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Housing + Supportive services
Stimulating an environment of home that promotes spontaneity, shared responsibilities, 

equal opportunity, organic relationship formation, development of individual 
capabilities and social mixing

Housing 
Options

Social Ties
Economic 
Transactions

Health 
Services

Onsite 
assistance 
with daily 
living if 
necessary
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Capabilities

Care 

Discrimination

Diversity
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Identity

Individual autonomy

Home
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Intuition

Kinship

Mental health 
user / peer 

Mental Illness

Self-expression

Social exclusion

Personal recovery

Self-advocacy
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Social inclusion

Social Mixing

Mental health professional (

As defined in the Mental 

Health Care Act, 2017)

Care Coordinator 

(formerly referred to 

as Case Manager)

8

Social mobility 

Stigma

Service Providers
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Paying guest 
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Dementia
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Identify psychological, social, 

environmental or other stress 

factors affecting the individual that 

may precipitate and perpetuate a 

state of distress. Interpersonal 

conflicts, breakdowns in 

relationships or the presence of 

high Expressed Emotion [EE] in 

the environment should be 

identified. 

  

Necessary modifications / titration 

in medication or addition of new 

medication may be considered. 

Watch for suicidal or agitated 

behaviour, proneness and states. If 

the person is very excited or highly 

irritable, ensure safety of the 

person and others. An injection of 

2cc Ativan IM may help. 

While challenging behaviours 

may seem very intimidating or 

difficult to handle at the outset, 

this is certainly not the case. 

Listen to the person, accept 

whatever she says, verbally 

reassure her that her distress will 

be addressed, calm her down and 

talk to her about the most 

pressing problem she is going 

through. Identify provoking or 

antecedent factors that 

contribute to her state of mind 

and attempt to minimise them. 

Understand the nature of the 

behaviour and its consequences 

using ABC analysis. Discuss with 

the therapist about further 

management.  
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Physical health 

problems 



 105   
 106  



 107   
 108  



O
p

ti
on

 1
O

p
ti

on
 1

D
em

en
ti

a

O
p

ti
o

n
 1

 109   

O
p

ti
on

 1
O

p
ti

on
 1



O
p

ti
o

n
 1

In
d

iv
id

u
al

/G
ro

u
p

 

T
h

er
ap

y
O

p
ti

o
n

 1
 111   

 112  

O
p

ti
on

 1
O

p
ti

on
 1

O
p

ti
o

n
 1

O
p

ti
on

 1
O

p
ti

on
 1



 113   
 114  



·

·

·

 115   
 116  



·

·

·

·

·

·

·

·

·

·

·

·

·

 117   
 118  



·

·

·

·

·

·

·

·

·

·

·

·

·

·

·

·

 119   
 120  



·

·

·

 121   
 122  



 123   
 124  



 125   
 126  



 127   
 128  



 129   
 130  



 131   
 132  



 133   
 134  



 135   
 136  



 137   
 138  



·

 139   
 140  



Ethnographic 
Observations
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Environmental

Quality of life Half YearlySubjective and Objective 

Quality of life

Quality of Life Inventory 
(QoLI - 20) (Uttaro et al., 1990;
Lehman et al., 1996)

Stigma and 

Discrimination

User Anticipated and Experienced 

Stigma and Discrimination

Intermediaries knowledge, 

attitudes and practice related to 

mental health

Half Yearly

Discrimination and stigma scale

(DISC 12) (�ornicro�t et al., 

2009)

Attitudes towards mental illness 

(Rosenheck et al., 2014)

Service 

Evaluation

                   

Service use and cost e�fectiveness - 

housing, hospital, vocational, social 

care, emergency, care coordinator 

contact, levels of support      

Housing satisfaction and Choice    

            

User perceptions of recovery and 

perceived support from care 

coordinator

       

Service Assessment Framework 

(SAF), Composite indicators and 

checklists for tracking service 

level and use, Costs from 

accounts and administrative 

records

Housing satisfaction and choice

 inventory

                           

INSPIRE*  (Williams et al., 2012)

Half Yearly

Environmental

Early signs·Qualitative 
methods

Domains/description Frequency 
of administration

Observations by 

individuals who have 

attained personal 

recovery

Once in three 

months

�ese Individuals spend a day and night in homes 

and observe interactions between members in a 

house, engagement levels, opportunities to 

participate, quality of life, general mood, social 

inclusion opportunities etc.

Peer led reviews

Environmental

Ethnographic 
observations

Once in three 

months

Participant and Non-Participant Observation and 

field note taking coupled with in depth interviews, 

focus groups discussions etc.

All notes are transcribed, coded and clustered 

thematically both using CAQDAS (computer aided 

qualitative data analysis systems), and if preferred 

manually.

Ideally A 100-120 hours of observation will be good. 

Field notes (PA and 

care coordinator)

Observations and journal entries are maintained 

by the PA and care coordinator periodically.
Every day

Additional data is maintained by sta�f on:

Environmental

Housing stock Weekly updates

General health updates

Housing occupation status Daily and weekly updates

Clinical and social care 
transactions 

All reviews and follow up, hospitalisation, 

outpatient service use, special interventions, 

social care facilitation, home visits, 

reintegration attempts etc. are all domains 

that are updated once a month.

Fortnightly updates (including special 

interventions for anaemia / diabetes etc.)
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How do you review programme progress, and challenges?

Weekly review meetings are held with:

1. Residents of the programme: Meetings with a single representative from each house (chosen on a 

rotational basis) are held each week with the care coordinator to gain insight into every individuals' 

experience at the Home Again programme. �is o�fers a more nuanced understanding of some of the 

micro-changes that an individual may undergo. Aspects such as quality of care, access to food, 

experiences of cooking, interactions in the community, outings and leisure, work, relationships with 

sta�f, etc. are all discussed in detail. �is allows the programmes sta�f to understand the nature of 

progress (or lack thereof), highlights, and challenges experienced. 

2. Personal assistants and care coordinators: �ese meetings are held either, at one of the homes, or outside 

at a more neutral location such as the Home Again local o�fice space. �e purpose of this meeting is to 

problem solve at the client level, ensure clinical supervision is adequate and e�fectively carried out, 

introduce and plan newer and more innovative interventions, and ensure aesthetics of the home are well 

managed, and in sync with the individuals residing in the respective homes. 

3. Programme leads: Programme leads have weekly review meetings to resolve human resource issues, 

manage and revise budgets, reconcile accounts and monitor fund �low, create innovations at a 

programme level and drive strategy, and ensure adequate and e�fective documentation of the 

programme. �ese meetings ensure that midcourse corrections to the programme are made if required, 

such that it is fine-tuned, and each individual's experience of the Home Again programme is meaningful, 

and promotes wellbeing. 

Besides these, some of the monitoring techniques include, case conferences, and peer group audits. 

How do you review the programme at a systems level and ensure organisational accountability while 

still promoting service user freedom and autonomy? 

We suggest that service users of Home Again are all formally discharged from the hospital or institution, 

irrespective of the levels of independence that they may demonstrate, to manage all aspects of life in a 

community. Unless they require acute care services, or need medical or psychiatric intensive care because of a 

relapse, they could access outpatient services as and when required. Supportive services (detailed in section two, 

and further in sections three and four) are o�fered by organisations to all service users in their homes to support 

them in various aspects of life, from medication, grooming of self, shopping, and social ties, to economic 

transactions, recreation and leisure in a manner that they desire, and deem necessary. Such supportive services 

that are delivered by the personal assistants will require oversight and robust monitoring methods to ensure both 

quality of care and protection and promotion of rights. 

