they support
(individuals, their family
and friends)

services and the people
who use them

services and
communities

to enable ….
shared decision-making
and more equal
partnership

co-produced and
co-delivered services

merging mental health
system and community
resources

by ….
Focusing on:
•	people in the context of
their family, social network,
community and culture
•	personal strengths,
possibilities and aspirations
•	‘getting a life’ (somewhere
decent to live, someone to
love and work/something
to contribute) rather than
‘getting rid of problems’
•	crisis prevention, selfmanagement, resilience
and wellbeing (both
physical and mental)
Moving from a practitionerled approach towards a
collaborative therapeutic
and educational approach
to enable people to become
experts in their own selfcare and explore their own
possibilities.
Recognising that people are
best placed to determine
what matters to them and
what works for them.
Health workers make their
expertise available to people
rather than telling them what
to do.
Developing meaningful
partnerships with family,
friends and people who are
important to the person:
valuing their knowledge,
experience and contribution.

Recognising those who use
services (and their families/
friends) as assets in the
development and delivery of
services.

Recognising and developing
supportive relationships with
the wealth of resources and
possibilities within diverse
communities.

Recognising and using the
skills and knowledge of front
line staff in the development
of services.

Actively increasing the
capacity of communities to
accommodate people living
with health challenges,
substance misuse issues and
disabilities:
•	provide support to
individuals and agencies in
communities
•	develop partnerships with
community organisations
and third sector services

Valuing the lived and life
experience of staff and
enabling them to use these
in their work (alongside their
professional expertise).
Creating a culture of
innovation and continual
improvement: from ‘yes,
but…’ to ‘yes, how…’.
Supporting staff to work in
Recovery focused ways and
embrace ongoing quality
improvement.
Increasing the expertise
of lived experience in the
workforce by employing
trained Peers in a range of
roles in every team; and
by offering training for
professional staff to bring
their lived and life experience
into their practice.

Focusing on facilitating
access to mainstream
community networks and
resources rather than
specialist services.
Transforming relationships
with social and cultural
resources.
Supporting and promoting
the development of peer
networks and communities
(including self-help
groups and service user
organisations).
Supporting people with lived
experience to have a voice in
social and political debates
about health and social care.
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Box 2: Summary of Trust Strategy 2016-2021
The Strategic Objectives are:
1. To provide the Best Possible 		
Care and Support by
•	
Ensuring that everyone using the
service has a positive experience in
which they feel involved in their care
and the decisions to support their
Recovery
•	Demonstrating robust use of outcomes
across all services to drive improvement
•	Delivering evidence based practice and
innovation in all services
•	
An open conversation from ‘floor
to board’ and ‘board to floor’ on
identifying and removing barriers to
Recovery focused care
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The Core Components of the
Service Model are:
Self Care and Prevention – by working
in partnership with individuals, their
families and carers, the Trust will take
a proactive, Recovery and wellbeing
focused approach to enable people
to take more control of their health,
understand the impact of their lifestyle
on their wellbeing, use digital technology
to support lifestyle changes and achieve
better outcomes.

2. Demonstrate Best Value by
•	Maintaining financial sustainability
•	Maximising productivity and efficiency
•	Maximising efficiency benefits released
through digital strategy

Community and Integrated Care – by
developing patient centred, co-ordinated
care delivered through integrated
locality teams, comprising both mental
and physical care staff, the Trust will
ensure joined up care with excellent
communication
and
co-ordination
between health services and local
community resources.

3. Be the Service Provider of Choice by
•	
Listening and responding to all the
feedback received
•	Delivering integrated, co-ordinated
care by working with partners
•	Delivering holistic patient centred care

Highly Specialist and Inpatient Care
– offering safe, effective and streamlined
care in the least restrictive environment
with timely, well managed and coordinated discharge planning and follow
up in the community.

