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Abstract 
Aims: This research explored experiences of an in-patient mental health rehabilitation unit. This setting has a place in current services but has not been the focus for recent developments. Perspectives of service users who had been discharged more than a year previously. 
Method: A qualitative method was used. Ten service users were interviewed individually, using photographs of the unit to elicit responses. The data were subject to detailed analysis.
Findings: Of the three overarching themes, the first, “past”, suggested that a need for the unit arose from complex and severe problems, often for people in transition. The experience of the unit, the second theme, “present”, considered four aspects; routine, looking after yourself, time and space, and choice, based on staff approach. The third theme, “future”, identified  that following time at the unit, participants had restored, reconstructed, and developed routines, identities, and roles.
Conclusions: Overall, these themes suggested the diversity of experiences and indicated the importance of recovery-oriented practice. Most participants valued their time in the unit and could see the benefits for others. Staff skills in enabling individual rehabilitation and recovery are critical, to ensure individual goals are identified and remain the focus of interventions.
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Introduction
Challenges in recovery are experienced by people with enduring mental health problems for a number of reasons, which cannot always be addressed within acute or community services.  A large number of people continue to experience problems with social and personal functioning for years after diagnosis, despite advances in treatment.  Inpatient rehabilitation units have provided additional support for difficulties such as frequent relapse, social isolation, self-neglect and continued vulnerability (Wolfson et al 2009). This UK study explored the experience of in-patient rehabilitation from the perspective of service users. 
Definitions of rehabilitation emphasise an individualised process, working for independent community living (Killapsy et al 2005, World Health Organisation 2009). In the UK, psychiatric rehabilitation was significant during the hospital closure programme associated with resettlement.  Subsequently resettlement has lost significance in policy, and community services have evolved as an alternative to inpatient admissions (Department of Health (DH), 1999; 2010a).   In contrast, inpatient rehabilitation has aimed for admissions to address complex needs and  develop  skills  (Holloway,  2005). To  avoid repeated acute admissions and enable sustainable changes, longer admissions have been required. However,  the  absence  of  strategy  has  resulted in  disinvestment  and  dispersed  services,  varying across locations. The role has been unclear and marginalised, with a limited evidence base (Holloway, 2005; Wolfson et al, 2009).

People requiring inpatient rehabilitation have multiple needs for intensive support, often following acute, forensic, or psychiatric intensive care and requiring detailed assessment of risky and/or  challenging  behaviour.  Others  require strategies for issues arising from comorbid conditions. There is a focus on life skills, psychological issues, community engagement, and family life (Wolfson et al, 2009). This requires opportunities to gain skills and a practical approach to external barriers to regaining independence. Principles  of  independent  living  inform  practice depending on the setting, reflecting different organisational priorities (Sayce, 2000). The social context for inpatient rehabilitation facilitates development of roles and identities within the unit itself.
Killapsy et al (2005) suggested that the eclectic use of models and interventions makes it difficult to research this speciality effectively. In  England,  re-organising  services  to  facilitate  payment  by  results  has  added  impetus  to the  need  to  justify  particular  approaches  (DH, 2010b). A survey by Petrie et al (2009) indicated long-term effectiveness, as over a two year period readmission rates were significantly reduced.  This is important evidence for commissioners in developing services, as in the UK the alternative can involve costly out of area placements which move people away from their known local communities, compounding problems of isolation and dislocation from families (Davies et al 2005). 

Services  are  increasingly  informed  by  the recovery  approach.  This  has  been  defined  as accepting and overcoming the challenges of living  with  mental  health  problems,  in  an  experience  more  like  a  journey  than  an  episode of  care. Focused  on  restoring  hope,  recovery can  increase  confidence  and  skills  to  interact within  the  community  (Pinfold,  2000;  Repper and  Perkins,  2003;  Shepherd,  2006;  Shepherd et  al,  2008). The  recovery  approach  emerged 

from the independent living movement, recognising that the journey to recovery is dependent on  social  inclusion.  However,  enabling  people to establish a place  within  the  community can be  challenging  in  an  inpatient  setting  (Huxley and  Thornicroft  2003;  Davidson  et  al,  2004; Mezzina et al, 2006; Ware et al, 2007). 

