The Ten Essential
Shared Capabilities
A Framework for the Whole of the
Mental Health Workforce

National Institute for
Mental Health in England
Developed by the National Institute for Mental Health England and the Sainsbury Centre for Mental Health Joint Workforce Support Unit
in conjunction with NHSU

The Ten Essential
Shared Capabilities
A Framework for the Whole of the
Mental Health Workforce

READER INFORMATION
Policy
HR/Workforce
Management
Planning
Clinical

Estates
Performance
IM & T
Finance
Partnership Working

Document Purpose

Best Practice Guidance

ROCR Ref:

Gateway Ref: 3453

Title

The Ten Essential Shared Capabilities –
A Framework for the whole of the Mental
Health Workforce

Author

Roslyn Hope, Director, National
Workforce Programme, NIMHE

Publication date

August 2004

Target Audience

PCT CEs, NHS Trusts CEs, SHA CEs, Care
Trusts CEs, WDC CEs, Medical Directors,
Directors of Nursing, Special HA CEs,
Directors of HR, Allied Health
Professionals

Circulation list

GPs, Local Authority CEs, Ds of Social
Services, Voluntary Organisations, NIMHE
Development Centres, HEIs, Colleges,
NHSU

Description

The Ten Essential Shared Capabilities,
developed in consultation with service
users and carers together with
practitioners, provide in one overarching
statement, the essential capabilities
required to achieve best practice for
education and training of all staff who
work in mental health services.

Cross Ref

Capable Practitioner Framework and the
National Occupational Standards in
Mental Health

Superceded Doc

N/A

Action required

For information and guidance

Timing
Contact Details

For recipient use

Peter Lindley
NIMHE/SCMH Joint Workforce Support
Unit
134–138 Borough High Street
London
SE1 1LB
020 7403 8790
peter.lindley@scmh.org.uk

THE TEN ESSENTIAL SHARED CAPABILITIES

III

Contents

1.

Foreword

1

2.

The Ten Essential Capabilities

3

3.

Methodology

4

4.

Implementation

5

5.

Conclusion

6

Appendices
A.

Linking the Essential Shared Capabilities (ESC);
Capable Practitioner Framework (CPF);
The National Occupational Standards (NOS);
and the Knowledge and Skills Framework (KSF)

7

B.

The NIMHE Framework for Values Based Practice

10

C.

National Steering Group for Essential Shared Capabilities

11

D.

Putting the Essential Shared Capabilities into practice

13

E.

Implementation Strategy

19

References

21

FOREWORD

1.

1

Foreword

In 2001, the Workforce Action Team [WAT],
set up to consider the workforce implications of
the Mental Health National Health Service
Framework, [MHNSF] and the NHS Plan
[NHSP], commissioned and received two
pieces of work: the Capable Practitioner
Framework [CPF] and the Mapping of Mental
Health Education and Training in England.
The CPF described the capabilities that all
staff should be expected to have and what
would be expected by some specialists. The
Framework was well received in the field and
has been variously used to influence
curriculum development, training needs
analysis and personal development planning.
It was, nevertheless, acknowledged to have
limitations in content and application, which
needed to be addressed.
The outcome of the national Mapping Exercise
showed that there were significant gaps in pre
and post qualification training of all
professional staff in their ability to deliver the
MHNSF and the NHSP. Significant omissions
included: user and carer involvement, mental
health promotion, values and evidence based
practice, working with families, multidisciplinary
working and working with diversity.
The shift in culture in services towards Choice,
person-centeredness and mental health
promotion is a key imperative. People who use
services and their families continue to report
not being listened to, being marginal to
assessment and care planning and being
rendered helpless rather than helped by
service use. Tragic events, evidenced by the
Bennett inquiry, illustrate that there is a
significant need to ensure that all staff have

training in what is described here as the
Essential Shared Capabilities [ESC].
This document clarifies these ESC. They have
been developed in consultation with service
users and carers together with practitioners,
and provide in one overarching statement, the
headline capabilities required to achieve best
practice for education and training of all staff
who work in mental health services.
They are intended to make explicit what
should be included as core in the curricula of
all pre and post qualification training for
professional and non-professionally affiliated
staff as well as being embedded in induction
and continuing professional/practitioner
development.
There are already some effective approaches
to training and development on aspects of
these ESC’s. These will be identified and
communicated to practitioners and localities
via a Resource Library developed between
NIMHE and the Sainsbury Centre for Mental
Health [SCMH]. Where gaps are identified,
new materials and curricula will be developed
to ensure that there are robust approaches for
all ten Capabilities.
We need to ensure that these ESC are
meaningful and implemented effectively.
We are actively discussing a partnership
approach, with a focus on Continuous
Professional/Personal Development [CPD],
between NIMHE and the NHSU.
We are establishing a National Network of
Capability Development, to enable
practitioners of different disciplines to interact,
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share and feed back on the ESC’s themselves
and the implementation process. We will
also be running workshops in NIMHE
Development Centre areas, to discuss with
key stakeholders, how to make best use of the
ESC’s.
The ESCs will probably require updating over
time and we will be monitoring their use and
influence on curricula. The link between them,
National Occupational Standards [NOS] and
the Knowledge and Skills Framework [KSF] is
articulated in this document, to enable staff to
make sense of these various initiatives.
This work has been conducted by the NIMHE/
SCMH Joint Workforce Support Unit. The
implementation strategy has been devised in
collaboration with the NHSU.

Roslyn Hope
Director
National Workforce Programme
National Institute for Mental Health England

Angela Greatley
Acting Chief Executive
Sainsbury Centre for Mental Health
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2.

The Ten Essential Shared Capabilities

It is important to note that the ESC are not
intended to replace the CPF, the NOS nor the
NHS KSF. The links between these are
illustrated in Appendix A. The ESC are

complementary to these frameworks and
provide the mental health specific context and
achievements for education, training and CPD
at pre-registration/qualification stage.