4. Make the Trust a Great Place 		
to Work by
•	
Supporting an engaged, well led
workforce with Positive Values
•	
Employing a diverse workforce that
reflects the diversity within local
communities

This Recovery Strategy is fundamental
to the success of the Trust’s Strategic
Vision. It provides a comprehensive
framework for the provision of person
centred, empowering support with a
focus on enabling individuals and their
families to take control of their lives and
pursue their ambitions within the context
of their geographical, cultural, spiritual
and personally preferred communities.

Box 3: Summary of Recovery Research Evidence
Conversations between health workers and the
people they support
Although there is little research evidence about Recovery outside the mental health
arena; there are ample findings with implications for all health conditions. At a national
level only 31% of people report having a very good care experience from mental health
services1. Something needs to change. We learn from people using services that there
is no one-size-fits all solution to mental health problems2, so the challenge is not just
doing more of the same thing (greater clinical expertise, more provision of treatments),
we need to change the conversation. New evidence is emerging about how workers
can get in the way of Recovery by having conversations which are pessimistic, uncaring,
paternalistic or disrespectful, in the context of relationships involving discontinuity,
coercion or insufficient time3. We need to develop services which avoid all these
features, and instead support conversations which promote connection with others4,
amplify strengths5, and focus on social outcomes such as decent housing6. We already
have relevant resources in our Trust; our Recovery College can help with employment7,
and Peer Workers help create community connections8 (as well as saving money9).
Emerging challenges include supporting the Recovery journeys of families and other
supporters10, and thoughtfully developing our crisis services11. Routine use of shared
decision-making is needed12, which will involve addressing clinician-level barriers13.
Overall, we need to assess our Recovery support14, with the goal of ensuring the basic
human right to self-determination is central to all decisions about a person15.

Conversations between services and the people who use them
We now know a lot about the types of support which help Recovery16. We need to
continue to focus on increasing control (e.g. by reducing coercion and restraint17 and
pushing forward the development of Recovery-oriented forensic services18), agency
(e.g. by supporting the use of personal budgets19, self-management20 and patient
activation21) and opportunity (e.g. by addressing health inequalities22 and working to
create a Recovery-oriented society23). For example, a health system which is focused
on helping people to live as well as possible will provide interventions which support
employment24, and our Trust offers good support through individual placement and
support despite the challenging economic climate25. Beyond what we do, Recovery
involves changes in ‘how we do it’26. The scientific evidence is clear that making a
reality of ideas like supporting self-management and self-determination involves
system transformation through co-production27. We can learn from regional28 and
national29,30 experiences of co-production, and also draw on our nationally-leading
experience within the Trust31.
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Box 3: Summary of Recovery Research Evidence
(continued)
Conversations between services and communities
Recovery happens in life, not in the health system. Supporting Recovery therefore
means providing help to people as they engage or re-engage in everyday activities
and mainstream participation. The scientific evidence is weaker for this domain, but
is clear on a few points. Despite the near-completion of the de-institutionalisation
agenda, many people with long-term health problems continue to anticipate
discrimination32,33, and health services remain a central part of people’s day-to-day
life34. It is also unfortunately clear that health workers hold stigmatising views35, and
that stigma has negative consequences for help-seeking behaviour36. Connecting with
the community and using social, rather than biological or genetic, understandings
of ill-health37 are the best approaches to reducing stigma. More generally, the
evidence about Recovery4 and wellbeing38 both indicate the central importance of
connections, yet the evidence shows that services are not always good at supporting
for example spiritual development39, cultural identity40 and other normal entitlements
of citizenship41. New approaches to measuring citizenship experiences are being
developed42 and may become the test of our success in supporting people to live a
life beyond illness.

