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			Background: Prevention and Recovery Care (PARC) services are relatively new sub-acute residential services that have supported people with mental ill-health in Victoria since 2003. Operated from a partnership model between non-governmental agencies and clinical mental health services, PARC services integrate intensive recovery-focused psychosocial input with clinical mental health care.

			Aim: To describe and contrast the 19 PARC services operating in Victoria at the time of the study, in terms of structures and function, resources, and content and quality of care.

			Method: Nineteen participants, one representing each PARC, completed two surveys: the first, a purpose-designed survey relating to the government guidelines for PARC services, and the second, the Quality Indicator for Rehabilitative Care.

			Results: Descriptive analyses highlighted that PARC services have operated in inner-city, urban, and regional areas of Victoria, from between 1 and 14 years. Participants reported that a recovery approach was at the core of service delivery, with a vast array of group and individual programs on offer. Across the state, there was variation in the quality of services according to the Quality Indicator for Rehabilitative Care domains.

			Conclusions: This study has identified that there is variation in the structure and function, resourcing, and content and quality of care offered across Victoria’s PARC services even though, in the main, they are guided by government guidelines. Hence it appears that the services adapt to local needs and changes in service systems occurring over time. The findings indicate emerging evidence that PARCs are providing recovery-oriented services, which offer consumers autonomy and social inclusion, and therefore likely enable a positive consumer experience. The range of individual and group programs is in line with the Victorian guidelines, offering practical assistance, therapeutic activities, and socialization opportunities consistent with consumer preferences. Further research into implementation processes and their impacts on quality of care is warranted concerning this and similar service models.
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Introduction

			Acute inpatient mental health care has been criticized for being expensive, restrictive, coercive, and unpopular with service users (1), and community-based residential alternatives have developed as a result. Acute inpatient care typically provides more intensive support to people experiencing a mental health crisis and/or a significant exacerbation of the symptoms of their mental illness requiring immediate treatment, although some community-based crisis services also exist for the same purpose. Slade et al. (2) compared inpatient and community-based alternatives, such as residential crisis services, and found no difference in outcomes but higher costs for community-based alternatives due to longer stays. Sweeney et al. (3) found that service users preferred crisis houses (a UK alternative for people who do not require involuntary hospital admission), due to stronger therapeutic relationships with staff, greater informal peer support, and fewer negative events experienced, for example, verbal abuse, forced medication, and being ignored by staff.

			Aside from the aforementioned community-based crisis services, most community-based residential services are bed-based services that focus on improving the independence and community functioning of people with mental disorders (4). It is common to classify these services into sub-acute and non-acute services. One major difference between the residential service types is the length of stay. Non-acute services include community care units (CCUs) and residential rehabilitation services, which generally provide support for between 6 and 24 months (4). Operating since 2003, Prevention and Recovery Care (PARC) services are now a feature in most areas in Victoria, offering short-term support spanning from a few days to 4 weeks. PARC services are residential sub-acute services that support people with mental ill-health to either avoid an inpatient hospital admission (step-up) or leave hospital early (step-down). PARC services are now being implemented elsewhere in the country, with the aim of improving mental health outcomes and preventing hospital admissions for people who are acutely unwell (5). They have a strong emphasis on integrating clinical mental health care with intensive recovery-focused psychosocial input.

			PARC services are considered part of the clinical system, that is, area mental health services (AMHSs) (state-funded specialist public mental health services, commonly described as clinical services). Elements of the PARC model of care are sub-contracted by the clinical service to a Mental Health Community Support Service (MHCSS) (non-government organization, NGO). This arrangement means the model of care is variable between PARCs, as they typically reflect the goals and needs of the local area as they are understood through the prism of the clinical provider. In practice, however, the relationship between the clinical service and MHCSS is collaborative and based on a shared commitment to the delivery of recovery-oriented sub-acute care. They are staffed by employees of both service types. Victoria’s adult sub-acute PARC services enable people to be admitted voluntarily, with or without a community treatment order, for up to 28 days. PARC services usually have a maximum of 10 residents, offering a homelike environment with single rooms in a stand-alone building. Thus, they are at least half the size of Victoria’s busy acute inpatient units that tend to be wards integrated into general hospitals or large health services. They contrast with other residential rehabilitation services because of the much shorter length of stay and emphasis on offering a residential support option as either a “step-up” from the community or a “step-down” from the inpatient unit. They are generally described as providing “sub-acute” care focused less on immediate treatment and more on recovery and social inclusion outcomes.

			

Early Research Evidence About Alternatives to Admission

			Since 2003, adult PARCs have gradually become firmly embedded in the area mental health service system in Victoria, and other Australian states have begun to adopt them. Despite considerable financial commitment and plans for expansion, the evidence base underpinning PARCs is very limited, largely relying on small, localized evaluations that, with rare exceptions (6), have not involved comparison groups, considered longer-term outcomes, or been published in the peer-reviewed literature (7–11). It remains unclear whether PARC services reduce pressure on acute beds in inpatient services (12), with only limited evidence available (13). A recent review of controlled studies concluded that current research is insufficient to provide convincing evidence about the effectiveness of residential alternatives to standard acute inpatient mental health services (14). This has led to calls for rigorous research to elucidate the models under which these services operate and their impact on stakeholders (9).

			Even so, evaluations of Victorian PARC services and their equivalents in other Australian states do suggest they are well regarded by consumers. We use the term “consumer,” as it is common to move away from the language of “patient” when referring to people in such residential alternative services. In the Australian context of this study, we refer to “consumers,” akin to “service users.” In particular, consumers value services that are staffed by supportive and caring workers and offer practical assistance, therapeutic activities, and socialization opportunities (8, 11, 15). They have also been shown to be associated with improvements on recovery-related indicators such as role functioning (11, 15) and symptom-based measures (11).

			The Victorian Department of Health (now the Department of Health and Human Services) PARC service guidelines were developed in 2010 with the goal of providing operational guidance regarding service planning and delivery (16). The government guidelines provide a framework for collaborative care planning that emphasizes rehabilitation and recovery that is adaptable to local need, enabling service provision that matches individual presentations and PARC resources. Box 1 highlights the core components of the guidelines, including key service principles, service models, service operations, and performance monitoring. The current study is one component of a state-wide evaluation of PARC services. A series of interrelated studies have been designed with the principal aim of evaluating the appropriateness, effectiveness, and efficiency of adult PARC services in Victoria to address the gaps in knowledge regarding sub-acute community mental health residential services. This paper aims to describe and contrast the current PARC services operating in Victoria, in terms of structures and function, resources, and content and quality of care.