The Ten Essential Shared Capabilities for Mental Health Practice
Working in Partnership. Developing and maintaining constructive working relationships with service
users, carers, families, colleagues, lay people and wider community networks. Working positively with
any tensions created by conflicts of interest or aspiration that may arise between the partners in care.
Respecting Diversity. Working in partnership with service users, carers, families and colleagues to
provide care and interventions that not only make a positive difference but also do so in ways that
respect and value diversity including age, race, culture, disability, gender, spirituality and sexuality.
Practising Ethically. Recognising the rights and aspirations of service users and their families,
acknowledging power differentials and minimising them whenever possible. Providing treatment and
care that is accountable to service users and carers within the boundaries prescribed by national
(professional), legal and local codes of ethical practice.
Challenging Inequality. Addressing the causes and consequences of stigma, discrimination, social
inequality and exclusion on service users, carers and mental health services. Creating, developing or
maintaining valued social roles for people in the communities they come from.
Promoting Recovery. Working in partnership to provide care and treatment that enables service users
and carers to tackle mental health problems with hope and optimism and to work towards a valued life
style within and beyond the limits of any mental health problem.
Identifying People’s Needs and Strengths. Working in partnership to gather information to agree
health and social care needs in the context of the preferred lifestyle and aspirations of service users
their families, carers and friends.
Providing Service User Centred Care. Negotiating achievable and meaningful goals; primarily from
the perspective of service users and their families. Influencing and seeking the means to achieve these
goals and clarifying the responsibilities of the people who will provide any help that is needed, including
systematically evaluating outcomes and achievements.
Making a Difference. Facilitating access to and delivering the best quality, evidence-based, valuesbased health and social care interventions to meet the needs and aspirations of service users and their
families and carers.
Promoting Safety and Positive Risk Taking. Empowering the person to decide the level of risk they
are prepared to take with their health and safety. This includes working with the tension between
promoting safety and positive risk taking, including assessing and dealing with possible risks for service
users, carers, family members, and the wider public.
Personal Development and Learning. Keeping up-to-date with changes in practice and participating
in life-long learning, personal and professional development for one’s self and colleagues through
supervision, appraisal and reflective practice.

Guidance on how the ESC can be used in practice is contained in Appendix D.
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Methodology

The aim of the ESC is to set out the shared
capabilities that all staff working in mental
health services should achieve as best
practice as part of their pre-qualifying training.
Thus the ESC should form part of the basic
building blocks for all staff who work in mental
health whether they are professionally
qualified or not and whether they work in the
NHS, the social care field or the private and
voluntary sectors. The ESC are also likely to
have value for all staff who work in services
which have contact with people with mental
health problems.
The development of the ESC is a joint NIMHE
and SCMH Project. It builds on the work of the
SCMH CPF, copies of which can be
downloaded from www.scmh.org.uk.
Whilst elements of the ESC can be found
amongst a variety of capability and
competency frameworks, what they do not
contain is that single, concise list of essential
capabilities being asked for by staff and
service users.
In 2003, a national steering group was
established to guide the development of the
ESC (see Appendix C). The ESC were
developed through consultation with service
users, carers, managers, academics and
practitioners. To facilitate this process, a
number of focus groups were held across
England in order to sample opinion and seek
feedback. In the main, they have what might
be termed an “outward focus” and are explicitly
and deliberately centred upon the needs of
service users and carers.

IMPLEMENTATION

4.
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Implementation

Although the ESC have been well received,
implementation needs to be carefully thought
out and executed if they are to become
meaningful and influence the practice of
individual staff. (See Appendix E).
The ESC are aimed primarily at influencing
education and training provision within the
mental health community. If they are to do this
in any significant way then the whole range of
activities within mental health education needs
to be influenced.

It is important, therefore, that the ESC are
adopted as a framework not only for the
development of education curricula but also
as a framework for Personal Development
Planning [PDP], Training Needs Analysis
(TNA) and Joint Education and Training Plans.
Consequently any strategy will need to be
multi faceted and be aimed at a range of
audiences, including individual clinicians,
organisations, professional bodies and
education providers.

Future Developments to Support Implementation
● A database of Training and Education resources and curricula will be made available on

the NIMHE Knowledge Community web-site.
● A National Electronic Network of Capability Development for practitioners, managers,

educators and Users and Carers to feedback and share experiences to be made available
on the NIMHE Knowledge Community web-site.
● Work with Workforce Development Confederations [WDC]/Strategic Health Authorities

[SHA] to ensure that the commissioning of education and training is consistent with
the ESC.
● A Joint project with the NHSU to support NIMHE Regional Development Centres to

explore local approaches to implementation, support education providers and provide
examples of curricula that are consistent with the ESC.
● Work with the professional bodies to ensure that they support the ESC.
● Build on the existing regional structures of NIMHE, NHSU, WDCs, SHAs and affiliate

health and social care organisations to establish capacity to deliver on local
implementation of the ESC.
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Conclusion

The ESC offer an important step forward in
ensuring a comprehensive and inclusive
approach to education and training, linked
to a common framework for PDP and TNA.
The ESC will therefore provide a strategically
important integration of education and training
with the effective delivery of these essential
capabilities in the workplace.

APPENDIX A
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Appendix A
Linking the Essential Shared Capabilities (ESC):
Capable Practitioner Framework (CPF);
The National Occupational Standards (NOS);
and the Knowledge and Skills Framework (KSF)

Members of staff, their immediate line
managers or supervisors and the organisations
in which they work may feel confused between
these various pieces of guidance and ask
“How do they all fit together?”; “Which one
should I/my staff take (most) notice of?; and
“Where do they fit into my career
path/development?”.

health services across both health and social
care as part of helping staff development, the
KSF has a NHS focus. The KSF is not mental
health specific and is also designed to help
provide the basis for an added dimension e.g.
pay progression as part of the NHS Agenda
for Change initiative using a Skills Escalator
approach.

It is important to recognise three things. Firstly,
although complementary, all four frameworks
were developed separately. This is partly due
to the original nature of the way they were
commissioned and partly historical. Secondly,
they do not all cover the same issues. And
thirdly, whilst the ESC, the CPF and the NOS
have all been produced specifically for mental

The following figure (Woodbridge and Fulford,
2004), shows the relationship between the four
complementary frameworks. As the figure
illustrates, the ten ESC, and hence the KSF,
CPF and NOS, all draw on both evidencebased and values-based sources. The NIMHE
framework for values based practice is given in
appendix B.