Box 4: Working with Families
Significant progress has been made in the support available for families and friends
of people using Trust services. The Trust has signed up to The Triangle of Care1, a
therapeutic alliance between service users, staff and carers to promote Recovery and
Wellbeing. All Trust teams have carried out a self-assessment using the six standards
of the Triangle of Care with the purpose of ‘Building a Carer Friendly Trust’.
•	In Adult Mental Health all teams now have an identified Carer Lead
•	There are a number of Carer groups running across the county often in partnership
with Carer volunteers and third sector services
•	By December 2016, 224 staff working in Adult Mental Health had been trained in
Behavioural Family Therapy
•	Service users, families and staff can access the co-produced “Introduction to Family
Work” course through the Recovery College
•	In 2015-2016 4,445 service users received some form of family inclusive intervention
in the community. There were 15,462 family interventions in total during this year
We aim to increase support to families over the next five years so that all those who
support people using services are offered information, support and where appropriate
structured, evidence based interventions such as Behavioural Family Therapy. This
approach can help support networks to move forward, working together to increase
understanding, build coping strategies, communication and problem solving skills.

1
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Triangle of Care link http://www.nottinghamshirehealthcare.nhs.uk/carers-how-we-work-with-you

Recovery Strategy Delivery Plan
This Recovery Strategy will be implemented through 7 Trust-wide workstreams
which will oversee, inform and support the development of initiatives which have
relevance and applicability in all Trust services.
These include: ‘Changing the Culture’;
‘Recovery
College’,
‘Peer
Support’,
‘Reducing Risk’, ‘Carers and Families’,
‘Staff Wellbeing’, and ‘Life Beyond Illness’.
Each of these workstreams has a named
professional and Peer Lead and each has,
or is developing, a strategy approved by
the Trust-wide Recovery Steering Group
specifying clear goals, actions, timing
and a means of monitoring progress and
evaluating impact (these are available from
Learning and Development).

3.	Team Development and Support – the
Organisational Consultancy Unit will
provide support to all clinical teams to coproduce an Annual Team Recovery Plan.
This will involve: collecting all relevant
data from a range of sources; compiling a
team performance report; presenting this
at an annual away day; facilitating team
reflection on strengths, achievements and
ambitions; enabling the co-production
of an agreed action plan for the coming
year.

In addition different directorates have
developed their own action plans with
specific goals determined by the nature of
their service, their clinical strategy, CQUINs
and national priorities. These action plans
are available as separate documents
(available from Learning and Development).

4.	National expertise - a number of places
will be offered to staff wishing to
attend ImROC action learning sets and
conferences which provide opportunities
to learn alongside others working
nationally to tackle similar challenges in
supporting Recovery focused services. In
addition ImROC support from leading
Recovery experts will be made available
for Trust services wishing to tackle novel
and challenging initiatives.

Supporting the implementation of these
strategies and action plans are six
mechanisms provided by The Learning and
Development Academy:
1.	Co-production
Support
Group
–
providing a trained and supported group
of people who have lived experience of
using Trust services, each with a specific
area of interest and expertise and
each supported in their own personal
development plan. This invaluable
resource will ensure that it is possible
for all activities and decision-making
relating to the Recovery Strategy to be
co-produced.
2.	Learning and Development Recovery and
Wellbeing Prospectus – offering a wide
range of courses, action learning sets,
targeted team support and masterclasses
with internal and external speakers all
designed to support elements of the
Strategy.

5.	A number of places will also be offered
at the Refocus on Recovery Conferences
supported by the Trust which profile
international research into Recovery.
6.	A Recovery Evaluation Team will be set up to:
a. Offer support to teams to monitor
their own initiatives through local
evaluation projects and through
bidding
for
research
funding.
b. Collate the data collected through
Annual Team Recovery Plans to provide
a Trust wide report on team action and
progress in relation to Recovery.
c. Lead co-produced evaluation of
specific elements of the Recovery
Strategy.
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d. Support Trust staff who wish to publish accounts of their Recovery initiatives.
e. Work with ImROC to develop service-wide Patient Reported Outcome and
Experience Measures (PROMs and PREMs) as required by commissioners.
In addition, the Trust has invested in academic expertise in Recovery, and a Recovery
Research Group will be set up to support collaborative research between the Institute of
Mental Health and the Trust. This Research Group will be led by Professor Mike Slade who
has already won funding for the RECOLLECT study of recovery colleges and the NEON
recovery narratives programme grant – these are both funding coming to Nottinghamshire
Healthcare and will bring benefits for evaluating pro-Recovery innovation in our Trust
and positioning Nottinghamshire Healthcare as thought leader in Recovery.

