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RESEARCH ARTICLE Open Access

Recovery-focused care planning and
coordination in England and Wales:
a cross-national mixed methods
comparative case study
Alan Simpson1,2*, Ben Hannigan3, Michael Coffey4, Sally Barlow1, Rachel Cohen4, Aled Jones3, Jitka Všetečková5,
Alison Faulkner6, Alexandra Thornton1 and Martin Cartwright7

Abstract

Background: In the UK, concerns about safety and fragmented community mental health care led to the development
of the care programme approach in England and care and treatment planning in Wales. These systems require service
users to have a care coordinator, written care plan and regular reviews of their care. Processes are required to be
collaborative, recovery-focused and personalised but have rarely been researched. We aimed to obtain the views and
experiences of stakeholders involved in community mental health care and identify factors that facilitate or act as barriers
to personalised, collaborative, recovery-focused care.

Methods: We conducted a cross-national comparative study employing a concurrent transformative mixed-methods
approach with embedded case studies across six service provider sites in England and Wales. The study included a survey
of views on recovery, empowerment and therapeutic relationships in service users (n = 448) and recovery in care
coordinators (n = 201); embedded case studies involving interviews with service providers, service users and
carers (n = 117) and a review of care plans (n = 33). Quantitative and qualitative data were analysed within and
across sites using inferential statistics, correlations and framework method.

Results: Significant differences were found across sites for scores on therapeutic relationships. Variation within
sites and participant groups was reported in experiences of care planning and understandings of recovery and
personalisation. Care plans were described as administratively burdensome and were rarely consulted. Carers
reported varying levels of involvement. Risk assessments were central to clinical concerns but were rarely
discussed with service users. Service users valued therapeutic relationships with care coordinators and others,
and saw these as central to recovery.
(Continued on next page)
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(Continued from previous page)

Conclusions: Administrative elements of care coordination reduce opportunities for recovery-focused and personalised
work. There were few common understandings of recovery which may limit shared goals. Conversations on risk appeared
to be neglected and assessments kept from service users. A reluctance to engage in dialogue about risk
management may work against opportunities for positive risk-taking as part of recovery-focused work. Research
to investigate innovative approaches to maximise staff contact time with service users and carers, shared
decision-making in risk assessments, and training designed to enable personalised, recovery-focused care
coordination is indicated.

Keywords: Care coordination, Care planning, Case study, Community mental health, Recovery, Personalisation,
Therapeutic relationships, UK

Background
Policy context
In England and Wales the organisation and delivery of
health and social care is changing and diverging. In
England, greater use is being made of the market and
of private care providers, and complex arrangements
are now in place for quality and accountability [1]. In
Wales, where authority is devolved, most health
provision continues to be provided by public bodies
who are not expected to act in competition [2]. In
both countries, policy for mental health has become a
relative priority and service development has been rapid
[3]. Whilst clear differences in emphasis in England and
Wales are found, shared approaches to values-based prac-
tice also exist. These include commitments to care which
is responsive to the individual, and to services which are
well-planned and coordinated.
Formal arrangements for care planning and coordin-

ation have existed for a quarter of a century. In England,
the care programme approach (CPA) was introduced in
1991 as a type of case management [4] and has since
been revised and refocused [5]. The CPA came later to
Wales [6] but has now been replaced by a legislative
framework which places care and treatment plans
(CTPs) and care coordination on a statutory footing [7],
in contrast to the non-statutory guidance in England.
Systems in both countries require practitioners to com-
prehensively assess health and social care needs and risk,
to plan and coordinate care, and to regularly monitor
and review. Current policy in both countries also em-
phasises that these processes should be carried out in
ways which promote recovery [8], and which reflect
commitments to collaborative, and individually tailored
or personalised care [5, 9].

Evidence base
Systematic reviews of case management in community
mental health exist (e.g., [10]), but research has not fo-
cused on the relationships between care planning and
coordination and recovery outcomes. Findings from
early studies of the CPA in England pointed to excessive

bureaucracy, contributing to limited opportunities for
staff to provide therapeutic interventions [11, 12]. Large-
scale audits suggest that care planning and coordination
are subject to significant local variation and limited in-
volvement of service users and carers1 [13, 14].
This relative lack of involvement of service users and

carers in the care planning and coordination process is
important. Collaborative, therapeutic relationships are
associated with positive service user outcomes in mental
health care [15, 16]. Partnership and strong working alli-
ances between case managers and empowered people
with long-term mental health difficulties help reduce
symptoms, improve functioning and social skills, pro-
mote quality of life, enhance medication compliance and
raise satisfaction levels [17]. Care negotiated within a
trusting relationship is key [18] and may influence users’
perceptions of stigma [19].

Aim
Against this policy and evidence background the cross-
national, multi-site, comparative study drawn on in this
paper aimed to identify and describe factors associated
with collaborative, personalised, recovery-focused care
planning and coordination in community mental health
services. The key objectives addressed in this paper are
to:

1. Investigate service users’, informal carers’,
practitioners’ and managers’ views and experiences
of care planning and coordination.

2. Measure service user and staff perceptions of
recovery-oriented practices.

3. Measure service users’ views of the quality of
therapeutic relationships and perceptions of
empowerment.

4. Compare experiences between sites and between the
two countries to explore organisational and national
policy-level influences.

It was hypothesised that ratings of recovery-oriented
practices, therapeutic relationships and empowerment
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would be higher in those organisations where partici-
pants described care planning processes that were more
collaborative, personalised and recovery-focused.

Theory, design and sampling
A full protocol for the study [20], and a full report with
detailed appendices have both been published [21]. In
summary, informed by systems ideas which emphasise
connections between macro, meso and micro levels of
organisation [22] a cross-national comparative study
employing a concurrent transformative mixed-methods
approach with embedded case studies was used [23–25]
(see Fig. 1). In-depth micro-level case studies of everyday
‘frontline’ practice and experience with detailed qualita-
tive data from interviews and reviews of individual care
plans are nested within larger meso-level survey data
sets, senior-level interviews and policy reviews in order
to provide potential explanations and understanding.
The macro-level was considered to be the contrasting
national policy and organisational contexts found in
England and Wales that served to shape local provision.

Access was secured to six National Health Service
(NHS) organisations providing mental health care: four
Trusts in England (pseudonymously referred to as
‘Artois’, ‘Dauphine’, ‘Languedoc’ and ‘Provence’) and two
Local Health Boards (LHBs) in Wales (‘Burgundy’ and
‘Champagne’). Sites were selected to reflect geograph-
ical, population and urban/rural diversity (see Table 1).
With help from local collaborators and research sup-
port staff, access was secured to 20 community mental
health teams (CMHTs) across the six sites, with one
specific team within each of these sites identified for
in-depth case studies. In the UK CMHTs are the main
vehicles for the local provision of secondary mental
health care, and are typically funded by NHS and local
authority organisations and staffed by health and social
care workers, including psychiatrists, mental health
nurses, occupational therapists, psychologists and so-
cial workers. Sampling criteria for CMHTs included the
routine provision of care to adults, having a team
manager in post and not being scheduled for merger or
closure.