The Knowledge and
Skills Framework
(for effective practice
and career
development)

The Capable
Practitioner
Framework
(knowledge, skills
and attitudes)

The Mental Health
National Occupational
Standards
(detailed competencies
to support Knowledge
and Skills Framework)

The Ten Essential
Shared Capabilities
for Mental Health
Practice
(basic principles that
underpin positive
practice)

Values Based
Practice
Appendix B

Evidence Based
Practice
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Essential Shared Capabilities (ESC)
The Aim of the ESC is to set out the shared or
common capabilities that all staff working in
mental health services should achieve as a
minimum as part of their pre-qualifying
training. Thus the ESC should form part of the
basic building blocks for all mental health staff
whether they be professionally qualified or not
and whether they work in the NHS or social
care field or the statutory and private and
voluntary sector.

The Capable Practitioner
Framework (CPF)
The CPF describes the inputs and
underpinning knowledge, skills and attitudes
necessary to become a Capable Practitioner.
These capabilities should be developed both
as part of pre-and post-qualifying training
and Continuing Professional/Personal
Development (CPD). The CPF sets out 5
domains from ethical practice; knowledge;
process of care; interventions; and
applications to specific service settings. This
process moves from a base where all of the
workforce must develop ethical practice but
as one moves along the 5 domains, you find
increasing specialisation which will only apply
to some staff.
Whilst the CPF is not designed to provide a
measurement of output or level of capability at
which a role is to be performed, it does provide
the foundation upon which a national set of
capabilities can be developed.

The Mental Health National
Occupational Standards (NOS)
The NOS are designed to provide a
measurement of output or performance by
setting out detailed descriptions of
competence required in providing mental
health services in three Key Areas. These are:
Operating within an ethical framework –
Standard A; Working with and supporting
individuals, carers and families – Standards B
to J; and Influencing and supporting
communities, organisations, agencies
and services – Standards K to O.

The expectation is that Standard A will apply
to all staff; and broadly speaking, Standards B
to J will apply to individual members of staff
and/or teams as appropriate. i.e. not all of the
Standards will apply to all staff – it depends on
the function(s) each member of staff
undertakes; and Standards K to O are more
about management type functions.
The knowledge and understanding set out in
the NOS should be developed both as part of
pre-and post-qualifying training and CPD. The
fourth and final Stage is to consider and crossreference to the Knowledge and Skills
Framework.

The Knowledge and Skills
Framework (KSF)
The KSF is made up of a number of
dimensions, 6 of which have been defined as
core to all those working in the NHS and 16
which may or may not relate to a person’s job.
The KSF is another form of competency
framework which staff should take account of
in mental health services where it applies. The
concept behind the KSF is that as part of pay
progression, a member of staff needs to move
up a skills escalator so that as they gain more
skills and knowledge, this may be reflected in
a higher level of pay. Whilst the KSF
dimension sets the framework or context for a
particular function e.g. assessment of people’s
health and well being, the evidence for mental
health purposes that this function is being
carried out effectively, comes from the NOS.
In other words, the NOS will provide the detail
that a particular dimension in the KSF is being
undertaken successfully.

Summary
The purpose of the ESC is to set out the
minimum requirements or capabilities that all
staff working in mental health services across
all sectors should possess. NOS set out the
key roles for the delivery of mental health
services; the standards to be achieved by way
of performance criteria; and the knowledge
and understanding required to deliver the key
roles. They provide specific evidence in

APPENDIX A

support of KSF skills escalator as required.
The KSF is designed to help in the
development and review of staff employed
in the NHS and provide the basis of pay
progression.

Conclusion
For staff undertaking training, their focus
should be on the ESC. For qualified staff
having the Ten ESC under their belt, given
the importance of the Agenda for Change
initiative and the link to annual appraisal of
performance, the immediate focus will be to
consider which areas of the KSF apply and to
measure their detailed progress by way of
the NOS.
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Appendix B
The National Institute for Mental Health England Framework of Values
(Woodbridge & Fulford, 2004)

The NIMHE Values Framework
The National Framework of Values for Mental Health
The work of the NIMHE on values in mental health care is guided by three principles of valuesbased practice:
1) Recognition – NIMHE recognises the role of values alongside evidence in all areas of mental
health policy and practice.
2) Raising Awareness – NIMHE is committed to raising awareness of the values involved
in different contexts, the role/s they play and their impact on practice in mental health.
3) Respect – NIMHE respects diversity of values and will support ways of working with such
diversity that makes the principle of service-user centrality a unifying focus for practice. This
means that the values of each individual service user/client and their communities must be the
starting point and key determinant for all actions by professionals.
Respect for diversity of values encompasses a number of specific policies and principles concerned
with equality of citizenship. In particular, it is anti-discriminatory because discrimination in all its forms is
intolerant of diversity. Thus respect for diversity of values has the consequence that it is unacceptable
(and unlawful in some instances) to discriminate on grounds such as gender, sexual orientation, class,
age, abilities, religion, race, culture or language.
Respect for diversity within mental health is also:
● user-centred – it puts respect for the values of individual users at the centre of policy and practice;
● recovery oriented – it recognises that building on the personal strengths and resiliencies of

individual users, and on their cultural and racial characteristics, there are many diverse routes to
recovery;
● multidisciplinary – it requires that respect be reciprocal, at a personal level (between service users,

their family members, friends, communities and providers), between different provider disciplines
(such as nursing, psychology, psychiatry, occupational therapy, medicine, social work), and
between different organisations (including health, social care, local authority housing, voluntary
organisations, community groups, faith communities and other social support services);
● dynamic – it is open and responsive to change;
● reflective – it combines self monitoring and self management with positive self regard;
● balanced – it emphasises positive as well as negative values; and
● relational – it puts positive working relationships supported by good communication skills at the

heart of practice.
NIMHE will encourage educational and research initiatives aimed at developing the capabilities (the
awareness, attitudes, knowledge and skills) needed to deliver mental health services that will give
effect to the principles of values-based practice.