�e following mechanisms are proposed to promote accountability in organisations and ensure, that they are 

aligned with an ethos of promoting personal recovery, and wellbeing:

Each site at which Home Again housing units are introduced will nominate designated, local committees which 

are comprised of key community functionaries a lawyer or human 

rights activist, 2 peer leaders , one local mental health professional from a civil society 

organisation or the local District Mental Health Programme (DMHP) and one member from the original Home 

Again team. 

�e committee will o�fer necessary oversight that o�fers guidance and when required intervenes to ensure that 

supportive services o�fered by mental health professionals and personal assistants, and the collaborating NGO 

show fidelity to the values and ethos of the Home Again intervention and are in no way detrimental to the well-

being and rights of service users. In addition, they will also o�fer oversight to all human rights related matters. 

�us, this may in no way be used to regulate lives of service users or impose norms that have no consequence in 

promoting their well-being. �e specifics they must look into during mandatory monthly visits are: overview of 

the number of people, health related issues, death audits , socio-cultural challenges (such as experiences o

discrimination within the home, or the community, or infringement of basic rights) and missing persons reports. 

Hotline for Complaints:

In addition to a grievance cell, and the local committee, each home (across all Home Again programme sites) will 

also have access to a central hotline to lodge complaints. �e hotline will be co-ordinated by �e Banyan for the 

initial two-year period, following which it will be de-centralised to be manned across individual programme sites. 

�e hotline can be operationalised as outlined below: 

· �e hotline number must be publicised widely across the organisation, and all residents at the Home 

Again programme. Ensure this is done in as engaging a manner as possible. Use posters, brief 

conversations and focus groups and introduce the idea and purpose of the hotline

· Explain what this hotline aims to do, why it is required, and give examples of some of the issues that can be 

raised. For e.g., denial or lack of access to basic amenities (food, clothing, shelter), feelings of intimidation 

(physical, emotional or sexual), social pressure, or the inability to experience life as has been deemed possible, 

and promised by the Home Again programme.
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· It is critical that you mention that all issues raised will remain confidential. Each issue will be handled 

tactfully and sensitively by the team manning the hotline. �ey will ensure that the identity of the service 

user is not divulged unless necessary to resolve the issue. In that case, a member from the Local 

Committee will be present at the resolution meeting.

· �e centrally manned hotline will aim to address all issues raised within a turnaround period of 72 hours. 

In case the issue is more complicated and will take longer to resolve, the service user will be kept notified. 

�e service user will be assigned a key contact point (member of the hotline team) during the first call, 

who will then coordinate with the care team and local committees. 

· �e service user will be informed of the status of all proceedings through daily telephonic updates, or at 

more frequent intervals if the situation demands. 

· In cases of extreme distress, the hotline team may recommend that the service user leave their dwelling 

for a temporary period until the issue is solved. 

· All call logs will be maintained by the hotline team. �is will detail the issue raised, action taken, 

individual responsible, and the final resolution. �ese logs will be reviewed on a monthly basis by �e 

Banyan's Senior Management Team, and on a quarterly basis by �e Banyan's Board of Trustees' Quality 

Audit Team.

Advance directives

An Advance Directive (AD) is a legal instrument – a written document that expresses an individual's wishes about the 

types of treatments, social care services, livelihoods, living arrangements, property, wealth, and other supportive 

mechanisms they desire in the event of a personal mental health crisis. A directive provides a clear statement of the 

medical and social care preferences and other wishes or instructions. It can also be used it to grant legal decision-

making authority to another person to be the individual's advocate and agent until the crisis is over. It is based on the 

principles of: 

- A presumption of capacity – Every adult has the right to make their own decisions, and must be assumed 

to have the capacity to do so unless proved otherwise. A person must also be o�fered all forms of support 

before being treated as being unable to make their own decisions.  

- Least restriction – Anything done for or on behalf of an individual who may lack capacity must be least 

restrictive of all their rights and fundamental freedoms. 

  

 Humanness in decision making: Making what may be deemed as an 'unwise' or otherwise 'unacceptable' 

 decision must not be equated with lacking the capacity to make that decision.

All individuals residing at the Home Again programme will have the ability to create advance directives, and 

through them ensure the retention of autonomy and decision making power with regard to their course of 

treatment (admissions – if and when needed, nature of treatment etc.), living arrangements, work, guardianship 

�e care team will explain the concept of advance directives in detail with all service users in collaboration with the 

Local Committee and the Legal Aid cell at �e Banyan. Some critical points that must be communicated include:

· Examples of what can be included in the advanced directive must be clearly stated: 

o Types of treatment / medication desired 

o Types of treatment / medication that you do not wish to receive

o Who you would like to be your caregivers 

o Whether you would like to have your pets with you / who should take care of them 

o �e visitors you would like / not like to have around you

o �e kind of clothes you would like to wear, food you would like to eat, or the kind of recreational 

activity you would like to engage in

o �e representative whom you would like to nominate as the person who will make decisions on 

your behalf. �is person should be someone you trust 

· It must be made extremely clear that the Advance Directive can be revised at any point in time that the 

individual chooses. It is not set in stone, and it allows for every individual to change their mind, and 

choose a di�ferent path to care as and when desired.  For the sake of the programme and to ensure 

uniformity, all service users will be able to revise their Advance Directives on a bi-annual basis with their 

care coordinators and the legal aid cell should they choose to.
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Section 8 Knowledge and Ethos Transfer: Capacity Building 

Why is training important?

Training is an integral part of the initiation and orientation that is o�fered to all who join the programme at multiple 

levels. However, Personal Assistants are the backbone of the program, and play a vital role in community integration, 

fostering bonds, understanding psychosocial causation of problems, managing prognosis of pathology and o�fering 

support through distress. A robust training programme is critical towards ensuring that quality of care is of the 

highest standard, individualised care and sustained engagement ensured, and fidelity to values maintained. �is 

training programme will provide you with guidelines on when, how and how much to intervene, and what kind of 

intervention you must o�fer.

You will at some point need to trust and accept the individual's ability to manage and regulate their distress. �is is a 

key element of the value framework of this programme, and yet, is not easy to practice. It will mean that you have to 

let go of ideas that you may have held onto for long. It may also mean being disappointed on outcomes, lack of it or on 

the course of care. You will need to learn to regulate these feelings, deal with them, realise and accept that there is 

only so much that you can do, and rest in the knowledge that the individual is resilient, because they have coped this 

far and can usually adapt and manage a few distressing events. 

�ese trainings, besides much else will help you understand this in greater detail, learn how to adapt, and move 

forward.

What will I learn during the training?

Orientation to programmes and values: You will be inducted into understanding the vision, mission, history, range 

of programmes, strategy, and more importantly, the values of this programme and approach. A significant amount 

of time will be spent on this module since it is fundamental to any service you will o�fer. Besides explicit articulation 

of the values and related discussions, significant input will be o�fered to you on self-re�lection and analysis. �is is of 

particular relevance considering the nature of work that you will engage in.