Fig. 1 Diagram of study design with embedded case studies
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Table 1 Summary of site characteristics and data collection across the six meso-level case study sites

Site (country) Characteristics of the Site Questionnaire Returns Interviews

Care Coordinators Service Users Senior Managers Senior Practitioners Care Coordinators Service Users a Carers

Artois (England) Covers a large and predominantly rural area, serving a
population of around 1.6 million. Adult psychiatric
admissions are provided in 7 hospitals and 6 rehabilitation
units, and 13 adult services CMHTsb.

38 70 2 4 2 4 0

Burgundy (Wales) Covers a wide geographical area with a mix of urban and
rural communities, serving a population of around
500,000. Care is provided through 3 psychiatric hospitals, 1
community rehabilitation unit, 8 adult services CMHTs and
a range of specialist services.

37 75 2 3 3 5 4

Champagne (Wales) Covers two contrasting areas: one urban and fairly
ethnically diverse, the other rural and predominantly
White British. Serves approximately 500,000 people
through 2 psychiatric hospitals and 8 adult services
CMHTs.

31 72 1 5 5 6 4

Dauphine (England) Covers an extremely densely populated and multicultural
urban area. Serves approximately 750,000 people through
3 psychiatric hospitals and 10 adult services CMHTs.

33 61 2 5 6 6 2

Languedoc (England) Covers a largely rural area, serving a population of around
735,000 people. Provides adult services through 7 CMHTs
and 2 psychiatric hospitals.

28 92 3 5 6 6 2

Provence (England) Covers a predominantly rural area, serving a population of
around 1.5 million. Adult inpatient services are provided
from 6 hospital sites, and community services through
approximately 30 CMHTs.

34 78 2 5 6 6 5

Totals 201 448 12 27 28 33 17

Key: aService user interviews included a narrative review of their individual written care plan, conducted with the service user. bCMHTs Community Mental Health Teams
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Methods
Macro-level data
To compare and contrast the national, macro-level, pol-
icy contexts across the two countries, government web-
sites were systematically searched for current and past
policy and guidance documents.

Meso-level data
In each of the six, meso-level, case study sites local doc-
uments (e.g., organisational policies) were accessed and
treated as contextual data. Semi-structured, audio-
recorded interviews were conducted with up to seven
purposively sampled senior managers and practitioners,
designed to include a range of professional disciplines
including consultant psychiatrists, senior mental health
nurses, psychologists, social workers and occupational
therapists. The interview schedule was devised in con-
sultation with members of the project advisory group
(PAG) and lived experience advisory group (LEAG)
(made up of service users and carers with personal ex-
perience of care planning and coordination), and in-
formed by the policy and literature reviews. Schedules
contained 15 main questions (with prompts) reflecting
the aims of the study; topics included care planning and
care coordination processes, orientations to recovery,
safety and risk, and personalised care (see Additional
files: 1, 2, 3 and 4). Minor amendments to the schedule
were made following piloting.
Quantitative data relating to recovery, therapeutic rela-

tionships and empowerment were generated using sur-
vey methods from a total sample of 448 service users
and 201 care coordinators, in line with the reported
power calculation [20]. Measures used are outlined
below. Sample targets and response rates by site are
shown in Fig. 2 and Table 1 respectively.
The internal consistency of the scales and sub-scales

used as outcome measures was assessed using
Cronbach’s alpha for complete cases (i.e. those with
complete data for a particular scale or sub-scale prior to
mean replacement of missing values). In line with ac-
cepted practice an alpha of 0.7 or above was considered
acceptable for the purpose of scale construction [26].

� The Recovery Self-Assessment Scale (RSA) [27]: a
36-item self-administered questionnaire measuring
the extent of recovery-oriented practices, completed
by service users and care coordinators (case man-
agers in UK). Cronbach’s alpha for the Total RSA
score, for service users was 0.97 (N = 139) and care
coordinators was 0.95 (N = 156); Life Goals subscale,
for service users was 0.93 (N = 253) and care coordi-
nators 0.88 (N = 187); Involvement subscale, for ser-
vice users 0.91 (N = 231) and care coordinators 0.84
(N = 175); Diversity of Treatment options subscale,

for service users 0.83 (N = 251) and for care coordi-
nators 0.75 (N = 187); Choice subscale, for service
users 0.78 (N-352) and for care coordinators 0.67
(N = 186) and Individually tailored services subscale,
for service users 0.87 (N = 216) and for care coordi-
nators 0.72 (N = 188).

� The Scale To Assess the Therapeutic Relationship
(STAR-P) [28]: a 12-item self-administered question-
naire assessing therapeutic relationships in commu-
nity mental health, completed by service users.
Cronbach’s alpha for the total STAR-P for service
users was 0.91 (N = 391); Positive Collaboration sub-
scale, 0.93 (N = 414); Positive clinician input sub-
scale, 0.72 (N = 413) and Non-Supportive clinician
input subscale, 0.63 (N = 411).

� The Empowerment Scale (ES) [29]: a 28-item self-
administered questionnaire with five subscales
measuring self-esteem, power, community activism,
optimism and righteous anger, completed by service
users. Cronbach’s alpha for the total empowerment
score for service users was 0.84 (N = 371); Self-
esteem-self-efficacy subscale, 0.92 (N = 407); Power-
Powerlessness subscale 0.60 (N = 401); Community
activism and autonomy subscale, 0.64 (N = 406);
Optimism and control, 0.63 (N = 413) and Righteous
anger, 0.45 (N = 418).

Questionnaires and a demographic sheet were distrib-
uted in the post to service users and distributed to staff
in clinical meetings in each of the six main participating
CMHTs, and to staff and service users in other CMHTs
in each service provider site as necessary until target
numbers of returns had been reached. In total, 20
CMHTs took part across the six sites. Survey packs for
service users, each containing a copy of the three mea-
sures and participant information sheet, were mailed dir-
ectly to home addresses and contained a paid-for,
return-addressed envelope. Reminder letters were mailed
out to all service users within three weeks.

Micro-level data
Data at the micro-level, where face-to-face care is pro-
vided and received, were generated through audio-
recorded semi-structured interviews conducted with
each of the service users randomly sampled and re-
cruited from the single target CMHT in each of the six
case study sites. Clinical Studies Officers and Research
Nurses supported the randomisation process by obtain-
ing a full list of service users under the care of each
CMHT (subject to CPA/CTP) grouped by care coordin-
ator. Up to four service users per care coordinator were
randomly selected from the sampling list using the
RAND function in Microsoft Excel. Once a service user
had agreed to participate, they were asked to identify an
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informal carer who might be approached for interview.
Additionally, with participating service users’ permission,
written care plans were accessed, and anonymised data
extracted using an agreed template developed in consult-
ation with the PAG and LEAG and drawing on relevant
literature [30]. Sample targets and response rates by site
are shown in Fig. 2 and Table 1 respectively.