			Box 1 | Summary of Prevention and Recovery Care Service guidelines.

			Key service principles

				1.	Collaboration

				2.	Least possible restrictive practices

				3.	Respect and responding to diversity

				4.	Consumer and carer participation

				5.	Privacy and confidentiality

			Service model

			
					Active clinical community intervention and treatment

					Appropriate clinical treatment and support

					Appropriate range of types and levels of psychosocial and other support

					Active consumer involvement in their own treatment; maintaining and engaging consumers’ natural supports

					Client eligibility criteria, for example, consumers who are 16–64 years of age

					PARC services fit in the continuum of care between acute inpatient and intensive community support in the consumer’s own home; consideration should be given to the following	o	Entry processes
	o	Care planning and implementation
	o	Length of stay
	o	Transfer of care/discharge planning


					Relationships	o	Links with clinical mental health services
	o	Links with the community mental health support service
	o	Links with primary and community-based services


			

			Governance: appropriate agreements to be developed by the clinical service and the mental health community support service

			Service operations

			
					Service planning and development consultation with a range of key stakeholders

					Staffing model and workforce development, for example, an appropriate mix of clinical and non-government organization (NGO) staff

					Daytime operations

					Nighttime operations

					Medication administration

					Incident management

					Clinical mental health and community mental health support service communication mechanisms

					Adherence to service standards and quality related to the Mental Health Act

					Complaints

					Additional policies and procedures, for example, medico-legal issues or sexual safety

					Catchment areas

					Facilities, location, and living environment

			

			Performance monitoring

			
					Use of state-wide data collection and reporting systems

					Locally relevant measures

			

		

			Summarized From the Adult PARC Services Framework and Operational Guidelines (16)


		





Method


Study Setting

			As of January 2016, there were 19 adult PARC services offering approximately 184 beds in Victoria. By 2019, this increased to 20, with now only one AMHS in Victoria operating without a PARC service. These 19 PARC services open at the time this study was undertaken are sub-acute services, including a women’s-only service, that offer a 28-day maximum stay. The 19 PARC services included in this project include 12 PARC services in suburban areas, 4 in regional areas, and 3 in inner-city areas. Generally, the day-to-day management of the unit and the provision of psychosocial interventions and support is the responsibility of the MHCSS. The clinical services provide clinical governance and treatment and the assessment and management of risk issues in relation to individual consumers. The clinical services generally make decisions regarding entry and exit from the service in consultation with the MHCSS. The two services work in close partnership to provide an integrated and holistic approach to care.

			


Participants

			Each of the adult PARC services nominated a manager or other appropriately knowledgeable senior staff member to participate in the study (n = 19 participants).

			


Data Sources

			Two data sources were utilized:

				1.	Data on the PARC services were collected using a pro forma designed by the research team to reflect the alignment of services provided by each PARC service with the government guidelines and to provide details about the types of services offered (16). It included 37 quantitative items and open-ended items that generated qualitative data, and took approximately 20 min to complete. The following topics were covered: governance and operation; facilities, location, and living environment; service delivery; staff; key performance indicators (KPIs); and performance monitoring processes. Table 1 provides examples of questions covering these topics.

				2.	The Quality Indicator for Rehabilitative Care (QuIRC) is an internationally validated tool designed for use in longer-term inpatient and community-based mental health residential facilities to assess the quality of care (17, 18). The QuIRC was considered suitable for this study because it is a validated instrument designed to measure the quality of care in a residential mental health setting. However, given that PARC services aim for a short length of stay, some adaptations were made (e.g., items referring to care provided over a 12-month period were changed to refer to a 1-month period). The QuIRC was designed for completion by the service manager and took around 1 h. It comprises 145 items that provide a combination of descriptive data and data that are collated into percentage scores on seven domains of care, with higher scores reflecting better quality on that domain. Table 2 provides a brief description of the seven QuIRC domains. Because of the large number of items, it is not feasible to include its whole content; however, Table 3 details the areas the QuIRC covers; see also (18).



		Table 1 | Example questions from the questionnaire concerning the alignment of services provided by each Prevention and Recovery Care (PARC) service with the government guidelines.
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		Table 2 | The Quality Indicator for Rehabilitative Care (QuIRC).
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		Table 3 | Description of QuIRC domains.
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Data Collection

			The research team convened a forum in Melbourne in March 2017 for the senior staff participants to complete the Victorian PARC service mapping questionnaire and the QuIRC. The manager of each PARC service was sent a letter from the project team explaining the project and the required information to complete the audit tools at the forum. The nominated staff member was provided with the plain language statement and a consent form prior to the forum.

			At the forum, each staff member was provided with an iPad to complete the audit tools, and members of the research team were available to clarify any questions that arose. Two service managers were unable to attend, so a researcher visited them to administer the survey tools within 1 month of the forum.

			Ethics approval for this project was granted from the University of Melbourne’s Human Research Ethics Committee (project number: 1647880.1).

			


Data Analysis

			Quantitative data from the Victorian PARC service mapping questionnaire and the QuIRC were analyzed using SPSS Version 22 to generate descriptive statistics. Thematic analysis of qualitative data derived from open-ended questions regarding the types of individual and group programs described in the Victorian PARC service mapping questionnaire was undertaken by four of the authors. Initially, authors JF and LB discussed the qualitative content from the surveys and developed key themes to describe the data. JF then coded all the data under these themes. The themes and coding were then reviewed by JF, LB, CH, and BH, who discussed and negotiated the themes and coding until all parties were in agreement.

			




Results

			The first PARC service was established in Victoria in 2003, and the most recent one opened in 2016. On average, the PARC services had been operational for 7 years (SD = 7.3). All PARC services were staffed 24 h a day, 3 had a staff member awake and on duty at night, and the remaining 16 had a staff member in the building, sleeping over at night. PARC managers reported that their services had a mean of 10 beds (SD = 1, range 6–10), with a maximum length of stay of 28 days. Three PARC services had day places available, enabling a consumer to attend activities at the PARC during the day only, with two PARC services reporting that day places were used on average once per month.