ABCs of Mental Health: �is module involves development of technical skills, and know-how. It involves exposing 

you to mental health conditions and ways in which they can be managed through medication and other psychosocial 

interventions. Identifying stressors that have potential to trigger an episode of ill health and managing their side 

e�fects are essential within this segment. Your role in the context of the multidisciplinary team is also etched out in 

the process. Details on the Shared Housing Approach, including the list of protocols to be followed and micro 

processes that ensure e�fective implementation, are shared. Expected nature of outcomes are discussed at length.  

Con�lict resolution and lay counseling: Dealing with interpersonal con�lict can be a challenge when you share 

common spaces. It requires tact, patience, compassion and maturity.  �ese modules will help you learn how to better 

manage these con�licts by di�fusing tension, addressing issues and engaging in conversations, instead of displacing 

anger.

�ese modules will not only help you learn technical aspects of care but also pave pathways to self-discovery and 

personal growth. Having said this, the complexities involved in care can only be understood while on the job and thus 

much of your training will use continued supervision and feedback systems, frequently using case discussions, 

debrief sessions, re�lective practice, etc. Periodic formal reviews of your progress with the programme manager will 

also be introduced.

Concepts of distress, health and ill health:  �is module will deconstruct, explain and prepare you to address concerns 

around distress, withdrawal, alienation, exclusion, pathology, health, physical ill health, well-being etc. Besides being 

oriented to the basic concepts and conditions and related technical or hard skills, you will also learn to be analytical 

and re�lexive, and be aware of how your interactions with the individual a�fect her, and her relationships and 

equations with the ecosystem. 

Learning from lived experiences: �is is by far the most powerful knowledge one can gain; this training will help you 

observe, listen, and understand the nature of ill health from who will always be your best teachers- those who have 

experienced this distress first hand. It will also help you create feedback loops into the system in such a manner in 

which the knowledge that you have gained can be taken back to the drawing board, helping you create responsive and 

appropriate mental health care systems. �is engagement, and the interdependence that will likely be fostered will 

promote personal growth, and foster deep connections and bonds. If careful attention is paid at this level, your 

intuitive, abstract thinking and analytical abilities may also improve. 

Crisis, con�lict, ambiguity and negative outcomes: Understanding these, the reason they come about, the 

implications and its a�termath on the individual and their mental health is conceivably important. While living in 

a home with other members, one's distress can a�fect another, even you - the care provider. �is empathetic 

transaction must be managed well and crisis must be mitigated as soon as possible. You will, in this training, learn 

how you can be most e�ficient, take care of the individual and yourself to ensure all are well and happy. You will 

learn to manage and regulate your own emotions that may overwhelm you during negative outcomes, or frustrate 

you when there is poor progress or intimidate you when there is a crisis. 
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Listed below are the key modules:

Environmental

Mental health care

Listed below are the key modules:

EnvironmentalUnderstanding Self

· Who am I?

·  Knowing my family, neighbours, friends, relatives and colleagues

· Sourcing my inner power

·  Listening and background conversations

·  Stewardship convearsations

·   Working in the mental health sector – Values that drive action

·   Assignments to enhance the understanding of Self  

·  Social structures & social problems

·   Community dynamics and power structure

·  Social mapping and profiling

·   Vulnerable and high risk populations 

·   Community organization process and methods             

Mental health care

 ·  Introduction to mental health and mental illness

 ·   Signs and symptoms of common and severe mental disorders

 ·   How do you achieve a state of well- being - what helps?

 

Environmental

·   Social determinants of mental health

·   Pathways to care – clinical and social    

Human rights

 · History of mental hospitals and rights violations

 · Essentials of UNCRPD

 · Mental ill health and structural barriers

 · Notions of stigma and discrimination

 ·  Rights vs rights, balance between autonomy and rights, and right to health 
     and capabilities

 · �e Ten Central Capabilities (Nussbaum, 2011)

Psycho-social 
interventions

and skills

 ·  Social legislations

 · Welfare systems and structures

 · Functions of social welfare agencies

 · Central and state Government welfare schemes - application processes 
     and access mechanisms

 · Role of the PA and Civil Society Organizations (CSOs) in promoting in 
     social welfare activities

     

 · Interpersonal relationship skills

 · Community organization for social change

 · Guidance and supporting skills (Egan's model)

 · First aid – physical & psychological

 · Disaster management

 · Social prescribing – preparation of individualised care plan, planning 
     social interventions

 · Psycho-education

 · Working with special groups

 ·  Time, resource and activity scheduling & management

 ·  Research and evaluation 

 ·   Recording and maintenance

   

Social welfare measures

 · Public relations and community participation
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Section 9: �e Transdisciplinary Care Team – roles and responsibilities 

At the essence of �e Banyan's care approach is the need to encourage I - �ou (based on Buber's (1937) 

philosophy) conversations, which are more respectful, giving both parties engaged the opportunity to 

throw themselves into the relationship, moment and context. �ey are more mindful, safe, open and 

engaging. �ey are centred around practices of better dialoguing and transparent and deep 

communication that enables connections, fosters a climate of kindness and invokes empathy. In our 

experience, fostering inter-dependence, deep connections and bonds, and using reinforcements in 

constructive, tangible ways that translate into immediate gains as perceived by the client produce 

significant changes in their mental health outcomes

Much of this philosophy is translated into activities by a well-coordinated transdisciplinary team (care 

and administrative); as a result, individuals whom we service can receive comprehensive and value-based 

care.  Any mental health programme or any programme for that matter has a core services team and a 

support team that provides administrative inputs into the programme. Home Again is no di�ferent. 

Outlined below are the functions of the Care and Administrative teams. 

�e clinical care team

�is team includes, personal assistants, social work practitioners, psychologists, counsellors, occupational 

therapists, vocational trainers, peer leaders, nurses, general practitioners and psychiatrists. 

Personal Assistant (PA)                              

�e PA is a key service provider and, in a way, the backbone of the 'Home Again' programme. �ey are usually young 

girls or women who hail from low socio-economic contexts, who more o�ten than not, have experienced distress first 

hand. When interviewed, many of them reported finding it easier to understand and relate to the nature of distress 

and experiences of scarcity that persons with mental illness go through, having experienced shades of it themselves. 

Critical to the confirmation of their recruitment, is their willingness and inclination to work in tough settings, and 

their alignment to the values of �e Banyan (in your case, your umbrella organisation) and the Home Again approach. 

Formal educational qualifications are seldom criteria for recruitment, but PAs are required to have basic reading and 

writing skills, and should ideally have completed their 8th grade. �ey must be able to think on their feet, be calm in a 

crisis, and proactively engage with the resident. �e PA typically guides the individual through all activities of daily 

living, helps her negotiate spaces, find work and live a full life.

Note to the PA

 

An essential aspect to remember is that most individuals you interact with and support maybe older than 

you.  �is could present a con�lict -  on one hand there is an unintended hierarchy where you play the role 

of the care provider, while on the other, you could be the 'daughter', 'sister' or 'granddaughter', that they 

have lost. Remember that people whom you serve are in most cases older than you. �ey have experienced 

much in their lives - loss, love, pain, heartbreak, joy, and significant trauma as well. Respect their 

experience and wisdom and be guided by it where possible. Do not equate their illness and disability with 

compromised intelligences. Ensure that you maintain cultural expectations of transacting with elders. Do 

this much like you would with members of your own family. We are certain that you will learn a lot from 

them, and experience a lot of personal growth yourself

Care coordinator

Care coordinators are individuals with training either in social work, psychology, occupational therapy or any allied 

discipline, with experience of working with persons with mental health issues. In the Home Again intervention, each 

care coordinator is assigned 30 clients who typically reside across 5 to 6 houses. �ey use the case management as a 

tool and hence are single point of contact coordinating most services, medical, social, psychological or otherwise. 