Ethics and approvals
The study received a favourable NHS Research Ethics
opinion from the National Research Ethics Service (NRES)
Yorkshire and The Humber Committee – Sheffield (Ref:
13/YH/0056A). Research governance approvals were also
secured from each of the six participating NHS care pro-
vider organisations.
Care was taken throughout to protect participants’ and

researchers’ wellbeing and to protect the identities of in-
dividuals and organisations. Lists of service users under
the care of the selected CMHT and subject to the CPA/
CTP, were checked with the responsible psychiatrist or
team leader to prevent inappropriate mailings (e.g., if
someone had recently died or been admitted to hos-
pital). Questionnaires and interview invitations to service
users were sent on the project team’s behalf by local re-
search support staff authorised to access patient identifi-
able data. Participant information sheets and summaries
of the study in multiple languages accompanied survey
packs, and made clear individuals’ rights not to partici-
pate, how to withdraw, and arrangements for the preser-
vation of anonymity and confidentiality. Information
sheets accompanied all interview invitations and all

interviewees signed consent forms. The study manage-
ment team ensured quality control in the organisation
and conduct of interviews, such as complying with lone
worker policies and supporting researchers in receiving
the appropriate training, supervision and opportunities
for debriefing and structured reflection.

Public and patient involvement
The study design and delivery benefited from the full in-
volvement of co-investigator and independent service
user researcher Alison Faulkner and from consultation
with 14 members of the Service User and Carer Group
Advising on Research (SUGAR) based at City University
London [31]. The project LEAG was facilitated by Alison
Faulkner and consisted of 10 service users and one carer,
drawn from across both England and Wales. It met
throughout the life of the project and advised on all as-
pects of it, including submissions to the research ethics
committee, interview schedules, recruitment strategies,
service user researcher experiences and initial analysis.
One service user and the carer member also represented
the LEAG on the PAG, along with Alison Faulkner. Five
people with lived experience of mental ill-health were
employed to work on the study with a primary role to
help recruit and conduct interviews with user and carer
participants.

Data management and analysis
Reflecting the systems thinking underpinning the pro-
ject, analysis was informed by the intention to investi-
gate the macro-, meso- and the micro-levels of data and

Fig. 2 Meso- and micro-level data collection targets
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the connections, comparisons and contrasts between
them. Qualitative and quantitative data in each of the six
provider sites were considered on a within-group basis
prior to a cross-case analysis aimed at identifying com-
mon themes and divergences. The between-group ana-
lysis of the quantitative data compared service users and
care coordinators across sites on key markers of the ser-
vice user experience (recovery-oriented care, therapeutic
relationship and empowerment). The quantitative ana-
lyses were conducted alongside the qualitative analyses
in a convergent parallel design that facilitates the inte-
gration of mixed methods data [23]. The large scale sur-
vey data paints with broad brush strokes while the
interview data offers a more fine-grained rendering. This
is a pragmatic approach to mixed method research that
can generate a more complete understand of complex
phenomena or processes. Quantitative and qualitative
data analyses were conducted independently and subse-
quently synthesised to create a more complete under-
standing of the links across micro, meso and macro
levels than either approach could achieve alone.
Questionnaire data from all sites were entered into

SPSS version 21 [32], and were checked and cleaned by
a second researcher prior to analysis. Distributions of
the scale outcomes were assessed for normality using de-
scriptive quantitative measures of skewness and kurtosis.
We assessed normality for 16 outcomes for service users
and six for staff, pooled across sites. Overall, this showed
that the outcomes for both groups approximated the
normal distribution. Deviations from normality were few
in number (3 of 22 scale outcomes exceeded the conser-
vative criteria of +/− 1) and small in the extent of devi-
ation (all scales were within +/− 2). Parametric tests are
robust to minor deviations from normality and were
deemed appropriate in light of the skew and kurtosis
values observed [33].
A missing value analysis for the 22 scale outcomes

identified moderate to high levels of missing data, not
missing at random, on a small proportion of items
(mean level of missing data across the 22 scales/sub-
scales was 19.9 %, range from 6.5 to 69 %). The service
user version of the RSA questionnaire, in particular, had
a relatively large degree of missing data. We used mean
replacement to avoid unnecessary loss of cases from the
analysis (i.e. missing values on a scale were replaced with
the mean of the available items for that scale and that
participant). There is no consensus in the literature on
what level of missing values can be replaced in this way
without over-fitting the model therefore we conducted a
series of sensitivity analyses for each scale to determine
the effect of using mean replacement in the primary ana-
lyses at different levels or replacement ranging from
20 % (i.e. the equivalent of replacing two missing values
on a 10 item scale) to 50 % (i.e. the equivalent of replace

5 missing values on a 10 item scale). We compared the
impact of these different levels of mean replacement to a
complete case analysis using only participants with no
missing values on a particular scale or sub-scale. This as-
sessment of the impact of mean replacement on the cal-
culated p-values and associated effect sizes suggested
that mean replacement of up to 50 % did not produce
any substantive differences compared to the either
complete case analysis or a lower level of mean replace-
ment. Allowing up to 50 % mean replacement on a sin-
gle outcome maximised the number of cases included in
the analyses (i.e. reduced loss of cases) with minimal im-
pact on the key statistical parameters and the inferences
drawn.
Descriptive statistics were calculated for the three

questionnaires, and where appropriate scores were com-
pared against reference values (STAR-P and ES). Un-
adjusted one-way analyses of variance (ANOVA) were
conducted to compare differences between the six sites
on the RSA, STAR-P and ES measures. A series of one
way analyses of covariance (ANCOVA) were then com-
pleted to adjust for potential confounders. Two different
classes of co-variates were selected for each participant
group, demographics and service-related measures.
Demographic co-variates for service users were age, gen-
der, ethnicity, and relationship status, and the service-
related co-variate was time in mental health services.
Demographic co-variates for staff were age, gender and
ethnicity, and the service-related co-variates were time
working in mental health services and time as a care co-
ordinator. These variables were selected in light of vari-
ation in the population characteristics between the six
sites and their potential impact on the reported outcome
measures. Where ANOVAs or ANCOVAs suggested
between-group differences, Tukey post hoc tests were
used to examine where the differences lie.
Correlations were carried out to identify if there was a re-

lationship between outcome measures and to determine re-
lationships amongst service users on recovery-oriented
focus, empowerment and the quality of therapeutic rela-
tionships. Pearson’s correlations were used to assess the as-
sociations between the RSA and STAR-P, RSA and ES and
STAR-P and ES for all participants and by individual site.
These were interpreted in line with Cohen’s criteria [34] for
small (r = 0.10), medium (r = 0.30) and large (r = 0.50) effect
size. For all analyses statistical significance was set at a
level of 0.05.
All digital interview recordings were professionally

transcribed and any identifying information redacted,
before being imported into QSR International’s NVivo
10 qualitative data analysis software [35] for analysis
using the framework method [36, 37]. Multiple tran-
scripts were read by members of the research team to
aid familiarisation, with the framework matrix developed
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a priori from the interview schedules. Sections focused
on organisational background and developments, care
planning, recovery, personalisation, and recommenda-
tions for improvement. Each matrix section also had an
‘other’ column for the inclusion of data-led emergent
categories. Piloting of summarising and charting pro-
cesses was followed by a careful charting of all tran-
scripts with cross-checking involving multiple team
members. Second-level summarising allowed the further
refining of data and the identification of commonalities
and differences within and between sites and groups of
participants. Summarised data from each of the embed-
ded micro-level service user/carer/care coordinator case
studies in each site were compared against each care
plan reviewed using the template. Agreements and dis-
agreements in the perspectives of participants were
teased out within these triads. Following the completion
of six within-case analyses findings were compared and
contrasted across all cases, with the aim of drawing out
key findings.