			

Victorian PARC Services Survey

			

Location, Building Type, and Access

			The PARC services were located across the state in inner-city (3, 16%), suburban (12, 63%) and regional areas (4, 21%). Most were stand-alone facilities in the community (11, 58%). Others were co-located with MHCSSs or residential CCUs (4, 21%); two managers reported being in a cluster of closely linked facilities in the community, and two reported “other” location arrangements (none of the Victorian PARC services were on hospital grounds). Some PARC services were purpose-built facilities (11, 58%), while others operated from converted buildings (8, 42%). Managers of 10 of the 19 PARC services reported that the street entrance to the PARC was locked, and of these, the consumers of four, and staff of three, services were dependent on staff in the building granting access. This means consumers were free to come and go from the PARC service as they wanted, but for security in the community setting, the front doors were kept locked.

			


Staff Qualifications and Staffing Mix

			Table 4 displays qualifications of workers employed by the MHCSS, including the level of higher education and the details of staff with lived experience of mental health issues. Almost all staff (95%) were educated to graduate level and two-thirds to post-graduate master’s level. Most (84%) had a diploma in mental health. About half of the PARC services reported employing a peer worker, and two reported employing a family/carer peer support worker.



		Table 4 | Qualification of PARC staff employed by the MHCSS, staff mix between MHCSS and AMHS.
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			The staffing mix of AMHS and MHCSS staff varied between PARC services. Most (17 of the 19 PARC services) had a permanent clinical staff member, and 6 had a system for the rotation of clinical staff (a planned length of time a clinical staff member would be assigned to work at the PARC). However, there was considerable variation in the percentage of time in a 24 h period that the clinical staff member was available (mean 44%, SD 28%, range 8–100%) and how much time in a 24 h period clinical staff were present (mean 32%, SD 20%, range 3–95%). Table 4 shows the number and equivalent full-time (EFT) staff from the MHCSS, AMHS, and other services, that is, staff employed by outside agencies who work at the PARC.

			


Partnership Approach and Governance

			Managers reported on the governance and operational procedures of the PARC services according to specific questions linked to government guidelines. Eighteen of the 19 PARC services had an operational collaboration agreement between the MHCSS and the AMHS, as well as a documented governance structure. Seventeen also had a sub-contract agreement for services to be delivered by the MHCSS. Table 5 displays the policies each PARC service was expected to utilize according to the government guidelines and indicates the origin of each of the policies for PARC services.



		Table 5 | Types of policies and where they originate.
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			Most PARC services had developed joint policies, particularly in relation to the day-to-day running of the PARC service, such as: guidelines for entry and exit; procedural documents for admission and discharge; and critical incidents. The risk assessment protocols were usually taken directly from the AMHS, whereas the staff education and training policy and the complaints policy were developed more often by the MHCSS.

			


Service Delivery

			All referred to their approach to service delivery in terms of “recovery.” The “collaborative recovery model” (19) was the most frequently reported model (5, 26%). Other terms used to describe the approach to service delivery included “client-centered recovery framework,” “community recovery model,” “Recovery Star,” and “Mind’s recovery-oriented practice.” One PARC service described their service as using a “biopsychosocial model,” and two managers reported using the Victorian guidelines to support the approach to service delivery.

			

Group Programs

			PARC service managers were asked the open-ended question, “Please describe the group programs that are offered to consumers.” Three managers included in their response that programming for groups was dependent on the needs and preferences of the consumers in the PARC service at the time. The following quote illustrates this point:

			We have a program whereby we ask the participants daily what types of things they would like to learn about. We then put in place groups that are relevant to the specific mix of participants that are in at the time. We have over the journey seen trends on what people are requesting and have got some resources that are used commonly.

			Another manager elaborated on how the service arranged groups:

			There is an extensive group plan that is set over two weeks and then rotates. The program is reviewed every six months to include feedback clients have provided either to staff, via the Peer Support Worker, or using the feedback forms at the end of their stay.

			Seventeen participants answered this by listing the array of programs and topics included in the PARC service group programs. Six interrelated and interdependent themes emerged from the data and are described below. Table 6 shows the number of PARC services delivering groups within each theme and the volume of activities offered under each theme across all PARC services. The six themes describing group programs were:

			Recovery and wellness: This theme included recovery groups facilitated by peer workers; the Optimal Health Program (20); spiritual well-being; meditation and relaxation; and wellness planning. All 17 managers reported that their services offered groups under this theme. About half reported that their recovery groups were run by peers, and approximately half reported running relaxation groups.

			Activities of daily living (ADLs) and self-management: This theme included the subthemes of self-care, cooking, and budgeting. All service managers reported running groups of various types within this theme, and almost all reported that their services offered a cooking group.

			Physical health included nutrition and exercise. Approximately one-third of participants reported offering sport and recreation groups such as gym, swimming, and walking groups.

			Psycho-therapeutic interventions represents interventions focused on consumers understanding and discovering strategies to ameliorate symptoms of mental ill-health. This theme included mindfulness groups, psychoeducation groups, and sensory groups. Twelve PARC managers reported that their service offered these kinds of groups. Mindfulness groups and psychoeducation groups were the most frequently reported (approximately half and one-third, respectively).

			Therapeutic milieu and activities: This theme involved group activities, spanning the following areas: music; art/craft; yoga; dancing; community meetings; men’s group; and gardening. Eleven managers reported offering groups that were classified under this theme. Around half reported facilitating art and craft groups, and one-third reported running music groups and/or community meetings.

			Social groups were defined as activities in the community supported by the PARC staff, including community connections, such as volunteering at a local animal shelter, and social outings, for example, to have afternoon tea at a local cafe. About half the participants reported facilitating social groups in the community. Each PARC seemed to focus on a particular type of outing, and there was not much commonality on the type of outings across the PARC services.



		Table 6 | Delivery of groups and activities by theme.
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Individual Programs

			All 19 participants provided details about the 1:1 programs offered to consumers. Many mentioned topics that related to the six themes identified for the group programs above, particularly concerning recovery and wellness; ADLs and self-management; and physical health. In addition, over half the participants reported 1:1 key worker support, and individual recovery planning, goal setting, and safety/wellness planning. Just under half of the services offered psychiatric and medical services, for example, psychiatric review, medication reviews and education, and referrals for counseling or therapy outside the PARC. Just under half of the participants reported that consumers had access to individual sessions based around the Optimal Health Program (20). One-quarter of participants reported that their consumers were offered sessions with a peer support worker and had access to family sessions and support.

