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Background: For the last four decades, there has been a shift in mental healthcare toward more rehabilitation and following a more humanistic and comprehensive vision on recovery for persons with severe mental illness (SMI). Consequently, many community-based mental healthcare programs and services have been developed internationally. Currently, community mental healthcare is still under development, with a focus on further inclusion of persons with enduring mental health problems. In this review, we aim to provide a comprehensive overview of existing and upcoming community mental healthcare approaches to discover the current vision on the ingredients of community mental healthcare.

Methods: We conducted a scoping review by systematically searching four databases, supplemented with the results of Research Rabbit, a hand-search in reference lists and 10 volumes of two leading journals. We included studies on adults with SMI focusing on stimulating independent living, integrated care, recovery, and social inclusion published in English between January 2011 and December 2022 in peer-reviewed journals.

Results: The search resulted in 56 papers that met the inclusion criteria. Thematic analysis revealed ingredients in 12 areas: multidisciplinary teams; collaboration within and outside the organization; attention to several aspects of health; supporting full citizenship; attention to the recovery of daily life; collaboration with the social network; tailored support; well-trained staff; using digital technologies; housing and living environment; sustainable policies and funding; and reciprocity in relationships.

Conclusion: We found 12 areas of ingredients, including some innovative topics about reciprocity and sustainable policies and funding. There is much attention to individual ingredients for good community-based mental healthcare, but very little is known about their integration and implementation in contemporary, fragmented mental healthcare services. For future studies, we recommend more empirical research on community mental healthcare, as well as further investigation(s) from the social service perspective, and solid research on general terminology about SMI and outpatient support.
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1. Introduction

For the last three decades, there has been a shift in mental healthcare from a biomedical model to a more biopsychosocial model with a focus on rehabilitation, strengths, all areas of recovery, citizenship, empowerment, autonomy, and shared decision-making as leading principles (1–5). Still, the “social aspect” of the biopsychosocial model has long remained neglected (6). In 2007, human rights for people with disabilities were covered in the convention (7), and several community-based mental healthcare programs and services have been developed in Europe for these groups, enhanced by peer-to-peer initiatives and recovery colleges (8). Over the past few years, concepts such as social inclusion, citizenship, and participation have become the heart of the deinstitutionalization movement. Additionally, more and more people with mental healthcare issues receive outreach support. An indication of the development of intensive outpatient care for people with severe mental illness (SMI) is the development of (flexible) assertive community treatment ((F)ACT) teams. For example, in Netherlands in 2020, there were an estimated 400 FACT teams (9) and about 30% of people with SMI in England receive support from a specialist mental health floating outreach service (10).

In general, the definition of SMI consists of three criteria: a psychiatric diagnosis according to Diagnostic and Statistical Manual of Mental Disorders, illness duration of more than 2 years, and disability in functioning (11). A subgroup of people with SMI needs intensive care and support in daily living and receives residential care, supported housing in a 24/7 facility, or floating outreach (12). Most people with SMI who live in residential supported housing facilities have a strong preference to live independently in the community with flexible support with a view to a meaningful and fulfilling life (13). Nowadays, there are several community-based support services for these people who want to live independently, such as Housing First (HF). HF is an evidence-based housing intervention in the social domain that combats homelessness (14). It combines rapid access to permanent, nonabstinence-contingent ordinary housing and recovery-oriented mental health support teams (15). Individuals with SMI are at a higher risk of homelessness, and a high proportion of individuals experiencing homelessness are also living with mental illness (16). Therefore, measures should be available to prevent those who do not make use of, or leave, supported housing from becoming homeless.

Different services for mental health conditions have traditionally been separate from other services such as physical healthcare and social services. However, there is increasing emphasis internationally on developing a whole-system approach to improve the integration of these services to maximize an individual’s quality of life and social inclusion by encouraging their skills, promoting independence and autonomy to give them hope for the future. That leads to successful community living through appropriate support, with particular focus on patient-centered development and delivery (17–19). Furthermore, following the rehabilitation and recovery movement, care should involve all areas of living (20), and community-based mental healthcare thus should be a more integrated package of services. Many studies have appeared on the development and impact of multidisciplinary teams in mental healthcare (21, 22). A lot less research is available on supported housing services, including accommodation-based and floating outreach services, leading to a lack of evidence on what works in this area (23, 24).

In this literature review, we focus on all services for persons with SMI which are living independently in the community. These services aim to support these people in their daily life. This includes services initiated by treatment organizations, such as ambulatory interdisciplinary teams, as well as by welfare and supported housing organizations. Following McPherson et al. (25), who developed the simple taxonomy for supported accommodation (STAX-SA) to capture the defining features of different supported accommodation models, in this study we focus on supported housing services meant for persons moving forward from a hospital admission or a full-time staffed housing accommodation in a congregate setting with high support, toward more individual accommodation with no staff on-site. These services can be low or might need to be medium or intensive to support independent living for all (25).

Currently, there is a lack of research about what is needed to successfully provide this type of intensive support for people with SMI, and especially about how this support can be organized as an integrated community-based mental healthcare approach, including housing, rehabilitation, citizenship, all areas of recovery, empowerment, autonomy, and decision-making power. We aim to provide a comprehensive overview of existing and upcoming community mental healthcare approaches to discover the current vision and empirical findings on the ingredients of community mental healthcare. To do so, we will look in this review for both empirical evidence, as well as leading concepts in this research topic. The findings of this study contribute to the further development of community-based mental healthcare for persons with SMI and high-volume healthcare needs. This paper will address the following question: What are the current insights (both leading concepts and empirical findings) regarding a community mental healthcare system to support all persons with SMI in their independent living and recovery, and stimulate further social inclusion?

This review follows the PRISMA guidelines for scoping reviews (26). The completed PRISMA checklist is available on request from the authors.



2. Methods


2.1. Study design

We performed a scoping review, following the steps of the framework of Arksey and O’Malley (27): (a) identify the research question; (b) identify relevant studies; (c) select the studies; (d) chart the data; and (e) collate, summarize and report the results. A scoping review contributes to mapping rapidly the key concepts underpinning a research area and the main sources and types of evidence available (28).



2.2. Eligibility criteria


2.2.1. Inclusion criteria

We included papers published in English from January 2011 to December 2022 in peer-reviewed journals, aimed at 18 years and older adults with severe mental illness, focusing on stimulating independent living, integrated care, recovery, and social inclusion. For reasons of comparability, and fit in Western healthcare systems, studies were included if they were conducted in Western countries only (i.e., United States of America, Canada, countries in Western Europe, Australia, New Zealand, and Japan). Finally, all study designs were included, and we also included papers about interventions related to collaboration.



2.2.2. Exclusion criteria

Studies were excluded if (a) they primarily focused on treatment without support or care, (b) social inclusion or recovery was not the aim, (c) they focused on interventions that concentrated on one area of life and did not provide an integrated offering, or (d) if they focused on psychometric or physical diseases.




2.3. Search strategy

To find the right search terms for our search, we used the program Research Rabbit. This program helps to explore the literature of a research topic and links authors and papers on the same topic to each other. Before conducting the search, the research team determined the eight most relevant papers on this topic and added them to the program. With the function “similar work,” we added another eight relevant papers. Figure 1 shows these 16 relevant papers with the biggest bullets and shows that some papers have more in common with each other than others. The most common keywords from the 16 papers were the basis for our search terms.
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FIGURE 1
 Research Rabbit.