Results
Table 1 summarises the characteristics of each of the six
meso-level case study sites and the types and quantity of
data generated in each. Illustrative quotations used
below are labelled with the initial of the site pseudonym;
then SM, SP, SU, CA or CC for senior manager, senior
practitioner, service user, carer or care coordinator; and
their unique number, e.g. B-SM-001 (Burgundy-Senior
Manager-001).

Survey results
Service users
To explore cross-site differences of the perceptions of
recovery-oriented practice, the therapeutic relationship
and the perception of empowerment a series of one-way
ANOVAs of all scales / subscales were conducted. Subse-
quent Tukey’s post-hoc tests demonstrated areas of signifi-
cant difference between research sites on the STAR-P
measure of therapeutic relationships. As Table 2 shows,
there were significant differences across sites in the mean
total STAR-P score (F (5, 429) = 3.45, p = 0.005), the posi-
tive collaboration subscale (F (5, 426) = 3.75, p = 0.002)
and the positive clinician input subscale (F (5, 431) = 2.80,
p = 0.017). This also shows that there were no substantive
differences across the sites for the RSA (recovery scale)
and ES (empowerment scale). Burgundy performed par-
ticularly well on the STAR-P scale, and if used as a ref-
erence site other sites can be considered in relation to
it (see Fig. 3).

Care coordinators
To explore cross-site differences of the perceptions of
recovery-oriented practice a series of one-way

ANOVAs were conducted for the mean RSA total
score and the five RSA subscales for the care coordi-
nators. As Table 3 shows, there was a significant dif-
ference between the research sites in the ‘Choice’
subscale (F(5,195) = 3.40, p = 0.006) but no significant
differences in the mean total RSA scores or on the
other four subscales. ‘Choice’ includes freedom from
threats and coercion and being provided with support
in the home, community, or workplace.

Correlations between outcome measures
Pearson’s correlations were used to assess the within-
group associations between questionnaire scales. Table 4
shows that there is a large positive correlation (r = 0.61,
n = 409, p < 0.001) [34] between the RSA and STAR-P.
Amongst service users, this indicates there is an associ-
ation between their ratings of the recovery-oriented
focus of organisations and ratings of the quality of re-
lationships. There is a small-medium relationship be-
tween the RSA and ES (r = 0.20, n = 406, p < 0.001) and
a small relationship between the STAR-P and the ES
(r = 0.14, n = 431, p < 0.01).

Qualitative findings
Local context and developments
Analysis of interview and documentary data found
that in all six sites, services had recently been or were
still subject to reorganisation and moves towards
greater integration of health and social care staff
within teams. One site (Languedoc) appeared to be
moving in a different direction with social workers re-
moved from CMHTs to focus on social care assess-
ments and personal budget applications. One senior
manager said:

“Very rarely you would find a social worker, because
under the Section 75 agreement they’re no longer
expected to be a care coordinator” [L-SM-001].

This reportedly led to higher workloads within
CMHTs and lower morale; this was also the only site
where medical domination of services was cited as an
issue. Greater uncertainty about developments was evi-
dent where organisational change had been particularly
extensive, such as in Provence where services were being
centralised and teams were working across wider age
groups.
Some service changes were reportedly driven by aus-

terity measures designed to reduce public expenditure
(e.g. merging of assertive outreach or crisis teams with
CMHTs, and reductions in social care services) or (in
the English sites) by new legislation opening up care
delivery to non-statutory providers. In the two Welsh
sites, the new legislation placing CTPs on a statutory
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footing (the Mental Health (Wales) Measure) was de-
scribed by senior staff as a driver for developments.
One senior manager said the Measure had:

“…provided the impetus for everything else that’s
come” [B-SM-001].

However, the impact of this on everyday practice was
less evident. Integration of health board and local au-
thority managers and teams was high on the agenda, al-
though integration in Champagne appeared to be
frustrated by continuing differences at the most senior
levels and the absence of shared and accessible

Table 2 Summary scores for service user responses to the RSA, STAR-P and ES scales

Artois Burgundy Champagne Dauphine Languedoc Provence

One-way ANOVA Parameters Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM)

Recovery Self Assessment Scale (RSA)

Life Goals F(5, 394) = 0.65, p = 0.659 3.48 (0.12) 3.55 (0.13) 3.38 (0.97) 3.43 (0.14) 3.31 (0.11) 3.30 (0.13)

Involvement F(5, 373) = 0.81, p = 0.543 2.89 (0.15) 2.96 (0.13) 2.70 (0.15) 2.93 (0.16) 2.66 (0.13) 2.86 (0.15)

Diversity of Treatment Options F(5, 406) = 1.67, p = 0.139 2.99 (0.15) 3.06 (0.13) 3.05 (0.14) 3.21 (0.15) 2.70 (0.11) 2.91 (0.14)

Choice F(5, 423) = 1.27, p = 0.277 3.66 (0.11) 3.65 (0.10) 3.66 (0.10) 3.69 (0.13) 3.72 (0.09) 3.39 (0.11)

Individually Tailored Services F(5, 418) = 1.72, p = 0.129 3.27 (1.00) 3.34 (0.13) 2.95 (0.13) 3.23 (0.14) 3.04 (0.12) 2.89 (0.14)

Mean Total Score F(5, 405) = 0.86, p = 0.509 3.27 (0.12) 3.33 (0.11) 3.13 (0.11) 3.31 (0.13) 3.12 (0.10) 3.10 (0.12)

Scale to Assess Therapeutic (STAR-P)

Positive Collaboration F(5, 426) = 3.75, p = 0.002 ** 17.37 (0.76) 19.81 (0.57) 17.13 (0.70) 17.29 (0.79) 18.62 (0.52) 16.15 (0.76)

Positive Clinician Input F(5, 431) = 2.80, p = 0.017 * 8.12 (0.40) 9.46 (0.28) 8.01 (0.36) 8.22 (0.37) 8.46 (0.29) 7.83 (0.40)

Non Supportive Clinician
Input

F(5, 430) = 1.66, p = 0.142 8.90 (0.28) 9.23 (0.33) 9.09 (0.33) 8.02 (0.45) 9.14 (0.30) 8.53 (0.36)

Mean Total Score F(5, 429) = 3.45, p = 0.005 ** 34.51 (1.31) 38.49 (1.00) 34.09 (1.21) 33.53 (1.21) 36.07 (0.95) 32.33 (1.37)

The Empowerment Scale (ES)

Self-esteem – self-efficacy F(5, 428) = 0.78, p = 0.563 2.57 (0.09) 2.60 (0.09 2.50 (0.09) 2.63 (0.10) 2.60 (0.08) 2.73 (0.09)

