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Unlike developments in short-term clinical and community care, the recovery movement has not yet gained foothold in long-term mental health services. In the Netherlands, approximately 21,000 people are dependent on long-term mental health care and support. To date, these people have benefited little from recovery-oriented care, rather traditional problem-oriented care has remained the dominant approach. Based on the view that recovery is within reach, also for people with complex needs, a new care model for long-term mental health care was developed, the active recovery triad (ART) model. In a period of 2.5 years, several meetings with a large group of stakeholders in the field of Dutch long-term mental health care took place in order to develop the ART model. Stakeholders involved in the development process were mental health workers, policy advisors, managers, directors, researchers, peer workers, and family representatives. The ART model combines an active role for professionals, service users, and significant others, with focus on recovery and cooperation between service users, family, and professionals in the triad. The principles of ART are translated into seven crucial steps in care and a model fidelity scale in order to provide practical guidelines for teams implementing the ART model in practice. The ART model provides guidance for tailored recovery-oriented care and support to this “low-volume high-need” group of service users in long-term mental health care, aiming to alter their perspective and take steps in the recovery process. Further research should investigate the effects of the ART model on quality of care, recovery, and autonomy of service users and cooperation in the triad.
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INTRODUCTION

Internationally, the concept “Recovery” has gained increased attention in mental health care (1–4). Particularly for people with severe mental illness (SMI), recovery has become an important issue and is acknowledged in (inter)national policy (5–10). SMI is associated with large social and functional impairments as a result of mental illness (e.g., schizophrenia, bipolar disorder, and personality disorder), persistent for a long period of time (>2 years), and requiring coordinated psychiatric care (11, 12). People with SMI often show complex problems at multiple life domains, which makes recovery a difficult concept for them. Full clinical recovery, sustained remission of symptoms, may not be within reach (3). However, recovery defined as a personal process in which persons discover how to live a meaningful and satisfying life despite the limitations of the illness (13), suggests that the process of recovery may be possible regardless of symptoms and social and functional limitations. In this light, recovery can imply (small) steps toward more community participation, and empowerment, enabling people to regain grip on daily life and finding hope and confidence in the possibility of a meaningful and satisfying life.

The recovery movement has had an impact in the Dutch context and has urged the Dutch mental health system to change. To date, these changes mainly affected acute clinical and community care and lead to the development of care models such as Flexible Assertive Community Treatment (FACT), High and Intensive Care (HIC), and Intensive Home Treatment (IHT) (14–16). Despite these necessary developments in short-term clinical and in community care, the recovery movement has not yet gained foothold in services for long-term mental health care (17). This type of care is typically provided for individuals with complex needs for whom living within the community is deemed unlikely (18). For this group of people, models of outpatient care such as FACT or ACT seem to be insufficient. Though, internationally, the setting in which support is provided to this group of service users varies to some extent, people often live in residential psychiatric facilities because of their dependence upon intensive psychiatric care and support. These long-term psychiatric residential care facilities are characterized by a variety of mental health facilities, ranging from long-stay clinical wards to supported or sheltered living accommodations, situated in an institutional setting or in the community.

Following the example of many other European countries, deinstitutionalization has become an important notion in Dutch mental health care. Large mental health organizations reduced the number of beds, decentralized care, and cooperated with community-based services to meet the needs of their service users. Nevertheless, for a small group of service users with complex mental health needs, these intensive residential services remain warranted (18). Estimations on the magnitude of this group are scarce and vary between 10 and 20% of all people with SMI (19–21). In the Netherlands, the group of people who are dependent on 24-h long-term mental health care and support has recently been estimated at 21,000 people (i.e., 10% of people diagnosed with a severe mental illness), of which more than 5,000 people are admitted at long-stay wards or housing facilities in institutional setting, and approximately 16,000 people are living in sheltered accommodations (22, 23). This group of people has largely been neglected, traditional care approaches remained dominant, and health care models that incorporate a recovery-oriented approach are generally focused upon people who (with more of less support) are able to live in the community.

