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Welcome...Welcome...Welcome...Welcome...    

To the Refocus on Recovery 2010 conference. The conference is organised by the Section for Recovery at the 
Institute of Psychiatry and by Rethink. We hope that it will be of interest to anyone who wants mental health 
services to support recovery from mental illness, including mental health service users, carers, mental health 
workers, managers and mental health system leaders. The conference aims are to: 

1. Increase the visibility of recovery research, including both the best international work and national and 
local studies  

2. Identify and explore concerns about the meaning, relevance and practice implications of ‘recovery’  
3. Consolidate research collaborations and give an opportunity to develop new networks 

The conference will showcase best-in-field recovery-related research, and will provide an opportunity to develop 
new alliances with recovery champions. Several international key-note speakers will be describing recovery-related 
innovations, and national research and service developments will be presented. 

The four themes of the conference will be: 

Theme 1:Theme 1:Theme 1:Theme 1: Mental health services and recovery 
How can mental health services support people's journey of recovery from, and with, mental illness? What 
interventions promote recovery outcomes such as hope, empowerment and gaining control over one’s life? How 
can the success of mental health services at supporting recovery be evaluated, when recovery is an individual 
journey? 

Theme 2Theme 2Theme 2Theme 2: What’s wrong with recovery? 
What is recovery, and why are mental health services being seen as co-opting the idea? Does recovery work for 
everyone? Does an individual-level understanding of recovery conceal issues of power imbalance, cultural 
practices and social inequality? 

Theme 3:Theme 3:Theme 3:Theme 3: Partnership working 
How can the expertise of lived experience and the expertise of professional training work together to best support 
recovery? What professional values and service user expectations need to change? How can a person’s recovery 
best be supported through collaboration with and between health, social and voluntary sector services? 

Theme 4:Theme 4:Theme 4:Theme 4: Promoting well-being 
How can people experiencing mental illness increase their well-being? Can personal experience of mental illness 
be a life-enriching experience? What can, and can't, mental health services contribute? Does the personalisation 
agenda offer new opportunities for recovery? 

 The conference is generously supported by South London and Maudsley Charitable Funds, Guy’s and St Thomas’ 
Charity, South London and Maudsley NHS Foundation Trust, and King’s Health Partners. 

Warm regards  

  

Mike Slade                             John Larsen 
Institute of Psychiatry             Rethink 
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House regulationsHouse regulationsHouse regulationsHouse regulations    
 
 
Please wear your name badges on the premises for security reasons. 
 
Friends House and the Organising Committee cannot accept responsibility for any items lost or mislaid 
on the premises. 
 
Please leave all personal luggage in the designated cloakroom (Room 12 on 20-21 September and 
Room 10 on 22 September) to avoid any unnecessary security alerts. Any unattended items may be 
removed and destroyed. 
 
Friends House operates a no-alcoholic beverages and smoking policy. 
 
Please ensure your mobile phones are on a silent mode during all sessions. 
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MasterclassesMasterclassesMasterclassesMasterclasses    
 

Date:  Monday 20th September 
Time: 9.00am – 12.00noon 

 
 

 
Service user ownership of recovery Service user ownership of recovery Service user ownership of recovery Service user ownership of recovery     
Facilitators: Ruth Chandler, Mark Hayward 
Who owns recovery? This workshop will put a question mark over who owns recovery as an invitation for 
critical discussion with workshop delegates. It is something of an understatement to suggest that 
recovery has caught on both politically and corporately. This has resulted in much suspicion from 
Service Users and Carers about professional hijacking of recovery and/or recovery as the latest thing 
'services do to people' There are good grounds for this suspicion. Recovery emerges from service user 
and survivor movements and is first and foremost about recovering or discovering quality of life as 
defined by the person in recovery. It is simply not enough to re-brand services as recovery orientated 
while the same problems continue to circulate. In the context of reclaiming power from an unequal 
starting point, prioritizing Service User and Carer ownership of recovery is a vital and very necessary 
counterbalance. How far does foregrounding Service User and Carer ownership move us on from the 
them/us divisions that disempowered clients to begin with? Have the goalposts simply moved, dressing 
the same unhelpful constructions of self and other under Service User and Carer clothes? What if service 
providers lived up to the promise of recovery-orientated practice and delivered services accordingly? 
Would this make it possible to think about recovery on an and/both continuum of shared humanity? In 
principle, this could not exclude mental health professionals simply because they are professionals. The 
facilitators will draw on their own experiences of working together and with others  to offer up examples 
of  collaborative recovery oriented practice within a range of settings; learning by doing in the training of 
mental health professionals, shared training and writing projects, involvement in research and 
community engagement. Can the goalposts change, requiring all collaborators to be hospitable to 
difference rather than feel threatened by it. Would this imply shared ownership of recovery? Delegates 
are invited to contribute to this thorny question of ownership by bringing practical examples into the 
workshop discussion.  
    
