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Abstract

Background: Over past decades, improvements in longer-term clinical and personal outcomes for individuals
experiencing serious mental illness (SMI) have been moderate, although recovery has clearly been shown to be
possible. Recovery experiences are inherently personal, and recovery can be complex and non-linear; however,
there are a broad range of potential recovery contexts and contributors, both non-professional and professional.
Ongoing refinement of recovery-oriented models for mental health (MH) services needs to be fostered.

Discussion: This descriptive paper outlines a service-wide Integrated Recovery-oriented Model (IRM) for MH
services, designed to enhance personally valued health, wellbeing and social inclusion outcomes by increasing
access to evidenced-based psychosocial interventions (EBIs) within a service context that supports recovery as both
a process and an outcome. Evolution of the IRM is characterised as a series of five broad challenges, which draw
together: relevant recovery perspectives; overall service delivery frameworks; psychiatric and psychosocial
rehabilitation approaches and literature; our own clinical and service delivery experience; and implementation,
evaluation and review strategies. The model revolves around the person's changing recovery needs, focusing on
underlying processes and the service frameworks to support and reinforce hope as a primary catalyst for
symptomatic and functional recovery. Within the IRM, clinical rehabilitation (CR) practices, processes and
partnerships facilitate access to psychosocial EBIs to promote hope, recovery, self-agency and social inclusion. Core
IRM components are detailed (remediation of functioning; collaborative restoration of skills and competencies; and
active community reconnection), together with associated phases, processes, evaluation strategies, and an illustrative
IRM scenario. The achievement of these goals requires ongoing collaboration with community organisations.

Conclusions: Improved outcomes are achievable for people with a SMI. It is anticipated that the IRM will afford MH
services an opportunity to validate hope, as a critical element for people with SMI in assuming responsibility and
developing skills in self-agency and advocacy. Strengthening recovery-oriented practices and policies within MH
services needs to occur in tandem with wide-ranging service evaluation strategies.
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Background

Disorders such as schizophrenia were historically viewed
as chronic, degenerative illnesses, with little prospect of
improvement or recovery. These negative and debilitat-
ing notions of serious mental illness (SMI) were chal-
lenged by the consumer movement, with recovery
perspectives bringing a new sense of meaning and pur-
pose to individual’s lives, even though symptoms might
remain [1-4]. However, in the absence of clear oper-
ational or scientific definitions of ‘recovery, it was ques-
tioned whether the process would be understood and
amenable to collaborative interventions [5], or the value
of the term compromised [6] and potentially comman-
deered by those seeking to reduce service costs [7, 8].
Concerns that recovery-focused initiatives could default
to rhetoric rather than practice were also raised [9, 10].

Consumer research identified recovery as both a
process and an outcome, involving factors related to per-
sonal wellbeing and social inclusion, which were distinct
from traditional clinical domains [4, 11]. Nevertheless,
some scepticism remains around the notion of recovery
[12], coupled with concerns that the burden of risk will
be borne by families and carers [13]. It is generally ac-
cepted that improved mental health (MH) outcomes can
be achieved through access to a range of psychosocial
evidence-based interventions (EBIs) [10, 14—16]. How-
ever, sufficient service ‘infrastructure’ needs to be activated
to ensure recovery-oriented approaches are successfully
embedded into everyday practice and access to EBIs is
enhanced.

Advances in psychopharmacology made it possible for
many people with SMI to be discharged from long-stay
care. However, they were often discharged from highly
structured inpatient environments with little provision-
ing for their needs, which according to some reports,
did not extend beyond a prescription [17]. It became
increasingly apparent that many individuals experience a
constellation of signs and symptoms superimposed and
interacting with a background level of impairment and
disability. Function is often impaired across multiple
domains (e.g., cognition, living skills, social skills, occu-
pation/education) and the level of impairment can often
be exacerbated by relapse and deteriorate further with
subsequent episodes [15].