Lloyd  et  al  (2008)  distinguished  between rehabilitation and recovery, claiming that service  users  see  recovery  as  a  process  of  getting well and getting on with their lives, in contrast to  rehabilitation  which  might  emphasise  independence in particular skills. However Shepherd (2006)  connected  rehabilitation  and  the  con-

cepts of recovery, suggesting that the rehabilitation process, which enables social functioning, is  central  to  reintegration.  Ideas  of  recovery, which  add  a dimension  of  personal  meaning and direction, should be incorporated into traditional rehabilitation services (Shepherd, 2006). Inpatient  rehabilitation  is  undertaken  by  a multidisciplinary team, usually including nursing  staff,  occupational  therapists,  psychologists,  and  support  staff  (Wolfson  et  al,  2009). The structure and focus of teams vary, reflecting  both  the  team  and  other  connected  services,  such  as  acute  inpatient  units,  community mental health teams, and home treatment teams. This  study  was  initiated  by  occupational  therapists,  who  placed  emphasis  on  regaining  or learning  skills  necessary  for  community  living,  using  varied  approaches  including  creative,  recreational,  and  social  activities  (Mairs and Bradshaw, 2004; Krupa et al, 2009). At that time, there was a gap in understanding how that emphasis  is  realised  in  an  inpatient  rehabilitation setting.

Reason for study
Believing that research based on service users’ views  could  make  a  valuable  contribution  to the  evidence  base  and  improve  local  services,  this  study  was  initiated  by  the  first  two authors. They worked in a fifteen bedded rehabilitation  unit,  which  was  the  setting  for  this research. A  previous  local  study  by  the  third author,  an  academic  (Bryant  et  al,  2005),  had investigated service user perspectives supported accommodation,  including  the  unit.  Findings indicated the importance of staff skills in facilitating recovery. Building on the previous study, the  first  three  authors  developed  the  research question: what are service user perspectives on the  factors  influencing  their  rehabilitation  and recovery  journey,  within  inpatient  rehabilitation? The aims were to gain different perspectives,  elicit  themes  on  common  and  individual experiences,  and  use  the  findings  to  inform service  development.  Direct  experience  of  living with mental health problems and using services  has  been  widely  recognised  as  a  valuable source  of  expertise  for  research  and  development  as  well  as  service  evaluation  (Faulkner and Thomas, 2002). 
Method
A  qualitative  methodology  was  adopted,  to explore  participants’  experiences  in  detail (Hennink et al, 2011).  Regular  service evaluations had indicated consumer satisfaction and to gain  richer  insights,  more  detail  was  required. Surveys and similar tools used in service evaluations  tend  to  reflect  the  language  and  priorities of service providers rather than service users (Allan, 2007). The design of this study aimed to gather  responses  to  broad  interview  questions about direct experience. An interpretive approach was taken to the data analysis to understand the participants’ perspectives and synthesise themes which  would  have  relevance  beyond  the  local unit (Hennink et al, 2011). 

Data were collected via semi-structured individual  interviews,  understood  as  a  dialogue between  a  researcher  and  participant  with  a clear  purpose  and  degree  of  structure  (Taylor, 2005;  Kvale,  2007).  Participants’  thoughts, feelings  and  perceptions  were  captured  with prompts  and  guidance  by  the  researcher  to keep  a  focus  (Taylor  and  Bogdan,  1998). Recognising that interviews might be challenging  for  participants,  they  were  given  a  choice about the interview duration. Two MSc occupational therapy students were interviewers, with one  offering  semi-structured  interviews  of  up to  forty-five  minutes,  and  the  other  less  structured, in-depth interviews  which  could take as long  as  required  (Kvale,  2007). The  students had  no  prior  knowledge  or  experience  of  the unit  or  local  services,  which  minimised  bias from the impact of assumptions that might have been made with insider professional knowledge (Hicks, 2004). The  study  was  conducted  in West  London, UK,  involving  people  who  had  received  inpatient treatment at a 15-bed rehabilitation unit on the site of a large general hospital, where there was also a separate unit for inpatient acute mental  health  care. To  some  extent,  the  proximity of the units meant that sometimes people were transferred  to  the  rehabilitation  unit  because of  pressure  on  acute  beds,  providing  a  local base while waiting for discharge arrangements to be finalised. Some people, but not all, were detained under the Mental Health Act for part of their admission. The service also had close links with community mental health services. 