Most people who have received care in an institutional setting for years, live an isolated life, have little family contacts, and no perspective to move to a more independent situation (1). Common daily activities, such as doing groceries, cooking, laundry, but also small working activities, are frequently disrupted, managed by care workers, or performed in an institutional setting (10, 24). Living in an institution has a negative effect on service users, described already in 1976 by Barton as “institutional neurosis” (25). After a long history of crises, admissions, disappointments, and failed attempts to live more independently, service users perceive an institutional setting as a safe environment and accept the status quo. The fear for relapse and readmission also prevails among family members, who want their relative to be in a safe and stable environment. Taking steps toward recovery and more independency equals uncertainty and is often perceived as stressful. After having lived in long-term mental health facilities for decades, people do not believe that life outside a facility is possible (20).

Internationally, concerns about the quality of care in long-term mental health facilities have led to the development of an instrument to assess quality of care within long-term mental health facilities, namely, the Quality Indicator for Rehabilitative Care (QuIRC) (26). Studies using this instrument showed that a higher quality of care was associated with service users' autonomy and their experiences of care (27). Various interventions and rehabilitation approaches designed for people with complex and persistent mental health needs have been described in the literature. Examples are cognitive adaptation training [CAT; (28, 29)], individual placement and support [IPS; (30)], the Boston University approach to Psychiatric Rehabilitation (31), and wellness recovery action plan [WRAP; (32)]. In addition, research showed that focus on an expected maximum length of stay encourages people in their recovery and supports long-stay service users to move to a more independent setting (33).

Even though deinstitutionalization started relatively late in the Netherlands when compared to other countries, recovery-oriented interventions already gained some foothold in Dutch long-term mental health care (34, 35). However, until now, most recovery-oriented interventions and attempts to improve the quality of long-term mental health care focused on separate aspects of care instead of an integral approach to initiate a radical change in this sector. In line with the developments described in the literature and experienced in practice, various stakeholders in the Netherlands took the initiative to change the current approach in long-term mental health care. In an iterative process, mental health care professionals, service users, family members, policy makers, researchers, and other stakeholders from over 15 mental health care organizations in the Netherlands and patient and family associations collaborated to develop a new integral care model: the Active Recovery Triad (ART) model. This article presents the key characteristics of the ART model.



MATERIALS AND METHODS

The development of the ART model was an iterative process involving a number of steps. Table 1 presents the steps of this development process.


Table 1. The development process of the ART model.
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First, an invitational meeting (January, 2014) was organized, to examine the need for change among stakeholders. One hundred and one people attended this meeting, including mental health workers, policy advisors, managers, directors, researchers, peer workers, and family representatives, all affiliated with the long-term mental health care. In the meeting, it was concluded that a recovery-oriented model of care was necessary for service users in need of long-term mental health care. Workshops were organized regarding subjects considered important for long-term mental health care (e.g., recovery, self-management, employment, involvement of family, intensive care, and lifestyle). A report describing a national plan of action aimed to improve care for people with severe mental illness was used as source of inspiration (10). At the end of the meeting, an expert group was formed to develop the first outline of the model.

The expert group consisted of 31 people from 14 different mental health care organizations, a representative of the branch organization of service users and family organizations, and researchers in the field of mental health care. During a 2-day meeting (June, 2014) the vision and mission of the model were established, the target population of the care model was defined, and core elements of the model were described. Moreover, the title of the model was determined: active recovery triad (ART). At the end of the meeting, a writing team was formed consisting of six people from the expert group in order to work out the key characteristics and the vision of the new care model into a handbook for professionals (TvM, LvdM, YV, BB, BS, and JvW).

The outcomes of the 2-day meeting were presented during a second invitational meeting (September, 2014). Sixty-seven people attended this meeting (e.g., mental health workers, policy advisors, managers, directors, researchers, peer workers, and family representatives). The goal of this meeting was to reflect upon the outline of the care model. Six topics were discussed in small groups: namely, peer support, a model fidelity scale, professional and personal values working with the ART model, enlarged passion of care workers, paradigm shift in mental health care, and what we can learn from other countries. During this meeting, the need for an increase in service user and family perspectives in the process of model development became apparent.