Governance
Two Recovery Steering Groups oversee
the implementation of the Recovery
Strategy in:
1. 
Forensic Services (including High, Low
and Medium Secure inpatient services,
Community Offender Health and Prison
Health Teams).
2.	
Local Partnerships (including Adult
Mental Health, MHSOP, Specialist Services
and services previously known as ‘Health
Partnerships’).
These groups are attended by workstream
leaders and service specific Recovery leads.
They meet bi-monthly to share progress
with implementation of the Strategy in
their services and offer each other solution
focused support and report to the Trust
wide steering group.
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The Trust wide Steering Group is chaired
by the Medical Director (Executive Sponsor
of Recovery) and members include the
Chairs of the two service specific Recovery
Steering Groups, Head of Communications,
Director of Human Resources, Associate
Director of Learning and Development,
Head of Involvement, Commissioner,
External/Community Group Lead, Professor
of Recovery, Peer Support Lead and
Trust-wide Recovery Lead. This group
comprises individuals who both represent
a constituency and can disseminate
information back into that constituency and
who have influence and information about
the potential development of Recovery
focused practice and strategy. It is this
group that is accountable to the Trust Board
for delivery of the Strategy.

TRUST RECOVERY STEERING GROUP
(CHAIR: Executive Medical Director)

Local Partnerships
Recovery Steering Group
Chair: Clinical Director
Specialist Services

Changing
the
Culture

Recovery
College
and coproduced
education
for people
using the
service

Peer
Support –
transforming
the
workforce

Forensic Services
Recovery Steering Group
Chair: Associate Director
Nursing (Forensic)

Changing
the
way we
approach
Risk

Supporting
staff in
their
journeys

Increasing
opportunities
for ‘Life
Beyond
Illness’

Families
and
Friends

Team Recovery Champions, peer and professional,
in every clinical team
Supported by Learning & Development:
Evaluation, training, masterclasses, learning sets, ImROC

Evaluation
For this Strategy to be successful it needs to deliver measurable outcomes and benefits.
Each workstream will provide an annual report on progress towards their agreed
goals using relevant qualitative approaches and quantitative measures (e.g. collation
of Team Recovery Plans (changing the culture); collation of individual learning plan
data (Recovery Colleges); introduction of routine outcome measurement by Peer
Support Workers (led by Peer Support Development Team); collation of patient
reported outcome and experience measures (PREMs and PROMs).
15

16

1. Changing the Culture

The actions to
implement the
Recovery Strategy

‘Changing
conversations’
framework

Personal Recovery and
Wellbeing Plans/Selfmanagement Plans and Joint
Crisis Plans available for
everyone using the service.

Review of documentation to:
•	take the emphasis off
symptoms and problems and
structure care plans around
strengths, possibilities and
personal aspirations
•	understand a person’s family
relationships, community,
culture and values

Co-produced Recovery focused
care plans developed with
everyone using the service.

Towards shared decisionmaking and more equal
partnership

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

•	Service user and carer
feedback
•	External feedback (CQC,
Clinical Strategy and
Business Plan)
•	Recovery focus (feedback
from TRIP, Recovery Forums,
ImROC events)
•	Training informed practice
with people using services
and staff

Team Recovery Plans coproduced annually in every
clinical team through an
externally facilitated whole
team (including people using
the service) away day. Review
and reflection to include
consideration of:

Towards co-produced and
co-delivered services

Changing the conversation
between services and the
people who use them

•	Partners to be invited to
launch of Recovery Strategy
and given opportunity to
promote their own work

Closer relationships to
be developed with local
community resources and
organisations through:

Recovery Steering Groups and
Recovery Forums to include
third sector and community
organisations.