We formulated and combined search terms concerning: (a) population (Serious Mental Illness* OR Severe Mental Illness* OR SMI OR Mental Illness OR Psychiatric Disabilities); (b) the setting (Community Mental Health* OR Supported Housing OR Supportive Housing OR Supported Accommodation OR Community-based mental healthcare OR Independent Living OR Independent Housing); (c) outcomes (Recovery OR Psychiatric Rehabilitation OR Rehabilitation OR Participation OR Social Inclusion OR Empowerment); and (d) contemporary paradigm (Deinstitutionali* OR De-Institutionali* OR Community Living OR Integrated Care). To reduce the number of irrelevant studies, exclusion terms based on the eligibility criteria were added to the search strategy (e.g., somatic disease, dementia, and COVID-19).

We systematically searched the following electronic databases: PubMed, PsycInfo, Medline, and Cinahl (September 2021, updated in December 2021 and December 2022). These databases were chosen to cover medical (PubMed and Medline), psychological (PsycInfo), and nursing (Cinahl) literature. After the database search, we reviewed the reference lists from papers included by title and abstract to find missing important papers, and additionally, the volumes of the Journal of Integrated Care and the Community Mental Health Journal published in the same period (2011–2021) were reviewed. Finally, we added several papers manually in consensus with our research group that were found lacking in the results, but which did meet the inclusion criteria.



2.4. Study selection process

After the removal of duplicate papers by the first author, the papers were screened in three rounds. In the title, abstract, full-text screenings phase, and thematic analysis, the first author screened all the hits and the second and third authors screened a random sample of 5% to ensure, and reach consensus on, fidelity to the inclusion criteria.



2.5. Data analysis

A qualitative synthesis of included studies was performed using the method of thematic analysis. All papers were screened on elements of relevance (or ingredients needed) for current community mental healthcare with the aim to support persons with SMI in their independent living, recovery, and to stimulate further social inclusion. All papers were coded, and codes were synthesized into areas of ingredients.




3. Results

First, we present the descriptives in a PRISMA flow diagram, and a summary of the characteristics and quality of the studies included. Second, we present the results of our qualitative synthesis using thematic analysis.


3.1. Flowchart and summary of studies found

After the removal of duplicates and screening all papers on the title, abstract, and full text, the final sample consisted of 56 papers. Figure 2 shows the PRISMA flow diagram of the search.
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FIGURE 2
 PRISMA flowchart.


The 56 papers were published spread throughout our time frame, but by far the most papers were conducted in 2018 (n = 8), 2020 (n = 7), and 2021 (n = 9). Most of the papers were conducted in the United States (n = 17). Twenty-seven of the included papers were conducted primarily in Europe; the majority in the United Kingdom (n = 7), Netherlands (n = 5), and Sweden (n = 5). Four papers compared the situations in two countries: Australia and England, England and Italy, England and North Macedonia, and Canada and the United States. Other regions are Canada (n = 3) and Australia (n = 3). Four papers did not report their country, because they did not focus their research specifically on a country. We included 12 reviews, including three scoping reviews and four systematic reviews. In addition, we included 19 quantitative papers, including five RCTs and seven papers with a longitudinal design. We included 20 papers with a qualitative design, of which six were evaluative papers, seven opinion papers and seven descriptive papers. Finally, we included three mixed-methods studies and five expert papers. Table 1 shows the main information from the 56 papers found.



TABLE 1 Summary of papers included in the scoping review.
[image: Table1]



3.2. Thematic analysis

We found ingredients of community-based mental healthcare for persons with SMI in 12 areas: 1. multidisciplinary teams; 2. collaboration within and outside the organization; 3. attention to several aspects of health; 4. supporting full citizenship; 5. attention to the recovery of daily life; 6. collaboration with the social network; 7. tailored support; 8. well-trained staff; 9. using digital technologies; 10. housing and living environment; 11. sustainable policies and funding; and 12. reciprocity in relationships. The subcategories were indicated in the results in bold. Table 2 shows which ingredients were found in which papers, arranged by study design. All papers were classified into nine categories of study designs. The first category contains all types of reviews, including one systematic meta-analysis. The quantitative papers were divided into three categories: RCTs, cross-sectional, and longitudinal. The qualitative papers were also divided into three categories: evaluative (papers in which respondents shared their experiences with the researchers); opinion (in which participants are asked for their opinions about a phenomenon); and descriptive (papers describing a phenomenon). The remaining two categories are mixed-method and expert papers (papers without empirical research but with the opinion of the authors).



TABLE 2 Results of the thematic analysis.
[image: Table2]


3.2.1. Multidisciplinary teams

Multidisciplinary teams came up as important in twenty-five of the included papers. Five were reviews, three were RCTs, one was a quantitative cross-sectional paper, five were quantitative longitudinal papers and one a mixed-method paper. Additionally, two were qualitative evaluative papers, three were qualitative opinion papers, three were qualitative descriptive papers and two were expert papers.

Five papers recommend close involvement within different disciplines in multidisciplinary teams. Of these, three were qualitative papers (46, 47, 49), one expert paper (52), and one review (29). Therefore, one RCT finds positive results with regard to the health benefits for individuals for having received nurse practitioner services in a mental health setting to address primary care needs (34). In addition, two papers with a qualitative design emphasize adding an occupational therapist to a multidisciplinary team (44, 50). Finally, seven papers show the value of peer support to multidisciplinary teams; of which these seven papers, there are three reviews (29–31), three qualitative papers (47, 48, 51), and one expert paper (53).

An example of working in multidisciplinary teams is the (flexible) assertive community treatment ((F)ACT) teams. We found mainly empirical studies about the implementation and efficacy of (F)ACT and collaboration with (F)ACT teams. Of these, we found two reviews (32, 33), one RCT with positive results (35), and one RCT without significant results (36). In addition, six quantitative papers (37–42), one mixed-method paper (43), and two qualitative papers (44, 45) report on (F)ACT. Lastly, we found one review about the history of assertive community treatment (ACT) (32).



3.2.2. Collaboration within and outside the organization

Collaboration inside and outside the mental healthcare organization was studied in 20 of the included papers. Three were reviews, two were qualitative longitudinal studies, one was a quantitative longitudinal paper, three were qualitative evaluative papers, three were qualitative opinion papers, two were qualitative descriptive papers, two were mixed-method papers, and four were expert papers.

Intersectoral collaboration is often mentioned in the literature found. The collaboration between mental healthcare, physical care, and social service sectors was found in four qualitative papers (45, 46, 48, 49) and in one scoping review (54). In addition, collaboration between the government and the mental health sector was found in three qualitative studies (45, 59, 60) and one quantitative paper (40). Furthermore, we found three expert papers about collaboration in an integrated care system (3, 53, 63). Therefore, one systematic metareview (31), one mixed-method paper (57), one quantitative study (55), and one opinion paper (52) recommend an integrated care system with the integration of primary care in mental healthcare, and one descriptive paper shows an integrated mental health information system (62).

Growing evidence shows that integrative care is the new standard of care for people with mental illnesses, with the necessity of continuity of care from the emergency department to community mental health services. Continuity of care was found in two scoping reviews (29, 54), one quantitative longitudinal paper (56), and one qualitative paper (61).

Finally, two qualitative papers (59, 61) and one mixed-method paper (58) show the facilitators and barriers to intensive, intersectoral collaboration in community mental healthcare, such as cultural differences between the sectors as a barrier and face-to-face communication as a facilitator.



3.2.3. Attention to several aspects of health

Several aspects of health were studied in 18 of the included papers. Of these 15 papers, one was a systematic-meta review, two were quantitative longitudinal papers, one was a cross-sectional paper, eight were qualitative opinion papers, two were mixed-method papers, and four were expert papers.