APPENDIX C
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Appendix C
National Steering Group for ESC

Roslyn Hope (Chair)

Director, National Workforce Programme, NIHME

John Allcock

Associate Director, National Workforce Programme, NIHME

Piers Allott

NIMHE Fellow for Recovery

Ian Baguley

Trent WDC

Alison Brabban

PSI Implementation Group

Sue Brennan

DH Social Care Group

Tom Dodd

NIMHE

Helen Fields

DH HRD-LPD(1)

Barry Foley

New Ways of Working Programme

Judy Foster

TOPSS

Bill Fulford

NIMHE Fellow for Values Based Practice/ University of Warwick

Mary Hopper

DH Older People Branch

Janice Horrocks

NW NIMHE Development Centre

Bob Jezzard

DH COS [C] CHM (3)

Kim Johnson

The Sainsbury Centre for Mental Health

Kim Kalaira

NIMHE Service Improvement

Peter Lindley

The Sainsbury Centre for Mental Health

Sue Merchant

NE London MH Trust

David Morris

NIMHE

Rachel Munton

DH Mental Health Care Group

Melanie Newman

DH HSCD-WD [SCM3]

Marianne O’Hanlon

Mersey Care NHS Trust

Albert Persaud

NIMHE

Chris Pearson

Skills for Health

Diane Ridings

Lewisham NHS Trust

John Rogers

Skills for Health

Caroline Twitchett

DH CAMHS

12

THE TEN ESSENTIAL SHARED CAPABILITIES

Ray Wilk

Skills for Health

Jenny Williams

Inequality Agenda Ltd

Roger Wilson

Deputy HR Director, Mersey Care NHS Trust

Professional Associations Advisory Members
Dr Jed Boardman

Royal College of Psychiatrists

Richard Byng

General Practitioner

Fabian Davies

British Psychological Society

Claire Gerada

Director of Primary Care

Sally Feaver

College of Occupational Therapy

Dr Tony Roth

British Psychological Society

APPENDIX D
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Appendix D
Putting the Essential Shared Capabilities into Practice

The following section offers practical examples
for each of the ESC.

● Understand their role and that of others

1. Working in partnership. Developing and
maintaining constructive working relationships
with service users, carers, families, colleagues,
lay people and wider community networks.
Working positively with any tensions created
by conflicts of interest or aspiration that may
arise between the partners in care.

● Be able to engage service users in a

This capability concerns the engagement of all
those involved in receiving or providing mental
health care, maintaining those relationships
and bringing them to an appropriate end.
Importantly this includes multidisciplinary
teamwork, cross boundary work and work with
wider community networks.

● Be able to communicate across

The focus with clients and their families and
carers is on the development of partnership
working. It is essential that those people who
use services are viewed as partners in care
rather than passive recipients of services.
In order to achieve this aim, mental health
workers will often be required to be assertive
in their engagement with and follow up of
service users, particularly those with more
complex problems.
In order to work in partnership the practitioner
will need to:
● Have the ability to explain in an

understandable way, their professional role
and any parameters that they work within
● Have the ability to communicate with all the

stakeholders involved in an individuals care

within a multidisciplinary setting

collaborative assessment process
● Acknowledge the part that families and

carers play in the service users support
network and be able to engage them as
partners in care

disciplinary, professional and organisational
boundaries.
2. Respecting Diversity. Working in
partnership with service users, carers, families
and colleagues to provide care and
interventions that not only make a positive
difference but also do so in ways that respect
and value diversity including age, race, culture,
disability, gender, spirituality and sexuality.
If partnership working is to be a reality then
education and training programmes will need
to provide a learning environment where
existing beliefs about age, race, culture,
disability, gender, spirituality and sexuality can
be examined and challenged. Any therapeutic
interventions need to be set within a
framework that acknowledges and respects
diversity.
Although all of the areas within this capability
are important, and it has been acknowledged
that there is discrimination in many services,
issues of race and culture require particular
attention.

14
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In order to respect diversity the practitioner will
need to:
● Understand and acknowledge diversity

relating to age, gender, race culture,
disability, spirituality and sexuality
● Understand the impact of discrimination

and prejudice on mental health and mental
health services
● Demonstrate a commitment to equal

opportunities for all persons and encourage
their active participation in every aspect of
care and treatment
● Respond to the needs of people sensitively

with regard to all aspects of diversity
● Demonstrate the ability to promote people’s

rights and responsibilities and recognise
the service user’s rights to privacy, dignity,
respect and confidentiality
● Demonstrate the ability to work as a

member of the therapeutic team to
contribute to evidence based programmes
of care and treatment that are sensitive to
diversity

3. Practising ethically. Recognising the
rights and aspirations of service users and
their families, acknowledging power
differentials and minimising them whenever
possible. Providing treatment and care that is
accountable to service users and carers within
the boundaries prescribed by national
(professional), legal and local codes of ethical
practice.
There is concern that many mental health
professionals understand neither the legal
rights of service users under their care nor
their own legal and professional obligations
to service users. Under this capability would
come issues of informed consent, effective
communication, de-escalation and control
and restraint.
In order to practise ethically the practitioner will
need to demonstrate:
● An understanding of and commitment to

the legal and human rights of service users
and carers
● An understanding of the service user’s

wider social and support networks and the
contribution made by carers, family and
friends to the recovery process

● Provide care and treatment that recognises

the importance of housing, employment,
occupational opportunities, recreational
activities, advocacy, social networks and
welfare benefits

● The ability to respond to the needs of

people in an ethical, honest, non
judgemental manner
● The ability to encourage active choices

● Demonstrate adherence to local,

and participation in care and treatment

professional and national codes of practice
● The ability to conduct a legal, ethical and
● Demonstrate effective knowledge of

organisational policies and practices to
maintain the role and the capacity of the
therapeutic team to provide evidence based
care that is sensitive to diversity
● Demonstrate a commitment to active

participation in clinical supervision and life
long learning.

accountable practice that remains open to
the scrutiny of peers and colleagues
● The ability to promote service users’ (and

carers’) rights and responsibilities and
recognise and maintain their rights to
privacy, dignity, safety, effective treatment
and care based on the principle of
informed consent

APPENDIX D

● The ability to work as a member of the

therapeutic team in making a safe and
effective contribution to the de-escalation
and management of anger and violence
especially through the use of control and
restraint techniques
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● Demonstrate the ability to challenge

inequality and discrimination within their
role
● Demonstrate the ability to communicate

their concerns to others within the care
system

● Adherence to local and professionally

prescribed codes of ethical conduct and
practice

● Demonstrate the ability to know when there

is little more they can do and recognise the
limits of their competence.