Whilst psychopharmacological treatments have im-
proved and are considered fundamental to illness man-
agement, their role in the restoration of skills considered
essential for a satisfying and fulfilling life is at best lim-
ited. For example, Meltzer [18] was unable to identify a
correlation between amelioration of positive symptoms
and social outcomes. It is also evident that medications
have not solved the problem of relapse [19] and carry
significant side effects and risks, including over-reliance,
poly-pharmacy and inappropriate use [20]. Following a
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20 year longitudinal study, Harrow et al. [21] state that
“antipsychotics are not effective in eliminating or redu-
cing psychosis for the great majority ... and may impede
recovery of some ...” (p. 3013). Further, Deacon [22]
suggests that under biomedical treatment models there
has been a sharp increase in psychiatric medication use,
a broad lack of clinical innovation, and poor MH
outcomes.

Despite calls for reform, the disparity between the
recovery needs of individuals with SMI and service
delivery paradigms is reflected at several levels. For
example, among young people, schizophrenia remains
one of the top ten causes of disability [23]. People
with psychotic disorders represent 25% of total disease
burden [24] and schizophrenia is the 3rd most important
disease in terms of years lived with disability for those
aged 15-44 years [25].

Poor physical health is also experienced by many
people with psychotic disorders, with 45.1% classified as
obese and 33.5% assessed as having low physical activity
[26]. The majority of people with SMI are also un-
employed (78.5%), have poor education levels, impaired
social skills (63%), and limited contacts [26]. Conse-
quently, the estimated annual economic cost in Australia
for all psychotic disorders is $4.91 billion from a societal
perspective and $3.52 billion from a government per-
spective [27]. Moreover, even though annual costs have
been relatively stable (over the 2000-2010 decade), there
has been a significant redistribution of costs to the non-
health sector, in line with Australian government initia-
tives [28]. The high and continuing levels of burden
associated with SMI have prompted some authors to call
for ‘widespread systemic change’ to MH systems, pro-
moting an increased emphasis on shared decision mak-
ing, independence (e.g., financial, residential, personal)
and social connectedness [10].

Regional opportunities and imperatives
Like many countries, Australian MH services are cur-
rently in a state of transition, including: formulation of
national frameworks with an increased focus on recover-
oriented care provision [29-31]; development of a new
Australian MH Care Classification [32]; and introduction
of Activity Based Funding [33]. In broad terms, recovery-
oriented service delivery: “... is centred on and adapts to
people’s aspirations and needs, rather than people having
to adapt to the requirements and priorities of services” and
it has a “...responsibility to provide evidence-informed
treatment, therapy, rehabilitation and psychosocial sup-
port that assist in achieving the best outcomes for people’s
mental health, physical health and wellbeing” [30], p. 26.
Within New South Wales (NSW), planning commenced
in 2005 to establish a number of sub-acute inpatient MH
units, with the primary goal of improving access for people
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with SMI to recovery-focused rehabilitation services that
were highly integrated and rigorously evaluated [34]. This
provided an opportunity for Hunter New England Mental
Health services to develop an innovative model of care at a
level of service delivery that had not previously been
explored. Details about the specific 20-bed, sub-acute
Intermediate Stay Mental Health Unit (ISMHU) that was
initially established are provided elsewhere, together with
our preliminary service evaluation [35].

Importantly, development of a new level of regional
MH care necessitated consideration of all of the poten-
tial MH service pathways and partnerships, together
with their treatment models and intended goals. Within
this context, and given the limited availability of estab-
lished service-wide, recovery-focused models of care
[36—39], a broader framework for an Integrated Recovery-
oriented Model (IRM) for MH services was formulated,
which sought to support and promote ‘remediation,
restoration and reconnection’.

The primary purpose of this paper is to outline the
IRM and to stimulate ongoing refinement of recovery-
oriented service models. Evolution of the IRM is charac-
terised with respect to five broad challenges. The first
three challenges relate to identification of: 1) relevant
recovery perspectives; 2) overall service delivery frame-
works and models; and 3) key features and processes
associated with current specialised clinical rehabilitation
(CR) interventions for people with enduring SMI. The
fourth, or central challenge, is to draw together the main
elements from these first three challenges into a coher-
ent, service-wide IRM for MH service delivery. The fifth
challenge relates to devising relevant implementation,
evaluation and review strategies for recovery-oriented
MH service models and components.

Recovery perspectives

Challenge 1

Identifying the aspects of personal and clinical ‘recovery’
and related approaches that need to be considered in
re-designing ‘recovery-oriented’ MH services.