Eight papers mention the focus on physical health in mental healthcare. Three qualitative, one mixed-method, and one quantitative paper report on the integration of physical health in mental healthcare (46, 55, 57, 65, 66). According to one expert paper, healthcare services need to recognize the far lower life expectancy among people with mental disorders and develop and evaluate new methods to reduce this health disparity (63). Respondents of a qualitative, opinion study stated that their main preoccupation and motivation was to be mentally well but they also recognized that many things that improve physical health also improved their mental health (67). In addition, one paper with a mixed-method design found that there is growing interest in models integrating physical healthcare delivery, management, or coordination into specialty mental health programs in the United States (58). One expert paper indicates the same (70). Finally, one systematic review found that this integration improves rates of immunization and screening for medical disorders, accompanied by positive effects on physical health, as well as improving general medical outcomes (31).

Another important aspect of health is cognitive functioning, which was found in two papers. One qualitative study mentioned that cognitive and physical health conditions might impact individuals’ ability to function in their daily lives during and after homelessness (48). In addition, one cross-sectional paper found that homebodies reported significantly poorer cognitive function than venturers (64).

In addition, we found two papers on psychosocial health. One quantitative study indicates that investment by teams to improve a patient’s psychosocial situation can lead to improvements in substance problems (41) and one expert paper aligns the importance of addressing social determinants of health within integrated care models for people with SMI (70).

Also, three qualitative papers (62, 68, 69) and one expert paper (52) emphasize the importance of positive health. The focus in positive healthis on the strengths, preferences, needs, and wishes of the service user, families, and communities that contribute to recovery.

Finally, two expert papers emphasize public health as actions seek to achieve equity between groups and a state of population-level health (52, 53).One expert paper shows the role of mental and public health promotion and prevention, taking the needs of the entire population into account (53).



3.2.4. Promoting full citizenship

Promoting full citizenship was a topic of relevance in 14 of the included papers. Three were reviews, two were RCTs, two were qualitative evaluative papers, one was a qualitative opinion paper, two were qualitative descriptive papers, and four were expert papers.

Human rights and destigmatization contribute to promoting full citizenship and are addressed in six papers (3, 29, 48, 53, 63, 82). One quantitative paper found that staffing intensity was negatively associated with human rights (82). One expert paper reports that historically the protection of human rights is one of the drivers for deinstitutionalization. Additionally, people with SMI experience more violations than others and suffer from stigma and discrimination (53). With this in mind, another expert paper states that mental health services should provide specific modules to reduce stigma and discrimination experienced by people with SMI (63). The same paper also states that some programs to reduce stigma and discrimination are presently active at the local level. They now need to be coordinated at the national level and adequately financed (63). In addition, providing training and coaching to health and social care staff on recovery and rights can reduce human rights violations that occur in the context of mental health services (53). One scoping review (29) found that there were an overwhelming number of anti-stigma campaigns from 1995 to 2015, but with a lowering trend of publication year over year on this topic.

In addition, several papers describe the Resource Group methodology that also promotes citizenship because the main feature of this methodology is that ownership and direction lie with the client. Of the included studies, there were two RCTs (73, 74) with positive results, one meta-analysis (71), one review (72), and one qualitative paper (75). Finally, we found some papers on self-reliance. Two qualitative papers describe that a recovery-oriented system of care should give a holistic view of a person’s strengths and build on the strengths and resiliencies of individuals, families, and communities (62, 69). One qualitative evaluative paper finds that FACT may support citizenship by relating to service users as whole people, facilitating empowerment and involvement (60).One expert paper states that signpost ways are needed for people to self-care, make useful contributions to society (52), and to be able to feel a fully-fledged citizen.



3.2.5. Attention to the recovery of daily life

Recovery of daily life was studied in 12 of the included papers. Of these 10 papers, one was a quantitative cross-sectional paper, one was a qualitative opinion paper, four were qualitative descriptive papers and four were expert papers.

We found several aspects of community-based support that contribute to recovery. According to one qualitative paper (68) and two expert papers (53, 63), mental health services should develop dedicated programs for recovery. Also, three qualitative papers (48, 49, 77) focus on gaining and regaining skills for more independent living in vivo. Moreover, two expert papers mention that signpost self-care options (52) and recovery colleges can contribute to the recovery of daily life (3). Besides that, one expert paper states that evidence-based, psychosocial interventions should be deployed to support individuals to achieve both personal recovery and increased independence (3). In addition, one qualitative study reports that occupational therapists should support clients in their recovery to find their best self (50). Lastly, one cross-sectional paper states that most of their respondents (64.8%) were not employed, but those who were working presented higher levels of functional capacity than those who were not (76).



3.2.6. Collaboration with the social network

Collaboration with the social network of the client was studied in 10 of the included papers. Of these 10 papers, three were reviews, two were RCTs, one was a qualitative evaluative paper, three were qualitative descriptive papers and one was an expert paper.

Many papers mention several models in which it is important to involve the clients and their social network in the recovery process. We found the collaboration with the social network papers applying the Resource Group methodology in two RCTs (73, 74), one meta-analysis (71), one review (72), and one qualitative paper (75). In addition, we found two qualitative descriptive papers that described approaches that place collaboration with the social network at the center of the client’s recovery process: namely, the Peer-Supported Open Dialogue (51), and the Active Recovery Triad (ART) model (68). Also, one expert paper and one qualitative paper mention that actively supporting the ability to empower and involve users and their families is important in community mental healthcare (3, 49). Finally, one scoping review suggests that network size is not consistently associated with reported loneliness, social support, recovery, or quality of life. A deep relationship with at least one supportive person may be more or equally valuable than a larger network (78).



3.2.7. Tailored support

Tailored support came up as important in eight of the included papers. Of these eight papers, one was a review, two were qualitative evaluative papers, three were qualitative descriptive papers, and two were expert papers.

Two expert papers and three qualitative papers state that mental healthcare should provide care that service users (and their family members) find accessible and acceptable (3, 60, 63, 80) and 24/7 available (77). In addition, one qualitative paper states that recovery-oriented care should be more effective when combined with support when required (49).One review found that support must also be flexible and user-driven (79). Therefore, one qualitative paper states that care should always be started with a Care Planning Meeting (68) and, according to one expert paper (63) and one qualitative paper (77), individualized care plans should be made through shared-decision making. Also, one expert paper states that care should be independent of location (63). Finally, we found two descriptive papers that describe that deinstitutionalization today means positive risk-taking and serious rethinking of questions in terms of distance, power, and language (77) and it provides new approaches to opportunity and safety (49).



3.2.8. Well-trained staff

Well-trained staff came up as important in eight of the included papers. Of these papers, there were two reviews, one quantitative cross-sectional paper, two qualitative descriptive papers, one mixed-method study, and two expert papers.

Two papers reported on education for mental healthcare staff. One review found that education for staff regarding identifying and responding to comorbidity is important (54).One qualitative descriptive paper states that peer-support open-dialogue teams should be trained in family systems (51). Furthermore, we found two expert papers and one qualitative paper that recommend the knowledge and use of evidence-based interventions and treatment by caregivers to provide social inclusion and recovery (49, 53, 63). In addition, one quantitative paper found that service teams should be of moderate size with adequate staffing to support service users in gaining and regaining skills for more independent living (82).One systematic review identified characteristics of well-trained staff, with practices that included routine monitoring and evaluation, good communication, equality between team members, and clear documentation practices (81). On the other hand, one mixed-method paper found difficulty in recruiting and retaining qualified staff (58).