Access to Open Dialogue
services to be increased as
one approach which actively
explores social networks
and engages families and
communities.

Towards facilitating access
to communities and
community resources

Changing the conversation
between services and
communities
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Review of current
documentation and coproduction of a new suite
of personal Recovery and
Wellness Plans to provide more
choice and relevance.

1. Changing the Culture
(continued)

Shared entries in notes and
wherever feasible self-held
records.

Peer Support Workers
employed throughout the
Trust so that everyone using
services has the opportunity to
receive support from someone
explicitly drawing on their own
lived experience.

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Co-produced Recovery
learning and development
for staff and people who use
services available in both the
Recovery College and delivered
by Learning and Development
(see Recovery and Wellbeing
Prospectus in Learning and
Development).

•	Staff feedback (staff wellbeing,
learning and development
priorities, PADs and team
functioning questionnaire)
•	Performance (CQUINs,
performance dashboard)
•	Achievements, Strengths
•	Areas for Development
including co-production and
co-delivery of a Recovery
Action Plan

Changing the conversation
between services and the
people who use them

Increase engagement with
primary care, social care and
third sector organisations
through actively exploring
local opportunities for every
individual in care/Recovery
planning.

Specific events to be organised
which explore community
resources and organisations’
views about challenges and
opportunities of working more
closely with the Trust

Changing the conversation
between services and
communities
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There will be renewed
emphasis on dialogical
principles in communications
throughout the Trust.

Focused support available for
teams in crisis or following
critical incidents (from Learning
and Development).

Changing the conversation
between services and the
people who use them
Changing the conversation
between services and
communities

Open Dialogue Nottingham (ODN) is a network that values and uses the shared expertise of all members (people who have experienced mental and emotional distress; social network
supporters; mental health professionals plus self help and voluntary groups, to: promote, protect and develop the Open Dialogue Approach and advance education in the Open
Dialogue Approach to improve mental health and wellbeing.

1

Promotion of the open
Dialogue approach (43,44)
where the experiences and
ideas of all Trust staff are
valued and shared solutions
are generated through open
and transparent conversations.

1. Changing the Culture
(continued)

This approach to be
disseminated to increase
learning opportunities
developed and co-produced
in partnership with the Open
Dialogue Steering Group and
Open Dialogue Nottingham1.

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework
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Increase opportunities for staff to
learn alongside people who use
services (in Recovery College and
Learning and Development) to
break down ‘them and us’ barriers
and change attitudes/practice.

Courses offered in Recovery and
Wellbeing/self-management
planning for emotional and
physical health problems.

•	allow people to access
expertise of professionals and
expertise of lived experience
•	enable people to gain the
confidence and skills to engage
in shared decision-making

Co-produced learning
opportunities:

2. Recovery College and
co-produced education for
people using the service

(See Recovery College
Development Strategy)

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Peer Workers have the
opportunity to contribute to
the development of Recovery
College courses to support
their effective working
practice.

Introductory courses offered in
Open Dialogue in partnership
with the Open Dialogue
Steering Group and Open
Dialogue Nottingham.

Courses in co-production
offered for both staff and
people using services.

Recovery College is founded
on co-production. Curriculum
co-produced and all courses
co-produced and co-delivered.

Changing the conversation
between services and the
people who use them

Spokes developed specifically
tailored for people from
particular communities (e.g.
BME communities, faith
communities, lesbian and gay
communities and veterans).

Courses increasingly available
to third sector organisations,
community organisations and
individuals in the community.

College works in partnership
with community organisations/
facilities, third sector providers.

Courses and individual learning
plans enable people to identify
personal goals and aspirations
and explore/access community
opportunities.

Changing the conversation
between services and
communities
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Peer Workers offer a different
relationship based on mutuality
and reciprocity.

Carer Peer Support Workers
employed to support family
and friends.