�ey co-plan most interventions, collaboratively with their clients and PAs both at the individual and home levels.

In case the care coordinator is of the opposite sex, e.g., male care coordinator and female client; it is important there is 

also a female member present in therapy or one on one sessions, unless the client explicitly indicates that it is not 

required and that she is OK. In some cases, a client may have two therapists. �is is to ensure that both the care 

coordinator and the individual are protected. �ough rare, incidences such as disrobing, infatuations, obsessive 

behaviour in relation to a romantic fantasy etc. may lead to problems we don't want to have to face. Abuse on the part of 

male therapists again, though rare are occurrences that we have heard of. 

 

 Nurse

Nurses are recruited at a nurse to client ratio of 1:50, and carry out a key role in monitoring the client's' general health. 

As previously mentioned, clients involved in the intervention are a mixed group belonging to di�ferent age groups and 

with several co-morbid health conditions that require periodic monitoring. �e nurse usually trains the PA to pick up 

key concerns early on and then jointly addresses them with the treating doctor. 

�e tables that follow in this section will highlight key responsibilities of the PA, care coordinator and nurse. In 

addition, the following section on case management approaches and promoting functionality, will also highlight 

the interactive work culture between the personal assistant, care coordinator and client. 
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Environmental

Role Type of recordFrequency Nature of observation

Visit
Twice a week Reports are sent to 

the programme team.

Observe di�ferent areas of the 

house- toilets, kitchen, behind 

refrigerators, tiles, backyard, 

frontyard, garden, corridors, 

interaction between residents, or 

between resident and PA; clothing, 

ADL, nails, hair etc. Make the visit 

fun, try taking a small gi�t along 

chat, watch TV etc. Don't make this

 an inspection, you are paying the 

members of the house a social visit.

Table 1 below, provides an overview of tasks to be completed by a care coordinator at the 
Home Again programme

Individual 

sessions -in the 

form of 

therapeutic 

interventions or 

social 

conversations

Collaboratively with the client 

- need based, do not make it a 

routine procedure.

Grooming, eye contact, demeanour, 

interaction with others, social 

graces, conversational ability, foot, 

tooth and hair care, clothing style, 

nature/ content of conversations, 
need to share concerns etc.

Notes in case files.

Group sessions 

for special 

cohorts. E.g. 

persons with 

intellectual 

disability or 

negative 

symptoms

Fortnightly/ Monthly

Observe interactions with other

 members of the group and levels of 

engagement. While group members 

may not be fully aware that they're 

being observed for specific variables, 

these observations can later be 

presented at the end of the group 

session and reasons for disengagement 

or poor involvement can be discussed. 

Modifications to the group process 

can then be made accordingly. 

Typically, personal attention may 

work better than group sessions 

in such cases. 

Notes / reports are 

maintained in case 

files. 

Environmental

Troubleshooting- 
e.g., crisis 
intervention

As and when necessary-- 

need based.

Notes in case files 

Follow up action, 

medical and legal 

recourse when 

required.

Involvement and responsiveness of 

other members of the household, 

PA, neighbourhood, and 

community in the event of a crisis. 

Observe whether the house 

operates as a home and members 

as a family. 

Overall health 

and well-being 

of individual-- 

e.g., facilitating 

work options or 

recreational 

activities-- 

planned 

collaboratively 

with individual 

or with groups

of residents 

living in the 

same house

�e care team discusses details in 
monthly review meetings or when 
required

Records are 

maintained in case 

files. If urgent 

clarifications are 

sought the care team 

can be accessed 

accordingly. 

Single point 

contact for the 

individual

Need based.
A friend, mentor, therapist, social 

worker- depending on the 

relationship and nature of roles/ 

dynamic.

Notes if required. 

Daily - Plans are made along 

with the care team by 

facilitating appropriate 

referrals. Plans may also be 

made with the PA to facilitate 

transactions in the larger 

community- ongoing.

Monitoring 

participation in 

work, skills 

development 

activities, home 

and community

Daily -- focus is on 

facilitating self directed, goal 

driven activities that 

stimulate well being. Under 

stimulation is a challenge 

and must be managed.

Commitment to plans; granular 

level changes or lack thereof to be 

observed and discussed.

Records are 

maintained in case 

files and the care 

team may be 

informed if 

necessary.
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Environmental

Connecting with

client's family, if

available and 

facilitating 

interactions if 

individual is keen. 

Reunion options 

may be explored, 

only if sought by the 

client.

As and when necessary or 

collaboratively decided 

between care coordinator 

and client.

Records are 

maintained in case 

files and reports are 

sent to the care team.

Individual's reaction to questions 

related to families may generate 

rich data that can be used to 

understand the history and nature 

of their relationships. 

Promoting 

individualism and 

inter-dependence 

and facilitating self

discovery -- help 

individual and PA 

manage cleanliness 

and aesthetics, 

cooking, supplies, 

home decor, 

relationships and 

so on

Completed during visits or 

if a concern has been 

escalated by a member of 

the household or care team.

Not all residents may articulate 

their needs and desires. 

Observations for subtle changes 

and micro-expressions can be 

helpful in identifying preferences 

and facilitating a better quality of 

life and increased well-being 

amongst all.

Field notes and 

ethnographic 

observations can be 

used to keep track 

of this.

Table 2 below provides an overview of tasks to be completed by a nurse at the Home Again programme

Environmental

Early signs·Task Domains/description Frequency 
of administration

Visits- health checks of residents - 

ranges from basic monitoring to 

acute to chronic complaint / 

condition management. (e.g., fever,

 asthma, diabetes)

Weekly / as advised by doctor (this 

may not always be required, and must 

be decided based on the individual's 

health status at any given point in 

time)

Results are recorded in registers

and shared with the care team.

Environmental

Early signs·Task Domains/description Frequency 
of administration

EnvironmentalEnvironmental

Monitoring Vitals (eg., Blood 

pressure, pulse, body weight)

Once a month

Registers are maintained by the 

nurse, reviewed and signed o�f by

 the program manager/care 

coordinator.

Completion of routine tests as 

advised by the medical practitioner 

and psychiatrist (eg. blood tests, 

thyroid levels, therapeutic drug 

levels).

When required
A register is maintained and 

follow up planned systematically. 

Once done, reports are filed and 

signed o�f by the prescribing 

medical practitioner or 

psychiatrist.

Appointments at hospitals/

rehabilitation facilities -- 

when needed.

When advised - by the GP or 

psychiatrist or medical practitioner. 

Notes are maintained in files and 

the care coordinator signs o�f.

Accompanying resident to the 

hospital in case of an emergency

When advised - Will be determined 

by the care coordinator or program 

manager

Periodic updates over the 

telephone to the care coordinator/

project manager; case file is later 

updated and signed o�f by the 

care coordinator.

Monitoring diet regimens and 

nutrition (underweight, 

overweight, obesity, and for 

metabolic disorders such as 

diabetes).