3.2.9. Using digital technologies

Using digital technologies was studied in seven of the included papers. Of these seven papers, three were reviews, one was a qualitative descriptive paper, one was a mixed-method study, and two were expert papers.

One scoping review (29) found that digital platforms have an important role in improving the reach, scale, and accessibility of community-based support. Additionally, digital platforms add addressing public health issues and peer-led interventions are achieved effectively through the utilization of social media tools (29). Therefore, the same scoping review found that eHealth tools are becoming prevalent in the processes of promotion, prevention, and treatment in mental healthcare. In addition, the increased use of these eHealth tools continues to shape the future of community mental healthcare, particularly in low-access areas and areas where certain local expertise is lacking (29). Also, one expert paper states that the use of digital technologies should encourage self-care (52). Besides that, one mixed-method study and one systematic meta-review recommended the use of digital technology in electronic health records to enhance care coordination and promote integrated care (31, 58). Finally, one systematic review (81), one qualitative paper (63), and one expert paper (49) state that digital monitoring through technology may improve practices and patient outcomes.



3.2.10. Housing and living environment

Housing and living environment came up as important in five of the included papers. Two were reviews, one was a quantitative cross-sectional paper, one was a qualitative descriptive paper, and one was an expert paper.

One review (79) describes the principles of the supportive housing approach in the United States. In addition, one systematic review (24) found positive results with regard to supported accommodation on several outcomes and the importance of connection to, and affiliation with, the living environment.

Furthermore, one expert paper (52) and one quantitative paper (82) state that writing live manuals tailored to local needs helps to stimulate a grand alliance for health. Also, one qualitative paper (77) describes the cornerstones of the Trieste Model. Two of the cornerstones are actively working on the environment and the social fabric, and service accountability toward the community.



3.2.11. Sustainable policies and funding

Sustainable policies and funding came up as important in four of the included papers. Of these four papers, one was a scoping review, one was a qualitative descriptive paper, and two were expert papers.

One expert paper states that the integration of community mental healthcare services, sectors, and collaboration with the social network of the service user can be hindered by a financing system that favors institutional care. Therefore, it is recommended to create a flexible financing system that allows incentives for different services that address the relevant life domains of people with SMI in the community (53). Another expert paper states that financial barriers are also encountered when integrating general practitioner care and mental healthcare (70). In addition, one qualitative paper describes a successful financial model that was developed in Italy. The personal health budget includes all economic, professional, and human resources needed to trigger a process aimed at restoring a person – through an individual rehabilitation process – to an acceptable level of social functioning (49). Finally, one review found that improved reforms on national mental health policies and deinstitutionalization are important for community mental healthcare (29).



3.2.12. Reciprocity in relationships

Reciprocity in relationships is a topic of interest in three of the included papers. Of these three papers, one was a qualitative opinion paper, one was a qualitative descriptive paper, and one was an expert paper.

This topic is about the reciprocity in relationships between clients and caregivers, but also in contributions to society by all people. One qualitative paper shows the importance of establishing and maintaining contact between the caregiver with the service user, by building a mutual relationship of trust (68). Therefore, one expert paper found that all people, with or without mental health problems, should make useful contributions to society, including paid and voluntary work that helps strengthen the local community, appreciate those around them and increase their webs of trusted relationships (52). Finally, to promote reciprocity, one qualitative opinion study states that the use of person-centered strategies is important. This focus on a person’s interests and goals was frequently indicated to foster relationships, gain trust, and develop self-efficacy (46).





4. Discussion


4.1. Summary of main findings

With this scoping review, we aimed to give a comprehensive overview of existing and upcoming community mental healthcare approaches to discover the current vision explained in areas of ingredients. To our knowledge, there are still a few publications that attempt to combine all the necessary elements for community mental health (53, 83, 84). We found 56 papers that met the inclusion criteria. Thematic analysis resulted in 12 areas of ingredients for community mental healthcare. In this section, we answer our research questions and show what was striking in the found literature. Finally, we present the strengths and limitations of our scoping review and our conclusions.

We aimed to give an overview of the existing and upcoming insights on community mental healthcare for people with SMI. Based on the number of papers found, most attention is paid to several aspects of health, multidisciplinary teams, collaboration within and outside the organization, collaboration with the social network, and supporting full citizenship. However, empirical evidence from quantitative studies was found in only four of the 12 areas based on our included papers: multidisciplinary teams; collaboration with the social network; collaboration within and outside the organization; and supporting full citizenship. Nevertheless, the other areas that are not yet supported by evidence in this scoping review are no less important for community mental healthcare. Although no empirical research has yet been done on these topics, they are being addressed in several papers. This shows that there is increasing attention to them in the field.

Notably, given the low number of included empirical studies from the welfare or supported housing sector, we can conclude that little empirical research has been done on community mental healthcare in these sectors for this target group. The few empirical studies we from the mental health care sector and were primarily about (F)ACT and the Resource Group methodology. Even though (F)ACT has been around for a few decades, this shows that for the last 10 years (F)ACT has remained an important model within community mental healthcare for this target group to achieve recovery. Additionally, given the number of papers reporting on it and the evidence provided, collaborative mental healthcare within teams, organizations, and clients and their social network has been seen as important over the past decade.

In addition to the topics found that received attention for more than 10 years within community mental healthcare, such as recovery, tailored support, and multidisciplinary teams, we found several papers that are about more recent and innovative areas. Such as, reciprocity in relationships; sustainable policy and funding; using digital technologies; and supporting full citizenship. The results from this scoping review show that in recent years new shifts are taking place in the field of mental healthcare, whereby there is more attention paid to full citizenship, but empirical research is still lacking. Further, the more innovative areas were published in more recent literature, but frequently in expert papers. Due to the few RCTs found, we cannot conclude that these areas are also the most important, but we could say that these areas can form the basis for further research in community-based mental healthcare to provide social inclusion and recovery in the future.

Recovery was one of our research terms and we expected recovery to be an important part of our scoping review because more and more studies have been conducted on the areas of recovery. Ten included papers reported on the recovery of daily life, but no empirical studies were found on that topic. This is probably due to the exclusion of intervention studies that focus on a single life domain and did not seek collaboration, which is often the case in studies of recovery and all aspects of health. The upcoming attention to recovery-based care for persons with SMI is also shown in recent scoping reviews. Bitter et al. (85), in their review on recovery interventions for supported housing and clinical settings, found 53 papers, of which about a quarter of recovery interventions showed added value based on RCTs and half of them had initial promising results based on case studies and follow-up designs without a control group. Additionally, van Weeghel and colleagues (86) reviewed the conceptualization of recovery, showing that personal recovery is conceptualized as complementary to clinical recovery and represents processes rather than outcomes. They state that a broad framework of recovery is required, and more research is needed into the working mechanisms of personal recovery processes. Our search and the previous scoping reviews show that recovery is still a guiding concept for people with SMI that needs to be paid attention to both in today’s and future community-based mental healthcare, but more empirical research is necessary to find the working mechanisms that contribute to recovery.

Further, we found many papers concerning multidisciplinary teams. Peer supporters (29, 30, 47, 48, 51, 53), occupational therapists (44, 50), and nurses (34) are frequently mentioned as important disciplines in a multidisciplinary team, besides the regular disciplines of psychologists, psychiatrists, and social psychiatric care workers. Peer supporters have been a part of the (F)ACT teams for more than our searched 10 years (87). Adding peer supporters to multidisciplinary teams is found in seven papers, including three reviews. Because of this, there is much evidence that peer support adds value to multidisciplinary teams.

