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Abstract

Background—~Recovery is emerging as a worldwide paradigm in mental health. There is
increasing recognition that the transformation of mental health systems to a recovery perspective
requires collaboration among all stakeholders. Research to date has focused on the perspectives of
service users and providers. The role and influence of organizational decision makers in the
transformation process has been less studied.

Materials—This study reports findings from semi-structured interviews with decision makers on
the implementation of recovery in Canada.

Discussion—Decision makers view community-based services as most open to recovery-based
approaches, and front-line providers as pivotal in implementing system change. Decision makers
described their own role as limited to providing overall orientation and funding.

Conclusions—The shift to recovery must include active leadership from decision makers as a

catalyst to change.
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INTRODUCTION

Recovery is emerging as a worldwide paradigm in mental health, challenging traditional,
biomedical models of care. Recovery was first described by mental health consumers who
began publishing on their own recovery experiences in the late 1980s. Patricia Deegan was
one of the first to write about recovery as a transformative experience that goes far beyond a
‘restitution’ or ‘back to health’ narrative (Deegan, 1988; 1997; 2001). Writings have
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associated recovery with hope, acceptance and engagement (Ridgway, 2001); connectedness
(Ahern & Fisher, 2001; Frese & Davis, 1997); self-determination and shared decision
making (Deegan, 2007; Deegan & Drake, 2006; Frese & Davis, 1997; Schauer et al., 2007);
supportive psychiatric relationships (McGrath & Jarrett, 2004); and peer support (Solomon,
2004). Recovery is described as a way of living a satisfying, hopeful, contributing life,
despite psychiatric disability or symptoms.

There is increasing recognition that the transformation of mental health systems to a
recovery perspective requires collaboration among all stakeholders connected with mental
health organizations, yet research to date has focused largely on the perspectives of service
users and providers. The role and influence of system-level and organizational decision
makers in the transformation process has been less studied, although interest in leadership is
beginning to emerge (Anthony & Huckshorn, 2008). This article reports findings from a
study involving Canadian decision makers on issues around the implementation of recovery
in Canada. (This study was funded by the Canadian Institutes of Health Research Project
#7451.)

Implementing recovery: an overview of national strategies

North American and Commonwealth countries, led by New Zealand and the US (Ramon et
al., 2007), have established recovery as the basis of system transformation. Implementation
of recovery varies, however, as countries come to grips with different challenges. For
example, the US President’s New Freedom Commission (2003) identified a fragmented
mental health system and gaps in care as obstacles to recovery (Hogan, 2003); whereas
planning documents in New Zealand identify discrimination and stigma as most problematic
(Mental Health Commission, 2007). Combating stigma is also a central focus in Australia’s
Framework for the Implementation of the National Health Plan 2003-2008 (Commonwealth
of Australia, 2004). Implementation in Australia combines a strong commitment to
recovery-orientated research and programming with the development of culturally sensitive
practice within a population-health approach.

Aside from prioritizing the recovery concept in mental health policies, implementation of
recovery has focused on transforming state and local services, and promoting better
outcomes and measurable standards. Following major system restructuring, New Zealand
(2007) reported increased accountability, cooperation and cost-effectiveness in services. In
the U.S, where a dozen states had already been promoting recovery-orientated mental health
systems by the mid-1990s (Jacobson, 2003), all 50 states quickly adopted recovery mission
statements and were implementing at least one evidence-based service following publication
of the 2003 Commission Report (Lutterman et a/., 2004). A recovery model from the state of
Ohio (Townsend et al., 1999) has been promoted internationally (Bonney & Stickley, 2008).
The most comprehensive U.S. state-wide reform effort occurred in Connecticut, producing a
mission statement, programme and practice standards, centres of excellence, and research
instruments measuring different dimensions of recovery (Davidson et al., 2007).

Consumer-driven services are another priority of recovery-orientated mental health systems.
Ramon et al., (2007) underline, in their comparative analysis of Australia and the UK, that
consumer perspectives in both countries have significantly influenced the promotion of
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recovery. The same could be said for the US, where an ‘evidence-based, recovery-focused,
and user- and family-driven’ system was proposed (President’s New Freedom Commission
on Mental Health, 2003). Consumer involvement has also influenced state level reforms (e.g.
Jacobson, 2004). In New Zealand, good consumer—provider relationships are identified as a
key quality indicator for recovery-orientated services. The 2007 New Zealand National Plan
devotes an entire chapter to an expanded role for consumers, from participation to
leadership.