Initial  ideas  were  discussed  by  the  first three  authors,  leading  to  the  research  design. A  steering  group  was  established  to  take  the design forward and a topic guide agreed (Table 1). The  steering  group  included  a  service  user with  previous  experience  of  the  unit,  who remained  involved  through  the  data  collection phase  before  moving  on;  the  two  post-registration research MSc occupational therapy students;  and  their  supervisors.  For  a  year  from September  2007,  meetings  were  convened  at least every six weeks, and more often during the period immediately prior to data collection.

To be included, participants had to be adults (aged 18-65), live in the local area and have current contact with community mental health services. Only those discharged from the unit for at least a year were included. People were excluded if they were currently receiving treatment as an in-patient for any health problem or detained under the Mental Health Act.  It was important that participants were in a stable situation in terms of their mental health, living situation and engagement with activities and the community. They had to have the mental capacity to give informed consent to participate in an interview.  The research design was given formal approval by the university and health service Research Ethics Committee and the local Research and Development Consortium. 
From a population of 90 people who had been on the unit since it opened, current contact details were available for 20 people who were considered eligible. To  avoid  coercion, invitations to participate were sent via care coordinators  and  ten  people  responded.  It  was emphasised  that  participation  would  have  no impact  on  current  or  future  service  use,  and that the student researchers were working independently,  disclosing  details  only  in  the  event of  disclosure  of  a  risk  of  harm. This  did  not happen.  All  data  were  anonymised  prior  to analysis  and  the  occupational  therapists  based at the unit did not have access to recordings or transcripts,  to  preserve  anonymity. Six people volunteered for the shorter interviews and four for  the  longer  interviews.  Both  sets  of  interviews were based on the topics in Table 1. The students  piloted  their  questions  with  the  service  user  steering  group  member,  with  one  of the academic supervisors facilitating discussion about possible changes.
	 Table one: Main topic areas for interviews

	Factual

Situation now
	Current living situation, support and duration

	Transitional

Previous situations 
	Other living situations experienced, support and duration

	
	Duration and timing of stay 

	Main issues

Opinions
	Key experiences 

occupations, environments, roles

	
	Helpful aspects

	
	Unhelpful aspects

	Summing up
Reflection
	Any lasting changes


To trigger memories and encourage responses, photographs of the unit and its facilities were used in a photo-elicitation technique where  photographs  are  used  in  interviews  to encourage  responses (Harrison 2002). Before the  interviews  began,  a  set  of  photographs were  taken  by  the  service  user  steering  group member.  There  were  images  of  a  bedroom, kitchen,  garden,  hallway  and  main  communal areas  (Figure 1). 

[image: image1]
Figure 1: bedroom on the unit

At  the beginning  of  each interview, participants were made aware of the photographs  as  a  resource,  which  were  then referred  to  as  part  of  the  interview  dialogue. Unlike other visual methods where images play a central importance in revealing new perspectives,  this  technique  has  been  developed  as  a bridge  between  ‘the  world  of  the  researcher and  researched’  (Harper,  2002,  p.  20). There as  a  valuable  way  of  supporting  participation (Harper, 2002; Radley and Taylor, 2003). The  images  were  also  used  as  a  reference point  during  data  analysis,  which  occurred  in two stages. First, the students worked separately, transcribing verbatim and analysing their interviews. Initial themes were presented to the steering group by the students. These initial themes are presented elsewhere (Croucher, 2008 unpublished  MSc  dissertation,  Brunel  University; Grove,  2008  unpublished  MSc  dissertation, Brunel  University).  Subsequently  all  the  interviews were analysed together, to enable use of the findings as evidence. This stage of analysis was  conducted  using  NVivo  7  to  organise  the raw data and constant comparative analysis. This involved actively working between different segments  of  data  to  develop  strong  and  contrasting emerging themes (Silverman, 2000). The use of  NVivo  7  facilitated  this  process,  especially enabling the comparison of data which offered different perspectives (Bazeley, 2007). Analysis evolved around three main questions:

· Who needs the service?

· What are the key aspects?

· What does it lead to?

The findings from this stage of the analysis are reported in this paper. 
 There were a number of ways the assumptions of  the  researchers  were  prevented  from  over shadowing the findings. Gillham (2005) explains that sharing a common intellectual culture could lead to bias, with research communities creating similar  kinds  of  categories. Triangulation  is  a technique used to increase the accuracy or trustworthiness  of  qualitative  research,  by  seeking and considering varied perspectives on research findings from different sources (data, methods, investigators or theory) (Erlandson et al, 1993; Lysack et al, 2006). In this study, ongoing and formal peer review of data analysis, in the steering  group  and  in  academic  supervision,  challenged the authenticity of the themes alongside the raw data. Gillham (2005) explains that the judgement of peers can be a basis for reviewing and validating decisions about data. In addition to steering group review, the findings presented here were subjected to review by the rehabilitation  team  in  a  half  day  workshop.  Discussion encompassed all the themes, suggesting a comprehensive analysis.