Implementing a peer support worker scheme Implementing a peer support worker scheme Implementing a peer support worker scheme Implementing a peer support worker scheme     
Facilitators: John Moody, Lesley Smith 
This master class will be based on learning arising from the recent Evaluation of the Delivering for 
Mental Health Peer Support Worker Pilot Scheme in Scotland. We will explore the impact that 
formalised peer support working can have on the peer workers themselves and the wider mental health 
service system. Participants will be invited to explore the key challenges of the process of 
implementation at national and local levels, reflecting on their own experiences and aspirations. 
Participants will also explore the potential for the application of the Scottish Recovery Network’s 
Employment of Peer Support Worker Guidelines which have been produced to support innovative, 
efficient, effective and fair peer support working in modern mental health services. 
 
Recovery and organisationsRecovery and organisationsRecovery and organisationsRecovery and organisations    
Faciliator: Marianne Farkas    
Changing cultures, process and capacity In order for the vision of recovery to become a driver for 
services and systems, its implication have to be embedded in the culture, process and capacity of an 
organization.While recovery values, principles and orientation are universal, approaches to 
implementing a recovery orientation within a service vary from culture to culture. The masterclass will 
review the values of recovery and ways in which they can be expressed through different organizational 
structures and functions. The role of individuals with lived experience and those without lived experience 
will be discussed in the context of creating and maintaining change within an organization.  
Examples will be presented of different approaches to implementing a recovery oriented approach in an 
organization from different parts of the world. 
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UserUserUserUser----led research and recovery led research and recovery led research and recovery led research and recovery     
Facilitators: John Larsen 
The masterclass will have two key learning objectives. 1: To provide insight into key principles of service-
user research in mental health 2: To engage workshop participants in critical reflection on the value of 
service-user research in respect to recovery. This masterclass is challenging such concerns that some 
people have to the idea of user-led research in mental health. There are lots of ways in which people 
with lived experience can make important contributions to mental health research. They know only too 
well how it feels to experience mental health problems and to be a psychiatric patient – and they are 
sensitive to what it means being approached to take part in research. This is all crucial knowledge to 
inform the research design. The masterclass will use a combination of presentation and small group 
work in an interactive and collaborative approach to learning. Participants will be asked to actively 
contribute personal experiences, insights and views to maximise experiential learning and practice 
change as an outcome. In preparation for the course participants are encouraged to familiarise 
themselves with the following resources: information on SURE 
(http://www.iop.kcl.ac.uk/departments/?locator=300) and the research report ‘Getting back into the 
world’ (download here: www.rethink.org/intotheworld). The masterclass is aimed at researchers, service 
users and clinicians who are interested in discussing the value and possibility of service-user research 
and its impact on recovery.  
 
 
WellWellWellWell----being and recovery being and recovery being and recovery being and recovery     
Facilitator: Lindsay Oades 
This masterclass will explore the parallels between (a) personal recovery and concepts in wellbeing 
drawn from positive psychology; and (b) recovery oriented service provision and positive organisational 
scholarship. The "focus of recovery" model will be outlined to allow discussion of whether services are 
emphasing approach or avoidance goals within practice- and the relationship to wellbeing. The LifeJET 
protocols (Camera, Compass, MAP) used within the Collaborative Recovery Model and Flourish 
programs will be introduced. Participants will be encouraged to clarify personal strengths, values and 
identify approach goals and develop evidence based action plans. Examples of community and 
inpatient facilities using these approaches in Australia and Canada will be outlined. Participants will be 
asked to explore strengths and limitations in use of such approaches in different contexts. 
 