Provider competency standards and training are another area of recovery implementation
where considerable work has occurred internationally. Coursey et al., (2000a; 2000b) first
defined 12 core competencies for mental health providers based on recovery values. The
American Association of Community Psychiatrists (Sowers, 2005) followed suit, publishing
practice guidelines for its membership. The governments of New Zealand (Mental Health
Commission, 2002) and Scotland (Schinkel & Dorrer, 2007), put forward recovery-
orientated standards for mental health workers. In the UK, interest in evidence-based
practices has resulted in evidence-based guidelines for the mental health workforce
(Department of Health, 2008); these guidelines may go far in shifting provider attitudes
toward a recovery orientation.

In Canada, the only G8 country without a national mental health strategy (Kirby, 2008), the
transformation to a recovery-orientated system is at an early stage. While the Senatorial
Report, Out of the Shadows at L ast, states that ‘recovery must be placed at the centre of
mental health reform’ (Kirby & Keon, 2006), implementation rests with individual provinces
and territories. A Mental Health Commission, established in 2007, has been mandated to
develop a national mental health strategy. In this context, decision makers shared their views
on the implementation of recovery in Canada.

METHODS

Setting

In this exploratory study, researchers conducted individual, semi-structured interviews with
Canadian mental health users and decision makers, and led focus groups with service
providers, on personal meanings of recovery and experiences with recovery-orientated
services. (Findings on consumer perspectives are reported in Piat et a/., (2008) and
forthcoming in Piat et al. (2009a); Piat ef al. (2009b)). This article reports the perspectives of
10 key decision makers regarding the implementation of recovery-orientated services in
Canada.

The study included three geographic areas: (1) Montreal, Quebec, at the Douglas Mental
Health University Institute; (2) Ontario, Waterloo/Wellington-Dufferin regions, through the
Canadian Mental Health Association and Self-Help Alliance, a consortium of user-run
services; and (3) Quebec City, at PECH (Programme d’Encadrement Clinique en
Hébergement), a community organization providing housing and crisis services to persons
with serious mental illness.
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All three sites were attempting to integrate recovery into their organizations at the time of
the study. The Douglas Mental Health University Institute had identified recovery as the
priority in its strategic plan (Douglas Hospital, 2006), and created an official recovery
programme within its clinical services. In Quebec City, PECH described its services as
strengths-based and recovery-orientated (Programme d’encadrement clinique et
d’hébergement, 2007). In Ontario, the Canadian Mental Health Association (CMHA) had
adopted a recovery ‘model’ (Townsend, 2005), while recovery is the raison d’étre of the
user-run Self Help Alliance. The Ontario and Quebec City sites had also implemented staff
training programmes on recovery.

An Advisory Committee, including users, providers, health ministry representatives, and a
Yale University researcher, oversaw the research. The Committee met three times between
September 2005 and June 2007, validating the interview guides and research process.

Participant recruitment and selection

A list of all potential decision makers from each site was compiled by the research team.
Decision makers were those involved in mental health systems where the sites were
operating. They represented three administrative levels: (1) policy makers at provincial
ministerial levels; (2) senior administrators in regional planning organizations; and (3) senior
administrators in large psychiatric facilities. Sample selection was purposeful. In order to
ensure that each administrative level was adequately represented, the principal investigator
initially contacted 12 decision makers from a list of 16, by letter, confirming their
participation by telephone. Two decision makers were unable to participate. In all, 10
decision makers were interviewed between June and October 2007. The final sample
included: two ministerial decision makers for the two provinces where the research sites
were located (Quebec and Ontario); five senior administrators at the regional level; and three
senior administrators from local psychiatric facilities.

Questionnaires

Procedure

Analysis

A 14-item interview guide was developed after consultation between the research team and
Advisory Committee, and after a literature review. Questions included how services were/
were not recovery orientated and how recovery could be implemented. A short
sociodemographic questionnaire was administered after each interview.

Interviews took place in participants’ offices. They lasted between 60 and 90 minutes, were
audio-taped, and transcribed verbatim.

Data analysis was ongoing over four months and involved three distinct stages. First, team
members read each transcript several times in order to identify patterns or commonalities in
the data (Morse & Field, 1995). In the second stage, the transcripts were coded using
substantive or open coding (Glaser & Strauss, 1967). All codes on the implementation of
recovery were extracted and organized into 18 categories. In the third stage of analysis, the
categories were reduced to six overall themes:
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Agree on the definition of recovery.

Implement recovery in the community.

Hold providers responsible for recovery implementation.
Foster a new professionalism.

Get users involved.

©o u c w N B

Create recovery standards and outcome measures.

Specific efforts were taken to ensure the trustworthiness of the study. Data analysis was a
shared process involving continual team discussion and feedback. A detailed audit trail
including raw data (transcriptions), data reduction and data analysis materials (codebooks,
memos, draft findings) was kept throughout the study. Findings from this study were
presented to all participants.

Ethics boards from each of the three sites approved the research. All participants signed and
received a copy of the consent form. No identifying information has been used in reporting
findings.