Daily through the PA Diet charts are maintained in the 

case file of each individual and a 

register is also maintained for 

o�ficial records.

Group sessions - for diet 

maintenance, activities of daily 

living (ADL) and hygiene

Weekly - along with the PA Reports are filed in the case files 

and emailed to the care team as 

well for action
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Case management - Navigating the illness-wellness trajectory, promoting functionality and individual 

capabilities

Many people with a history of mental illness have a complex array of needs that must be considered when developing 

an individual care plan. Case management is one of the most e�fective methods of ongoing management, and 

navigation of the illness in collaboration with the client. It refers to a participatory and inclusive process of 

assessment, planning, facilitation, care coordination, evaluation, and advocacy in such a manner that an 

individual's unique needs are met. One of the critical goals of case management is to work towards inspiring and 

enthusing the individual to pursue their innate capabilities, thus reducing disability, and improving functionality in 

the process. 

�is involves smart co-ordination, building strong linkages with community resources and strong knowledge and 

understanding of each of the clients that one cares for. �e relationship between the care coordinator and the client is 

important and usually results in reduction or alleviation of distress, thus helping her pursue goals more ardently, 

transact more e�fectively and feel better understood and supported.

Promoting functionality

A fundamental goal of most care paradigms is to produce substantial, tangible, and lasting supportive changes in 

cognitions, moods, and behaviours; changes that promote a better experience of life, a fuller immersion into 

activities of daily living and greater participation in social processes. Useful strategies and tips to navigate the 

illness, manage daily lives, work on desired changes in mood, and related behaviour patterns as well as build 

emotional regulation skills are shared. �is goal is in tandem with the other central tenet of care - to reduce a client's 

distress to the extent possible. 

By determining a client's level of functioning while taking into account all the biopsychosocial and cultural aspects, 

specific care packages, tailor-made to suit the individual can be formulated and designed. By its very nature, such an 

approach is client centred, and driven to tackle challenges and distress that the individual encounters in daily life. 

Aligning itself with this philosophy, the Home Again approach demands that the care team utilises tools and 

strategies that are culturally appropriate and related to immediate gains for the client. �is may require for some of 

your regular clinical approaches to be adapted to better suit your clients' needs. For instance - rolling dough for 

chappatis (instead of regular usage of clay as part of psychological interventions), and tossing them on the pan, or 

stringing beads or �lowers to improve hand eye co-ordination and motor function; using socialisation and 

connections as key goals, and thus initiating name recall of friends, neighbours, care providers and family as a 

strategy to stimulate memory instead of regular memory stimulating methods. 

Much of �e Banyan's approach to care including practices surrounding rights, participation, dignity and inclusion, 

is oriented around the 10 central capabilities propounded by the philosopher Martha Nussbaum. Our nuanced 

approach to understanding agency and autonomy that balances rights with well-being also draws from this 

framework. Some of the central capabilities are critical goals that our case management approach works towards.  

Values that these goals inspire overlap with our programme level values. For instance, the programme advocates 

access to care across a spectrum of services such that access to life, bodily health and bodily integrity are upheld and 

protected; the creation of diverse experiences, focus on social mixing and mobility are to ensure that emotional, 

leisure, and a�filiation and bonding needs are fulfilled, and imagination, practical reason and thought challenged; 

and finally, the core tenet of reclaiming agency and identity is aimed at ensuring control over ones environment, and 

thus the ability to make informed choices that enable the attainment of ones fullest potential.  

Environmental

Early signs·Task Domains/description Frequency 
of administration

Ability to brush, bathe, groom, 

wash clothes, keep house clean

One-on-one support and monitoring 

of hygiene. �ese functions are most 

easily disrupted but the fastest to be 

regained as well. Individual level 

persistent attention is most critical at 

this stage. Looking clean and good is a 

first step to feeling good and similar to 

others in the community. �e ability to 

interact with others increases as well, 

since it is more likely that persons in the 

community seek out company of people 

who look similar.  �is is not an approval 

of social sanctions that we operate 

around. Ideally, who we are should 

matter more than how we look. However, 

we do not want our ideology to come in 

the way of practical gains for the clients. 

Results are recorded in registers

and shared with the care team.

Environmental

Early signs·Role/Area of functioning Personal Assistant Care Coordinator
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Environmental

Ability to eat, clean, 

cut vegetables and 

cook a meal.

Encourage cooking of meals and hosting 

guests. Promoting a choice-based system 

of running a home that re�lects one's own 

identity. Break the task into smaller tasks 

such as washing vegetables, going to the 

market, using money to transact, cutting 

vegetables, grinding and mixing spices, 

washing vessels, serving etc. Or even 

tasting, so everyone has a chance to 

contribute and the opportunity to feel 

engaged.

Co-planning activities that facilitate 

re-learning or re-identification with one's 

culture and tradition. Choice provided 

encourages autonomy and agency in 

decision making and facilitates 

re-connectedness with one's own life and 

socio cultural context. Encourage 

reciprocity in hosting meals and have 

guests over, even as the members of your 

house get invited to other homes including 

the  care coordinator's, PA's etc. 

besides friends' in the community. 

Environmental

Ability to 

communicate

Initiate conversation, respond to queries, 

show interest in making friends, share 

experiences, emotions and thoughts, take 

stances on important issues, argue, 

articulate distress and dissent, indicate 

enthusiasm and boredom, aspirations and

 hope.

Promote free expression and platforms for

communication of one's own needs and 

desires. care coordinator should also 

understand reasons for poor or inhibited 

communication patterns. Training maybe 

o�fered in structured and informal ways to 

improve such skills. and challenge existing 

barriers, regardless of the extent of 

disability.  

Ability to use public 

transport

Trips with individuals to places of their 

choice, be it the movies or a tourist spot, 

could be one of the ways in which they are 

enabled to use public or other hired 

transport themselves. During such times, 

the PA engages with the individual to 

explain dangers that may be applicable 

and its management such as falling o�f a 

moving bus, auto jacks etc. �is is also a 

good way in which money management 

can be initiated. One has to pay for their 

own tickets. 

Co-planning trips and enhancing

 motivation levels by linking this to bigger 

goals the individual may have e.g. visiting

friends or family, finding a particular kind 

of job etc. 

Environmental

Money Management: To facilitate transactions between local 

vendors and individuals. Whether through

grocery shopping, paying rents, eating/ 

snacking out or making a trip using public 

transport, the opportunities to transact 

are many. �is is also a way in which the 

community realises that members of these 

homes contribute to local economy.  

Educate and train individuals in 

collaboration with the PA. Plan fun trips 

that involve financial transactions in the 

real world such as visits to markets and 

shops. Link them to other tasks such as 

procuring raw materials for cooking, 

trinkets for grooming and art pieces to 

decorate their homes.

Literacy Help the individual read newspapers and 

books, and have conversations that involve 

simple and complex themes. Facilitate 

trips to libraries or reading clubs. Keep in 

touch with current events on films, 

governance, politics, economy etc. Buy 

your newspapers and tune into radio / TV

news channels. 

Expose individuals to various activities 

that involve reading, writing, discussions 

and critical thinking, so everyone's opinion 

is sought and known to matter.

Physical Mobility Initiate movement and mobility to get 

around to places such that one's social 

network increases. Plan to hop onto a bus 

or auto so travel options are diverse, as are 

related experiences. 