 
Developing recovery values in the mental health workforceDeveloping recovery values in the mental health workforceDeveloping recovery values in the mental health workforceDeveloping recovery values in the mental health workforce    
Facilitator: Julie Repper 
Most people involved in the provision of mental health services came into the field with the intention of 
supporting people with mental health problems towards a form of Recovery and around 40% have their 
own experience of mental health problems.  Yet  traditionally they have not been encouraged to draw on 
this experience;  much of their training and professional socialisation emphasises the difference 
between ‘us’  - the professional experts (who can name symptoms, make diagnoses and treat 
symptoms) - and ‘them’ - the passive recipients of services.  If we are to develop Recovery focussed 
values within the workforce, we must all draw on our own experiences of Recovery (from the adverse life 
events that we have all experienced) reflect on what helped and hindered us, how we coped and how we 
have moved forwards.  This begins the process of breaking down barriers between ‘us’ and ‘them’.  
Together with personal narratives of people with lived experience of Recovery, it inspires staff to believe 
in Recovery, to understand how it differs from current paradigms, and to seek ways of promoting hope 
and Recovery in those with whom they work.  This workshop will take participants through this process 
and present the work we have undertaken in our service to as a basis for considering what constitutes 
Recovery focussed values and how can we ensure that they inform our work.  
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Working as a recoveryWorking as a recoveryWorking as a recoveryWorking as a recovery----oriented mental health professional oriented mental health professional oriented mental health professional oriented mental health professional     
Facilitators: Glenn Roberts, Elina Baker 
We all live and work with values, and in a context. I have been part of a growing interest in recovery-
focused practice, practitioners and services in Devon for some years. This began with an independent 
group of ‘people of good will’ which became Recovery Devon and sponsored conferences, trainings and 
visits from guides and experts. These initiatives are leading to progressive and broad engagement from 
providers and practitioners with what it meant to ‘put recovery at the heart of all we do’ across the whole 
mental health and social care network. The workshop will explore developments to date, describe what 
has helped and the lessons learned. It will focus on the particular challenges for mental health 
professionals and the emerging implications of new forms and focus for practice.  
 
 
Organisational transformation towards recovery Organisational transformation towards recovery Organisational transformation towards recovery Organisational transformation towards recovery     
Facilitators: Geoff Shepherd, Rachel Perkins 
This masterclass will describe a new project commissioned from the Sainsbury Centre by the 
Department of Health, the National Mental Health Development Unit (NMHDU) and the mental health 
network of the NHS Confederation.  The project aims to ‘field test’ a framework for helping local mental 
health services and their partners to become more recovery-oriented in their organisation and practices. 
 A group of sites will be selected and will receive expert consultancy and advice, plus training input for 
service users, practitioners and managers where appropriate.  The project team consists of Rachel 
Perkins, Julie Repper, Jed Boardman and Geoff Shepherd and is expected to run for 2-3 years, 
beginning in May 2010.  The methodology has been developed by the Sainsbury Centre and is 
summarised in ‘Implementing Recovery – A methodology for organisational change’ 
(www.scmh.org.uk).  The masterclass will cover the conceptual background and rationale for the 
approach and will focus on the organisational change agenda implied by attempts to help local services 
become more supportive of the recovery journeys of the people using them. 
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Presenter Presenter Presenter Presenter BiographiesBiographiesBiographiesBiographies    
 

Elina BakerElina BakerElina BakerElina Baker is a clinical psychologist working for the Devon Partnership Trust Rehabilitation and 
Recovery Service. She has previously worked in secure and forensic services and has been involved in 
numerous projects to promote collaborative and empowering practices with people in in-patient 
settings. She has a particular interest in the social construction of distress and the operation of power 
and works with people with psychosis using narrative approaches. 
 

Simon BradstreetSimon BradstreetSimon BradstreetSimon Bradstreet took up the post of Network Director with the Scottish Recovery Network in 2004. 
Since then has been working with a wide range of committed groups and individuals across Scotland to 
raise the profile of recovery from mental health problems, to learn more about the things that help and 
hinder that process and to encourage local and national action. He has overseen the development of 
the Scottish Recovery Indicator service development tool, the dissemination of the WRAP self 
management tool and the introduction of the Peer Support Worker role to Scotland. He has also 
contributed extensively to the development of recovery focused learning materials and has overseen a 
range of research projects designed to develop a better understanding of how best to promote and 
support recovery. 
 