Additionally, intersectoral collaboration appears regularly in the literature. First, several papers studied the collaboration with primary care to provide the physical health of people with SMI and the importance of attention being paid to clients’ physical health in mental healthcare. This builds on previous research that shows that people with SMI experience premature mortality of around 15–20 years earlier than the general population (88), have a high prevalence of substance use disorder (89), and are at risk of the development of often preventable secondary health conditions (90, 91). Second, collaboration with the municipalities is recommended in the literature. The importance of collaboration between mental healthcare and community services is lacking in the papers. Currently, the mental healthcare sector seems the most important party in the found literature to support this target group. The collaboration between mental healthcare and municipal services is most often mentioned in papers about (F)ACT from Scandinavian countries (40, 45, 59, 60, 72). This is an enhancement of the multidisciplinarity, used in the (F)ACT program, that has been practiced and recommended for the last decades.

Intersectoral collaboration is often recommended in the literature found, but, notably, the literature found does not elaborate on what integrated collaboration should look like in practice. Possibly that is because other literature confirms that this collaboration is not easy to achieve (92). Integration can be defined as the search to connect the healthcare system (acute, primary medical, and skilled) with other human service systems (e.g., long-term care, education, and vocational and housing services) to improve outcomes (clinical, satisfaction, and efficiency). Leutz places full integration into the larger context of good human service practices by integrating services through linkage and coordination (92). Accordingly, we should not set full integration as the goal for community mental healthcare, rather, good connections and collaboration are more achievable.

In recent years, citizenship for people with (severe) mental health problems is a topic that has received increasing attention (93–95). Citizenship concerns one’s connections to the responsibilities, rights, roles, relationships, and resources offered to people in society (96). There have also been an increasing number of empirical studies, such as the cross-sectional study by Nesse and colleagues (97). This study suggests that citizenship and occupational meaningfulness may have positive implications for recovery. Additionally, Rowe and Davidson presented “recovering citizenship” as a concept and metaphor to capture the individual recovery process within the context and goal of a life in the community that the citizenship framework supports (98), and which is also about social inclusion and the full participation of individuals with mental illness in society (99).

Worthy of note is that just a few papers come from the leading journals on integrated community mental healthcare, which we explicitly searched, including the International Journal of Integrated Care and Community Mental Health Journal. Remarkably, the term “SMI” appears just once in the titles and abstracts of the volumes of 2011–2021 of the first journal. Moreover, in the Community Mental Health Journal we found several papers about community care, but only a few in combination with SMI. This confirms the idea that little research has been done on this topic. Besides that, many papers also seem to be written from the point of view of the mental healthcare sector. Loneliness, debts, and poverty are important topics in community care, but there does not yet seem to be much published about these main topics in social services because they did not show up in the results of the papers found. In addition, research in the shelter and supported housing sector is still limited (23, 24). We also noticed that social work as a distinct support sector alongside the mental healthcare sector that includes supported housing receives little attention in the literature found. It is recommended that there should be more attention paid in future research to mental healthcare from the community perspective in which the municipalities and social services play a larger role.

In this scoping review, we have chosen to exclude papers on interventions that focus on a specific area of life and do not provide an integrated offering for people with SMI only, because of the risk of investigating too broad a scope. In the last decade, some interventions have become an important and innovative part of community care but would be too much information to present in one scoping review. Consequently, we did not include papers about (returning to) work, and papers primarily focused on recovery. Nevertheless, interventions are the important link between theory and practice and are worth mentioning. The literature proves their importance because of the many available interventions for this target group to improve, for example, lifestyle (100, 101), internalized stigma (102), housing (103), employment (104, 105), cognition (106), social skills (107), and self-management (108). Therefore, the focus on psycho-social aspects of support for people with SMI in the included papers is limited. This may also be due to our focus on the broader literature and not on interventions that address these aspects more specifically.

Finally, it was difficult to compare the papers. One example is the difficulty of comparison in the context of national differences in legal frameworks and public policies. Not every recommendation could be implied in all societies. We tried to take this into account to some extent by including only Western literature. In addition, for both the target group and the outpatient setting, a very varied vocabulary is used in the various papers and the general terms do not mean the same in every article. First, the term “supported housing” is used for support to people in a 24/7 aggregated setting, but also with regard to clients who live independently in the community with 24/7 available support, which is what we were looking for. Second, the term “SMI” is interpreted differently. Some papers are limited to clients with schizophrenia and bipolar disorder, while other papers focus more on autism and anxiety. Other requirements for SMI are also handled differently. Several papers seem to focus more on common mental illnesses rather than SMI. This makes it hard to compare and generalize the different papers on this topic. Previous research has already indicated that varying terminology is used internationally to describe the different housing settings and approaches to the provision of housing and support (13). Further research is necessary to create general terminology with clear definitions of the outpatient setting.



4.2. Strengths and limitations

The main strength of our review is the broad and systematic search. We used several search strategies, including database search, hand-searching the reference lists and leading journals to find as complete an overview as possible of all papers on our topic. We have done everything possible to find all relevant papers from the past 10 years. To ensure that we did not miss innovative topics, we did not choose certain study designs as inclusion criteria. This also has the advantage that we could find enough papers. As a result, there are large differences between the study designs in the papers. This creates more difficulties when comparing the papers and ingredients. It is hard to conclude which ingredient is more important for community-based mental healthcare than another. Nevertheless, to the best of our knowledge, this is the first scoping review on all developments in community mental healthcare and gives a good overview of the current relevant topics. Notably, less than half of the included papers are empirical studies, and a large part of the included papers was composed of descriptive or opinion papers. More empirical research is needed on this subject.

Conducting a scoping review provides a broad view of the literature, but it also has some limitations. One of these includes the search terms. With these search terms, it was not possible to find everything in the field through database search due to the variation in terminology, and in recent years the main focus of the research has been on individual interventions. Despite all efforts, including the Research Rabbit software and hand-search, there is still the possibility that we missed some relevant papers. The second limitation of our study is the generalizability of the conclusions. We did not use search terms in our search strategy to find specific themes, such as citizenship and social work, but these themes are related to our search terms recovery, participation, social inclusion, and empowerment. The final limitation concerns citizenship. Despite the increasing attention being paid to citizenship in the scientific literature, we included only a few citizenship papers. Due to the target population of our broader study, we only included papers on adults with SMI while the citizenship papers focus on (common) mental illness. Nevertheless, the focus on citizenship is a relevant development that deserves attention in this scoping review.