Participants  were  encouraged  to  talk  about their  experiences  in  the  form  of  a  narrative, rather than give explanations, to strengthen the reliability and validity of the research. Whether truth  is  compromised  by  the  story-teller’s motivations  and  memory  is  a  potential  problem.  Hollway  and  Jefferson  (2000)  suggested that while stories do  not  provide  a  transparent account  through  which  we  learn  truths,  story-telling stays closer to actual life events. Creating distance  between  the  local  occupational  therapists and the data collection and interpretation also  strengthened  the  validity  of  the  research. There was an intrinsic belief in the value of the service which enabled the therapists to successfully obtain wide support for the research to take place  in  a  busy  clinical  setting. The  emphasis on service user experiences was open to negative views as an important source of information for service improvement. The use of open interview  questions  gave  participants  more  control over the details of topics discussed than would be offered in regular audits. The first and second author recognised that there was a risk that findings might challenge their practice directly but recognised the importance of this aspect of carrying out research.
Findings

All participants described their experiences in detail, from arrival at the unit, through to discharge and their life in the community. Details of the participants are shown in Table 2. Eight participants had been given a diagnosis of schizophrenia and the other two bipolar disorder, so all had experience of severe and enduring mental health problems.
Table 2. Participant details (with pseudonyms)

	Pseudonym
	Age
	Gender
	Ethnicity

	Andy
	47
	Male
	White British

	Bhavna
	39
	Female
	Indian

	Chris
	29
	Male
	White British

	David
	28
	Male
	Mixed

	Ed
	37
	Male
	White British

	Farid
	32
	Male
	Indian

	Gina
	31
	Female
	Indian

	Hana
	42
	Female
	Asian

	Ian
	38
	Male
	White British

	Kandi
	44
	Female
	White British


The three questions guiding the analysis suggested a narrative structure: the past, the present and the future, as shown in Figure 2. Looking at the past, participants described what led to a need for rehabilitation and what resources they brought with them. The theme of the present focused on their experience at the unit was categorised into four main aspects; routine, looking after yourself, time and space, and choice which is dependent on the staff approach. The future, concerned with life after leaving the unit, was characterised by recovery of routines and roles, associated with changes in identity.
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The past: who needs this service? 

The participants explained reasons for needing inpatient rehabilitation. They came to the unit with a history of struggling with their mental health problems and not always receiving the support they required, often resulting in multiple admissions: 

“They used to put me
in bed and breakfast and it didn’t work out.” [David]

“I’d been in six
 times in a year and a half. I was out for a couple of weeks and back in again.”
[Chris] 

They emphasised the severity of their problems: “These illnesses can kill people so it is not like a … just a bit of stress where you might go for a bit of yoga or get your nails done.”
[Farid]

“I’ve had three periods of illness in the last fifteen
years … none will ever be good because being
ill is not good.” [Kandi]

Others needed support to leave the family home or establish themselves in a more supported environment in the community. Housing needs were explored as an integral part of rehabilitation and some participants had been in transition, waiting until suitable housing was available: 

“I was effectively homeless and my mum and dad didn’t want me to live with them anymore because they were getting elderly and couldn’t cope with my illness … and they wanted me to get my own place. So I had to stay … until emergency temporary accommodation came up.” [Kandi]

Before arriving on the unit, some participants had social links with others with similar experiences. They had encountered views about the unit, advising them on what could be expected, 
“I was told even before going [to the unit] from a patient that you’re not going to like it because they tell you to get out of bed.” [Farid]
“You meet some of the people on the main ward anyway and by the time you get to [the unit] you know most of the people anyway.” [Chris]
There  was  one  participant  who  had  been admitted to the unit because other, more appropriate, places were not available. She was honest that the unit could not meet her specific needs but could see the benefits for others.

Present: what are the key aspects?

There were four key aspects to participants’ experiences while at the unit: routine, looking after yourself, time and space and choice: staff approach.
Routine

Several of the service users felt that establishing a daily routine was particularly important. The staff encouraged them initially, supported them as they progressed and followed them up after discharge. 