In order to investigate the perspectives of service users and family with regard to the ART model and secure these perspectives in the model development process, a second 2-day meeting was organized (December, 2014). This meeting commenced with a morning session in which five service user representatives or peer workers, five family representatives, and four mental health professionals from the expert group reflected upon the ongoing ART model development from their own perspectives. The conclusions of this meeting were integrated into the second 1.5-day meeting, in which the total expert group defined seven steps in care important for the ART model and created an outline for a model fidelity scale.

After the second invitational meeting, the writing team drafted the first chapters of the ART handbook. These chapters were sent to the attendants prior to a third invitational meeting that 81 people attended (April, 2015). During this meeting, the content of the first chapters of the handbook were discussed in small groups, and experiences with best practices in the field of long-term mental health care were exchanged.

The fourth and last invitational meeting took place in November, 2015. During this meeting, the draft version of the ART handbook was presented. The aim of the meeting was to collect feedback in order to finalize the handbook. Seventy-one attendants were able to indicate the topics they still missed in the handbook. The three main topics that were mentioned by the attendants were (1) provide information on available knowledge regarding recovery, (2) focus more on how to reduce loneliness among service users, and (3) concretize the added value of ART to clinical practice as well as how to implement the model in practice. In addition, workshops in small groups were organized to fine tune the content of the different chapters of the handbook. Based on this input, the writing team finished the ART handbook, which was published in June, 2016 (17).

No ethical approval was necessary, since this manuscript describes a development process in care practice rather than empirical research involving human subjects.



RESULTS

ART is an acronym for Active Recovery Triad. It entails an integral care model for long-term mental health care aiming at recovery for people with serious mental illness (SMI) (17). In this section, the target service user group, the ART model, and practical guidelines of the model will be described.


Target Group

The target service user group of ART are persons of 18 years or older, diagnosed with SMI (such as bipolar disorder, mood disorder, schizophrenia, or psychotic disorder, whether or not in combination with substance abuse) and cope with serious mental and social consequences of their disorder. The impairments of people included in the target group of ART follow a chronic course and people have faced multiple unsuccessful attempts toward more independence and recovery. They are currently dependent on 24-h care and support in either a long-term clinical ward, residential facility, or supported accommodation. There are no further exclusion criteria, such as substance abuse.



The ART Model
 
Active

The first core principle of the model is an emphasis on active engagement of all agents in the triad: care workers, service users, and significant others. Service users should be active agents in the recovery process, including their options for treatment and living accommodation (18). An anticipated timeframe for the duration of stay has been demonstrated to be positively associated with successfully leaving long-term mental health settings, presumably since this improves a goal-directed treatment and support (33). The timeframe should be long enough to work on small steps in recovery, but short enough to prevent chronic hospitalization. Therefore, consensus was reached upon a timeframe of 3 years in the art model, which was regarded as optimal by stakeholders involved in the development process. In case of insufficient recovery to move to more independent living after 3 years, an evaluation of the provided care and rehabilitation is essential to reconsider the treatment and rehabilitation plan. This evaluation should be performed with a third independent party, for example, an independent organization providing consultation and expertise, to ensure critical evaluation, and provide new insights into the possibilities of the treatment and rehabilitation plan.