5. Conclusion

This scoping review aimed to give a comprehensive overview of existing and upcoming community mental healthcare approaches to discover the current vision in the areas of ingredients. We found 12 areas of ingredients, including some innovative topics about reciprocity and sustainable policies and funding. There is much attention paid to individual ingredients for good community-based mental healthcare, but very little is known about their integration and implementation in contemporary, fragmented mental healthcare services. No earlier, international study has connected all the current elements of good community mental healthcare together. Thus, our research contributes to the existing research and adds value to future research on community-based mental healthcare. For future studies, we recommend more empirical research on community mental healthcare, as well as further investigation(s) from the social service perspective, and solid research on general terminology about SMI and outpatient support.
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Exploring how Assertive Community Treatment (ACT) teams
address the physical health needs of people with SMI and
learning more about their challenges to addressing the
physical health needs of consumers

To identify and explore facilitators and barriers perceived to

influ

¢ continuity of care by health and social care
professionals working in and closely associated with

Community Mental Health Teams

Review the extant lterature of consumers as service providers

on case management teams and provide an analysis of the

impact of consumer providers (CP) on consumer outcomes
“To investigate differences in the implementation of ACT in
Melbourne and London in terms of team structure, staffing

and processes, staff experiences, and client characteristics

To explore the effectiveness of the method Resource Group
Assertive Community Treatment (RACT) for clients with

pychiatric diagnoses

‘The current investigation aimed to qualitatively study the
Resource group Assertive Community Treatment (RACT)

from the perspective of the trainee case managers

“To give an overview of The Trieste Model

To demonstrate non-inferiority in clinical effectiveness and
thereby show cost efficiencies associated with Flexible

Assertive Community Treatment (FACT)

Identification of relevant collaborative care models between

clinical and non-clinical services to address comorbidities

affecting the following domains: homelessness, substance
addiction, physical ill-health, unemployment, and forensic

issues

Describe the characteristics and early implementation
experiences of community behavioral health agencies that
received Primary and Behavioral Health Care Integration
(PBHCI) grants to integeate primary care into programs for
adults with SMI

To evaluate the effectiveness of a “Continuum of Care
Program” (CCCP) for persons with serious mental health
conditions in reducing inpatient use and building a

continuum of i

tegrated care that enhanced employment and

residential stability

“To put community psychiatry into a longitudinal and global

perspective and to try to look into the future

“This study examined the associations between substance
abuse problems in severely mentally ll patients, outcome, and
Assertive Community Treatment (ACT) model fidelity

“This study evaluated the effectiveness of an ACT team that

delivered integrated care consistent with i

tegrated dual

disorders treatment principles

“To evaluate the durability the efficacy of the Integrated Care
Program in a Swedish context
‘The efficacy of the RACT program for functioning and user

satisfaction in patients with schizophrenic disorders

To describe the practical and conceptual shift from residen
facilities to personalized supported housing processes and to
investigate the consequences and effects of the personalized
approach

Exan

¢ a model for integrating primary care into a

community mental health setting

“This article offers an introduction to Peer-

upported Open

Dialogue

Explores how peer support providers' roles are defined and
integrated into inter-professional mental health care teams,
and how these providers relate to other practitioners and

dlients

Describe the Recovery-oriented system of Care (ROSC)

framework

“To investigate social and clinical outcomes and use of care

during and after the implementation of FACT

To understand more clearly ACT teams'field-tested strategies

and recommendati

for delivering integrated care (physical

and mental health self-management for people with SMI)

Presenting the results of a quasi-experimental prospective
trial comparing the effects of integrated mental health care
according to the criteria of the Network for Mental Health
(NWpG-IC) to usual mental health care (TAU) in five

German regions over 18 months

“To investigate the well-being of adults diagnosed with SMI
and receiving ACT by applying the occupational well-being
framework to the everyday activiies of this vulnerable group

of people

To explore the extent to which dli igned to the FACT
board for ACT intensive care stabilized with improved
everyday functioning, social outcomes, and changes in

healthcare use

Describe how primary care practitioners can help stimulate
such a grand alliance for health, by operating at four different
levels - as individual practitioners, s organizations, as

geographic clusters of organizations, and as policymakers

To identify strategies for encouraging greater levels of

physical activity among community-dwelling individuals

living with SMI participating in assertive community
treatment

Describe or evaluate characteristics or practices for
‘multidisciplinary team reviews of patients with SMI to
discover: (1) what are the characteristics and practices of
MDTRs in mental health and (2) what modifications should

be made for patients with complex clinical needs?

We conducted an exploratory study to collect data on
transition rates, community services outside of ACT, the
barriers o transition, and the strategies to overcome these

barriers among ACT teams sery

ng clients in urban and rural

areas.

Presenta summary of what is known so far on the most

effective Approaches in Community Mental Health Care

Identify potential service characteristics that were associated
with quality of care with the QuIRC-SA in mental health

supported accommodation services in England

Synthesize the current evidence on mental health and
psychosacial outcomes for individuals residing in mental
health supported accommodation services

Describe the evolution of supportive housing and its basic

tenets, identifying the challenges and some efforts to address

them

iving an overview of the history of ACT

Contribute to the discussion on how to improve structures in
‘mental healthcare and narrow the gap between evidence,
policy, and practice in Europe

To update recommendations regarding care coordination

across different mental healthcare services

“To explore different professionals’ and patients’experiences of
trans-sectoral collaboration for patients with M1 and
concurrent physical disease within the Danish health and

social care system

To explore the perspectives of individuals enrolled in

Parachute

Presenting the key characteristics of the ART model

An overview of the RAI suite of mental health instruments,
which s designed to function as an integrated assessment and
screening system to provide a holistic view of the persors
strengths, preferences, and needs

To identify and map the available evidence on recent

innovations in community mental healtheare across the globe

“To discuss the current state of the evidence on integrated care
‘models based on the specialty mental health system and to

identify priorities for future research, policy, and practice

“This study focused on understanding the effectiveness of a
12-month Learning Collaborative in scaling a BHH strategy.
More specifically, we were interested in understanding ifa
BHH could impact physical health outcomes including
tobacco use and hypertension

To determine whether using Resource Groups (RGs) within
Flexible Ass

rtive Community Treatment (FACT) has
favorable effects on empowerment and recovery-related

outcomes in people with SMI

To develop and refine a framework to guide occupational

therapy practice and rescarch in homelessness

“To better define the roles of peers and their unique

contributions to behavioral health care

To explore and describe service user experiences of how
receiving services from a FACT team may support or inhibit

citizenship
To initiate a discussion of the ideal occupational therapy
practice from the perspective of occupational therapists
working on ACT teams

To explore how FACT teams are integrated into the existing

formal public service system, how they function and affect the

system, and describe some influencing factors of this
To evaluate the effect of FACT on mental health care
outcomes compared with treatment from standard
community mental health teams (CMHTS) or assertive

community treatment (ACT) teams in Denmark

Aims to explore what supports are effective in moving service

users toward work integration

“To understand what healthy means to people with SMI and

the barriers and facilitators to living a healthy lfestyle

To bring the voice of the consumer with SMI to assist with the

integration of primary care and mental health services

To determine if environmental novelty was associated with
neurocognitive function among adults with SMI

Synthesize social network research in Clubhouse members
and results from this review may improve understanding of

the role of supportive relationships in mental illness recovery
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Meta-analysis (n1=17)
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using case studies (

tive, descriptive
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electronic patient record
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Scoping review;
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Mixed-methods cross-
sectional study using semi-
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A quantitative, longitudinal
study using a prospective
observational design
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Qualitative evaluative

study, using semi-

structured interviews
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A quantitative longitudinal
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Expert paper

Qualitative opinion study,
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interviews (n=19)

Systematic Review
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interviews (#=8)

Expert opinion
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Expert opinion
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study, using interviews,
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workshops, and notes from
meetings
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Scoping Review (11=35)

Expert opinion
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study using observational

process evaluation
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Qualitative opinion study,
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\g surveys (n=17)

Systematic Review (n=23)

A qualitative evaluative
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study using focus groups
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sectional study, using
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Quantitative, cross-
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Scoping review

Three themes emerged from the analyses: (a) all the ACT teams recognized serious and chronic physical health

problems among the consumers they served, (b) ACT teams took on a variety of roles to address the physical

health problems of their consumers, and (c) there were several challenges to integrating primary and mental health

care within an ACT setting

“Team leadership, decisi

making, and experiences of teamwork support were facilitators for cross-boundary and

team continuity; face-to-face communication between teams, managers, general practitioners, and the voluntary

sector were facilitators for information continuity. Relational, personal, and longitudinal continuity were faciltated
in some local areas by workforce stability. Barriers to cross-boundary and team continuity were specific leadership
styles and models of decision-making, blurred professional role boundaries, generic working, and lack of traning
for role development. Bariers to relational, personal, and longitudinal continuity were created by inadequate

staffing levels, high caseloads, and administrative duties that could limit time spent with users