“I was sleeping during the day and not seeing no-one, so when I was at [the unit] I was not used to getting up early in the mornings … … Luckily enough they put me back on days” [Ed]
 “Every morning … we have breakfast in the morning and cooking tidying up the rooms and cleaning up … gardening, some yoga lessons and things like that” [Bhavna]
 The routine was supported by the house rules which required people to return to the unit at certain times, to fulfill the service’s duty of care: 

 “You’ve nearly got your own freedom … even though there are times you’ve got to be back … … there are times when you can’t go to the shop” [David]
Most appreciated being able to shape their daily routine around individual priorities:
  “People can get up and do what they want to do. But they’ve always got the support and help there, if they’re not sure what to do – a member of staff or a service user will give them some suggestions.” [Chris]
Not everyone liked being actively encouraged to get up in the mornings: 

“She would come to my bedroom maybe four or five times
… “come on …
you’ve
got to get up” and
I thought I wish she’d
leave me alone.”  [Gina]

 
At one time, a local policy emphasised frequent and potentially intrusive checks: 

“There
were certain times of my prayers where staff would
come around and open my door and interrupt my prayers, but I couldn’t do
anything because I was a patient.” [Hana]

This  policy  was  subsequently  modified,  recognising that the routines that people wished to re-establish were predominantly concerned with self care and re-connecting with the wider world. 
Looking after yourself

Participants saw this as the primary purpose of being on the unit:

“That’s what the place is all about … deciding whether you can look after yourself, you are ready to go, to move on to another place.”[David]
There was a tension around independence, with some seeking it and others feeling less supported:

“It was a step, going into the wider community … away from my parents.” [Gina]
“The focus is on independence and you [are] left to do your own thing sometimes” [Farid]
There was a practical aspect, in terms of learning or re-establishing self-care skills: 

“They teach me cooking lessons so I know how to cook properly … I know how to clean myself, the house, cooking, time of bed, and waking up.” [Bhavna]
 Self-care enabled people to feel more able to do other things, facing challenges:

“Just through caring for myself, it brought about a little bit of ambition … the realisation that you can do things.” [Ian]
 “Fear is a challenge that you have to go and face it, it makes you nervous, it will make you sweaty, it will make you feel trembly, but no, go and face it.” [Hana]
 The social environment of the unit, where positive contact with other service users and staff was encouraged, was significant:

 “Interviewer:       Why do you think you started looking after yourself again? 
Respondent:         Because I was living around other people.” [Ian]
Peer support was recognised as a resource:

“He’s
ill
and
I’m
ill
…
and
we
try
and
help


each
other
if
we
can
…
cos
he’s
got
the
same problems
as
me.”
[Ed]

The focus on skills was not a priority for others, especially those used to managing a home and family. For them, the unit potentially offered a sense of refuge. 

Time and space

 Having time and a private space to recover from an acute episode meant recovery could be sustained in the long term: 

“It gave me the time to recuperate and recover.” [Gina]
“When
I
was
in
hospital
I
was
very
unwell


and
I
got
quite
aggressive
with
the
family,


and
that
time
apart
has
given
us
the
space


to
work
on
our
relationship
together.” [Gina]

Having time to make sustained, if slow, progress was important:

 “It was step by step at a time. It wasn’t like doing it all in one day. It was day after day. It wasn’t like one great big rush … it was good.” [Ed]
However, the social environment was not always positive and one participant found it unhelpful: 

“Even if someone had come up with a brilliant suggestion I might not have responded because my main preoccupation was I don’t feel safe here, I don’t feel comfortable here, it’s not clean here, people are in my face here, I can’t have any space here.” [Kandi]
The emphasis on individual progress meant that timing was also important in terms of whether a person was ready for rehabilitation. Some were not, others were:

“I was at the right time to be there” [Bhavna]
 Being able to judge the readiness of a person for rehabilitation was a key skill for staff in offering people meaningful choices.
Choice: staff approach

One person observed that structured approaches did not happen outside normal working hours:

“No
OTs
at
all,
at
[the
unit] or
even
on
the 

wards.
So
weekends
and
evenings
you’ve
 got
to
find

stuff
to
keep
yourself
busy.”
[Chris] 
Staff who did not understand the process of rehabilitation were less successful in engaging service users, limiting choices:

“You can’t do anything when someone’s feeling uncomfortable in a group, unsafe in their bedroom, ordered to stand in line to get their medication.” [Kandi]
 “… like Monday morning meetings. Everyone had to go at nine o’clock and you’d choose the menus for the week. Now apart from it being nine o’clock in the morning, which is a bad time, nobody really wanted to help with the cooking or make an effort to choose what to eat.” [Kandi]
“… people are motivated to get involved through interest or enjoyment, rather than being bribed.” [Ian]
These  unsuccessful  approaches  reflected  the challenges of working in this setting, which participants recognised and understood: 

“The
staff
hide
from
dangerous
people you
can’t
blame
them really.”
[Kandi]

Successful approaches to service users offered choices which were relevant to their needs:

“If you wanted to do a group, you’d do a group … if you wanted to go into town, like I did, or whatever, the choice was yours at the end of the day.” [Chris]
 “To start with you usually worked with the OTs … they’d take you out for a coffee, by car and then the next time you’d go by bus and the next time on the bus by yourself, and then after a bit of time you can go basically when you want – to town, go home.” [Chris]
Several highlighted how much they appreciated being able to choose when to do things, whether it was taking a shower, going to the shop or cooking:

“I really enjoyed the fact I could just fry myself egg on toast or beans on toast” [Ian]
A balance had to be sought between the routine of the unit with the expectations of rehabilitation, tailored to the individual, depending on the stage of their recovery. 
The future: what does it lead to?
Rehabilitation at the unit could be regarded as groundwork for the future. Everyone interviewed had been living in a community setting for at least a year since being discharged and viewed their recovery as an ongoing process. Other services, such as the crisis resolution team or supported housing, had played an equally important part for some. Experiences of rehabilitation had an impact on three main areas: routines, roles and identities.

 Recovering routines and roles
Some people had experienced disruption of an established routine and being at the unit enabled them to recover previous patterns of self-care, social and productive occupations:

“As soon as I left [the unit] and went into a Mind home I just carried on as if I was never ill. It was fine. I didn’t have any problems going back into the community.” [Gina]
 It was important for staff to recognise this need, which meant less focus on acquiring specific life skills at the unit and more focus on exploring the opportunities and barriers in the wider community:
“For about a month I had to do a weekly shop with [the occupational therapist]. And after that I did it myself.”[Andy]
Similarly, some had caring responsibilities, significant relationships or responsibilities which they sought to recover:

“I am a mother and they [my children] are my bonds.” [Hana]
 “I have visited relatives getting used to talking and chatting with people.” [Farid]
Being able to take control of daily routines and reconnect with others renewed a sense of self.

 Developing, restoring and reconstructing identities

For young people, seeking to leave the family home, life after being on the unit meant developing a new sense of identity, although one participant questioned the emphasis on independence, taking a different cultural perspective:

“… a lot of Asian families you are sticking by their families you are looking after them in their own family … there’s a whole different mindset that has to be taken into account.” [Farid]
Another enjoyed the freedom of living independently: 

“I
have
got
friends
they
will
be
visiting.
I will
be
able
to
cook
for
them,
have
them
stay
over
at
the
weekend.”
[Ian]

For some, recovery was associated with recovering identities:  

“Those
withdrawn
feelings
are
going
away
from
me.
I
am
more
of
myself.”
[Hana]

Those whose lives had been dominated by mental health problems and crises sought to reconstruct their identities, living in supported accommodation and engaging with the local community: 

“I’m trying to keep myself out of hospital and not doing anything that makes me unwell.” [David]

 “I am supported by … an unbelievably helpful service. They don’t push you but they encourage you. They go at your pace … if you’re having a bad day it will be OK … it’s not the end of the world.” [Kandi]
 “Some shopkeepers are very helpful to me, they keep one bag of my shopping … if I can’t carry it, then the next day I go and pick it up.” [Hana]
Being able to achieve this connection with the community suggested a successful re-integration.