Power-powerlessness F(5, 422) = 0.81, p = 0.542 2.43 (0.06) 2.51 (0.06) 2.44 (0.06) 2.42 (0.08) 2.45 (0.06) 2.57 (0.05)

Community activism and
autonomy

F(5, 422) = 0.32, p = 0.901 3.13 (0.05) 3.07 (0.07) 3.05 (0.07) 3.12 (0.08) 3.09 (0.05) 3.14 (0.06)

Optimism and control over
the future

F(5, 431) = 1.36, p = 0.238 2.62 (0.08) 2.63 (0.07) 2.51 (0.07) 2.70 (0.09) 2.61 (0.07) 2.77 (0.08)

Righteous anger F(5, 428) = 0.58, p = 0.718 2.34 (0.09) 2.24 (0.08) 2.32 (0.07) 2.31 (0.10) 2.21 (0.08) 2.35 (0.06)

Mean Total Score F(5, 429) = 1.41, p = 0.221 2.62 (0.05) 2.62 (0.05) 2.56 (0.04) 2.64 (0.05) 2.62 (0.05) 2.73 (0.04)

* Significant at the p < 0.05 level ** Significant at the p < 0.01 level

Fig. 3 Mean total STAR-P score for service users ±95 % CI. Scoring range for the scale from 0 to 48. ** p = 0.01, # refers to the reference site
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information (IT) systems. Frustrations with inflexible IT
were articulated across all sites, as identified by this care
coordinator:

“The CPA computer system’s awful. It makes things a
lot more difficult, and it’s not just with care plans, risk
assessments, you have to lock them, and then you have
to go and pull the whole thing through, you can’t just
edit it, go in and edit it, so it’s really time consuming”
[P-CC-002].

Commitments to the idea of ‘recovery’ in all sites ap-
peared frustrated by seemingly contrary policies (e.g.
community treatment orders, which compelled people
to accept services) and high levels of administrative de-
mand. One senior manager observed:

“…it’s almost like it’s [the CPA] been hijacked”
[A-SM-002].

Care planning and coordination
Major challenges were identified across sites in trying to
make care planning and care coordination meet the very
different needs of service users, practitioners, managers
and service commissioners, as alluded to by this
manager:

“…obviously, you’re pleasing two beasts, performance
commissioners, as well as trying to balance that with
making sure your paperwork is service user friendly,
which is challenging” [P-SM-002].

In England, the CPA was reported to be administra-
tively heavy, and insufficiently oriented towards
recovery.

“Paperwork for instance takes probably up to like 75 %
of the care co-ordinator’s time… you probably see
somebody here for an hour and [the paperwork]… ends
up taking probably half of your day and that then is
not useful at all… [because] that time you could have
been using to see other people” [D-CC-002].

Concerns were expressed that new general policies
(e.g., the introduction of Clustering and Payment by Re-
sults, through which patients were grouped together for
the purposes of commissioning services and releasing
payments [38]) were resulting in less individualised care
plans. This senior practitioner was particularly critical:

“…another layer of paperwork that needs to be
completed and another target that needs to be met”
[D-SP-005].

In Wales, the Measure was seen as very important
but there was no consensus on its actual impact. Views
regarding the CTP were mixed. In both sites, it was
agreed the CTP template provided a structure, but was
also seen by some staff as reductionist or simply
bureaucratic:

“…in most cases, they see it [the CTP] as a paper
exercise” [B-SP-003].

Care coordinator caseloads reportedly ranged from 25
(Artois) to 40 or more (Champagne, Dauphin, Languedoc)
or even 50 (Provence), and in most sites these were in-
creasing due to growing demands and tighter staff
budgets. The care coordinator role was held by any mental

Table 3 Summary scores for the care-coordinator responses to the RSA scale

Recovery Self Assessment
Scale (RSA)

One-way ANOVA
Parameters

Artois Burgundy Champagne Dauphine Languedoc Provence

Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM) Mean (SEM)

Life Goals F(5, 195) = 0.71, p = 0.617 3.68 (0.12) 3.73 (0.11) 3.79 (0.09) 3.54 (0.15) 3.82 (0.11) 3.70 (0.09)

Involvement F(5, 195) = 0.98, p = 0.429 3.01 (0.13) 2.91 (0.11) 2.92 (0.13) 2.99 (0.15) 3.23 (0.12) 2.87 (0.10)

Diversity of Treatment Options F(5, 195) = 2.10, p = 0.068 2.96 (0.14) 3.23 (0.13) 2.94 (0.13) 2.98 (0.16) 3.24 (0.12) 2.74 (0.09)

Choice F(5, 195) = 3.40, p = 0.006 ** 3.76 (0.10) 3.92 (0.11) 3.70 (0.11) 3.46 (0.10) 4.04 (0.10) 3.58 (0.13)

Individually Tailored Services F(5, 195) = 1.74 p = 0.126 3.18 (0.13) 3.10 (0.13) 3.11 (0.13) 3.49 (0.15) 3.42 (0.15) 3.42 (0.13)

Mean Total Score F(5, 195) = 0.997, p = 0.421 3.35 (0.11) 3.41 (0.10 3.35 (0.11) 3.31 (0.13) 3.57 (0.11) 3.25 (0.08)

** Significant at the p < 0.01 level

Table 4 Correlation analysis of service user responses to the
outcome scales

Measures Parameters Total sample

RSA and STAR-P r 0.607

Sig. 0.000 a

N 409

RSA and ES r 0.204

Sig. 0.000

N 406

STAR-P and ES r 0.138

Sig. 0.004

N 431
a Correlation is significant at the 0.01 level
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health professional; most often mental health nurses, so-
cial workers and occupational therapists, less often psy-
chologists, and rarely psychiatrists. In one site (Artois)
‘non-professional’ staff were able to act as care coordina-
tors. Overall, the role was seen as ‘generic’, but also a com-
plex and responsible one, as articulated by these senior
managers and practitioners:

“…we do something very similar, whether you’re a
social worker, OT or nurse” [B-SM-002].

“…the role is so complex and there’s so much
uncertainty” [D-SP-001].

The desire to be responsive and provide a more perso-
nalised approach to care coordination was often frus-
trated by the lack of capacity within a team’s or
individual’s caseload.

“…whatever discipline you are if you’re that person’s
care co-ordinator the expectation would be that you
would do everything a care co-ordinator is expected to
do […] sometimes people will be allocated a care co-
ordinator because of availability and capacity rather
than best fit. That can be a problem” [A-SP-005].

The introduction of electronic documentation ap-
peared to bring some benefits in terms of accessing and
sharing information but also unwieldiness and a greater
distancing from service users, as working collaboratively
with people on care plans in their homes paradoxically
became more difficult. This practitioner explains:

“…extra demands of doing the [CTP] paperwork
within a specific time… the job has become much more
desk orientated, rather than face to face work”
[B-SP-003].

Efforts to increase the involvement of families and
carers was mentioned occasionally but more often it was
the challenges and continuing tensions around issues
such as service users’ consent and confidentiality that
were mentioned, or uncertainty around how to involve
people.
There were varied experiences of care planning and

care coordination from the viewpoints of service users,
carers and care coordinators across all six sites with no
distinct differences between sites identified. At best, care
was planned in a structured and collaborative way with
clear communication and opportunities for service users
to influence and feel some ownership of the process.