  

Ruth ChandlerRuth ChandlerRuth ChandlerRuth Chandler is the Service User and Carer Coordinator in Research and Development at Sussex 
Partnership NHS Foundation Trust and Independent Recovery Consultant and Trainer. She has lived 
experience of psychosis and being a Carer and is particularly interested in ways in which interpretative 
agency (the power to name and reframe experience) is supported in mental health environments. 
 

Lynne FriedliLynne FriedliLynne FriedliLynne Friedli works across Europe to support the development of public mental health, as well as 
delivering training and policy advice within the UK. She is a consultant for public mental health to the 
Mental Health Foundation and the Scottish Development Centre for Mental Health (SDCMH) and an 
honorary member of the Faculty of Public Health. She wrote Making it possible: improving mental health 
and well-being in England on behalf of the National Institute for Mental Health in England and 
contributed to the Bamford Review of mental health promotion in Northern Ireland and the UK 
Government’s Foresight programme Mental Capital and Wellbeing. Her report for WHO Europe and the 
Mental Health Foundation on Mental health, resilience and inequality was published last year and she 
has just completed an economic analysis of the case for mental health promotion (with Michael 
Parsonage) for the Welsh Assembly Government. She is currently working in Alt Valley, Liverpool, on 
social prescribing, in the East End of London on building mental health promotion capacity with Black 
and Minority Ethnic communities (with Sandra Griffiths) and supporting the Equally Well test site in 
Stobswell, Dundee, on local approaches to reducing inequalities in well-being. 
 

Mark HaywardMark HaywardMark HaywardMark Hayward is a Chartered Clinical Psychologist. His academic remit includes lecturing on the 
Doctoral Programme in Clinical Psychology at the University of Surrey. Within the NHS he works as 
Director of Research in Sussex Partnership NHS Foundation Trust.  Specialist interests and publications 
span four areas: the experience of hearing voices; the involvement of service users and carers within 
training and research; training in psychological understandings of psychosis and psychotic experiences; 
and recovery-oriented practice. 
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Liz KettleLiz KettleLiz KettleLiz Kettle is the sister of one man who committed suicide following depression, and another who had a 
psychotic breakdown as a young teenager in the 1970s, and is now flourishing. She has been deeply 
affected by the experiences of both brothers. 
Liz is a writer and an involvement worker with Rethink’s Education Not Discrimination project. 
 

John LarsenJohn LarsenJohn LarsenJohn Larsen is Head of Research and Evaluation at Rethink and a Visiting Fellow at the University of 
Surrey. He has a background as an anthropologist and has for more than 10 years conduced research in 
mental health, developing innovative ways of working together with people with lived experiences of 
mental illness in co-construction of knowledge. Most recently, John worked together with seven people 
with lived experiences of mental illness and psychiatric treatment who conducted in-depth interviews 
with 48 people with similar experiences. The seven researchers actively used their personal experiences 
and insights in a reflexive approach to data analysis and write-up of findings. The report ‘Getting back 
into the world’ can be downloaded here: www.rethink.org/intotheworld 
 

Augusto MonteiroAugusto MonteiroAugusto MonteiroAugusto Monteiro worked in advertising until he was diagnosed with Bipolar Affective Disorder 12 years 
ago. Afterwards, for a long time, he struggled with his condition and support network. In the last five 
years, a series of fortunate encounters with very good professionals brought him much insight, 
acceptance of his diagnosis and, consequently a strong commitment towards recovery. Today he works 
as an artist, a trainer for many mental health organisations and is part of the Board of Trustees of 
Westminster Mind. 
 

John MoodyJohn MoodyJohn MoodyJohn Moody took up the post of Network Officer with the Scottish Recovery Network in 2008. He works 
closely with Peer Support Workers and their supervisors in projects throughout Scotland. He also assists 
Network Director, Simon Bradstreet in the dissemination of the WRAP self-management tool and is 
himself a WRAP facilitator. He helps supports the Peer Support Worker and Graduate Network which 
was set up in Scotland during the recently completed Peer Support Worker pilot in six statutory Health 
locations (both NHS and voluntary sector providers) in Scotland. He is assisting in the preparation of a 
set of guidelines which can then be used to help set up effective Peer support services throughout the 
country. John has himself been a user of mental health and addictions services for the last 30 years. 
 