Of the 10 decision makers, eight were male, with a mean age of 52 (SD = 7.5). Their
academic backgrounds included social work and medicine (two from each), and psychology,
public health, management, anthropology, nursing and theology (one from each). Three
decision makers worked in provincial health ministries; four were planners with regional
health agencies, and three were senior administrators in psychiatric hospitals. They had five
years’ experience, on average, in their current positions. Although none had received
training in the recovery approach to mental health, findings presented below provide insight
into how decision makers view the implementation of recovery in Canada.

Theme 1: Agree on the definition of recovery

Decision makers affirmed that there is considerable interest and discussion around recovery
at regional and local level in Canada. They were aware of a certain ‘belief’ behind recovery
as a ‘fundamental value’, and momentum toward institutional change. Nonetheless, they
viewed definitions of recovery as either particular to individuals, or as vague and confusing,
especially the distinction between ‘recovery’ and ‘empowerment’. One stated that recovery
needs to take hold as a guiding principle in service provision, but did not see much evidence
of this happening. He found that definitions of recovery among decision makers varied:

I don’t have the impression that much is being done to integrate the concept (into
practice). Everyone has his or her own little definition ... I’m not even sure that the
definition | gave you today is entirely accurate. (Frangois)
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For others, definitions have direct implications for establishing priorities in planning mental
health services. If recovery is defined as an outcome, for example, then the emphasis should
be on treatment, and the development of high-quality diagnostic services. Another decision
maker cautioned that lack of agreement on the definition of recovery could, in itself,
jeopardize system transformation:

I think that we’re not well served ... if we don’t agree on what we’re talking about.
Because then we go to meetings and the government puts out reports and we all
smile and we say: yes, we all want recovery. But we mean different things, and so
we move forward, happily doing what we want ... because we think we’re doing
recovery. (Luc)

Theme 2: Implement recovery in the community

Nearly all decision makers viewed the recovery approach as more relevant and more easily
implemented in community-based services rather than in hospital services. They identified
Assertive Community Treatment, first psychosis programmes and community crisis
intervention as examples of community-orientated services.

Decision makers offered several reasons why the recovery approach is a better fit with
community-based services. Recovery is a more ‘environmental’ or ‘social’ approach to
mental health, as compared with diagnostic or clinical approaches. Recovery-based services
are closer to the ‘real needs’ of people, and provide a longer-term commitment to
individuals. They described providers working in community services as more innovative,
more willing to take risks and to challenge traditional approaches. Others viewed
characteristics of community services, such as small teams and less formal settings, as more
favourable to a recovery orientation:

Usually | find, the less formal the structure, the more you’re able to do [recovery]
... S0 sometimes it’s the really frontline people working in rural areas ... they’re
the ones that can really work more on that model, which is ironic. (Luc)

Decision makers also stated that hospitals are associated with illness; not the most
appropriate setting for recovery. One described hospitalization as so traumatizing and
stigmatizing that it should be a ‘last resort’ for people. For him, any service offered in the
community was recovery-orientated. Another discussed how long-term hospitalization
created ‘chronicity’. Others argued that recovery is more difficult to implement, and less
relevant, in acute-care settings.

Issues around staffing impeded recovery implementation in the hospital context. One
decision maker characterized negative attitudes among hospital staff:

We can’t handle it anymore; we’ve gone the limit; we’ve reached the ‘Peter
principle’. We’re no longer able to treat these people. (Frangois)

Another stated that hospital staff rarely develop meaningful relationships with clients, but
instead focus on instrumental tasks and security issues. Frequent staff turnover and 24/7
shifts make it difficult to train staff in recovery-orientated practices.
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Theme 3: Hold providers responsible for recovery implementation

Whereas decision makers described their role as establishing overall service orientations and
allocating funds, they argued that service providers are best positioned to incorporate
recovery values into services:

I think that it’s within an agency, or in an organization even more so, that a decision
maker has much more potential impact on the promotion of recovery, because of
the choices available to him: how | set up my team; what basic training I’ll provide;
what organizational objectives I’m going to establish; with what results; and so
forth. (Denis)

They added that providers working in local agencies are responsible for enhancing users’
life prospects, and ‘keep[ing] the flame [of hope] alive’. They viewed local providers as the
best agents of change, as recovery-based approaches cannot be imposed from the outside:

It’s [a recovery orientation] not going to come from the Ministry or the funder. It
has got to come from the people that are working with the people. (Dean)

Theme 4: Foster a new professionalism

Decision makers spoke about fostering a new professionalism among providers, grounded in
recovery values and practices. Some emphasized that the recovery orientation is not shared
by everyone. One stated that providers would have to deal with their ‘comfort or discomfort’
around recovery, or the tendency toward inaction disguised as ‘lack of readiness’. She
asserted that, in order to ensure lasting change, providers must strive for more than an
‘intellectual’ understanding of recovery, infusing recovery values into practice.