● Knowledge of policies, practices and

procedures concerning the local
implementation of mental health and
related legislation
● The ability to work within the boundaries of

local complaints management systems.
4. Challenging Inequality. Addressing the
causes and consequences of stigma,
discrimination, social inequality and exclusion
on service users, carers and mental health
services. Creating, developing or maintaining
valued social roles for people in the
communities they come from.
It is particularly important to understand the
nature and consequences of stigma and
discrimination. Social inequality and exclusion
have a potentially devastating effect on the
recovery process and will make it difficult for
service users to achieve their potential or take
their rightful place in society.
To be able to challenge inequality the
practitioner will need to:

5. Promoting Recovery. Working in
partnership to provide care and treatment
that enables service users and carers to
tackle mental health problems with hope
and optimism and to work towards a valued
life-style within and beyond the limits of any
mental health problem.
Promoting recovery is the capability that
defines the process that service users and
providers engage in to enable selfempowerment and self-determination.
Recovery is about recovering what was lost:
rights, roles, responsibilities, decision making
capacity, potential and mental well-being
Recovery is what people experience
themselves as they become empowered to
achieve a meaningful life and a positive sense
of belonging in the community.
To be able to promote recovery the practitioner
will need to:
● Understand that recovery is a process that

is unique to each person
● Understand the nature of stigma
● Understand the essential role of hope in the
● Understand the effects of exclusion and

recovery process

discrimination
● Accept that recovery is not about the
● Understand the role that mental health

services play in creating and maintaining
inequality and discrimination

elimination of symptoms or the notion of
cure
● Understand that the planning, arrangement

● Understand the role that services have to

play in fighting inequality and discrimination

and delivery of support should be
determined by the needs of the service
user

16
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● Work in a way that is flexible and responds

to the expressed needs of the person

● Understand the impact that other parts of

the system may have on the individual’s
physical and mental health

● Ensure that all efforts are made to present

non-stigmatizing and positive views of
people who experience mental health
problems

● Work in partnership with the individual’s

support network to collect information to
assist understanding of the person and
their strengths and needs.

● Engage with external advocacy bodies to

ensure that the rights and interests of
service users are protected
● Facilitate access to community groups and

networks that enable the service user to
participate in community activities.
6. Identifying People’s Needs and
Strengths. Working in partnership to gather
information to agree health and social care
needs in the context of the preferred lifestyle
and aspirations of service users their families,
carers and friends.
The focus of this capability is on helping the
service user and those involved with them to
describe their experiences in such a way as to
identify their strengths and formulate their
needs. In order for this to be meaningful this
must take a whole systems approach and take
account of every aspect of the person’s life.
In order to practise in such a way, the
practitioner will need to:

7. Providing Service User Centred Care.
Negotiating achievable and meaningful goals;
primarily from the perspective of service users
and their families. Influencing and seeking the
means to achieve these goals and clarifying
the responsibilities of the people who will
provide any help that is needed, including
systematically evaluating outcomes and
achievements.
This capability is concerned with helping the
service user to set goals that are realistic,
achievable and meaningful, so that the service
user and others involved in the persons care
will be able to recognise when a particular goal
has been achieved.
In order to do this the practitioner will need to:
● Work alongside the service user to help

them to describe their goals as precisely
as possible in a way that is meaningful to
them
● Help the service user to identify and use

● Carry out (or contribute to) a systematic,

whole systems assessment that has, as its
focus, the strengths and needs of the
service user and those family and friends
who support them
● Work in a way that acknowledges the

personal, social, cultural and spiritual
strengths and needs of the individual

their strengths to achieve their goals and
aspirations
● Identify the strengths and resources within

the service user’s wider network which
have a role to play in supporting goal
achievement
● Ensure that any goal setting is driven by

the needs of the service user
● Understand how the physical and mental

health of an individual can be promoted or
demoted and the impact that an individual’s
health needs, mental or physical, may have
on other parts of the system

● Ensure that any goals are achievable and

measurable
● Understand the difference between broader

long term and short term, more specific
goals.

APPENDIX D

8. Making a difference. Facilitating access
to and delivering the best quality, evidencebased, values-based health and social care
interventions to meet the needs and
aspirations of service users and their
families and carers.
This capability is concerned with ensuring that
people have access to interventions and
services that have proven efficacy in
addressing specific needs. It is essential that
people are able to utilise services that value
them and those that support them and that will
help to make a positive difference.
To work in this way practitioners will need to:
● Understand the impact of any particular

problem on the life of the service user and
their family and friends
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This capability focuses on the issues of risk to
the individual and society and how this can
best be addressed in a manner that values all
those concerned.
In order to practise in a way which promotes
safety and positive risk taking the practitioner
should be able to:
● Demonstrate the ability to develop

harmonious working relationships with
service users and carers particularly with
people who may wish not to engage with
mental health services
● Demonstrate and promote understanding of

the factors associated with risk of harm to
self or others through violence, self-neglect,
self-harm or suicide
● Demonstrate the ability to educate users

● Understand the notions of evidence-based

and values-based ‘best practice’ as
enshrined in NICE guidance and
Psychosocial Interventions training etc
● Have the ability to design, or contribute to

the design of, a programme of care based
on ‘best practice’ or the best available
evidence
● Understand the role that they may play in a

and carers about the role, function and
limitations of mental health services in
relation to promoting safety and managing
risk of harm
● Contribute to accurate and effective risk

assessments, identifying specific risk
factors of relevance to the individual, their
family and carers and the wider community
(including risk of self-harm, self neglect and
violence to self or others)

programme of care based on ‘best practice’
● Contribute to the development of risk
● Understand the role that others may play in

such a programme
● Communicate with all, including service

users and carers, who have a part to play
in a programme of care.
9. Promoting safety and positive risk
taking. Empowering the person to decide the
level of risk they are prepared to take with their
health and safety. This includes working with
the tension between promoting safety and
positive risk taking, including assessing and
dealing with possible risks for service users,
carers, family members, and the wider public.