Lindsay OadesLindsay OadesLindsay OadesLindsay Oades is a Clinical and Health Psychologist and Director of the Australian Institute of Business 
Wellbeing, Sydney Business School, University of Wollongong, Australia. Lindsay works to combine 
principles of mental health recovery, with positive psychology and positive organisational scholarship to 
develop approaches to recovery oriented services including the development of the Collaborative 
Recovery Model (CRM) and the Flourish Self-Development program. Lindsay has also been involved in 
the development of the Stages of Recovery Instrument (STORI) and the Self-Identified Stages of 
Recovery (SISR) to assist with quantitative measurement of recovery processes. Recent innovations 
using the CRM within a coaching framework have required mental health staff to use identical personal 
development protocols to consumers to identify strengths and values, identify personal visions and 
goals and develop action plans. This is designed to assist with the change in the nature of the 
relationship between staff and consumers. During his career Lindsay has worked as a practitioner, 
manager, researcher, trainer and coach in the service of mental health. Lindsay currently chairs the 
Serious Mental Disorders Panel at the Illawarra Health and Medical Research Institute, and is on the 
Board of Directors of Neami, a major Australian mental health non-government organisation. 
 

Rachel Perkins Rachel Perkins Rachel Perkins Rachel Perkins Formerly Director of Quality Assurance at South West London Mental Health Trust Rachel 
Perkins is now a member of the 'Implementing Recovery - Organisational Change' Project and freelance 
consultant. She is also a long term user of mental health services and in 2010 was awarded an OBE and 
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voted Mind Champion of the Year. Her latest book written with Julie Repper is 'Recovery and Social 
Inclusion. A model for Mental Health Practice' (Balliere Tindall, 2003).    
    
Julie RepperJulie RepperJulie RepperJulie Repper has worked in mental health services for 30 years and used them intermittently for 31 
years. She is currently Recovery Lead in Nottinghamshire Healthcare Trust, Associate Professor of 
Recovery and Social Inclusion at University of Nottingham and Director of two service user led voluntary 
sector groups. She works collaboratively with people who have lived experience to develop innovative 
training, research and service developments and is currently leading the development of Peer Support 
Workers’ training and employment in her local services.  She has written widely, of most relevance is the 
book she co-authored with Rachel Peerkins: Social Inclusion and Recovery.  A Model for Mental Health 
Practice (2003) Edinburgh, Bailliere Tindall. 
 

GlGlGlGlenn Robertsenn Robertsenn Robertsenn Roberts has worked full time in NHS psychiatry for nearly 30 years.  He is currently Consultant to 
the Devon Partnership Trust Rehabilitation and Recovery Service.  He was senior editor of the award 
winning Enabling Recovery: the principles and practice of rehabilitation psychiatry and has won national 
awards with the mental health education programme for schools, On the Edge. He leads on Recovery for 
the Royal College of Psychiatrists and represented them in creation of the Joint Position Statement, A 
Common Purpose. He has a particular interest in narrative approaches to working with severe mental 
illness and is an Honorary Research Fellowship in the School of Performance Arts, University of Exeter.  

Geoff ShepherdGeoff ShepherdGeoff ShepherdGeoff Shepherd trained originally as a clinical psychologist. He has worked most of his professional 
career in mental health services in the NHS as a practitioner, manager and researcher, working mainly 
with people who have long-term and complex conditions. He has also worked outside the NHS, from 
1994 -1997 he was Head of Research for the Sainsbury Centre in London and from 1997 – 2002, Chief 
Executive of the Health Advisory Service. In 1996, he was made visiting Professor of Mental Health 
Rehabilitation in the Health Service and Population Research Department at the Institute of Psychiatry. 
His last job in the NHS (2002 – 2006) was as ‘Director of Partnerships & Service Development’ for 
Cambridgeshire and Peterborough Mental Health Foundation trust. He has a longstanding interest in 
work and employment issues for people with mental health problems and more recently has been co-
leading a project based at the Sainsbury Centre exploring the problems of implementing more recovery-
oriented services.  He also works one day a week providing technical support and advice to mental 
health inreach teams in local prisons and undertakes other consultancy work. 
 