Collaboratively plan mobility scaling such 

that expansion of networks take into 

account satisfaction of personal needs 

and interests. Link spatial and social 

mobility to arrive at eco maps  and [1]

plans to improve access to social/ support 

networks.

Help individuals mix with the larger 

community. Encourage them to initiate 

conversations, make friends, celebrate 

festivals and host get-togethers around 

birthdays, Diwali, Golu, Eid, Christmas etc. 

in their own homes. Encourage meaningless 

banter as much as watching television with 

friends, a walk to the beach, or a visit to the 

temple, church or mosque.

Social Skills Plan both solitary and small and large 

group activities, based on personal choice.  

Link with the PA to ensure that social 

skills training is either in the real world 

and in interesting ways or if in a 

controlled setting then transferred into 

real world transactions.
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Environmental

Manage household Encourage division of labour; every 

resident typically has a unique role and 

contribution and should attempt to 

complete her household chores 

independently or with little support. As 

she makes progress in basic tasks, other 

complex tasks may also be suggested and 

participation encouraged.

Co-plan and motivate commitment to 

these tasks. A sense of responsibility 

towards each other and the home further 

in�luences participation and commitment 

towards each other, inculcating feelings of 

belongingness and mimicking values of   

a family. While all may not be interested 

in household chores, it may be a good idea 

to encourage every member to manage at 

least a few chores. Re-training can be 

provided towards this goal. 

Environmental

Stay in employment Find and facilitate employment 

opportunities 

Work with employer and individual to 

ensure sustenance of work. Make it 

interesting and ensure that the joys of work 

are celebrated, both from status leap, newer 

experiences and material gain point of 

views. 

Manage medication Monitor intake of medication Manage intake of medication. Coordinate 

with psychiatrist to ensure dosage is 

managed e�fectively. Work with client to 

ensure compliance. Address queries or 

concerns including side e�fects. 

Compliance or treatment commitment can 

be an informed process and need not 

signify passivity.  

Safety PA to work with individual in discussing

risks - for eg. keeping their home safe, 

identifying stressors that trigger a 

downward spiral (focus on health), 

keeping one's valuables safe, 

understanding and making boundaries 

clear in relationships.  

care coordinator shares information with 

residents on a range of issues e.g. safe sex 

practices, culture appropriate lifestyles, 

stressors and triggers that may induce a 

low etc.  use informal sessions and case 

studies for the same. Discussing incidents 

from news reports also help. 

Environmental

Participation in socio-political

processes

Being a part of the decisions taken in 

the community including voting, 

accessing banking, obtaining identity 

cards to access entitlements and 

participating in Panchayat meetings

care coordinator ensures that all 

individuals have access to 

information as the first step. �is 

opens up the opportunity to 

participate in most civil and 

political matters. In some cases, 

one-one sessions may be necessary 

to reorient the individual on the 

importance of participation. �at 

every person counts should be

reinforced. 

Environmental

Mental Health Professionals

Mental health professionals who provide supervision to personal assistants and nurses, are social work practitioners 

/ psychologists (who also play the role of care coordinators), and psychiatrists. �is section provides a brief 

introduction into the roles and responsibilities of these professionals.

Social Worker

A social worker aims to set up a comfortable environment for the client within which therapeutic, safe and 

meaningful relationships may be fostered and thrive. In the Home Again context, the home and community are 

essential spaces that the SWP would pay attention to, in order to ensure a sense of comfort, socio cultural a�filiation 

and alignment with personal style and sensibilities.   A social work practitioner focuses on the individual's social 

context, related consequences, critical events and relationships, and resulting experiences that could potentially 

in�luence thoughts, feelings and behavior, and uses diverse practice models ranging from psychosocial and 

functional to behavioural. Task centred practice and problem solving or interpersonal therapy are frequently used by 

the social worker to improve the quality of relationships and reduce distress, such that an individual feels better 

equipped to move towards his/ her goals.  Additionally, the social work practitioner focuses on advocating on behalf of 

the client, and mediates between clinical and critical social work practice, promoting his/ her rights, social mobility, 

normalising mental ill health, inspiring participation and creating enhanced access to support networks

 167   
 168  

Early signs·Task Domains/description Frequency 
of administration

Early signs·Role/Area of functioning Personal Assistant Care Coordinator Early signs·Task Domains/description Frequency 
of administration

Early signs·Role/Area of functioning Personal Assistant Care Coordinator



Psychologist

Psychologists aim at understanding the nature of psychopathology including causal attributes, the individual's 

personality (coping skills, management of life, problem solving skills), the individual's cognition, and thus her 

behavior. �e psychologist o�fers therapeutic interventions drawing from multiple schools of thought including, 

behaviourism, cognitive and psychodynamic approaches, and humanistic approaches to bring together eclectic 

practices to address common and severe mental disorders. 

Both the social work practitioner and the psychologist attempt to work towards addressing the precipitating and 

perpetuating factors that o�ten underlie mental health issues. �eir roles extend into looking beyond the mere 

presentation of pathology and target implicit details that may impede recovery. In the process, newer therapeutic 

techniques such as open dialogue, mindfulness-based stress reduction, art therapy, dance and movement therapy, 

and targeted problem-solving approaches may also be used. Group interventions that disseminate coping strategies 

for better management of illness, loss and interpersonal relationships are also shared. Furthermore, counselling may 

also be o�fered to address everyday problems such as stress adjustment issues, interpersonal con�licts, emotional 

dysregulation etc.

Psychiatrist

A psychiatrist uses the biopsychosocial model to understand and treat psychopathology through pharmacotherapy. 

�e main focus usually is at the physiological/biomedical level. However, at �e Banyan psychiatrists are a part of a 

transdisciplinary team and thus a holistic treatment approach is adopted which duly considers the e�ficacy of 

psychosocial interventions. Psychiatrists at �e Banyan realize the limitations of drug therapies used in isolation and 

integrate other approaches into the care regime. �is is usually the case with most well informed, progressive 

practitioners - be it social workers or psychiatrists. Given that the principal aim is that of facilitating personal 

recovery for the client, these professionals integrate and draw from multiple approaches and best practices to arrive 

at one that is most suited for their client and the context. 

Promote Social inclusion

Enhance sense of Agency

Encourage participation

Foster well-being

PA Social Worker Psychologist

Monitoring health

Administering medication,

facilitating ADL, ensuring

safety, negotiating

transactions, engaging

individual in work, 

addressing con�lict &

resistance, intiating

recreational activities

Promotes social mobility,

inspires participation,

Facilitates community

integration, addreses

stigma and 

discrimination, promotes

personal recovery and

hels improve social

context

Inputs into

management of 

psychopathology

and deficits,

management of

distress

Nurse Psychiatrist

Emergency

care, routine

physical health

checks

Management

of symptoms

and side 

e�fects

Conversations, rapport

building, invoking

empathy, self re�lection

managing attitudes and

biases, using open systems

of communication

Person-centered

interventions; problem

solving therapy, open

dialogue; initiating peer

level social audits, 

building a�finity groups,

transdisciplinary

practice, care 

coordination, case 

management and

DBT/MBT + same as PA

�e Care
team

Clinical interviews,

motivational

interview

techniques, CBT,

CRT, ACT,

psychoanalysis

DBT, alterative

therapies, TA, BT

Same as PA

Systematic

health

reviews,

monitoring

physiologic

all vitals,

planning/

encouraging

diet and

excercise

Pharmacotherapy

review of medical

Tx, care coordination

with team

Ta
sk

s
M

et
h

od
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�is section will provide you information on the structure and functions of the administrative and management 

teams.