management strategies and plans which
involve the service user and name all the
relevant people involved in their care and
treatment and clearly identify the agreed
actions to be taken and the goals to be
achieved
● Contribute, as a member of the therapeutic

team, to the safe and effective
management and reduction of any
identified risks
● Demonstrate knowledge and understanding

of national and local polices and
procedures for minimising risk and
managing harm to self and others.
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● Demonstrate knowledge and understanding

of the care programme approach and its
role in ensuring safe and effective care and
treatment for service users and carers,
particularly those who have a history of
risks to self or others

In order to meet this capability practitioners will
need:
● Access to education and training based on

the best available evidence
● A personal/professional development plan

● Demonstrate understanding of the

importance of multi-agency, multi
disciplinary working in promoting safety
and positive risk taking
● Demonstrate awareness of the available

spectrum of individual and service
responses to help manage crises and
minimise risks as they are happening
e.g. diffusion strategies, crisis response
services

that takes account of their hopes and
aspirations that is reviewed annually
● To understand the responsibilities of the

service in supporting them in meeting the
goals set in the development plan
● To understand their personal responsibility

to achieve the goals set in their
development plan
● The ability to set persona/professional

● Contributing to use of medical and

psychosocial interventions with the
expressed goal of managing a person’s risk
behaviours in the long term e.g. through
use of medication, anger management,
supportive counselling etc.

goals that are realistic and achievable
● To recognise the importance of supervision

and reflective practice and integrate both
into everyday practice
● To be proactive in seeking opportunities

10. Personal development and learning.
Keeping up-to-date with changes in practice
and participating in life-long learning, personal
and professional development for one’s self
and colleagues through supervision, appraisal
and reflective practice.
This capability focuses on the need for the
practitioner to take an active role in their own
personal and professional development. In the
same way that service users should be viewed
as active partners in their care, not passive
recipients, practitioners should be active
participants in their own development.

for personal supervision, personal
development and learning.

APPENDIX E
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Appendix E
Implementation Strategy

The involvement of education and service
commissioners and providers, including
Human Resource Directors will be key to
successful implementation. To support the
implementation strategy, a number of pieces of
work are being planed and undertaken:

● Work is underway to develop a web based

● Discussions are underway to develop an

● Ensure that ESC provides the framework

infrastructure to support education and
training through partnerships with the
NHSU and other key stakeholders

TNA tool, using the Quality Improvement
Tool (including the ESC) that will provide
both individual and service level data.

Induction programmes
for induction programmes aimed at both
health and social care staff
● Provide examples of induction programmes

● The ESC are being mapped against the

NOS and the KSF. We need to
demonstrate consistency and context
if we are to avoid confusion

that meet these requirements
● Work with the NHSU to influence the

content of relevant common induction
programmes

● Work is underway to devise a framework

for appraisal and PDP, based on the ESC.
This is an opportunity to bring consistency,
nationally, to both personal and
professional development
● Work is underway to develop criteria for

measuring the degree to which the ESC
are present within education curricula

Development programmes for
non-professionally affiliated staff
● Ensure that all mental health service

providers have access to a framework
based on the ESC that will inform their
staff development programme
● Work with Support, Time and Recovery

● These criteria will become part of the

National Continuous Quality Improvement
Tool for Mental Health Education. The
Quality Improvement Tool will become part
of the QAA process

sites to ensure that the training of the new
workers is consistent with the ESC
● Ensure that the education programmes for

the Graduate Workers in Mental Health
meet the requirements of the ESC

● The ESC, as an integral part of the

Education Quality Improvement Tool, will
be used to guide the WDC commissioning
process. This will ensure that education
and training programmes will be consistent
with government policy, NICE guidelines
and recognised best practice

● Provide a framework for appraisal and

Individual Performance Review that is
based on the ESC.
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Continuing professional
development
● Support the development of web-based

TNA tool consistent with the ESC
● Provide examples of TNA that are

consistent with the ESC
● Support the development of an appraisal

tool that is consistent with the ESC
● Support the development of a framework

for practice supervision based on the ESC.

Professional Training
● Work with the education sections of the

professional bodies to ensure that
professional training is consistent with and
reflects the ESC
● Work with local networks to ensure that

mentors and supervisors are able to
support people in training in a way that is
consistent with the ESC
● Work with academic institutes, through

Mental Health in Higher Education (MHHE),
to ensure that ESC are actively addressed
in curriculum review and development.

REFERENCES

21

References

Allott, P., Loganathan, L. and Fulford, K.W.M.
(2002) ‘Discovering hope for recovery from a
British perspective: a review of a selection of
recovery literature, implications for practice
and systems change.’ In Lurie, S., McCubbin,
M., & Dallaire, B. (eds) International
innovations in community mental health
[special issue]. Canadian Journal of
Community Mental Health, 21(3).

Piers Allott
The Department of Health (2003) ‘The NHS
Knowledge and Skills Framework and Related
Development Review: A working Draft’
London. Department of Health Available to
download from
www.doh.gov.uk/thenhsksf/kssummary.pdf
The National Occupational Standards in
Mental Health are available to download on
www.skillsforhealth.org.uk
The Sainsbury Centre for Mental Health (2001)
‘The Capable Practitioner Framework:
A framework and list of the practitioner
capabilities required to implement the National
Service Framework for Mental Health.’
London. Sainsbury Centre for Mental Health.
Available to download from www.scmh.org.uk
The Department of Health (2003a) ‘The NHS
Knowledge and Skills Framework (NHS KSF)
and Development Review Guidance – working
Draft.’ London. Department of Health Available
to download from http://www.doh.gov.uk/
thenhsksf/knowledgeandskills.pdf

Woodbridge, Kim and Fullford, Bill (KWM)
(2004) ‘Whose Values? A workbook for
values-based practice in mental health care.’
London: Sainsbury Centre for Mental Health
(available from August 2004)