Recovery possibilities and needs

Research has shown that recovery is possible [40, 41]
and that people with SMI value the opportunity to
participate and contribute to society [42]. However,
for many there is limited access to EBIs that may
prove effective in supporting hope and restoring con-
fidence and competence [43]. Mojtabai et al. [44]
found that more than 50% of people with schizophre-
nia received either no treatment or suboptimal treat-
ment. Torres-Gonzalez et al. [45] identified six areas
of specific need: frequent complications and co-
morbidities (e.g., substance misuse); psychological,
social and economic needs; early interventions to
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reduce illness progression; treatment augmentation
with rehabilitation EBIs; maintenance of service con-
tacts; and greater research efforts into existential
needs. Better access to psychosocial interventions and
well-managed medication are warranted [14, 45], to-
gether with a shift away from case/risk management
practices to service models that facilitate access to
EBIs [10, 20].

Recovery goals

The term recovery is clearly multi-layered. Nevertheless, it
carries an unequivocal message of a better outcome, con-
veying a sense of hope; it may also carry expectations in
regard to interventions, timeframes and supports. At-
tempts to reintroduce hope and optimism are based on
the view that recovery is possible even though residual
limitations may remain. Unlike physical medicine, where
recovery goals are generally well understood, the role and
significance of rehabilitation for people with SMI has been
less well understood - even though psychiatric rehabilita-
tion has always been about ‘recovery’ [19] and supporting
self-determination and independence through improve-
ments in wellbeing and role functioning.

Snyder et al. [46] described hope as “the person’s per-
ceived ability or internalised belief that he or she can
produce goals, pathways and agency” (p. 89), suggesting
that, as a goal directed motivational process, hope re-
quires constant feedback and agency. If hope is a catalyst
for change and improved health outcomes [46], the
question arises as to how hope is both generated and
sustained. This also brings into focus the ethical require-
ments of beneficence (doing good) and maleficence
(avoiding harm) that typically guide health service
provision. Some recovery-oriented frameworks propose
that hope may be generated through service and cultural
reforms; for example, “.. the physical, social and cul-
tural service environment inspires hope, optimism and
humanistic practices for all who participate in service
provision” ([47], p. 7). Although such statements are very
positive, they run the risk of being overpowered and
reverting to rhetoric, unless driven by outcomes that
reconfirm the considerable investments in recovery.

Le Boutillier et al. [37] suggested that promoting
citizenship and a clear sense of place are core goals
for recovery-oriented MH services, the primary pur-
pose of which is to encourage self-agency. Validating
personal goals can also help to reduce a client’s sense
of frailty and hopelessness. Liberman and Kopelowicz
[5] proposed that as improvements are made in a
range of personally valued domains, more subjective
qualities such as hope, empowerment and autonomy
become evident. Snyder et al. [46] suggested that the
processes of hope and rehabilitation “fuel each other
in an iterative manner over the temporal course of
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treatments” (p. 107). Recovery can be complex and
non-linear, with hope seen as critical in shaping and
sustaining improvements in a range of skill domains,
consistent with social inclusion [48, 49].

Recovery processes

Early access to rehabilitation interventions has been
associated with better functional outcomes [50]. Making
rehabilitation available across the continuum of care
may reduce health costs by shortening hospital admis-
sions, reducing activity limitations, and improving qual-
ity of life. More generally, the discipline of psychiatric
rehabilitation has contributed much to improving ser-
vice delivery and outcomes [17]. Psychiatric rehabilita-
tion challenged the MH system to think more
expansively and respectfully about people with SMI,
promoting choice, shared decision-making, consumer
involvement, and a focus on inherent strengths and
recovery possibilities.

The discipline of psychiatric rehabilitation promoted
the adoption of a broad, holistic approach and advocated
for access to quality residential, education and employ-
ment opportunities. Quality frameworks were also intro-
duced, including comprehensive multidisciplinary and
inter-service team reviews. Due to the obvious synergies
with the recovery approach, rehabilitation services have
been proactive in adopting consumer oriented recovery
strategies. Much has also been done to reduce the nega-
tive approach associated with the official nosology of
schizophrenia, in which therapeutic nihilism and stigma
have operated as self-fulfilling prophecies [5]. Perhaps,
reluctance to accept the discipline stems from the fact
that psychiatric rehabilitation is relatively easy to define
but, as highlighted by Anthony and Farkas [17], any
explanation belies the complexities of the processes
involved.