Discussion

The findings suggested that service users valued the unit as a resource, perceiving personal benefits and observing progress in others. Between the ten participants, there were varied and contrasting experiences, reflecting different circumstances and different staff approaches. Variations in practice were identified but many aspects deserve greater recognition. A sophisticated understanding of rehabilitation, in relation to independence and the recovery model, underpins good practice (Slade 2009). There is recognition that engaging with people on an individual and hopeful journey is a positive basis for mental health services (College of Occupational Therapists, 2006, Piat et al, 2009; Wolfson et al, 2009, Sainsbury Centre for Mental Health, 2009). Those participants who really valued their time at the unit felt that staff were able to identify and negotiate ways of enabling individual goals to be achieved.  
However not all participants felt safe or had their privacy respected, echoing concerns about the environment of acute inpatient wards (DH, 2002).  Mental health services are under pressure to respond to crises, provide specialised support and promote recovery, while giving priority to safety and dignity. The findings suggest that in-patient rehabilitation has a particular role to play, giving time and space to people whose lives have been severely disrupted by mental health problems to re-establish routines and roles and re-engage with the community. Wolfson et al (2009) identify the fundamental importance of this role with mental health services as a whole.
There was a clear understanding of the purpose of the unit, which led some participants to feel they had been placed inappropriately. Ideally inpatient rehabilitation should not have to respond to acute bed pressures, although the difficulty of assessing complex needs has to be acknowledged. Rehabilitation  offers  scope  for  more  detailed assessment. Some participants questioned a perceived emphasis on independence and life skills, not being culturally relevant to them. Others felt that with time and space, independence could be regained without specific rehearsal. Staff have to be sensitive to what signals recovery to each individual, while facilitating skills through rehabilitation. The unit appeared to have capacity to engage people in rehabilitation and recovery simultaneously, yet the balance between the two had to be negotiated. For example, working towards using public  transport  independently  could  require  a practical focus on particular barriers. At the same time, understanding why using public transport is important to individuals has to be sustained. Defining, designing and refining individualised programs is challenging (Krupa et al 2009). Distinguishing between roles, routines and identities suggests a complex approach navigating social networks, time use and personal meanings. 
 The photographs triggered memories of the unit. Contrasts were drawn with experiences of the acute unit, where choice and access to the community was much more restricted. Some participants valued the freedom to choose how to structure their daily routine in a supportive environment. As occupational therapists, the authors had a particular interest in time use, habit and routine (College of Occupational Therapists 2006). In comparison with other local units, there was a high level of occupational therapy staffing which enabled therapists to undertake a significant amount of individual work, focusing on strengths. The routines imposed by the unit itself offered an initial structure, within which increasing autonomy could be facilitated. The research indicated the importance of the links between routines, looking after oneself, time, space and choice facilitated by staff approaches.

The study was valuable example of collaborative qualitative research which is directly relevant to current service delivery, enabling knowledge transfer (Grol 2008). The steering group gained skills in research design and implementation, and the two students an opportunity to conduct real-world research. The workshop involving the staff team meant the findings were not only subject to scrutiny but also rapidly disseminated, with some immediate impacts on the service. However, these outcomes were localised, exposing the limitations of this research. There is a limit to the conclusions that can be drawn from the small number of interviews, concerned with only one unit. The findings cannot be generalised to other in-patient mental health rehabilitation units, which may have different staff and service user profiles. The ten participants had diverse experiences, but these are not a comprehensive representation. The choice between shorter or longer interviews did not have any obvious implications for the data obtained, although offering choice is important for service user involvement in research. Further investigation is required, to add to the evidence for existing expertise and facilities, which give people the time, space and opportunity to meet their individual goals. Because of the relative neglect of in-patient rehabilitation in research and policy in recent years, it is suggested that future research focuses on specific skills for facilitating recovery in this setting.

Conclusion

Ten people were interviewed about their experience of in-patient rehabilitation at a unit in West London, UK. Their needs arose from severe problems and many were in transitions between accommodation. Their perspectives indicated the present key aspects of the service were establishing a routine, looking after yourself, being given time and space, and being offered choices relevant to their individual needs. Recognition of individual goals is critical for the future with implications for routines, roles and identity. Although this project was small in scale, it offers a valuable insight into service user experiences. The research was a model of collaborative research, offering professional development opportunities to all involved.
Key points: 
· Mental health in-patient rehabilitation offers valuable support to people with enduring problems, many of whom are in transition towards independent community living.

· A key aspect of the service involved re-establishing a routine and looking after oneself.
· The unit also offered a place of refuge, with time and space for recovery.

· Recovery in this setting involved recovering roles and routines which enabled people to develop, restore and reconstruct their identity.

· This process requires staff to be skilled in offering relevant choices, based on a sound understanding of rehabilitation.
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Figure 2: Findings for service development
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