“…it’s very much [the service user’s]… as much as
possible we put the onus on the patient” [C-CC-005].

“…a certain number of our care plans are written in
the first person because that’s really the way that we
should be doing it with CPA because it’s all about the
service user” [D-SM-002].

At worst, service users said they felt insufficiently in-
volved, or that their care was planned as an obligatory
task and in ways which were confusing and rigid.

“…the form is a prompt for them to make sure they’ve
covered everything rather than a personalised
summary for me…” [A-SU-002].

Risk was consistently seen as central to the CPA/CTP
process by senior staff across all six sites, as evident in
these quotes:

“…the topmost heading…irrespective of anything else
really” [A-SP-002].

“…very much at the forefront of what we do…safety
and risk, rightly or wrongly drives what we do, very
much, and a lot of the time” [C-SP-002].
“…the thing that we score best on in…audits is the risk
assessment, simply because people think that that’s
more important…and to some extent they’re probably
right” [L-SM-002].

Similarly, safety and risk were paramount for care co-
ordinators, but service users and carers reported that
they were hardly involved in risk assessment process and
many staff explicitly expressed concerns over sharing
their views, or those of their colleagues, with service
users.

“…[the risk assessment is] one thing… you never
discuss with service users just in case it alarms them”
[B-SM-001].

Consequently, service users and carers were often un-
aware of risk assessments being undertaken.

“…[at home] nobody’s checked up on me or anything”
[C-SU-005].

Documented care plans were useful for staff and were
recognised as having to be created, and had value as re-
cords of what has been decided and for including con-
tact details and, sometimes, crisis and contingency plans.
However, for the majority of participants care plans were
not highly valued, and were not seen as active docu-
ments; many care coordinators and service users did not
routinely refer to care plans once they had been created.
Many service users did not have care plans, or had
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received and quickly discarded them. Others filed them,
never to be looked at again:

“[I] stick them in a drawer somewhere” [A-SU-002].

Some care coordinators mentioned the development
of first person care plans but service users rarely if ever
mentioned this. Carers had varied experiences within
sites; some felt involved in the process, but many were
not engaged with care planning and coordination, with
one saying:

“…it makes no difference to us” [B-CA-004].

Some did not see this as problematic, seeing it as
something that occurred primarily between the service
user and their care coordinator.

Recovery
Amongst senior personnel there was some clear articula-
tion of what recovery and recovery-focused values might
be, but varying degrees of sign-up to recovery and fre-
quent talk of resistance amongst some staff.

“…providing hope, and delivering a service that
actually makes that person feel hopeful that they can
recover in the first instance… [and] that they will get
out of life what they want to get out of life while living
with an illness’ [C-SP-001].

“[I] have not heard the word recovery mentioned, not
even once” [D-SP-001].

In Languedoc for example, there was a broad under-
standing and evidence of a Recovery College, co-
produced care plans and some use of recovery tools (e.g.
Wellness Recovery Action Plans (WRAP) [39], Recovery
Star [40, 41]) but a reported lack of passion amongst se-
nior managers and medical staff content to retain more
traditional approaches.

“…when everybody started to talk about recovery,
people thought it’s something that we do anyway…I
don’t think that there’s always been appreciation of the
depth of it”, [and how] “people in some respects
underestimated the level of investment that you have
to make as an organisation and as a practitioner to
work in a true recovery focused way” [L-SM-001].

Some resistance amongst medical staff and some older
nursing staff was also reported in Provence, alongside a
belief that ‘not all service users will recover’, as suggested
by a senior practitioner here:

“I’ve got people on care packages and the actual
wording is, ‘please demonstrate how they’re going to
require less input next year as they will improve’ and
you just think that they won’t. This recovery is actually
a bit of a misnomer” [P-SP-002].

Nonetheless, managers in Provence also cited the
introduction of peer workers and greater use of ‘recov-
ery language’. In Artois, recovery was seen as a ‘bridge
between medical and social models’ and also something
‘we have always been doing’. It was also seen as about
discharging service users reluctant to move on. Barriers
to the implementation of a greater focus on recovery in
Artois included the need for more staff, more time, im-
proved IT systems and a stronger organisational com-
mitment. Senior staff in Dauphine acknowledged that
the move towards recovery had been fairly recent and
had been met by resistance amongst some staff. How-
ever, there was a drive to increase the use of personal
budgets and help with obtaining employment was now
much more commonplace.
In Wales, the Measure had placed recovery high on

the agenda for senior staff, with good understandings of
recovery seen in Champagne but more mixed under-
standings of recovery expressed in Burgundy. For some
in Champagne, the CTP did not have a clear focus on
recovery and it was felt that training was needed for
both staff and service users to bring about a change in
culture.
As with care planning, service users, carers and care

coordinators had varied views and experiences in rela-
tion to recovery across all sites, with the term itself often
having different meanings for different people. Different
views between professional groups were also mentioned.
For some care coordinators it was even seen as unhelp-
ful or deceptive as it appeared more about encouraging
the discharge of service users from caseloads. Across
sites, many service users used terms commonly found in
recovery literature, such as choice, independence, hope,
fulfilment. But for many it was primarily about man-
aging and coping better with their illness, as explained
by this service user:

“…finding the best way to live with whatever you’re
going through and adapting better to it” [A-SU-002]

Very few talked about recovery as a ‘journey’. There
were no clear views that care planning helped recovery,
unless care plans included practical steps, or where they
helped service users to accept or talk about their mental
health, as suggested by this service user and carer:

“I think the thing I found most helpful was having a
structure to… my care plan and a weekly timetable to
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follow. So it’s helped me stay stable and build a
structure using weekly timetables to add full range of
activities” [P-SU-001].

“You can write anything on a piece of paper but if
nothing is getting done practically, it doesn’t mean
anything” [D-CA-002].

Some service users and carers said that strengths were
acknowledged. For service users and carers in particular,
conversations and relationships were identified as being
far more important than care plans in promoting recov-
ery, along with family and friends.
Even within single sites there was variable use of, ex-

perience in, and enthusiasm for recovery tools. At best,
Wellness Recovery Action Plans (WRAPs) [39], which
are a structured system for monitoring and managing
distressing symptoms and unhelpful behaviour patterns,
are seen as helpful and more personalised than care
plans:

“Nobody can write a WRAP plan for me but a care
plan can be written without someone… it’s the WRAP
plan that belongs to me and it’s the care plan that
belongs to the professionals” [A-SU-002].

But some care coordinators worry about the extra
work required. Other care coordinators say they have al-
ways worked in a recovery-focused way, and what hin-
dered them were organisational targets and issues such
as adversity to risk, documentation, limited resources,
and ‘firefighting’ (i.e. responding to emergent priorities).