Employing Peer Workers in
teams raises expectations for
people they work with and
changes staff attitudes.

3. Peer Support –
transforming the workforce

(See Peer Support Strategy)

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Recovery College employs
Peer Trainers and professional
trainers to ensure expertise
of lived and professional
experience informs all learning
opportunities.

Clinical teams will be
supported to understand the
contribution of team members
with lived experience and to
support them to fulfil their
potential.

More people who are trained
to explicitly draw on their
own lived experience will be
employed in various roles in
teams across the whole Trust
including Specialist Services,
Mental Health Services for
Older People, people with long
term physical conditions and
Forensic Services.

Changing the conversation
between services and the
people who use them

Peer networks, self-help
groups and service user led
organisations are invited into
services to run sessions, provide
support, contribute to care
planning and review process.

Peer Workers:
•	help people to see themselves
as ‘more than a patient’ so
they can start to identify what
is important to them in life
•	support people to explore
what the community has to
offer, help people to engage
in community roles and
activities (in line with their
preferences and aspirations),
and maintain/develop social
networks and friendships in
their community
•	help people to access Peer
networks, self-help groups and
service user led organisations
in the community

Changing the conversation
between services and
communities
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(See Peer Support Strategy)

3. Peer Support –
transforming the workforce
(continued)

‘Changing
conversations’
framework

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)
Peer Trainers and students to
be involved in the national
RECOLLECT Study of Recovery
Colleges.

Changing the conversation
between services and the
people who use them

People who use services will be
invited to contribute to the IMH
‘think-tank’ to put voices of
lived experience into social and
political debate about health.

Tailored Peer Support Training
offered to third sector
organisations and BME groups
to address specific cultural,
spiritual and ethnicity issues.

Changing the conversation
between services and
communities
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•	collaborative care planning
focused on personal goals
and preferences and
personal priorities, not
simply risk reduction
•	joint crisis plans
•	jointly produced safety plans
and shared responsibility for
safety
•	challenge and reduce use of
‘Blanket Rules’
•	Post Incident Reviews (PIRs)
following use of restraint.
Service user and staff
collaboration to examine
the pathway to a restraint
incident and prevention
lessons thereon

The Reducing Restrictive
Practice initiatives all seek to
increase person centred, safe,
Recovery focused care, these
include:

4. Changing the way we
approach Risk

(See Reducing Restrictive
Practice Strategy)

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Ward Rounds and Care
Reviews organised in a
collaborative way building
on the ‘Ideal Ward Round’
initiative.

Courses in the Recovery
College offered in
‘understanding your risk
assessment’, ‘joint crisis
planning’ and enabling people
to recognise early warning
signs and signs that a crisis is
looming.

Changing the conversation
between services and the
people who use them

‘Positive risk taking’ is achieved
through shared safety plans
directed towards enabling
people to do the things they
value as safely as possible.

Changing the conversation
between services and
communities
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•	Ideal Ward Round – onward
development into inpatient
areas of service user led
redesign of ward rounds
•	user led review of all
incidents to learn what could
have been done to improve
the process

4. Changing the way we
approach Risk (continued)

(See Reducing Restrictive
Practice Strategy)

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework
Changing the conversation
between services and the
people who use them

Changing the conversation
between services and
communities
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The staff recruitment process
will be increasingly focused
on applicants’ values and
principles.

5. Supporting staff in their
journeys

Increasing numbers of staff
will be recruited with effective
contribution of people who
use services on interview
panels.

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Team meetings include
celebration of positive
Recovery focused outcomes
not simply problems.

Reflective practice within
teams to celebrate Recovery
focused practice and problemsolving.

Team Recovery Plans include
procedures for Recovery
focused practice for staff
within teams and training for
staff in using lived and life
experience in their work.

Learning and Development
Recovery and Wellbeing
Prospectus will increase
courses on self-management
of wellbeing for staff.