An understanding of personal recovery as a subjective
experience has emerged and this meaning now under-
pins MH policy internationally e.g., [38, 51]. While the
provision of recovery-oriented care is a guiding
principle, implementing recovery-oriented or recovery-
enabling [52] practices requires transformations within
MH systems [10, 38, 39]. In some sectors, such as MH
inpatient settings, there is limited research directly
addressing recovery-oriented practice [39, 53]. However,
a recovery enabling framework has been proposed to
address workforce gaps in core recovery competencies
among inpatient providers [52].

Until recently, the focus was almost exclusively on
clinical recovery [54]. Central to the delivery of
recovery-oriented services is a shared understanding
of recovery between consumers, carers and health
professionals [51]. Recovery-oriented psychiatric re-
habilitation can be seen as supporting people with
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SMI in the pursuit of a meaningful life [55]. As re-
covery is an ongoing and non-linear process,
recovery-oriented experiences and opportunities dur-
ing periods of hospitalisation also need to be ad-
equately addressed [52].

Recovery contexts

Once again, it needs to be explicitly acknowledged that
recovery experiences, opportunities, trajectories, and
evaluations are inherently personal. Among people with
SMI, recovery is generally viewed as “a journey of small
steps”, within which participation in everyday activities is
“frequently considered as both facilitators and indicators
of recovery” ([10], p. 237). Moreover, while the current
paper is primarily about recovery-oriented MH service
provision, there are a broad range of potential recovery
contexts and contributors and, for many people, profes-
sional interventions may play a relatively minor or time-
limited role [56]. On the other hand, individuals with
enduring SMI are likely to be influenced proportionately
more by the attitudes and practices of specialised MH,
general health, and community managed services. Im-
portantly, key processes associated with recovery (e.g.,
sustaining hope, promoting self-agency and reconnec-
tion) need to occur both within and outside of MH
services [56] and, where possible, be enhanced by inte-
grated, recovery-oriented practices.

Service delivery frameworks and models

Challenge 2

Reconciling the broad array of general and specialised
service delivery frameworks, models and intervention
strategies of potential relevance to ‘recovery-oriented’
MH services.

There are numerous recommendations about service
delivery approaches, ranging from general health or MH
focused over-arching ‘frameworks; through broad ‘inter-
vention strategies’ or ‘models; to specific ‘targeted inter-
ventions. The WHO International Classification of
Functioning, Disability and Health [ICF, 57] provides a
general framework for considering the spectrum of
needs of people with SMI. Integrating medical and social
models for people with health conditions, the ICF
focuses on human functioning, activity and participation,
rather than disease and disability. It also provides a
comprehensive guide to the identification of a range of
protective and risk factors. For example, at the level of
body function, the ICF framework includes consider-
ation of psychotic symptoms, poor concentration and
memory, low self-esteem and confidence. Activity limita-
tions may include poor self-care, poor physical health,
social withdrawal, and an inability to follow instructions.
Participation restrictions may be reflected as the inability
to continue education, difficulties maintaining social
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relations, problems with accommodation and accessing
recreational activities. Consequently, an array of recovery-
oriented approaches may be required to promote and
sustain hope and resilience, facilitating improvements in
personal functioning, activity and social participation.

The ICF has previously been implemented in an Italian
psychiatric rehabilitation setting and reported to be a
helpful framework among people with SMI, promoting a
common language and integrated treatment model,
supporting the development of client focused individual
rehabilitation plans and improving services [57]. Simi-
larly, individualised approaches to recovery in vocational
rehabilitation have found positive effects on both clinical
and employment outcomes [58]. Although the research
literature provides some assistance in regard to recovery-
oriented frameworks, it provides limited guidance on
optimal delivery systems or recovery-oriented models for
MH services.