Recovery

For service users of long-term facilities, the concept “recovery” is often unknown, or, when associated with full remission of symptoms, perceived as not feasible. Therefore, it is important to introduce the actual meaning of the concept of recovery and empower service users to pursue steps toward recovery. The expertise of peer workers to create this awareness among service users and family is crucial (36, 37). The ART model distinguishes four dimensions of recovery, namely, recovery of health, recovery of personal identity, recovery of daily functioning, and recovery of community functioning (38). Regardless of dimension, a paradigm shift is necessary toward thinking in terms of strengths and possibilities rather than in problems. This accounts for care workers, but also for service users and significant others. The first-dimension recovery of health refers to physical as well as mental health and the intertwinement between these two, including attention for lifestyle, polypharmacy, and general well-being of the service users. Important is the cooperation between professionals, such as mental health workers, general practitioners, dentists, etc. The second dimension captures recovery of identity, involving the quest of (re)discovering someone's identity and exploring their life story, which is of great importance in order to (re)gain autonomy. Knowledge and experiences of family and significant others can contribute to the life story of service users. The third dimension entails recovery of daily functioning and refers to supporting and stimulating service users as much as possible to become more self-reliant when it comes to daily tasks like cooking, cleaning, grooming, etc. Care workers should be aware not to manage common daily tasks for service users, but together search for more independence. Important is the specific attention for daily activities and a healthy day–night cycle. The last dimension is recovery of community functioning and refers to the importance of participation and obtaining a social role in society, for example, cooperation with the community in terms of existing initiatives instead of separate activities in institutional setting. In literature, several rehabilitation and psychosocial interventions are described that can contribute to these dimensions of recovery and can be introduced in the context of ART. Examples are the wellness recovery action plan [WRAP (32), cognitive adaptation training (CAT) 28, 29], illness management and recovery (IMR) (39), (peer supported) open dialogue (40), and individual placement and support (IPS) (30) [see for an overview: (34, 35)].



Triad

The third principle of the ART model refers to the triad of the mental health workers, the service user, and significant others (family, friends, acquaintances from the past, neighbors, etc.). When contact with family or significant others is limited or absent, care workers should support service users to identify who was important for them in the past. As the family association involved in the development of the ART model pointed out: “almost always there is a moment in time that can be recognized as the moment the contact between service user and family was seriously damaged or abandoned altogether.” Together with the service user, care workers should explore why this contact was disrupted and help to restore this contact, if necessary, with the help of a family peer worker. The triad should be active on three different levels within the mental health organization. First, cooperation within the triad is important on the level of the individual service user, so with regard to the therapeutic relationship. Second, the triad should be represented at the level of the team, that is, the perspective of peer workers and family peer workers should be included in the team process. Finally, on the organizational level, service users and family members should be involved in policy development and organizational change.




Practical Guidelines and Model Fidelity Scale

In the ART handbook, the three core principles of ART are translated into practical guidelines (17). In order to structure the care process, seven steps are defined.

The first step is an intake meeting (1), where the indication criteria of ART are examined, and the personal story of the service user is explored. Before admission, it is discussed whether ART is the warranted department and if all recommended (evidence-based) treatment options have been considered. Establish and maintain contact with the service user, building a relationship of trust (2) is important from the start and a Care Planning Meeting (CPM) is organized within the first week of admission (3), in order to discuss treatment, support, and interventions in alignment with the personal goals of the service user and why previous (rehabilitation) treatments have been unsuccessful. This CPM needs to be organized every 6 months. Family and significant others should be involved in these meetings, and if contact is minimal or absent, focus should be on restoring this contact (4). The concept of recovery is unfamiliar for the majority of the service users and should be introduced and explained to service users and their significant others (5). The next step is defining the needs, strengths, and wishes of the service user (6) and the formulation of personal recovery goals. This is the basis of a treatment and rehabilitation plan (7), to structure the care, support, and recovery interventions. At least every 6 months, during the CPM, the personal recovery goals are evaluated, and new goals might be formulated, based on the needs, wishes, and recovery process of the service user.

These seven steps provide guidance to professionals on how to work with service users on the four dimensions of recovery. The steps can be considered as a practical elaboration of the basic care process, but do not necessarily need to be performed in this specific order. Additionally, care workers are free in their manner of adoption of these steps as well as the tools and methods they deem appropriate. Of course, the wishes and needs of service users should be the key driver. Recovery oriented care is the basis of care practice, which is not only visible in these practical steps but also in the contact between care workers, service users, and significant others, the attitude of care workers, the vision of the team, and the culture within the organization.

The ART model is operationalized into a model fidelity scale, describing all components important for the ART model in a quantitative way: “the ART monitor.” The instrument consists of 51 items, subdivided into nine domains: (1) team structure, (2) team process, (3) recovery-oriented care and treatment, (4) other principles of recovery-oriented care and treatment, (5) organization of care, (6) professionalization, (7) architectural design, (8) safety, and (9) legislation regarding coercion. The ART monitor can be used to measure the degree of adherence to the ART model within a team by means of audits, performed by independent auditors. Auditors can be professionals of different disciplines (e.g., peer workers, family representatives, social workers, nurses, nurse practitioners, psychiatrists, and managers) who received a training on how to conduct an audit. Based on a 1-day audit, the auditors score the ART monitor. The items of the ART monitor can be scored on a five-point Likert scale based on the degree of compliance to the ART model, ranging from 1 (not compliant) to 5 (fully compliant). Table 2 provides an overview of the nine domains accompanied by some examples of the items within the instrument.