Changing the conversation
between services and the
people who use them
Changing the conversation
between services and
communities
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5. Supporting staff in their
journeys (continued)

‘Changing
conversations’
framework

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

Team support will be
available from Learning and
Development to support staff
teams to embrace change and
deal with challenges.

Guidelines on ‘boundaries’
emphasise the importance
of using lived and life
experience at work as well as
‘professional’ expertise.

Changing the conversation
between services and the
people who use them

Changing the conversation
between services and
communities

26

Care/Recovery planning and
review process will focus on:

6. Increasing opportunities
for ‘Life Beyond Illness’

•	gaining an understanding of
the person in the context of
their family, social network,
community and culture
and the possibilities and
challenges that these afford
•	understanding what the
person considers to be
valued activities and roles
•	taking a coaching approach
to support the person to
achieve these
•	enabling people to do the
things they value and pursue
their aspirations rather than
decreasing deficits and
dysfunctions

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

‘Trip Advisor’ type systems for
people using services to record
their experiences of using
different community resources
and activities to inform other
service users.

Community resource
directories will be compiled
within teams in conjunction
with people using the service
and local community resources
and groups.

Changing the conversation
between services and the
people who use them

Closer relationships will be
developed with local colleges,
faith communities, community
groups, sports facilities etc (see
above).

Numbers of trained
employment specialists within
teams will be increased to offer
evidence based supported
employment (IPS).

Bridge builders will be
developed as part of team
Recovery planning process to
focus on different community
sectors within teams.

Learning and Development
courses in community asset
mapping and community coproduction.

Changing the conversation
between services and
communities
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Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

•	prioritising employment
and utilising an individual
placement and support
approach to increase
numbers who achieve and/or
maintain employment

‘Changing
conversations’
framework

6. Increasing opportunities
for ‘Life Beyond Illness’
(continued)
Outcome indices focus on
‘getting a life’ rather than
‘getting rid of problems’, a
home of your own, friends and
social networks, opportunities
to work/contribute to family
and community.

Changing the conversation
between services and the
people who use them

An open dialogue approach
will be increased. Evidence
suggests that this reduces
reliance on services and
engages people in their own
life goals, with support from
their social networks.

Opportunities for social
prescribing will be explored
with commissioners to prevent
admission, reduce loneliness
and to engage people with
activities that they value.

Changing the conversation
between services and
communities
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(See Box 4 for more details
about working with families
in the Trust, page 12)

Family education provided to
enable families and friends to
recognise strengths, abilities
and potential (in themselves
and their relative), and how
these might be used and
developed, rather than simply
focusing on problems.

Recovery College courses
offered to families and friends
of people using services across
the whole geographical patch
covered by the Trust.

Relatives involved in
collaborative care planning and
joint safety plans.

Development of the Open
Dialogue approach which
places the person, their family
and others who are important
to them at the centre of all
treatment planning, discussion
and decision making.

Increased courses offered to
staff in working with families.

7. Families and Friends

(See Carer Strategy)

Changing the conversation
between health workers
and the people they support
(individuals and their family
and friends)

‘Changing
conversations’
framework

Procedures to enable families
to be involved in decisionmaking (e.g. provision of
notice of reviews, reviews in
the evening etc) co-produced
with carers.

The development of the Open
Dialogue approach which
promotes agency, values the
experience and knowledge of
the person and their families,
friends and carers and engages
them in finding shared
solutions to the difficulties they
are experiencing - together
with Trust staff.

Carer Leads identified in every
team.

Carer Strategy lays out
requirements for all teams to
implement Triangle of Care.

Carer Strategy lays out full
plans for working with
families, friends and carers.

Changing the conversation
between services and the
people who use them

Social network mapping will
increasingly be used in the
assessment process to identify
valued sources of support and
to increase active support for
retaining community roles,
activities and relationships.

Carer health and wellbeing
plans will be developed and
offered to family members to
enable them to consider ways
in which they can stay well and
to enable them to access the
things they value.

Changing the conversation
between services and
communities
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