Perkins and Slade ([59], p. 33) noted that “there can be
no ‘blueprint’ for recovery — each person must find their
own way”, although key factors important in supporting
recovery-oriented practice and transforming MH ser-
vices have been identified in the recovery literature. Le
Boutillier et al. [37] proposed a conceptual framework to
guide practice, focusing on four domains: promoting
citizenship; organisational commitment; supporting per-
sonally defined recovery; and working relationships.
Hopper [60] viewed recovery as a therapeutic endeavour
and proposed four stages in the recovery process: renew-
ing a sense of possibility; regaining competencies; recon-
necting and finding a place in society; and reconciliation.
Rodgers et al. [61] employed a staged approach, mapping
EBIs for each stage of the recovery process.

From a service model perspective, Thornicroft and
Tansella [62] suggested service configurations should be
balanced between hospital and community services, out-
lining three levels of care: primary care with specialist
back-up; mainstream MH care; and specialised MH
services. Specialised services included: early intervention;
assertive treatment teams; alternatives to acute inpatient
care; residential care and vocational rehabilitation.
Adopting a slightly different approach, Flannery et al.
[63] developed a service model based on the core func-
tions required for a recovery-focused MH system: acute
care (community teams and alternatives to inpatient
care); emergency services; continuing care partnerships
(assertive treatment teams, supported accommodation,
therapy services, vocational rehabilitation and drop-in
centres); and early intervention services. Although this
pragmatic approach could be introduced with minimal
cost, it is unclear how access to EBIs and other major
requirements of recovery-focused models would be
achieved. The fundamental tenant of any reform should
be that recovery is supported as both a process and an
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outcome. If this does not occur, there is an inherent risk
that traditional imperatives will prevail and re-establish a
disconnected dichotomous system (e.g., acute/emer-
gency vs. disability support services).

Slade et al. [38] identified ten validated interventions
that support recovery by targeting key processes (con-
nectedness, hope, identity, meaning and empowerment
[CHIME]) [64], illustrative of the types of interventions
expected in recovery-oriented MH systems. These in-
cluded: peer support workers; advance directives (if fu-
ture capacity is lost); wellness recovery action planning
(WRAP) tools and processes [65]; illness management
and recovery (IMR) [66]; the REFOCUS model (recov-
ery-promoting relationships and work practices) [67, 68];
strengths-based models [69]; recovery colleges or reco-
very education programs; individual placement and
support (IPS) [70]; supported housing; and MH tria-
logues (community forums). Many of these EBIs can be
implemented regardless of the specific recovery-oriented
model; although some have been evaluated predomi-
nantly in community MH settings [38]. Others involve
more complex manualised pro-recovery interventions or
modules, such as the REFOCUS model, IMR program,
and WRAP, which also emphasises peer support in
the development of individual recovery plans [65].
Strengths-based case management models supporting
consumer directed care have also been implemented
in both acute and community MH settings [69, 71],
focusing on personal strengths and goals rather than
deficits, and integrating a variety of EBIs. While all
approaches support recovery, few provide an over-
arching framework and service-wide model for MH
care provision.

Internationally, implementing recovery-oriented prac-
tices has posed challenges for MH services [65, 72]. In
Australia, a need for MH systems transformation has
also been identified, in order to provide a continuous
recovery-oriented care framework that links acute in-
patient and community services [73]. Recent conceptua-
lisations of recovery-oriented practice have focused
primarily on clinical and personal recovery; however, a
new concept of service-defined recovery is seen as trans-
lating recovery into practice according to the goals and
needs of an organisation [74]. This accords with earlier
suggestions that an ideal model should “link the abstract
concepts that define recovery with specific strategies, that
systems, agencies and individuals can use to facilitate it’
([75], p. 482). While service approaches operationalising
recovery-oriented practice are yet to be extensively
evaluated, research on staff perspectives has identified
perceived barriers (e.g., competing priorities in providing
recovery-oriented support), which also highlight the
need for a whole-systems approach in transforming
services [74, 76].
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Clinical Rehabilitation (CR) within MH services

Challenge 3

Building on the core elements of psychosocial and MH
rehabilitation, to facilitate service provision along a
recovery-oriented continuum, with specialised clinical
rehabilitation processes and services nearer to one ex-
tremity, delivering targeted MH interventions and sup-
porting people with enduring SMIL.