Personalisation
Across the case study sites, personalisation was not as
consistently understood as the concept of recovery
amongst senior personnel, and definitions tended to in-
clude person-centred care plans and the use of first-
person terminology in care plans (Artois); placing the
person at the heart of social care (Artois); and the use of
personal budgets (Artois, Dauphine) and direct pay-
ments (Champagne) to purchase aspects of care and
support.
In relation to personal budgets, a relatively new ap-

proach which devolves money for health care to the in-
dividual using services, allowing them to purchase
individualised care [42], there was a clear lack of uni-
formity. This was also the one area where there was a
marked difference between the two countries, reflecting
the different policy emphases. In England, personalisa-
tion is portrayed in policy documents as a means of ‘giv-
ing people greater choice and control over their care and
treatment’ [43] (pp. 32–3). In Wales, an Independent
Commission on Social Services rejected this view of

personalisation, stating that ‘the label ‘personalisation’
has become too closely associated with a market-led
model of consumer choice’ [44] (pp15). Some sites saw
the use of personal budgets as a key tool in the move to-
wards a recovery-focus and personalisation of care (e.g.,
Dauphine, Languedoc, Provence). In both sites in Wales,
there was much less emphasis on the use of personal
budgets, which were seen very much as part of a creep-
ing ‘marketisation’ of healthcare and as a consequence
subject to more resistance.
Even where personal budgets were promoted, it was

recognised that they were accompanied by extremely
heavy administrative loads which took practitioners away
from face-to-face contact with service users and their
families (Artois, Dauphine, Languedoc).

“I suppose often care co-ordinators, myself included,
sometimes we get slightly panicked when people talks
about personalisation because we think… that’s going
to generate a lot of work” [D-CC- 004].

There were also often severe delays in actually receiv-
ing funds, which impacted on service users, staff and re-
lationships (Dauphine). Elsewhere, service users often
failed to meet the strict criteria against which they were
appraised, or were reluctant to make a contribution
(Languedoc). Senior staff also spoke of there being ten-
sions when service users were unwell and that talk of a
more personalised approach could ‘raise expectations’
that could not always be met (Champagne).
There was also an articulation of some of the tensions

that exist in the supposed move towards greater person-
alisation, with compulsory treatment orders (CTOs) (Ar-
tois) and clustering (a system of grouping patients, as a
precursor to releasing payments from commissioners to
care providers [38]) cited as counterpoints (Dauphine).

“…there’s tensions about how it works within mental
health particularly with CTOs being a big thing”
[A-SP-004].

“…[clustering is] not personalised and I’m not sure
why we’re moving in that direction” [D-SP-005].

Changes to health care provision in England following
the passing of the Health and Social Care Act 2012 had
resulted in commissioners being able to purchase ser-
vices from ‘any qualified provider’ [45], which for some
had raised issues around sharing information and issues
of confidentiality (Dauphine). One senior manager sug-
gested that:

‘…whilst very attractive and trendy at the moment, I
think after a couple of homicide reports or suicide
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reports, high profile, that says people can’t talk to each
other, people don’t talk to each other because they
work for different organisations, I think there’ll be
demand for people to be brought back into one
organisation’ [A-SM-002].

Uniquely, in Languedoc, under an agreement made be-
tween the local authority and the Trust, social workers
had been removed from CMHTs to focus on assess-
ments and processing of direct payments and personal
budgets. The aim was to increase the move towards the
use of personal budgets by service users to purchase care
and support, which was seen as a key tool in the move
towards personalisation of services. It appeared that
while the success of this approach was still to be deter-
mined, the impact on remaining staff within CMHTs
was less than positive with caseloads and workloads in-
creasing with the loss of the social workers from the
teams.
Service users and carers described their own care as

being personalised, or as very much not personalised,
depending on personal experiences, with no distinct dif-
ferences between sites emerging.

“It means putting the person at the centre of what you
do, so not forgetting that you’re dealing with human
beings and that every human being is an individual
and that what works for one person won’t necessarily
work in exactly the same way for another person”
[A-SU-002].

“…tailoring the plan around me” [B-SU-001]
“…[it’s] rubbish… what care? What personalisation?”
[B-CA-003].

Personalisation was constrained by lack of resources
and availability of local services, by service users not al-
ways being aware of options available to them, and by
service users deferring to professionals. Gaps were ob-
served between the ideal and the reality, with staff
reporting high administrative workloads and the com-
plexity of actually accessing and using personal budgets.

“…absolutely dire [because they turn a] simple
process…into an absolute mass of paperwork […]”
[L-SP-002].

As with recovery, some care coordinators reported
that personalisation can raise unrealistic expectations:

“I think again if you give someone complete full reins
to go ahead and design their care plan it just becomes
unrealistic so I think it’s just about being realistic all
the time… And being realistic isn’t, I don’t think, it’s

not a bad thing. It’s about what’s available to us, and
that’s not because I don’t want to help my client get
whatever they want but it’s what’s available to us as
a service and resources that are available to us”
[P-CC-002].

Discussion
The aim for this cross-national study was to identify
and describe the factors associated with collaborative,
personalised, and recovery-focused care planning and
coordination in community mental health services. We
sought to address this aim by investigating the views
and experiences of care planning and coordination of
service users, informal carers, care coordinators, senior
practitioners and managers; measuring service user
perceptions of recovery-oriented practices, therapeutic
relationships and perceptions of empowerment and
staff perceptions of recovery oriented practices. Finally
we compared experiences between sites and between
England and Wales to explore organisational and na-
tional policy-level influences.
Data were generated in the context of policy diver-

gence across England and Wales. However, comparisons
of survey results across sites, and analysis of micro-level
interview data, raise questions over the extent to which
changes such as Wales’ Mental Health Measure are be-
ing ‘felt’ by service users at the frontline. Only cautious
claims of significant differences in scores on the three
measures across the six sites can be made, and such dif-
ferences as can be detected followed no national pattern
across England and Wales. Differences in the degrees of
service user involvement in care planning qualitatively
described by participants varied within and across sites,
again with no discernible national pattern.
Large-scale policy in both England and Wales places

considerable emphasis on both the process and the
product of care planning. However, across all sites par-
ticipants described various difficulties with care plan-
ning, and with the content and utility of completed care
plans as documents. We found evidence of care planning
and coordination being shaped by large-scale impera-
tives to adhere to mental health-specific law and policy
but also to other policies such as clustering and payment
by results, to commissioners’ demands for monitoring
data and to services managers’ needs to review and im-
prove professional performance. For many, care planning
and coordination was primarily about the assessment
and management of risk, involving the construction of
professional judgments made with little collaboration
with people using services. The implication of this being
that professional concerns about risk and safety may
take precedence over broader everyday risks experienced
by people using services [46]. In the face of competing
macro and meso-level pressures, at the micro-level we
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heard of care plans being developed and then forgotten
about by service users and practitioners unsure or un-
able to make active, day-to-day, use of them. Frequently,
service user participants were unable to talk knowingly
about the way their care plans were produced, or subse-
quently used.
Across all sites we found evidence that austerity, as an