In their review of the extant literature on CPs on ACT and other case management teams, we found

underwhelming evidence regarding clinical outcomes, such as hospitaliza

ns and symptoms

Client characteri

, staff satisfaction, and burnout were very similar. Three of four Melbourne teams made over
709% of client contacts “in vivo” compared to only one-third of comparable London teams, although all teams were
rated as “ACT-like” Melbourne teams scored more highly on a team approach. Three-quarters of clients were
admitted in the preceding 2years but Melbourne clients had shorter stays

‘The meta-analysis concluded that the treatment of clients with Resource Group Assertive Community Treatment
yields positive effects for clients with psychoses and that the method may be of use for clients within the entire
psychiatric spectrum

Seven index categories emerged, each one of which consisted of several sub-categories: () the client; (b) the case
manager; (c) the resource groups; (d) medical care (¢) societal contributions; (f) relatives; and (g) the RACT
program

(1) in

comprehensive responsibility of CMHC i all phases of treatment, (3) working on the environment and the social

‘This approach is based on five cornerston idualize care plans through active negotiation, (2) ensuring

fabric, (4) supporting individual strengths in vivo, and (5) fostering service accountability toward the community

“The results show AO patients (n=112) transferred to standard CMHTs with FACT had significantly fewer
admissions and a halving of bed use (21 fewer admission and 2,394 fewer oceupied bed days) while recciving a less
intensive service (2,979 fewer contacts). This was offset by significantly poorer engagement but not by increased

use of crisis and home treatment services

Governmental and organizational promotion of incentives for cross-sector collaboration is needed. Additionally,

education for staff about comorbidity and the capacity of cross-sector agencies to work in collaboration to

support shared clients. Enhanced communication has been achieved through mechanisms such as the co-location
of staff from different agencies to enhance sharing of expertise and interagency continuity of care, shared treatment
plans and client records, and shared case review meetings. Promoting a *housing first approach’” with cross-sector
services collaborating to stabilize housing as the basis for sustained clinical engagement has also been successful
Barriers to program implementation at start-up included difficulty recruiting and retaining qualified staff. Also
issues related to data collection and use of electronic health records,licensing and approvals, and physical space
were barriers. By the end of the first year, some problems, such as space issues, were largely resolved, but other
issues, including problems with staffing and data collection, remained. New challenges, such as patient recruitment,

had emerged

Statistically significant changes were seen over 1year in all outcomes. Housing, employment, and mental health
improved, whereas inpatient utilization and level of care need increased. Older individuals recciving higher levels
of care at baseline. Those with higher case management and medical service utilization reported higher inpatient

use

Nine proposals: 1. Central and regional governments should measure the treated percentage of people with mental
illness 2. Develop and evaluate new methods to reduce lower lie expectance 3. Specific modules to reduce stigma
4. Provide care that service users find accessible and acceptable 5. Careful balance of hospital and community care
6. Invest in treatments that are known to be effective 7. Improve shared decision-making 8. See each other as
partners in an integrated system 9. Develop programs for recovery

Patients with an addiction problem had more serious psychosocial problems at baseline. The study indicates that

investment by teams to improve a patient’ psychosocial situation can lead to improvements in substance problems

Participants reported statistically significant improvements in mental health symptomatology and residential

stability over time. Although there were no changes

substance use. Findings support the effectiveness of the

tervention for impro

ng mental health and housing stability among adults with complex behavioral health and

hous

ng needs

Atthe 5-year follow-up, s
the IC group (N'=35) compared with the RR group (N=31)

ant improvements were noted in social functioning and consumer satisfaction in
‘There were significant improvements in the primary outcome measure for the changes from baseline over 2 and

5 years favoring the Resource group ACT (RACT group). The S-year findings for primary outcomes were improved
social functioning and satisfaction with care for the RACT group

‘The Individual Health Budget Method boosted the process of more independent and autonomous housing
solutions for people with SML It seems crucial that community services organize their actions to promote, value,
and actively support the ablity to empower and involve users, their families, and NGOs. This as an expression of

social participation stemming from local communities

Parti

nts who engaged with the nurse practitioner experienced gains in perceptions of primary care quality.
Health benefits acerued for indi

Juals receiving nurse practitioner services in a mental health setting o address

primary care needs. Having a nurse practitioner employed by and stationed in a community mental health setting.

and working alongside mental health providers may be a viable way to promote access to and integration of

primary mental healthcare

Peer-supported open dialogue is a variant of the “open dialogue” approach that is currently practiced in Finland.
‘The core principle of the approach is the provision of care a the social network level, Provided by staff who have

been trained in family, systems, and related approaches. This staff includes peer workers, who will help to enhance

the democratic nature of the meetings around which care is centered, as well as enable such meetings to occur

where networks are fragmented or lacking

‘The findings indicate that: peer support providers experience ambiguity and that some ambiguity may offer
benefits; peer support providers enhance team acceptance of their role through several means and strategies;

setting boundaries with clients is a delicate issue that requires several considerations that we discuss

Recovery-oriented system of care (ROSC) i a framework designed to address the multidimensional nature of
recovery. They created a system for coordinating multiple systems,services, and supports that are person-centered
and build on the strengths and resiliencies of individuals, families, and communities

Statistically significant improvements were found in compliance, unmet needs, and quality of life. Improvement of
quality of life and functioning was related to the duration of FACT. The percentage of remissions increased by 9%.

‘The number of admis

ions, admission days, and face-to-face contacts differed between FACT and non-FACT

patients but generally decreased

Findings from inductive analyses revealed six overarch

ng themes: (1) collaboration with primary care, (2)
improvements in engagement, (3) team-focused roles, (4) education and training, (5) recommendations for

system-level barriers, and (6) systems collaboration

NWpG-IC (1= 260) and TAU groups (n=251) did not differ concerning most primary and secondary outcomes in
our participating patients. However,  significant improvement in terms of patients’ satisfaction with psychiatric

care and their perception of treatment participation in favor of the NWpG-IC group was found

nts’ everyday acti

and occupational well-being appeared severely restricted and largely determined

by the type of care they received. There was minimal evidence of the well-being descriptors, though all the

participants reported experiencing some form of pleasure, even though some of the pleasurable experiences

negatively impacted their health

There was a significant positive change in everyday functioning and the SIX-item “friendship” at the 18-month
follow-up. A positive correlation was also found between everyday functioning and the SIX-item “friendship” and a
negative correlation between the duration of ACT and everyday functioning. A significant increase in the number

of inpatient hospital days and psychiatric outpatient visits also occurred

1. Use initiatives like New Care Models and Primary Care Home to work with local general practices, public health,
social care, mental health services, voluntary groups, and others to align plans for positive mental health in the
locality. 2. Work in clusters of practices and their extended primary teams to integrate mental health care into route
care. 3. Write live manuals, talored to local needs, to inform practitioner decisions, slf-help, and care pathways. 4.
Develop multidisciplinary teams 5. Highlight wider determinants of mental llness 6. Consider mental health needs
of those who have long-term conditions 7. Signpost ways for people to self-care and make useful contributions to,

society

Participants identified a variety of strategies used by their ACT provider to encourage physical activity, such as
‘group physical activities and incentive programs. Several recommendations related to skills training, intervention

characteristics, and motivational strategies were identified by the participants as well