In part, we use the expression ‘CR within MH services’
to draw a distinction with ‘disability support’ (associated
primarily with care linked to enduring functional im-
pairment or other activity limitations) and to de-
emphasise the discipline-specific aspects of ‘psychiatric
rehabilitation, in favour of a recovery-oriented care
continuum of relevance to all MH workers. All of these
approaches have roles to play but require different skills
sets, competencies and professional and clinical pro-
cesses. Encouraging clients to progressively assume
independence and responsibility for their own care is
axiomatic to CR and consistent with personal recovery
approaches [6, 16, 17, 19, 77]. Given that CR provides a
unique opportunity to empower people with SMI to
assume greater levels of self-agency, the question arises as
to how these opportunities can be further realised within
service delivery models that not only respect this role but
also complement and enhance opportunities for recovery
and social inclusion?

CR employs a set of interventions and processes that
aim to achieve and maintain optimal functioning in the
client’s environment of choice. CR is about helping indi-
viduals to realise their personal goals, in a supportive
context that builds trust and confidence in self-agency.
It is about affirming and reaffirming that the investment
of hope in personal coping and everyday functional skills
has been justified and, in so doing, support the inde-
pendent exploration of new and more satisfying personal
goals.

Developing interventions and supports that promote
recovery and challenge commonly held stereotypes,
which by definition disable and segregate, is a complex
undertaking. Hope is a key factor in this process and, in
taking the first tentative steps to regaining a sense of
control and self-agency, it is vitally important to under-
stand the risks involved and to ensure trust and personal
dignity are protected. Ensuring that an individuals
investment in rehabilitation and recovery processes is
supported, and not adversely affected as new goals are
explored, is also critical.

Depending on individual recovery goals, CR may
involve single or multiple EBIs delivered by a skilled
practitioner, in conjunction with a CR team. The inter-
ventions should be developed in a collaborative, em-
powering and optimistic manner, based on a thorough
understanding of the person’s goals and abilities
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(including both strengths and vulnerabilities). The plan
may also be cross-sectoral, involving health professionals
working in conjunction with general practitioners (GPs),
community support agencies, as well as educational, em-
ployment and housing organisations. From a service-led
recovery perspective [74], it should also be recognised
that there may need to be different service streams even
within specialised CR services, reflective of variations in
the complexity of client needs and available resources;
for example, some service streams may offer targeted,
time limited EBIs, while others provide more of a ‘con-
tinued care’ approach, supporting clients with enduring
SMI to maintain their MH and community tenure.

CR principles and priorities

Foremost among the key features of CR are the princi-
ples that guide the delivery of recovery-focused int-
erventions: recovery-oriented; promoting independence;
person-centred; flexible, responsive and inclusive; ac-
commodating different learning styles; focusing on
strengths; utilising EBIs; providing integrated multidis-
ciplinary care (including service continuity); and facilitat-
ing community and environmental supports. Some of
the CR processes that flow from these principles are
detailed in Table 1, including establishing recovery-
oriented goals, undertaking assessments and recovery
planning, delivering interventions, and clinical review or
recovery-focused tracking.

People change and grow, and various factors promote
positive adaptation, such as setting your own goals,
learning new skills, hope, and self-efficacy [17]. With
respect to specific or targeted CR intervention priorities,
Mueser et al. [16] recently classified psychosocial inter-
ventions according to whether the evidence was suffi-
cient or promising. Included among the established
EBIs were: cognitive behavioural therapy for psychosis;
cognitive remediation; family psycho-education; illness
self-management training; social skills training; and
supported employment. Other interventions considered
to be very promising [16] were: social cognitive remedi-
ation [78]; cognitive adaptive training [79]; integrated
psychological therapy [80]; healthy lifestyle interventions
[81]; and supported education [82]. Additional interven-
tions with an evidence base included: motivational inter-
viewing reviewed by [83, 84]; errorless learning [85]; skill
building reviewed by [86]; and family interventions
reviewed by [87].

Specialised CR services may also require a staffing
compliment and roster arrangements that depart from
traditional approaches. Ideally, staff should be recruited
against a set of values and competencies consistent with
rehabilitation and recovery-oriented approaches, includ-
ing: openness; empathy and encouragement; supporting
responsible risk taking; a positive outlook; a collaborative
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Table 1 Clinical rehabilitation (CR) processes
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Planning and Diagnosis

Intervention and Review

Transfer of Care/Discharge

Recovery Goals