Table 2. Domains of the active recovery triad (ART) monitor and examples of items.

[image: Table 2]

The ART handbook and the model fidelity scale are useful tools for professionals in order to implement the ART model in practice and can support the team in deciding which concrete steps are necessary to improve care. A large national research project took place on validating the model fidelity scale in order to ensure a valid and reliable tool to measure the degree of adherence to the ART model in a team. Currently, a manuscript of this study is in preparation.




DISCUSSION

The active recovery triad (ART) model is a framework for Dutch long-term mental health care, especially for the low-volume high-need group of people with SMI who are admitted for a long time (17). ART combines the focus on recovery with the notion of active cooperation in the triad of professionals, service users, and significant others. Working with the ART model requires a variety of disciplines within the team, a critical evaluation of the care and support that is available for service users, a healthy and recovery supporting living environment, and an increase in variety of treatment and (evidence-based) rehabilitation interventions. This change is needed in order to provide the group service users in long-term mental health care-tailored support, with tools to take steps in their recovery process.

The development of the ART model is in line with the recovery movement and the focus on rehabilitation for people with SMI that started in the mid-twentieth century (1–3). Especially the focus on personal recovery as an important process in addition to clinical recovery is in agreement with international literature (3, 41). In other countries, comparable developments have taken place, for example, the community care units (CCUs) in Australia, especially the Transitional Residential Rehabilitation type (42, 43). CCUs are facilities located within the community where 24-h care and support are provided by a multidisciplinary team. CCUs resemble the ART model in the aim to assist long-stay service users to more independent living, the focus on recovery, the close cooperation with resources in the community, and the focus on a temporary stay. However, literature regarding CCUs describe facilities in the community rather than an integral care model as ART, which is based on an underlying vision and core principles (42–45). The ART model can be implemented in teams operating within the community but also teams situated at large institutional grounds, to improve the situation in this setting. In addition, the ART monitor enables teams and mental health organizations to measure the degree of adherence to the ART model, whereas CCUs are not explicated in a model fidelity scale. This is important, as it provides the teams and organizations with a framework that supports them in the identification of concrete improvement areas and makes improving quality of care more feasible and within reach.

Comparable developments around recovery-oriented care took place in the UK (46). An example is the REFOCUS intervention aiming to promote personal recovery of service users (47). It includes recovery-promoting relationships, by offering training for staff on personal values, promoting knowledge, and developing coaching skills. It also focuses on understanding service users' values and treatment preferences, identifying strengths and abilities and supporting personal goals. However, the REFOCUS intervention mainly involves care practice aiming to improve personal recovery of service users, whereas the ART model has a broader aim and also sets standards on organizational and policy level, such as care organization, team structure, and housing facilities. Another established instrument in the UK, similar to the ART model, is the QuIRC developed to assess the quality of long-term mental health facilities (48). When comparing the ART model with the principles of the QuIRC, we see various similarities (48). Important parallels are the focus on a broad definition of recovery, the emphasis on the involvement of service users in decision making and policy development, a safe and homely environment, the cooperation with organizations in the community, and a certain team composition and competencies of the team. However, some differences come to the fore as well. First, in terms of the development process, the origin of the ART model lays within the mental health practice, the model was developed in close collaboration with a large group of stakeholders, and connected to this process, the model fidelity scale was established. The QuIRC was developed based on key principles of rehabilitation described in literature, instead of an underlying care model to implement in practice (26). In addition, whereas the QuiRC mentions the involvement of family, the ART model considers family and significant others as active partners in the triad. This means that they should not only be updated about the status of the treatment, but should actively be involved in decision making on the individual level, and policy development on team and organizational level. Aspects less visible in the ART model, but explicitly addressed in the QuIRC are the attention for sexual health, diets and healthy meals, physical disabilities of service users, and the adaptation of the living environment to these disabilities; these aspects might be relevant for further development of the ART model.