			



Satisfaction and Experience of Service Measures

			Exit surveys for consumers were in use in almost all PARC services, and about one-third used exit surveys with carers. Roughly three-quarters reported using clinical outcome tools (such as Health of the Nation Outcome Scales (HoNOS) or Behaviour and Symptom Identification Scale (BASIS-32)), and a minority reported the use of a recovery outcome measure.

			


Key Performance Indicators

			Participants were asked to report KPIs (outlined in the government guidelines) for the previous 6-month period (1 July 2016–31 December 2016). Table 7 details these. The average length of stay and occupancy rate were variable. Fourteen of the 19 PARC services sometimes included consumers who were subject to a community treatment order (orders under Victorian mental health legislation that can impose compulsory treatment in the community).



		Table 7 | Manager reports of key performance indicators as set out in the Victorian PARCs guidelines.

[image: ]

		

			



QuIRC

			Table 8 shows the overall descriptive statistics for each domain, as well as the percentage scores for each PARC service on the seven domains of the QuIRC. Services shown in blue in the body of the table were below the overall mean domain score. In the final column, green indicates the services with the least number of domains (0–2) scoring below the Victorian mean, amber indicates those in the mid-range (3–4), and red indicates those with the most domains (5–6) scoring below the Victorian mean.



		Table 8 | QuIRC domains by PARC.
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			Three QuIRC domains had wide variation in scores between PARC services: living environment; social interface; and treatments and interventions. Living environment was, on average, the highest-scoring domain across Victoria, with purpose-built services scoring higher (mean = 78, range 66–92) than those that had been converted (mean = 69, range 58–78). Treatments and interventions was the lowest-scoring domain across Victoria.

			PARC service 12 scored highest for five of the seven domains and second highest on one domain. PARC service 4 scored second highest on two domains (self-management and autonomy, and recovery-based practice) and highest on another (human rights), but second lowest on social interface. PARC service 7 and PARC service 13 both scored below the state average on six out of seven domains. No service had the lowest score on more than one domain.

			



Discussion

			This paper provides the first insights into how adult sub-acute PARC services in Victoria operate and the support they deliver. Our data suggest that the majority are being run according to the government guidelines including localized variations (16). All service managers reported operating a partnership model and implementing the required policy and procedure documentation, although there was variation in terms of which service took the lead in policy development, reflecting local partnership arrangements, which are reflected in the sub-contracting arrangements developed by each AMHS. Further, there was variation between services in terms of the ratio of MHCSS staff and clinical staff, with some services having a much larger presence of clinical staff in the PARC service each day. It is possible that these differences may reflect variation in the balance between clinical and recovery-oriented functions and/or the different needs of the consumers accessing the service. While it is possible that these factors impact on consumer outcomes, further research to investigate this is required. Hence, the value of this mapping exercise in the context of our overall PARC services study is that these findings will assist us to interpret data from our other studies focused more on consumer outcomes.

			A recovery-based model of service delivery was reported by all managers as the foundation of their PARC service delivery ethos. Aligned with the recovery-oriented model of care, a diverse range of group and individual programs were available to consumers; however, our data collection did not capture how the programs were delivered and to what extent consumers were able to direct the focus of the programs offered to meet their individual goals for recovery. For example, a group focusing on physical health is not recovery oriented if there is no choice, self-determination, or respect for individual decision making. Notwithstanding this limitation, the group programs described by participants indicated that most services provided programs covering the themes of recovery and wellness, ADLs and self-management, physical health, psycho-therapeutic interventions, therapeutic milieu and activities, and social groups. The combination of such a range of activities is aligned to the guidelines (16) and may support personal recovery by addressing the multi-faceted social, occupational, and health determinants of well-being and recovery. Concepts linked to recovery-oriented practice, such as connectedness, hope, identity, meaning and purpose, and empowerment (CHIME) (21), may be seen to be reflected in what is being supported by the activities in PARC services, for example, the involvement of peer workers in facilitating groups, connecting people to the local community, and support for self-management (22). These activities may also reflect the needs of people who attend PARC services and the sub-acute environment. Although there is an expectation that clinical services will also adopt recovery-oriented practice (23), this is much more difficult to achieve when inpatient length of stay is so short and the focus of care is generally on diagnosis, medication, and maintaining safety during a crisis (24). Hence, PARC services widen the opportunity to offer recovery-oriented group programs and other related activities. Further, the wide array of programs offered is likely to be a source of satisfaction for consumers who have reported dissatisfaction with the lack of engaging and meaningful activities in acute inpatient services (25).

			Understanding how programs are offered and the extent of consumer input and choice requires further research. Just over half of the managers reported employing a peer worker, which may explain why not all PARC services reported individual peer support being available. Our survey did not specifically ask managers to describe how the mix of group and individual programs were decided; two managers chose to provide this detail, and their quotes provided strong indication of choice offered to consumers regarding the individual and group programs that they have access to during their admission.

			The study also illustrated that consumers use the PARC services at different points in their recovery. They appeared to provide an important “bridging” service, acting as both a “step-up” service from community-based care, as well as a “step-down” service from inpatient care. The greater average number of consumers entering PARC services from the community is likely to be reflected in, and consequently shape, the types of activities and programs offered by the service. In their study of one Australian sub-acute residential service, Thomas and Rickwood (26) found that varying needs were identified by clients who were stepping up—seeking support with social skills and illness management—in contrast to those who were stepping down—valuing support with living skills and personal processes of recovery. Our findings appear to concur with those of Thomas and Rickwood (26), as the mix of consumers in PARC services may also explain the wide range of programs offered.

			In terms of the KPIs set out in the government guidelines, the average length of stay was low, and the occupancy rate was highly variable. These findings pose a range of further questions, in particular, how a PARC service is positioned within a local system of care, with each local system operating under a range of unique forces that were not considered within this study. Length of stay is likely to be influenced by the relationship with the local inpatient unit and bed demand. The role of consumer preference in determining length of stay cannot be determined from these findings but may be an important factor. For example, in rural areas, the distance that consumers are from their home may deter extended stays (managers discussed this issue during the forum). The occupancy rates may be indicative of the length of time the PARC has been open, with newer services possibly still establishing themselves in the local area. It is worth noting that these figures came from the manager’s memory of the previous 6 months, and other studies in this program of work will access and analyze more rigorously collected state-wide data.