Working in Partnership
Barham, P. and Hayward, R. (1996). ‘The lives
of ‘users’’ in T. Heller, J. Reynolds, R. Comm,
R. Muston and S. Pattison (Eds.) Mental
Health Matters: A Reader. MacMillan & Open
University Press, pp. 226-237.
Corrigan, P., Lieberman, R. and Engel, J.
(1990). ‘From non-compliance to collaboration
in the treatment of schizophrenia’, Hospital
and Community Psychiatry, 41 (11),
pp. 1203-1211.
Edwards, K. (2000). ‘Service users and mental
health nursing’, Journal of Psychiatric and
Mental Health Nursing, pp. 555-565.
Onyett S. (1992). ‘Teamworking’, in Case
Management in Mental Health, Cheltenham:
Stanley Thornes, pp. 165-194.
Rose, D. (2001). Users’ Voices: the
perspectives of mental health service users
on community and hospital care. London:
Sainsbury Centre for Mental Health.
Schneider, J. Carpenter, J., Wooff, D.
Brandon, T. and McNiven, F. (2001). ‘Carers
and community mental health services’, Social
Psychiatry and Psychiatric Epidemiology, 36,
pp 604-607.

22

THE TEN ESSENTIAL SHARED CAPABILITIES

Respecting Diversity
Bhui, K. (1997). ‘London’s ethnic minorities
and the provision of mental health services’
in S. Johnson, R. Ramsey, G. Thornicroft,
L. Brooks, P. Lelliot, E. Peck, H. Cochrane,
R. and Sashidharan, S.P. (1996). ‘Mental
Health and Ethnic Minorities: A Review of the
Literature and Implications for Services in
Ethnicity and Health: Reviews of Literature,
and Guidance for Purchasers in the Areas of
Cardiovascular Disease, Mental Health and
Haemoglobinopathies’. NHS Centre for
Reviews and Dissemination, University of
York, pp. 105-126.
Fernando, S. (1991). ‘Racism’, in Mental
Health, Race and Culture. London: MIND
Publications, pp. 24-50.
Mentality. (2004). ‘Making it Diverse; A guide
to mental health promotion for Black and
Minority Ethnic Communities.’ London.
Mentality (based at The Sainsbury Centre for
Mental Health).
The Sainsbury Centre for Mental Health,
(2002). ‘Breaking the Circles of Fear: a review
of the relationship between Mental Health
Services and African and Caribbean
Communities.’ London. The Sainsbury Centre
for Mental Health.
Williams, J. and Watson, G. (1996). ‘Mental
health services that empower women’ in
T. Heller, J. Reynolds, R. Comm, R. Muston
and S. Pattison (eds) Mental Health Matters:
A Reader. MacMillan & Open University Press,
pp. 242-251.

Practising ethically
Barker, P. & Davidson, B. (1998). ‘The Ethical
Landscape’ In P.Barker and B. Davidson (eds)
Ethical Strife pp. 1-14. London: Arnold.
Bruce, S. and Paxton, R. (2002). ‘Ethical
principles for evaluating mental health
services: A critical examination’, Journal of
Mental Health, 11, 3, pp. 267-279.

Radden J. (2002). ‘Notes towards a
professional ethics for psychiatry’, Australian
and New Zealand Journal of Psychiatry,
36 (1), pp. 52-59.
Williamson, T. (2002). ‘Ethics of assertive
outreach (assertive community treatment
teams)’, Current Opinion in Psychiatry,15 (5),
pp. 543-547.

Promoting Recovery
Anthony, W. A. (1993). ‘Recovery from Mental
Illness; the guiding vision of the mental service
system in the 1990s’, Psychosocial
Rehabilitation Journal 16 (4), pp.
Chamberlin, Judi (1978) On Our Own: patient
controlled alternatives to the mental health
system. New York. Hawthorn Books.
Faulkner, Alison (2000) ‘Strategies for Living:
a report of user led research into people’s
strategies for living with mental distress.’
London. The Mental Health Foundation
Repper, J. (2000). ‘Adjusting the focus of
mental health nursing: Incorporating service
users’ experiences of recovery,’ Journal of
Mental Health, 9 (6), 575-587.
Warner, R. (1994). ‘Recovery from
schizophrenia?’ in Recovery from
Schizophrenia. London: Routledge, pp. 57-81.

Challenging Inequality
Olson, T. (2002). ‘From clinician to client: the
lived experience of mental illness’, Issues in
Mental Health Nursing, 23 (5), pp. 435-444.
Sayce, L. (1998). ‘Stigma, discrimination and
social exclusion: What’s in a word?’, Journal of
Mental Health, 7 (4), pp. 331-343.
Sayce, L. (2000) ‘From Psychiatric Patient to
Citizen: Overcoming Discrimination and Social
Exclusion.’ London. MacMillan

REFERENCES

The Sainsbury Centre for Mental Health (2002)
‘Working for Inclusion: Making Social Inclusion
a reality for people with severe mental health
problems.’ London. Sainsbury Centre for
Mental Health

Identifying People’s Needs and
Strengths
Barker, P.J. (1997). ‘Assessment in Psychiatric
and Mental Health Nursing.’ Cheltenham:
Stanley Thornes.
De Jong, P. and Miller, S.D. (1995). ‘How to
interview for client strengths’, Social Work, 40
(6), pp. 729-36.
McGorry, P.D., Bruce, S.S., and Copolov, D.L.
(1992). ‘Diagnostic and symptomatological
assessment’ in D.J. Kavanagh (ed)
Schizophrenia: an overview and practical
handbook. London: Chapman & Hall, pp.
163-181.
Rapp, C.A. (1993). ‘Theory, Principles and
Methods of the Strengths Model of Case
Management’, in M. Harris and H.C. Bergman
(Eds) Case Management for Mentally Ill
Patients: Theory and Practice. Langhorne,
PA: Harwood Academic, pp. 143-162.
Rosen A., Hadzi Pavlovic D. and Parker G.
(1989). ‘The life skills profile: a measure
assessing function and disability in
schizophrenia’, Schizophrenia Bulletin, 5(2),
pp. 325 -337.