�e home again intervention depends on rentals for its spaces, and each house comes with its own set of small repairs 

and maintenance work to be carried out.  A maintenance assistant (MA) is usually a plumber/carpenter/electrician 

who is capable of attending to most basic repairs, and relies on a network to arrange other professionals if needed. �e 

MA carries a complaint book in which he notes down all repairs for the houses that he received through phone or in 

person and makes weekly visits lasting approximately half an hour, to each house to ensure the infrastructure is in 

good condition. Either temporary or full time sta�f can be engaged for this post.

 

�e MA is also involved during the phase of securing houses and checks the quality of infrastructure in each house 

including water availability, power supply etc. He/ she is involved in the final decision of picking a house.                             

 

 

Programme managers do just that - manage and run programmes across sites. �is includes, supervising care plans, 

the sta�f and administrative details in coordination with the internal services department. �e programme manager 

must be able to manage human resources, have strong communication skills, co-ordination and strategic planning 

skills, as well as the ability to assess risks and make well informed decisions.

 

Usually, a mental health professional (either a psychologist, social worker or professional from an allied discipline) is 

hired as a programme manager. �is ensures deep understanding of the nuances involved in caring for persons with 

mental health issues. 

 171   
 172  



EnvironmentalEnvironmental

Supervision Supervision and support is o�fered by the PM to the care and admin team. 

�e team is encouraged to approach the PM in case of emergencies or other 

challenges that need support. Within this, specific areas of supervision 

include, case management, nursing and health reviews, monitoring referral 

chains, briefing and debriefing the PA, problem solving in crises and advocacy. 

Typical problems could involve con�lict in the house or neighbourhood, serious 

ill health, ethical dilemmas, burnout and sta�f apathy, erosion of values, other 

medical or programmatic (including financial) contingencies. 

Monitoring psychiatric 

and medical reviews

Roles Particulars

�e PM ensures that all individuals in the programme are periodically 

(collaboratively decided by the care team and the individual) reviewed by the 

psychiatrist, during which the client's medication schedule and care plan may 

be reviewed, vetted or/and modified. �e PM also monitors the physical health 

reviews when applicable.

Documentation Documentation is a vital part of the project, and is important to assess 

outcomes, address medico-legal concerns, and/or understand trends and 

challenges. �e PM must supervise the process of documentation for quality, 

e�ficiency and consistency. Feedback is o�ten shared swi�tly such that mid 

course correction is possible.

Reviews Project reviews are important to understand challenges, gaps and high points - 

these are typically focussed on individual level progress and goals; this also as a 

result, ensures programme level e�ficiency, quality adherence and e�fectiveness. 

Reviews also ensure well-being of sta�f to ensure that burnout, and other 

associated concerns are addressed. Finances and budget allocations are also 

looked into during this process. �e PM may choose to conduct a review herself, 

collaboratively with the team or / and on a one-one basis with each member, 

depending on the agenda, time frames and need. Future planning is also an 

outcome of a review meeting.

As much as one imbues values of social inclusion, dignity for all, radical acceptance and participation in society, 

one needs to be equipped with methods and approaches that help deconstruct these abstract concepts into 

workable goals and apply them at the grassroots level. �is section will highlight some strategies that are 

integrated into the case management approach, and have worked in �e Banyan's experience.

any transition into other environments stressful, unsettling and di�ficult. Using motivational interviewing 

techniques, the Mental Health Professional can engage the resident and address these concerns and feelings of 

insecurity, self doubt and inadequacy. �is technique enables conversations, helps stay with complex issues without 

feeling fatigued or overly distressed,for as long as required and mostly helps the therapist/ MHP roll with the 

resistance / reluctance; and in this case probably more with a sense of apprehension and even fear.

We ensure engagement and association of a free and deep sort that bring to the fore all questions, concerns and even 

as much as a semblance of self -doubt. We do not persuade change in decisions or encourage quick turnarounds; 

neither do we  persist overly so as to force change. We encourage full and complete expression and never curb 

dialogue. We stay the course, are around for clarifications, use simple methods to share approaches to better cope 

with situations  – formal and informal, including talks over lunch, casual chats in the corridors or when seated on the 

beach, besides structured sessions.

In all probability, this resistance or reluctance and related issues that emerge will require continued engagement and 

a sense of �luidity and dynamism in responding with options. You should not feel disheartened by failed attempts or 

back and forth movement and �lip �lopping on direction or progress.

Encourage re�lection and stimulate discussion. Re�lection on events in general – be it life, food, friendship, 

trauma, hope, future, work, meaning, spirituality, and all topics mundane and grand. Every individual regardless of 

his / her disability is a thinking, feeling person and re�lection as a tool helps an individual take stock, consolidate 

emotions, feelings and perceptions in ways that are unique.
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Retrospection, usually in combination with re�lection, determines what works for an individual,when, 

why and how. �is could be a dynamic process and thus change with passage of time and events. Remember, 

retrospection sometimes could also result in accumulation of sadness and feelings of loss and guilt and thus should 

be used and encouraged by seasoned practitioners only when required, in order to stir feelings of familiarity, rekindle 

memories and on some occasions even  to identify and address con�lict that underlies distress.

O�ten retrospection and re�lection result in some form of catharsis and help in o�fering resolutions to 

both latent and immediate issues including some crises from the past that have been source of ongoing distress

Based on resolving con�licts or issues, and re�lection – every individual is encouraged to re-

calibrate his or her goals, expectations, plans and in many ways their approach to daily life. �ese processes of 

re�lecting, retrospecting, resolving or even just accepting helps the individual derive new meaning and hope, 

almost symbolic of putting away things from the past in anticipation of a fresh start.

While some may opt to retrospect and re�lect, for many this may seem wasteful and pain-inducing. �us, use 

discretion and let these paths / choices be self determined, keeping in mind multi- dimensional factors and non-

linear interactions.

 Very o�ten, members gradually reacquaint themselves with a way of life that they were used to, almost 

spontaneously. A�ter all, they were those people at some point, people who participated and engaged in society and 

life, in ways that they were used to culturally  and inducted into early on in life .  So even amongst those who may 

otherwise have withdrawn and/ or been isolated socially, one may gradually observe positive changes over a period of 

time. A member may greet and o�fer you a cup of co�fee or tea, while another clears it up as you empty your cup. A third 

person may ask you if you'd like a hot paratha or dosa. If that takes a while, then they may begin by looking you in the 

eye and attempting to engage in a conversation. You could initiate a range of activities that enthuse these changes 

including inviting them to your house, organising social get togethers, chatting about life in general and drawing 

them into the conversation to get to know them better and learn more about their likes and dislikes. 

Persistent attempts have to continue to reintroduce the individual to a life that was lost intermittently or 

over a longer term owing to the experience of severe disability and loss of support networks. �is signifies not just 

attempts to encourage independence and interdependence, but also those to renew hope and move away from a state 

of chronic despair. Interest in tasks and activities such as enjoying a nice bath, the fragrance of the soap or powder or 

cream, the morning ritual of prayer or puja, the threading of �lowers or the opportunity to earn, spend and save 

money or the experience of a meal with a loved one, fun and a�fection with a pet, or a visit to the movies, have to be 

regenerated.  �is renewal has to be celebrated for every milestone crossed, however small it may seem to you, realise 

that it is a huge e�fort for the resident.