			

QuIRC

			The use of the QuIRC enabled valid comparison of the quality of the PARC services across Victoria and with similar English services. The individual domain average scores were generally higher than for supported accommodation services (27) in England. In the original validation of the QuIRC, service managers’ ratings of quality (as indicated by the domain scores) concurred with consumer ratings of their care and autonomy (17), allowing some confidence that the ratings reflect consumer views and experiences of the care provided. The living environment domain was the highest-scoring domain across the PARC services, indicating that the built environment was a particular strength in Victoria, particularly in the purpose-built services. The second-highest-scoring domain was self-management and autonomy, reflecting an emphasis on promoting consumers’ independence.

			There was room for improvement on both the therapeutic environment domain, related to staffing, training, and supervision, and the treatments and interventions domain measuring clinical (medical, psychological, and social) interventions in PARC services. Further, there was a high degree of variation across PARC services on the treatments and interventions domain. PARC services have almost double the length of stay compared to inpatient units, but this remains a short length of stay when compared to other residential services. Hence, it may be challenging to provide tailored interventions efficiently, and this may explain the lower scores on the treatments and interventions domain than other domains. Further, these scores may highlight that although there is clinical input, PARC services are not operated as a clinical service. Usually, PARC services have more MHCSS resources compared to AMHS staffing. PARC services show comparable scores with similar service types in England but also variations within Victoria, demonstrating how the QuIRC can assist services to identify particular strengths and weaknesses (27). An example of a common challenge, suggested by low scores in both Victoria and England, is the incorporation of evidence-based practices into residential settings and mental health services in general (28).

			The domain social interface (inclusion) was a mid-range score for the Victorian PARC services compared to scores on other domains, but in comparison to the supported accommodation services in the UK, it appears to be a strength for PARCs (27). Social interface measures the degree to which the service strengthens consumers’ social networks via making links with community resources and engages with the consumers’ families. This difference in PARC services may be due in part to the much shorter expected length of stay, thus producing a higher need to focus on external networks for consumers to ensure their continued recovery after discharge (15).

			The domain of human rights was a relative strength for PARC services, highlighting that consumers’ legal and civil rights are promoted and that consumers are involved in decision making about their care. However, when compared with supported accommodation services (27), PARC services may have room for improvement. Achieving higher scores in relation to human rights may be an important indicator that PARC services are aligned with their stated principle of least possible restrictive practices. It may be that comparable improvement in this domain is difficult to achieve in a short-stay sub-acute environment, as compared to the English longer-stay supported accommodation services described in Killaspy et al. (27), but this could still represent an aspirational goal for PARC services.

			Another potential area for improvement is the domain of recovery-based practice, even though scores in PARC services are on par with supported accommodation services in England (27). Previous research has found that recovery-oriented practice can be challenging to incorporate into bed-based services (29). Furthermore, PARC service consumers are likely to be attempting to avoid a hospital admission or have just had an acute admission. This sub-acute level of need may be maintaining a focus on clinical issues rather than personal recovery. Personal recovery has been defined as

			“a deeply personal, unique process of changing one’s attitudes, values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and contributing life even within the limitations caused by illness. Recovery involves the development of new meaning and purpose in one’s life as one grows beyond the catastrophic effects of mental illness (30; p2)”

			and it may be that enabling emphasis on personal recovery is more challenging when there is a parallel imperative to achieve clinical outcomes—in particular, preventing admission (or readmission) to hospital. However, in English surveys, it has been found that higher scores related to recovery-based practice and human rights was positively associated with outcomes related to successful discharge to the community and progressing to more independent accommodation; hence, a challenge for PARC services may be to ensure that, in the context of a clinical and recovery-oriented partnership, the contributions of these domains to sub-acute care are appreciated (31).

			


Strengths and Limitations

			The state-wide scope and completeness of the data set are strengths of this study. A further strength is the inclusion of the QuIRC, a validated measure of service quality. There are tensions when developing a service delivery survey to accurately capture the government guidelines. In an effort to enhance accuracy, the Victorian survey was collaboratively developed with all stakeholders; however, there may be limitations in the survey’s ability to capture all of the activities that are occurring in the PARC services. Therefore, some important activities and how they are being delivered may not have been captured. The qualitative study included in our overall large evaluation project may enable more detailed description of the interventions in PARC services. Despite participants being asked to prepare relevant data before the forum, the findings may be limited by the recall of participants.

			


Conclusions

			Gathering comprehensive descriptions of 19 PARC services and their practice demonstrates the degree of variation in the structure, resourcing, and content and quality of care offered across the Victorian PARCs, and provides a contextual foundation for the more rigorous qualitative and quantitative studies that are in process. The findings indicate emerging evidence that PARCs are providing recovery-oriented services that offer consumers autonomy and social inclusion, which future studies may find links to a positive consumer experience. The range of individual and group programs is in line with the Victorian guidelines, offering practical assistance, therapeutic activities, and socialization opportunities which may provide an early indication of positive regard from consumers (8, 11, 15). However, current guidelines provide a framework only; PARC service variation comes from local interpretation, partnership arrangements, and the degree to which recovery principles and use of evidence-based practices are understood and employed by the partners. The QuIRC domains “worked” to describe the PARCs, with living environment and self-management and autonomy domains highlighting strengths and therapeutic environment and treatments and interventions relative weaknesses across the PARCs that might be explained by the variation in staffing, consumers, and context. Our findings regarding outcome measurement highlight the need for increased assessment of recovery outcomes. To date, PARC services have focused measurement of outcomes on satisfaction and experience of service type surveys; determining effectiveness of these services will be strengthened by the use of a range of other consumer outcome measures. Together, other studies in our broader evaluation of PARCs in Victoria will do more to see if there are differences in consumer outcomes across PARCs.

			



Data Availability Statement

			The datasets generated for this study are available on request to the corresponding author.

			


Ethics Statement

			The studies involving human participants were reviewed and approved by Ethics approval for this project was granted from The University of Melbourne’s Human Research Ethics Committee (project number: 1647880.1). The patients/participants provided their written informed consent to participate in this study.

			


Author Contributions

			CH, JF, LB, BH, and HK designed the study, with guidance from all other co-authors. JF, CH, LB, BH, and HK collected the data, with assistance from TH, LC, and PE. JF, CH, and LB analyzed the findings, with assistance from HK and BH. JF, CH, LB, BH, HK, TH, LC, and PE contributed to interpretation of the findings and reviewed and revised drafts of the manuscript.