explicit macro-level response to economic collapse [47],
was being felt. Caseloads were described as rising and
services in many areas had undergone major reconfigur-
ation in an effort to create ‘efficiencies’ or reduce costs.
Opportunities to match care coordinators to service
users on the basis of need were challenged by practical
contingencies including care coordinators’ caseloads be-
ing full. If care coordinators are likely to become de
facto providers of most care, as some participants said
was the case, then the degree of fit between user and
practitioner is an important consideration. Here, ‘fit’ re-
fers to the particular constellation of skills and know-
ledge possessed by staff reflecting, to some degree,
professional backgrounds but also the degree of ‘fit’ at
the interpersonal level. Teams where staff are over-
worked have less capacity to make optimal alignments
between people using services and those coordinating
and providing these [48]. Such restrictions are distinctly
at odds with new legislation offering greater choice to
mental health service users [49]. Care coordinators were
not universally professionally trained, nor necessarily
trained in care coordination or to involve people in their
care, as reported elsewhere [50], raising further ques-
tions about preparedness to take on a significant and
challenging role.
Recovery is a theme found in macro-level mental

health policy equally across England and Wales, and as a
concept is well discussed in both the literature [51] and
within service user research and activist circles [52]. Its
filtering into practice has been a less consistent affair,
and in parallel to the literature [53] we encountered little
in the way of shared understanding of recovery in our
study sites. Aspirations that recovery provides a cultural
and values-based approach to improving mental health
care may be some way from being realised. Risk, in con-
trast, was described as driving processes of care planning
and coordination more than any other consideration.
Personalisation, as a macro-level idea found in recent

policy and guidance [54], was understood (if at all) in
different ways by different people. Large-scale ambitions
that care be uniquely tailored to individuals’ needs
clashed (for example) with micro-level evidence that set-
ting up personal budgets was bureaucratic, exceptionally
time-consuming and frequently obstructive. There was
also evidence of major difficulties in ensuring personal
budgets were agreed, and that once agreed that monies
were received. Lengthy delays created frustrations for

service users and staff alike and there were reports of
these frustrations harming the therapeutic relationship.
There is an increasing literature on personal budgets
that suggests they may be a force for greater choice,
flexibility, control and empowerment [42], but unless the
processes are improved our data suggests they may ap-
pear as suspiciously like another laborious, hugely bur-
eaucratic process – rather like the CPA was on its
introduction [55].
In contrast, close correlations were found between

scores for therapeutic relationships provided by people
using mental health services, and the recovery-oriented
nature of those services. People using services value the
relationships they have with workers [50, 56, 57] and our
research interviews reaffirmed this. The relationship
with the worker was seen as one of the few constants in
an ever-changing landscape of health and social care
provision.

Limitations
Within each sub-group of service users, carers, practi-
tioners and managers, there may have been an element
of self-selection or inherent biases not immediately ap-
parent to the researchers. There appears to be a wide se-
lection of professions and viewpoints identified amongst
the staff interviews but the service user sample was
weighted more towards those with long-standing contact
with services. This may have been reflected in more lim-
ited experiences of a more recovery-focused approach
from clinicians who may feel longer-term services users
are less likely to respond to a focus on recovery. Simi-
larly, such a population may have different expectations
of care coordinators and mental health services than a
younger sample less habituated to the familiarities of
mental health service delivery.
There was a moderate level of missing data for the

RSA scale completed by service users, possibly due to
some of the difficult language used. As a consequence,
more detailed analysis of co-variations within the data
was restricted by lack of power. The RSA was selected
for use after consideration of several organisational-
focused measures of recovery. Nonetheless, this was not
a satisfactory measure as too many participants found
some of the language and North American terminology
unfamiliar and unclear. Adaptation and re-validation of
this measure to a British population or the identification
of a more suitable measure would be recommended for
future studies.

Conclusions
The results of this cross-national, multi-site mixed
methods study suggest that there exists a gap between
the macro-level national policy aspirations for recovery
focused, personalised care planning and coordination
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and the meso/micro-level ‘street-level’ practices and
everyday experiences of service users, carers and care
coordinators. Of particular concern was evidence of a
perhaps widening discrepancy between policy and prac-
tice and the indications of an emergent cynicism
amongst participants as recovery concepts and ideals are
subverted by higher-order organisational needs, direc-
tives and ends. There is a serious risk that the hope and
optimism that recovery approaches can offer mental
health services is being dampened and perhaps snuffed
out by the ‘re-conceptualisation of recovery’ at a macro-
level.
Amongst participants in this study within and across

the six sites, there was a lack of consensus about what
recovery means. This may be expected with such a rela-
tively nascent and contested concept [51]. However, a
loss of focus and legitimacy at a time when services are
and will continue to be under enormous pressure to re-
spond to the increasing demands placed upon them at a
time of continued austerity [47, 58] is worrying and
could have serious ramifications for the engagement,
safety and wellbeing of local populations and communi-
ties and the retention of top quality staff. Mental health
service commissioners and providers need to ensure
there is clarity and consistency in establishing and com-
municating with partners and recipients of services what
is meant by recovery. They also need to ensure the aims
and operations of the organisation are designed to sup-
port staff and service users in realising that vision.
Care planning itself was seen by care coordinators and

managers as a useful way of recording and evidencing
plans and actions but was largely deemed irrelevant
thereafter by most frontline staff and the majority of ser-
vice users. Yet the processing, completing, updating and
uploading of care plan documentation is reported to re-
quire considerable time and energy away from direct
contact with services users, families and wider networks
whilst appearing to play a minimal role in aiding recov-
ery. Information technology may provide some assist-
ance in accessing and sharing information but
paradoxically appears more often to require even yet
more time away from the service user as care coordina-
tors grapple with inflexible, unwieldy systems and, from
the service user’s viewpoint, de-personalised outputs.
Issues of safety and risk go hand-in-hand with mental

health service delivery, perhaps more than in any other
area of healthcare. Our data showed clearly that for
managers, senior practitioners and front-line clinicians,
risk assessment and management is central to their work
and a key component in care planning and coordination.
Yet for the majority of service users and some carers
interviewed in this study, this was far less evident and
there was a clear disjuncture between these experiences.
Most service users did not feel their safety had

necessarily been considered, nor that perceptions of
their risk towards others been discussed with them. In
order to provide genuinely personalised, recovery-
focused care planning and to ensure the safety and well-
being of all, attention must be given to how greater
openness, partnership working and shared decision-
making can be developed in this important area.
After 25 years of the CPA (and its more recent CTP

sibling) and repeated accounts of bureaucratic over-
load, it is time for innovative, flexible, genuinely more
person-centred solutions to this dilemma. It is clear
from service users and carers in this study that the key
instrument in helping and enabling people towards re-
covery is the therapeutic relationship with empathic,
respectful, skilful care coordinators and wider family
and social support networks. The allocation or choice
of care coordinator and care planning processes must
be redesigned to support not hinder that. Wellness Re-
covery Action Plans and similar approaches, as often
discussed in our data, may provide a more individua-
lised and recovery-focused method that merits more
detailed investigation, especially in light of recent evi-
dence [59]. However, introducing these in addition to
existing procedures will likely create greater stress and
resentment, rather than solutions.
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Endnotes
1Service user is used in this article to denote a patient

or user of psychiatric and mental health services. A carer
is a family member or friend providing some level of
emotional or practical support to the service user.
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