Restore: As you experience renewed hope and rigour, dignity, agency and much else is restored in the process, as you 

begin taking control of your life. Restoration of dignity and choice are critical to the process of enhancing personal 

autonomy and self-reliance

 Vitality or the loss if it, needs attention and has to be addressed. Attempt to infuse energy into 

conversations and plans such that hope may be generated. Hope can drive change and in�luence one's ability to 

reengage in life. �e di�ference between passivity and throwing oneself into an activity is that sense of vitality. So try to 

inspire it. Stay calm, upbeat and try to create positive memories. Break structured patterns of therapy and use eclectic 

approaches to engage with the person, that both of you find meaningful, fun and interesting. Don't do anything 

simply because it needs to done and crossed o�f a checklist. Any such lack lustre half- hearted attempt can be seen 

through.

 �e feeling of triumph when one bounces back is incomparable – giving life a second shot- a state of 

resilience is what we aim to achieve. Any sign of resurgence in any member should be celebrated and shared with all. 

So it seems less distant and more accessible to all.

�is is non-negotiable. �at all members of the household respect each other and 

themselves. Practice of self love and respect helps those whom you are engaged with realise the importance of taking 

good care of themselves and feeling good about the things they do. Ensure that the PA and all those that they are in 

contact with, treat everyone with respect and expect reciprocity of this value. Both are equally important.

A large part of group living, or life in a family, is shared responsibility. �is is something that either 

grows organically or members learn to value, respect and practice. Typically a sense of responsibility also results in 

stirring a sense of purpose and usually enthuses engagement with life. Even if members of the house first resist all 

forms of responsibility to themselves or others, try cajoling them into it. �e returns are usually significant, even if it 

seems di�ficult in the beginning, especially for those who may need significant support. It is always easier to do things 

for such persons than to work with them patiently and gradually lead them to more independent states. 
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 Undoubtedly, interpersonal dynamics could result in pain and con�lict. Even just irritation. Besides, trauma 

from earlier, reminders of unpleasant circumstances and loss could further build resentment and bitterness. 

Instead of burying this in one's deep crevices, we advice ranting, without lashing out against anyone person in 

particular,  if possible. A rant is di�ferent from an attack. A rant is more cathartic and less accusatory and helps purge 

negative emotions without breaking too much peace.  As much as emotional regulation and commitment to social 

norms are shared, equally is the need to unabashedly rant.

�rough such di�ficult periods, support networks beginning with the family, rally around naturally or 

learn to do so.

 Regardless of behaviour, change or lack thereof, attitudes, rants and histories, all members of 

the HA programme are radically accepted, perceived deficits notwithstanding. If there is something we would like to 

see change in terms of a behaviour or communication patterns, then we will communicate it with the person in a safe 

environment and manner that will in�luence mental health gains. Regardless of the response or the extended nature 

of engagement in order to bring about those changes, we will remain connected and loving, unless our personal 

space and dignity is violated. �e hope that this unconditional support o�fers, encourages every member to reclaim 

and own their life in their own ways over a period of time.

Rights signify choice, agency and participation, but also denote access 

to basic amenities such as adequate food, housing, clothing, healthcare etc. In order to pursue capabilities and a 

better life, these essentials have to be in place. We must strive towards this goal of social mobility and tap into all 

pathways that may lead to it . It is imperative that feelings of scarcity and abandonment are accepted and yet 

countered and those of belongingness, safety and security fostered.

 All attempts are made to ensure every individual can be authentic and thus inspire honest interactions 

and expression. Hence, identifying one's core and attempting to reconnect with it is a goal that the PA, the care 

coordinator and other members of the house and Support networks work towards. Who you are is what you do and 

the two have to be aligned. �is in�luences how you think and feel and again feeds back into who you are.

Appendix I – Rental Agreement 
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Appendix II Registers 

Attendance Register

Medicine Register

Skills Training Register

Appendix III Bills and Cash vouchers
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  Appendix IV Client file sections 
1. Admission Details: Intake/admission form, bio-psycho-social assessment [will constitute rescue details- 

general appearance, location rescued from, body language, communication, personal belongings, 

interaction with rescue team, does the client have friends in the area she was rescued from, Case 

summary- socio- demographic details, genogram, describe her story, anecdotal information/significant 

life events, timeline of significant events, chief complaints, triggers, stressors, premorbid personality, 

Mental Health Status Examination (MSE)- consciousness, general appearance, cognitive function, 

thought and speech, mood and a�fect, perception, other psychotic phenomena,  other experiences, 

insight, diagnosis (multiaxial) strength and support systems.

2. Legal Documents- letter addressed to inspector in charge, memo from police if available, any other 

related documents.  

3. Scales and assessments: Any psychological testing carried out on the client, either periodic or one-time.  

4. Personal Assistant Notes: Any important/substantial/significant information on a daily basis by the PA 

alone

5. Care Coordinator Notes: Care Coordinator needs to review and record the intervention every month with 

all vital info.

6. Social Entitlements: All identity documents and other welfare scheme documents for example PAN, 

Aadhar, disability card, etc. will need to be attached to this section.

7. Family Details: Any substantial details about the client's family should be recorded here. Address with 

names and relationship to the client

8. Home Visits/Phone Follow Up: Any home visits or phone calls made either to the client's family or for the 

purpose of social welfare facilitation with the details of the contacts (address and phone contact details).

9. Psychosocial Interventions: interventions planned by the Care Coordinator or Psychiatrist or Psychologist

10. Psychiatrist Review: periodic review by the treating psychologist including initial diagnosis and revisions, 

review notes, and changes in medication.

11. General physician review: periodic reviews and any general health issues that require consultation with a 

general health practitioner or specialist. 

12. Monitoring charts: vitals, physical assessments, periodic injections, etc. 

13. Nurse Review: See appendix V for format. Also includes alternate diets and medication lists. 

14. Referral forms: Any referral letters or forms filled in by treating psychiatrist, general physician, 

psychologist or care coordinator. 
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Environmental

MM/YY Mar-2021Jan-2021 Feb-2021

Physical Examination

Hair ( Lice/ Pediculosis/ Dandru�f/ Wound/

Infection)

Ears( excessive wax/ Discharge/ pain)

Nose ( Cold/ infection/ Hair)

Under Arm ( Odour/ Infection)

Oral Hygiene (odour/ Caries/ Gingivitis/ Pain)

Eyes ( Redness/ Discharge/ Eyebrow/ Eyelashes dandru�f)

Genital Hygiene ( Hair/ Infection/ Redness/ 

white discharge/ Dysuria)

 Skin ( Allergy/ wound/ Infection/ rashes)

Menstrual Cycle ( Normal/ Menorrhagia/ 

Amenorrhea)

Vitals Signs

Temperature  (' F)

Pulse ( Beats/ min)

SPO2

Respiration ( Breaths/ minute)

Blood pressure ( mmhg)

Weight ( Kg) / Height ( Cm)

BMI

Periods Start Date

Periods End Date
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Appendix V Nurse’s Monitoring Sheet 

Client Name:     

File number:  

Diagnosis:  