			


Funding

			The project was funded by an National Health and Medical Research Council (NHMRC) partnership grant (APP1115907) and is a partnership between academic institutions, Mental Health Community Support Services (MHCSS), clinical mental health service providers, and the Victorian government.

			


Acknowledgments

			This publication is based on data collected in the Building the evidence base for Prevention and Recovery Care (PARC) services project. This investigation has been conducted by a team of researchers—J. Pirkis, L. Brophy, M. Spittal, C. Harvey, J. Farhall, C. Mihalopoulos, G. Meadows, V. Palmer, R. Newton, E. Fossey, B. Hamilton, V. Edan, and R. Vine—working alongside partner investigators from the Victorian Department of Health and Human Services and all the MHCSS involved in providing PARC services in Victoria at the time of the study: Break Thru, Ermha, Life Without Barriers, Cohealth, Wellways. Mind Australia Limited, and Neami National. M Spittal is a recipient of an Australian Research Council Future Fellowship (project number FT180100075) funded by the Australian government. Ethics approvals for the study were obtained from relevant institutional human research ethics committees. We acknowledge, with thanks, the consumers, carers, and mental health professionals who have participated in the project along with the lived experience advisory panel, clinical services advisory group, and national and international advisors.

			

References

				1.	Gilburt, H, Rose, D, and Slade, M. The importance of relationships in mental health care: a qualitative study of service users’ experiences of psychiatric hospital admission in the UK. BMC Health Serv Res (2008) (8):92–104. doi: 10.1186/1472-6963-8-92

				2.	Slade, M, Byford, S, Barrett, B, Lloyd-Evans, B, Gilburt, H, Osborn, D, et al. Alternatives to standard acute in-patient care in England: short-term clinical outcomes and cost-effectiveness. Br J Psychiatry (2010) 197(53):S14–9. doi: 10.1192/bjp.bp.110.081059

				3.	Sweeney, A, Fahmy, S, Nolan, F, Morant, N, Fox, Z, Lloyd-Evans, B, et al. The relationship between therapeutic alliance and service user satisfaction in mental health inpatient wards and crisis house alternatives: a cross-sectional study. PLoS One (2014) 9(7):e100153. doi: 10.1371/journal.pone.0100153

				4.	Parker S, Dark F, Newman E, Korman N, Meurk C, Siskind D, et al. Longitudinal comparative evaluation of the equivalence of an integrated peer-support and clinical staffing model for residential mental health rehabilitation: a mixed methods protocol incorporating multiple stakeholder perspectives. BMC Psychiatry (2016) 16:179. doi: 10.1186/s12888-016-0882-x

				5.	Galloway, J, Scollo, G, and Thomson, N. Mental health prevention and recovery care: a clinical and community partnership model of sub-acute mental health care. Melbourne: Victorian Government (2016).

				6.	Siskind D, Harris M, Kisely S, Brogan J, Pirkis J, Crompton D, et al. A retrospective quasi-experimental study of a community crisis house for patients with severe and persistent mental illness. Aust N Z J Psychiatry (2013) 47(7):667–75. doi: 10.1177/0004867413484369

				7.	Daly, S, and Kirby, S. (2015). Far West Mental Health Recovery Centre: a partnership model of recovery focused mental health inpatient care. Paper presented at the 13th National Rural Health Conference, Darwin.

				8.	Forwood, A, Reed, C, Reed, M, Roose, D, and Ryan, S. Evaluation of the Prevention and Recovery Care (PARC) services project. Victoria: Mental Health and Drugs Division, Department of Human Services (2008).

				9.	Parker S, Siskind D, Harris M. Community based residential mental health services: what do we need to know? Aust N Z J Psychiatry (2015) 49(1):86–7. doi: 10.1177/0004867414557163

				10.	Heyeres M, Kinchin I, Whatley E, Brophy L, Jago J, Wintzloff T, et al. Evaluation of a residential mental health recovery service in North Queensland. Front Public Health (2018) 6:123. doi: 10.3389/fpubh.2018.00123

				11.	White, C, Chamberlain, J, and Gilbert, M. Examining the outcomes of a structured collaborative relapse prevention model of service in a Prevention and Recovery Care (PARC) service phase two: research report. Retrieved from Victoria (2012). Victoria: SNAP Gippsland Inc.

				12.	Dhillon R. A failed experiment: substitution of acute inpatient beds by subacute community residential beds in South Australia. Aust N Z J Psychiatry (2015) 49(6):579–8. doi: 10.1177/0004867415573056

				13.	Kinchin I, Russell A, Tsey K, Jago J, Wintzloff T, Meurk C, et al. Psychiatric inpatient cost of care before and after admission at a residential subacute  step-up/step-down mental health facility. J Med Economics (2019) 22(5): 491–8. doi: 10.1080/13696998.2019.1588126

				14.	Lloyd-Evans B, Slade M, Jagielska D, Johnson S. Residential alternatives to acute psychiatric hospital admission: systematic review. Br J Psychiatry (2009) 195:109–17. doi: 10.1192/bjp.bp.108.058347

				15.	Lee, S, Collister, L, Stafrace, S, Crowther, E, Jkroschel, J, and Kulkarni, J. Promoting recovery via an integrated model of care to deliver a bed-based, mental health prevention and recovery centre. Aust Psychiatry (2014) 22(5):481–8. doi: 10.1177/1039856214545979

				16.	Victorian Department of Health. Adult Prevention and Recovery Care (PARC) services framework and operational guidelines. Melbourne, Victoria: Mental Health Drugs and Regions Division Victorian Government (2010).