Important characteristics and practices identified included routine monitoring and evaluation, good
communication, equality between team members, and clear documentation practices. Success factors included

defined leadership and clear team goals. Four sources described considerations for patients with complex clinical

needs, including allocating sufficient time for di

cussion, maintaining connections with community providers, and

ensuring culturally sensitive practic

On average, teams transitioned about 6% of their clients over our 3-year study period. Urban and rural teams

described both similar and distinct clinical and systemic barriers, such as client reluctance to transition and finding

psychiatric follow-up outside of ACT

‘The highest level of deinstitutionalization development has been seen in the inclusion of inpatient psychiatric units

in general hospitals. Followed by the development of outp:

nt services in general hospitals and the community;

dayeare services, and commu

oy mental health centers. Principles: 1. Protection of human rights 2. Accessibility

and equity 3. Recovery 4. Care in the community 5. Coordination and integration of care 6. Community

participation of users and families

‘The local authority area in which the service s located, the service size (number of beds/places), and the usually
expected length of stay were each negatively associated with up to six of the seven QuIRC-SA domains. Staffing
intensity was positively associated with two domains (Therapeutic Environment and Treatments and Interventions)

and negatively associated with one (Human Rights)

Supported accommaodation is effective across a range of psychosocial outcomes, reducing hospitalization rates and

ng appropriate service use

Supportive housing emerged as a model based on integrated, permanent, affordable housing, Housing s selected
by the person, with flexible supports that are functionally separate, but available as needed and wanted. Current
challenges confront the sustainabiliy of supportive housing, with some efforts being made by housing groups to
address these challenges

Several factors have functioned to fuel and constrain ACT diffusion. The former category includes policy learning
through research; the role of policy entrepreneurs; ACT' acceptance as a normative standard; and a thriving
international epistemic commaunity. The latter category includes cost concerns, fidelity demands, shifting norms,
research contradictions and gaps, and a multifactorial context affecting program adoption. Currently, the program
stands at a crossroads,strained by the principle of adherence to.a long-standing operational framework, on the one

hand. On the other hand, call to adjust to an environment of changing demands and opportunities

High-quality community-based mental health care should conform to six principles: 1. Human Rights 2. Public

Health 3, Recovery 4. Effectiveness of interventions 5. Community Network of Care 6. Peer Expertise

“The studies compare either several components of coordinated care models or focus on one specific coordinated
care component: (a) Case management, integrated mental health services, and home treatment, (b) Crisis
intervention services, (c) Transition from inpatient to outpatient care and vice versa, return to work, (d) Integrating

‘general and mental healthcare, (e) Technology and self-management in care coordination, and () Qu

indicators and economic evaluation
Professionals in general practice and social psychiatry felt that they were left with the responsibility for actions
taken by hospital psychiatry without the opportunity to discuss their concerns with psychiatrists. There were also
cultural differences betsween health care and social psychiatry, expressed in ideology and language. Social
psychiatry had an existential approach to recovery, whereas the views of health professionals were linked to

symptom control and based on outcomes

Participants reported that they valued the accessibility and flexibility of Parachute as well as their relationships
with, and the lack of hierarchy within, the Parachute team. Responses to the structure of network meetings and
Parachute’s approach to medication were mixed. A few participants struggling with what they felt was a lack of
urgency and others experiencing the approach as holistic. Many enrollees and network members reported that

Parachute improved their self-understanding and relationships with each other

‘The ART model combines an active role for professionals, service users, and significant others, with a 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 to provide practical guidelines for teams

implementing the ART model in practice. The ART model guides tailored recovery-oriented care and support to
this “low-volume high-need” group of service users in long-term mental health care. The aim is to alter their

perspective and take steps in the recovery process

“The instruments form an integrated mental health information system. They share a common assessment language,

conceptual basis, linical emphasis, data collection approach, data elements, and care planning protocols

A growing body of evidence shows that integrative care

the new standard of care for people with mental illnesses
Continuity of care from the emergency department to community mental health services is a necessity. Key
approaches found in the reviewed studies include collaborative care with the inclusion of peer workers, growing
use of e-health and telepsychiatry, improved reforms on national mental health policies and de-institutionalization,

modification of outreach models and mental health promotion in the community

Key research priorities

clude identifying the active ingredients in multicomponent integrated care models and
developing and validating integration performance metrics. Key policy and practice recommendations include
developing new financing mechanisms and implementing strategies to build workforce and data capacity. Forum
participants also highlighted an overarching ned to address sociocconomic risks contributing to excess mortality
among adults with serious mental illness

Providers reported increases in screening rates and wellness goals related to tobacco use and hypertension. Also
reductions in tobacco use and blood pressure readings among participating individuals were reported. Evidence
presented indicates that a Learning Collaborative of community mental health providers is a feasible quality
improvement approach to scale integation of physical and behavioral health care for individuals with serious

mental illness

‘These findings show that working with RGs improves empowerment and other mental health outcomes in people
with SMI who receive community-based mental health services. This method of network-oriented care empowers

people with SMI within their environment

Stakeholder feedback was categorized into cight recommendations: (1) Revision to the “four processes’s (2)
Emphasizing social ustice and systems-level advocacy; (3) Reflecting intersectionality; (4) Emphasizing
meaningful activity; (5) Emphasizing peer support; (6) Incorporating a focus on independent living skils; (7)
Increasinga focus on an activity for addressing substance misuse; and (8) Acknowledging cognitive and physical
health

Peers were employed most frequently in mental healthcare roles in the Department of Veterans Affirs, hospitals,
and community health facilities. A total of 14 studies observed significant clinical improvements in participants’

social functioning, quality of life, patient activation, and behavioral health

‘The findings showed that FACT may support citizenship by relating to service users as whole people, facilitating

empowerment and involvement, and providing practical and accessible help

‘Three themes emerged: (a) Engaging in practice “with intention’ (b) Finding the space for oceupational therapy

practice, and (¢) Supporting clients in their recovery to find their best occupational self

“The analysis revealed five main themes regarding FACT teams: (1) They form a bridge between different services;

(2) They collaborate with other services; (3) They undertake responsibility and reassure other services; (4) They do
not close all gaps in service systems; and (5) They are part of a service system that hampers their functioning

The number of outpatient contacts was higher for patients receiving FACT than for those in the control groups.

Patients receiving FACT had fewer admissions than those in the control groups. However, there were no significant

differences in total inpatient days, use of coercion, episodes of self-harm, or deaths

“The majority of respondents (64,8%) were not employed. Those who were working presented higher levels of
functional capacity than those who were not working. The majority of participants reported not receiving supports

toward support for work integration

Five themes were identified: (1) mental health is the main priority. And the other themes were barriers to a healthy
lifestyle, represented as (2) a vicious cycle, and three themes, which were facilitators - (3) the importance of place,

(4) meaningful activities, and (5) the importance of others

‘Three relevant themes emerged: primary care experiences; health care stigma; and social determinants as barriers
to health. Individuals with SMI supported the integration of care, with careful consideration given to social

determinants of health, patient privacy, and respect between providers and patients

Homebodies demonstrated significantly poorer cognitive function than venturers. This relationship was not

mediated by several unique destinations or breadth of community participation activities

Overall findings suggest that network size is not consistently associated with reported loneliness, social support,
recovery, or quality of lfe. A deep relationship with at least one supportive person, level of perceived affilation with

Clubhouses, o positive comments from network members may be more or equally valuable than a larger network
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