Providing Service User
Centred Care

23

Lawson, M., Strickland, C. and Wolfson, P.
(1999). ‘User involvement in care planning:
The Care Programme Approach’, Psychiatric
Bulletin, 23, pp. 539-541.
Perkins, R. (1996). ‘Seen but not heard: can
user involvement become more empty
rhetoric?’, Mental Health Review, 1 (4),
pp. 16-20.
Pilgrim, D. and Waldron, L. (1998). ‘User
Involvement in mental health service
development: How far can it go?’ Journal of
Mental Health, 1, pp. 95-104.

Making a difference
Engel, G.L. (1980). ‘The clinical application of
the biopsychosocial model’, American Journal
of Psychology, 137, pp. 535-544.
McGorry, P., Curry, C. and Elkins, K. (1997).
‘Psychosocial interventions in mental health
disorders: developing evidence-based
practice’, Current Opinion in Psychiatry, 10,
pp.173-177.
Mentality (2003) ‘Making it Effective: a guide to
evidence based mental health promotion.’
London, Mentaility at The Sainsbury Centre for
Mental Health.
Mueser, K.T., Bond, G.R., Drake, R.E. and
Resnick, S.G. (1998). ‘Models of Community
Care for Severe Mental Illness: A Review of
Research on Case Management’,
Schizophrenia Bulletin, 24 (1), pp. 37-74.

Barnes, M. and Wistow, G. (1994). ‘Learning
to Hear Voices: Listening to users of mental
health services’, Journal of Mental Health, 3,
pp. 525-540.

National Institute for Clinical Excellence
(2002)’Schizophrenia: Core interventions in the
treatment and management of schizophrenia
in primary and secondary care.’ Clinical
Guidelines 1 National Institute for Clinical
Excellence

Campbell, P. (1996) ‘The History of the User
Movement in the United Kingdom. In T. Heller,
J. Reyonolds, R. Gomm, R.Muston and
S. Pattinson (eds) Mental Health Matters.
A reader. Milton Keynes. The Open University

Smith, J., Birchwood, M. and Hadrell, A.
(1992). ‘Informing people with schizophrenia
about their illness: The effect on residual
symptoms’, Journal of Mental Health, 1,
pp. 61-70.

24

THE TEN ESSENTIAL SHARED CAPABILITIES

The Sainsbury Centre for Mental Health (2003)
‘A Window of Opportunity: A practical guide for
developing Early Intervention Services.’
London. The Sainsbury Centre for Mental
Health

Promoting safety and positive
risk taking
Appleby, L. (1997). ‘Assessment of suicide
risk’, Psychiatric Bulletin, 21, pp. 193-194.

Taylor, P.J. and Gunn, J. (1999) ‘Homicides by
people with mental illness: myth and reality.’
British Journal of Psychiatry, 174 9-14.

Personal development and learning
Lehman, A.F. and Steinwachs, D.M. (1998).
‘Translating research into practice: the
Schizophrenia Patient Outcomes Research
Team (PORT) treatment recommendations’,
Schizophrenia Bulletin, 24 (1), pp. 1-10.

Borum, R. (1996) ‘Improving the clinical
practice of violence risk assessment.’
American Psychologist, 51 (9) 945-956.

Morcum, C., and Hughes, R., (1996). ‘How can
Clinical Supervision become a real vision for
the Future?’ Journal of Psychiatric and Mental
Health Nursing, 3, pp. 117-124.

Buchanan, A. (1997) ‘The investigation of
acting on delusions as a tool for risk
assessment in the mentally disordered.’ British
Journal of Psychiatry, 170 (Supplement 32)
12-16.

Morgan, S. (1996). ‘Supervisory Relationships:
Staff Supervision’, in Helping Relationships in
Mental Health. Cheltenham: Stanley Thornes,
pp. 184-198.

Duggan, C. (Ed) (1997). ‘Assessing Risk in the
Mentally Disordered’, British Journal of
Psychiatry Supplement 32, 170, pp. 1-39.
Lipsedge, M. (1995) ‘Clinical risk management
in psychiatry.’ Quality in Health Care, 4
122-128.
Monahan, J. and Steadman, H.J. (eds) (1994)
‘Violence and Mental Disorder: Developments
in Risk Assessment.’ Chicago: University of
Chicago Press.
Morgan, H.G. (1997). ‘Management of suicide
risk’, Psychiatric Bulletin, 21, pp. 214-216.
Morgan, Steve (2000) ‘Clinical Risk
Management: a clinical tool and practitioners
manual.’ London. The Sainsbury Centre for
Mental Health.

Social Exclusion
Office of the Deputy Prime Minister (2004)
Mental Health and Social Exclusion: Social
Exclusion Unit Report. Wetherby ODPM
Publications.

Phillips, P.A., Kelly, S. and Best, J. (1999).
‘Implementing and sustaining evidence-based
clinical practice in Australia: the EvidenceBased Clinical Practice Research Initiative’,
Journal of Evaluating Clinical Practice, 5 (2),
pp. 163-168.
Rolfe, G. (1998). ‘The theory-practice gap in
nursing: from research-based practice to
practitioner-based research’, Journal of
Advanced Nursing, 28 (3), pp. 672-679.
Routhieaux, R.L. and Higgins, S.E. (1999).
‘The effective team member: avoiding team
burnout’, Health Care Management, 18 (1),
pp. 29-34.
Webster, L. and Hackett, R.K. (1999). ‘Burnout
and Leadership in Community Mental Health
Systems’, Administration and Policy in Mental
Health, 26 (6), pp. 387-399.

© Crown copyright 2004
40339 1p 2k Jul 04 (EDW)
If you require further copies of this title quote 40339/The Ten Essential Shared
Capabilities and contact:
DH Publications Orderline
PO Box 777
London SE1 6XH
Tel: 08701 555 455
Fax: 01623 724 524
E-mail: dh@prolog.uk.com
08700 102 870 – Textphone (for minicom users) for the hard of hearing
8am to 6pm Monday to Friday.
quote 40339/The Ten Essential Shared Capabilities can also be made available
on request in Braille, on audio-cassette tape, on disk and in large print.
www.dh.gov.uk/publications