Decision makers described the need to develop a new generation of mental health providers.
One claimed that new opportunities to work in the community were creating a ‘new breed’
of doctors who were embracing the recovery vision. Another mentioned attrition in her
organization as an opportunity to train the next wave of providers in the recovery approach,
adding that universities should support this effort. A third decision maker recommended
rewarding talent among existing workers in the system, especially younger workers who
showed more openness to recovery, and could serve as role models for co-workers. Decision
makers agreed that recovery training needs to occur at all levels of the system.

Theme 5: Get users involved

Decision makers identified users as the most credible spokespersons for recovery, citing user
involvement on government planning committees in particular. One articulated that a
recovery orientation requires genuine exchange, and mutual accommodation, between users
and policy makers:

If we’re going to push further with recovery, and | think there’s no turning back, we
must surround ourselves with service users ... | think what this does is ... create a
balance between the system and the people who require services from the system

... and we have to reconcile the two. (Charles)
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Another added that a recovery approach implies sharing power and resources among
government officials, providers and service users. A third suggested that specific
contributions of users are signs of a recovery orientation:

| would say that the participation of service users involves different stages: the
definition, preparation, then the development of a service structure and
interventions for them. These are probably the gauge of a more recovery-based
approach to service delivery. (Brenda)

For one decision maker, contact with users was an eye-opening experience:

As a decision maker, | don’t have much exposure to users in my daily activities.
The fact that we had service users give presentations and serve on the organizing
committee ... that was an indirect way of promoting recovery. (Denis)

Theme 6: Create recovery standards and outcome measures

Decision makers identified the need to measure how recovery was being implemented in
services. One argued that evaluation methods and measures were more concerned with
quantity or volume than quality. She proposed the establishment of ‘accreditation teams’ to
assess how services were actually implementing recovery principles. Another stated that
recovery should serve as the standard for the redesign of existing mental health services.
Decision makers asserted that outcome measures could be used to demonstrate that recovery
is possible for everyone.

DISCUSSION

Limitations of the study

This is the first known Canadian study of decision-maker perspectives on the
implementation of recovery in mental health systems and services. Findings however need to
be nuanced by certain limitations. The sample was small, and purposefully selected. The
views presented cannot be generalized to all decision makers in Canada, although they do
represent the perspectives of individuals who have considerable influence on the mental
health system in the regions where they are working. Thus, these findings should be of
interest to service providers, administrators and to some users, as Canada embarks on the
process of transforming its mental health system.

Overall, findings suggest a pivotal role for frontline providers in translating recovery from
theory to practice. Decision makers viewed community-based services as more appropriate
to recovery-orientated practice, and their staff as more open to recovery than hospital staff.
Providers working closest to users were said to have the expertise and organizational means
to transform services. Decision makers envisioned the emergence of a new breed of
university-trained professionals who will infuse recovery values and practices into the
system. They called for performance standards and outcome measures as a way of holding
providers accountable.

Despite the lack of a national mental health plan for Canada, decision makers portrayed an
overall grasp of the requirements for transforming services to a recovery perspective in their
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emphasis on workforce training, user participation and measurable standards. Their
understanding that user involvement must reflect a genuine exchange and accommodation
between users and policy makers, corresponds to demands of service-user movements
internationally (O’Hagan, 2004).

Decision makers observed that definitions of recovery tend to be idiosyncratic, but, more
importantly, that many providers have not ‘bought into” the recovery vision and are using
recovery language to describe the status quo. While the Kirby Commission provides a
sufficiently clear definition of recovery to move forward, evidence-based provider
competency guidelines are lacking in Canada. Such guidelines, available in England for
example (Department of Health, 2008), would also begin to address problems of quality
control and accountability in services.

The finding that decision makers did not associate recovery with hospital settings is
somewhat surprising. Recovery is an overall vision and philosophy, and has been
consistently described as involving all services, including hospital and rehabilitation services
(Farkas, 2007). The other issue worth noting is that most decision makers did not foresee a
leadership role for themselves in transforming the system. They see themselves as offering
overall orientation and funding, while leaving implementation to providers. We question the
wisdom of this perspective and would recommend that decision makers play a more
responsible and active role in the transformation process. Influencing their peers, decision
makers become powerful proponents of system transformation. Their leadership should
acknowledge the recovery potential of all persons with psychiatric disabilities, and ensure
authentic opportunities for users to infuse the knowledge of ‘lived experience’ at all levels of
the system.

This is a first study. Future research should evaluate decision-maker roles in implementing
recovery-orientated services and should also explore differences in how recovery is being
implemented in community and hospital settings both in Canada and abroad.
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