				17.	Killaspy, H, White, S, Wright, C, Taylor, TL, Turton, P, Kallert, T, et al. Quality of longer term mental health facilities in Europe: validation of the quality indicator for rehabilitative care against service users' views. PLoS One (2012) 7:e38070:1–7. doi: 10.1371/journal.pone.0038070

				18.	Killaspy, H, White, S, Wright, C, Taylor, TL, Turton, P, Schutzwohl, M, et al. The development of the quality indicator for rehabilitative care (QuIRC): a measure of best practice for facilities for people with longer term mental health problems. BMC Psychiatry (2011) 11(35):1–7. doi: 10.1186/1471-244X-11-35

				19.	Oades, L, Deane, F, Crowe, T, Gordon Lambert, W, Kavanagh, D, and Lloyd, C. Collaborative recovery: an integrative model for working with individuals who experience chronic and recurring mental illness. Aust Psychiatry (2005) 13(3):279–84. doi: 10.1111/j.1440-1665.2005.02202.x

				20.	Wilding, H, Moore, G, Castle, D. et al. (2015). Optimal health program: a psycho-educational wellbeing program transforming research to reality (ePoster). Available at https://www.researchgate.net/publication/281276180_Optimal_Health_Program_a_psycho-educational_wellbeing_program_transforming_research_to_reality_ePoster/citation/download (Accessed August 21, 2019)

				21.	Bird, V, Leamy, M, Tew, J, Le Boutillier, C, Williams, J, and Slade, M. Fit for purpose? Validation of a conceptual framework for personal recovery with current mental health consumers. Aust N Z J Psychiatry (2014) 48:644–53. doi: 10.1177/0004867413520046

				22.	Slade, M, Bird, V, Le Boutillier, C, Farkas, M, Grey, B, Larsen, J, et al. Development of the REFOCUS intervention to increase mental health team support for personal recovery (2015). Br J Psychiatry. (2015) 207:554–50. doi: 10.1192/bjp.bp.114.155978

				23.	Meadows, G, Brophy, L, Shawyer, F, Enticott, JC, Fossey, E, Thornton, C,D, et al. REFOCUS-PULSAR recovery-oriented practice training in specialist mental health care: a stepped-wedge cluster randomised controlled trial. Lancet Psychiatry (2019) (6)2:104–14. doi: 10.1016/S2215-0366(18)30429-2

				24.	Glick, I, Sharfstein, S, and Schwartz, H. Inpatient psychiatric care in the 21st century: the need for reform. Psychiatr Serv (2011) 6(2):206. doi: 10.1176/ps.62.2.pss6202_0206

				25.	Donald, F, Duff, C, Lee, S, Kroschel, J, and Kulkarni, J. Consumer perspectives on the therapeutic value of a psychiatric environment. J Mental Health (2015) 24(2):63–7. doi: 10.3109/09638237.2014.954692

				26.	Thomas, K, and Rickwood, D. Facilitators of recovery for step-up and step-down clients of a sub-acute residential mental health service. J Mental Health (2016) 25(4):343–9. doi: 10.3109/09638237.2016.1139066

				27.	Killaspy, H, Priebe, S, Bremner, S, McCrone, P, Dowling, S, Harrison, I, et al. Quality of life, autonomy, satisfaction, and costs associated with mental health supported accommodation services in England: a national survey. Lancet Psychiatry (2016) 3:1129–37. doi: 10.1016/S2215-0366(16)30327-3

				28.	Harvey, C, Lewis, J, and Farhall, J. Receipt and targeting of evidence-based psychosocial interventions for people living with psychoses: findings from the second Australian national survey of psychosis. Epidemiol Psychiatr Sci (2018) 1–17. doi: 10.1017/S2045796018000288

				29.	Gilburt, H, Slade, M, Bird, V, Oduola, S, and Craig, TKJ. Promoting recovery-oriented practice in mental health services: a quasi-experimental mixed-methods study. BMC Psychiatry (2013) 13(1):1–10. doi: 10.1186/1471-244X-13-167

				30.	Anthony, WA. Recovery from mental illness: the guiding vision of the mental health service system in the 1990s. Psychosoc Rehabil J (1993) (4):11. doi: 10.1037/h0095655

				31.	Killaspy, H, Priebe, S, McPherson, P, Zenasni, Z, Greenberg, L, McCrone, P, et al. Predictors of moving on from mental health supported accommodation in England: national cohort study. Br J Psychiatry: J Mental Sci (2019) 16(4) :1–7. doi: 10.1192/bjp.2019.101

			Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

			Copyright © 2019 Fletcher, Brophy, Killaspy, Ennals, Hamilton, Collister, Hall and Harvey. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

		

		

		


OEBPS/Images/fpsyt.2019.00735_cover.jpg
’ frontiers
in Psychiatry

Prevention and Recovery Care
Services in Australia: Describing
the Role and Function of Sub-Acute
Recovery-Based Residential Mental
Health Services in Victoria





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

      		

        Prevention and Recovery Care Services in Australia: Describing the Role and Function of Sub-Acute Recovery-Based Residential Mental Health Services in Victoria

      

        		

          Introduction

        

          		

            Early Research Evidence About Alternatives to Admission

          



        



        



        		

          Method

        

          		

            Study Setting

          



          		

            Participants

          



          		

            Data Sources

          



          		

            Data Collection

          



          		

            Data Analysis

          



        



        



        		

          Results

        

          		

            Victorian PARC Services Survey

          

            		

              Location, Building Type, and Access

            



            		

              Staff Qualifications and Staffing Mix

            



            		

              Partnership Approach and Governance

            



            		

              Service Delivery

            

              		

                Group Programs

              



              		

                Individual Programs

              



            



            



            		

              Satisfaction and Experience of Service Measures

            



            		

              Key Performance Indicators

            



          



          



          		

            QuIRC

          



        



        



        		

          Discussion

        

          		

            QuIRC

          



          		

            Strengths and Limitations

          



          		

            Conclusions

          



        



        



        		

          Data Availability Statement

        



        		

          Ethics Statement

        



        		

          Author Contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          References

        



      



      



    



  



OEBPS/Images/table6.jpg
Theme

Rocorery and wolinoss.
Actiies ofdaly ing (ADLs) and sef- management
Physical health

Poycho-therapeuic ntenvetions

Thorapeutic miou and goup programs.

Sockd graups

Number of PARCs delivering, n = 17

7
14
2
2
n

Numbor of activiy types offored across all PARCs.