To conclude, the ART model is in line with comparable international developments regarding recovery-oriented care. The ART model is distinctive from other care models and interventions in its extensiveness as a care model for all aspects of care, including recovery-oriented interventions, care organization (in terms of policy as well as more practical organizational issues), and cooperation with significant others and the community. In addition, the ART model has already become widely accepted in Dutch mental health care since the publication of the handbook in 2016. Part of the acceptance of the ART model can be ascribed to the involvement of many stakeholders, thereby incorporated perspectives of mental health professionals, service users, family, and significant others. A large number of organizations throughout the country are in the process of implementing the model into practice, using practical tools the ART handbook provides and the model fidelity scale to support this implementation process. Twenty Dutch mental health organizations participated in research on the validity and reliability of the ART monitor that was conducted between 2017 and 2019. To date, the impact of ART within Dutch care practice is still expanding since more organizations start to implement the model and are also connected to the national ART research. First indications suggest that some service users take steps in their recovery process, even though care workers were initially not convinced this would be possible. However, these effects are in need of further investigation. Therefore, an effectiveness study of the ART model on quality of care, recovery, and autonomy of service users and cooperation in the triad is underway.
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Activity

First invitational meeting
(1 day)

Meeting with expert group
(2 days)

Wiiting team draws first
outline of handbook

Second invitational meeting
(1 day)

Meeting with expert group
(@ days)

Writing team drafts first
chapters of the ART
handbook

Third invitational mesting
(1 day)

Writing team develops draft
of ART handbook

Fourth invitational meeting
(1 day)

Publication of ART
handbook

Date

January 2014

June 2014

June 2014 to
September 2014

September 2014

December 2014

December 2014
to April 2015

April 20156

April 2015 to
November 2015

November 2015

June 2016

Purpose

Examine the need for change among
stakeholders and formation of expert
group

Develop first outline of the model (vision
and mission, target population, core
elements, title, formation of writing team)

Work out key charateristics and the
vision and mission of the model into a
handbook for professionals

Reflect upon the outline of the care model

Investigate the perspectives of service
users and family with regard to the ART
model and secure these perspectives in
the model development process

Draft first chapters of the ART handbook

Discuss the content of the handbook and
exchange best practices

Work out the ART handbook in total

Collect feedback on the ART handbook, in
order to finalize it

Involved people

101 people, for example, mental health
workers, policy advisors, managers, directors,
researchers, peer workers, and family
representatives

Expert group; 31 people of 14 different mental
health care organizations, branch organization
of service users and family organizations, and
researchers

Writing team, consisting of six people from the
expert group (TvM, LvdM, YV, B8, BS, and
W)

67 people, for example, mental health workers,
policy advisors, managers, directors,
researchers, peer workers, and family
representatives

First session (morning) with five service user
representatives or peer workers, five family
representatives and four mental health
professionals from the expert group. Second
session with the total expert group (as
described in step 2)

Writing team (as described in step 3)

81 people, for example, mental health workers,
policy advisors, managers, directors,
researchers, peer workers, and family
representatives

Writing team (as described in step 3)

71 people, for example, mental health workers,
policy advisors, managers, directors,
researchers, peer workers, and family
representatives
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Domain

1. Team structure

2. Team process

3. Recovery oriented care and

support

4. Other principles of
recovery-oriented care and
support

5. Organization of care

6. Professionalization

7. Healing environment

8. Safety

9. Reduction of coercion

Example of items

Team composition
Peer worker and family peer worker
Vision/working methods

Hospitality and presence

Needs, strengths, and wishes
Recovery interventions on four levels
Somatic care

Dual diagnosis

Cooperation with FACT and other outpatient
care teams

Care process and consultation

Reflection

Team spirit

Healing environment

Conditions of housing accommodations
Conflict control and personal safety
Cooperation agreements concerning safety
Evaluation of coercive measures.
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