Total numbor

®
27
10
7
2
b

Rango

0-5





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table2.jpg
Assesses 7 domains of care:

+ Living (buill environment

* Therapeutic environment

+ Treatments and interventions

« Self-management and autonomy
+ Socil interface

* Human rights

* Recovery-based practice

QuIRC 143 items assessing:

Staffing, training, supervision
Built environment/facilities
Evidence-based interventions
Activities (in and outside the service)
Care planning processes

Service user involvement

Family support

Promotion of autonomy and
independent lving skills

Physical health promotion
Management of challenging behaviors
Complaints processes, confidentialty,
access to advocacy and lawyer






OEBPS/Images/table4.jpg
Staff qualifications
Diploma in mental health

Diploma in alcohol and other drugs
Diploma in clincal services
Bachelor's degree

Master's degree or higher

Peer worker

Consumer consultant

Carer consultant

Family and carer peer support worker
Other (please specify)

MHCSS staff
Number of staff

Total equivalent full-time (EFT)
AMHS staff

Number of staff

Total EFT

Other staff

Number of staff

Total EFT

Frequency

16
10
1
18
12
1
o

avo

N of PARCs.

19
181

19
18

19
19

Percent

84
53
5
95
63
58
o
o
1
26

Mean

10.4

7.3

56
26

0.2
04

sD

29
14

3.9
16

05
13

Range
416
4-10

1-15
1-8

02
0-4

"The data for one PARC was entered in eror and so was removed from analysis.





OEBPS/Images/table3.jpg
Domain

Lning envicrement
Thorapeutic envionment
Tratments and norventons.
Sefl-management and autonormy
Socal interaco

Human fihts.
Racovery-basod paciice

Description

Tho bult enviconmont and tho practical aspects of how ho aciy is orgarized and
“The therapeutic cuture of thefaciy. ncuding saffng riring and supervison, staf atudes o servioe users

Mecical, psychologica, and socal treatments and iterventions, physical health promotion, and the use o seckusion o restant
The degree (o which the senvios asssts senice usersto gain/egein sdls oring indepondantly

The degree (0 which the senvico makes ks with communty résoutces and engages with senvice users famies and cares o
strongthen thai social networks

Tho dogreo (0 which senico users'lagal and cve rights ro promoted and how they ao involvd in docision maling about thoi
‘case; includos data protociion, confidentialty and provison of systems for complains, access 1o acvocacy, and support with voting
Dogroe to which service sers ae engaged collaboratvly in planning and agrecing 1o the own car and treatment and i the
runving/dociion making of the servio; degro0 1o which staf hoid hopo for 50 Users o progress i tha recovery





OEBPS/Images/table8.jpg
PARC Ronovatedor  Living  Therapoutic Solf-managoment Social Human Treatments and Recovery-based Numbar of domains below
purposo-buit environment environment  and autonomy interface rights intorvontions  practico, the Victorian average

o4 re & 6194 062 5466 268 614l 7205
o 3 8 6264 6494 6676 7304 012 6550
1 3 0 614 7150 643 5950 5387 w0
7 3 8 5643 6535 o741 7076 6288 s7.16
2 3 7 6325 7114 737 7118 | 6249 3
15 3 3 6374 7083 ss08 7012 7175 26
19 3 7 074 7488 6483 7076 | 6075 67.00
o7 3 7 003 083 7106 | 698 5301 612
" 3 7 002 777 4539 6456 589 538
08 B 7 733 7708 7249 6838 739 008
1 3 2 7380 8497 7615 8076 762 765
05, r 6 6181 6821 742 (6735 6663 505
06, ” 7 6260 60.18 7os ool s6%4 5849
14 ” 7 6405 705 7796 6879 6088 6
16 R 58 6147 6083 630 6534 7279 6181
10 R & 6145 7284 ot 7435 613 6.5
18 ” 7 5911 6861 776t [eoas s [
s r 7 616 757 o710 7768 7ada w4
o1 r 092 6090 737 ees2 | 7107 €020

Moan 742 6267 7208 o798 7044 6256 6509

Minimum 58 5643 6404 4539 5950 5075 s7.16

Maximum 2 7389 8407 719 8268 762 765

D 888 422 495 a5 554 861 482





OEBPS/Images/logo.jpg
, frontiers
in Psychiatry





OEBPS/Images/table7.jpg
N Moan Std.Deviation Minimum Maximum

Wiha s the averago length of say in the PARC (1 days)? 19 1805 sex2 10 a7
What has boen your averago cocupancy rato? (%) 19 73 2639 s %
Wit i tho average rumber o stop-up admissions na monh? 19 1558 21260 2 o
Wt s the average nuber of stop-down adissions 1 month? 19 1268 1asa7 2 %
Wihat s tho averago rummber of consumers on communty vreatment ordrs (CTOS) 1 a month? 19 174 1721 o 6
What i the average number of consumars discharged from ther CTO during thei admission ina month? 19 0.63 1165 o s





OEBPS/Images/table1.jpg
Topic:

PARC service governance and
operational information

PARC service facilties, location, and

iving environment

Sorvice dolivery

staft

Key porformanca indicators and
performance monitoring

Examplo quostion

Is horo an oporationalcolaboration agreomont batwoon
tho Adutt Montal Hoalth Sonvico (AWIHS) and tho Mental
Health Community Support Service (MHCSSJ?

What s tholoadorship stucturoin your PARG? Poaso
comment on both the MHOSS leadorsp and AVHS
Joaderstip, and who has overal esponsivity.

Which o tho olowing bost descrbes the type ofocation
of tho PARC sonvco?

15 thoro  partiuiar model ofpractios that quicos your
PARC sonvico doivey? fyos, poase descrio.

Please deccribe the group programs that are oferd to
consumers.

Ploasa provido dotals about tho MHGSS staff working
attho PARC; number of staf and otal cquivalent

ol timo.

‘What ocaly evant outcome measures do you usa?
Icludo consumor and caror outcomo maasures, qualty
improvement moasures, ot and saistaction sunveys, of
‘any othor relevant measires.

Response options.

Yesino

Opon endod

‘CovJocaton with MHCSS or commundy caro ur (OGUY.
‘singo facity i tho commurity/siglo facity on bospial
ounds/lustr o closaly ke facios n he community/
othor (poaso spaciy)

Yos/no and oo tox box
Open ended

Openended

Open endod





OEBPS/Images/table5.jpg
Policy

Guidainos or ontry and oxit
Procodural document for admission and discharge
Risk assossment protocols

Crticalncidonts oty

Staf occaton and ianing polcy.

Complaints polcy

Modsl of staf stncturo

15
13

1%

10

Joint
Porcent

789
684
%68
787
368
a7
526

AMHS.
Porcent

158
263
2
211
53

53

MHCSS

Percent

53
ara
ara
368

A
Porcent

53

53
53
53