Laura SherlockLaura SherlockLaura SherlockLaura Sherlock was a professional musician until severe mental illness struck in 1996.  Subsequently 
she experienced NHS mental health services.  Combined with the support of family and friends this led 
to ongoing recovery.  She is now an Involvement Worker for Rethink and a Lead Patient Educator at 
King’s College London Medical School. 
 

Mike SladeMike SladeMike SladeMike Slade is a Reader in Health Services Research at the Institute of Psychiatry, King's College 
London, and a Consultant Clinical Psychologist in South London. His main research interests 
are recovery-focused and outcome-focused mental health services, user involvement in and influence 
on mental health services, staff-patient agreement on need, residential alternatives to in-patient 
services, and contributing to the development of clinically useable outcome measures, including the 
Camberwell Assessment of Need and the Threshold Assessment Grid. He has written over 150 academic 
articles and 7 books. He co-authored Making Recovery a Reality (2008, free to download at 
www.scmh.org.uk), and his most recent books are Personal Recovery and Mental Illness (published by 
Cambridge University Press, 2009) and 100 Ways to Support Recovery (2009, free to download at 
rethink.org/100ways). 
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Lesley SmithLesley SmithLesley SmithLesley Smith has recently joined the Scottish Recovery Network as a Network Officer. Working alongside 
John Moody, her role involves supporting and promoting local recovery networks, WRAP and Peer 
Support. Lesley has her own experiences of psychosis and brings her passion for recovery along with her 
many experiences of involvement, collective advocacy and training. 
 

Matthew WardMatthew WardMatthew WardMatthew Ward is an actor who suffers from Bipolar disorder. Trained at Central School of Speech and 
Drama, his credits include: Archie Rice - Entertainer, CS Lewis - Shadowlands, Jeff - Jeffrey 
Bernard, Malvolio - Twelfth Night. More recently Matthew has worked at the Cambridge Shakespeare 
Festival playing Caliban - Tempest, Enobarbus - Anthony and Cleopatra and the title role in Macbeth. He 
has also played Kent in King Lear in Greenwich, Bottom and Oberon in touring productions of The 
Dream. Last summer Matthew completed a National tour of Twelfth Night playing Sir Toby Belch. His 
One Man plays include: Moscow Stations, St Nicholas and Judas Goat, which was written especially for 
him. He has also appeared in Little Britain and TV Commercials. 
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Oral PresentationsOral PresentationsOral PresentationsOral Presentations    
    

Parallel Session 1: Mental Health Services and recoveryParallel Session 1: Mental Health Services and recoveryParallel Session 1: Mental Health Services and recoveryParallel Session 1: Mental Health Services and recovery    
    
Session 1.1: Mental HealthSession 1.1: Mental HealthSession 1.1: Mental HealthSession 1.1: Mental Health Services and recovery Services and recovery Services and recovery Services and recovery    
        
Sandra Hutton, Peter LedgerSandra Hutton, Peter LedgerSandra Hutton, Peter LedgerSandra Hutton, Peter Ledger    
 
Recovery Through Service Improvement 
 
Sandra.Hutton@ntw.nhs.uk 
 
Introduction: The Rehabilitation and Recovery Division has developed its' strategic plan "to deliver gold 
standard services that match the best in the world". This involves developing services based on recovery 
principles which demonstrate recovery practices. This project is centred around meaningful service user 
involvement using an experience-based design to develop services. Elements of Developing Recovery 
Environments Enhancing Measure (DREEM) were chosen as a quality measure and improvement tool as 
this was developed from first-person accounts of mental health recovery and how services support this. 
 
Methods: Four rehabilitation wards participated, service user volunteers with lived experience of 
recovery were recruited and trained to carry out service user interviews. Each ward created DREEM 
champions and teams which involved service users. The service user questionnaire focused on what was 
important to their recovery and how well services support this. The organisational questionnaire 
explored staff perception of how well services support recovery. The project evaluation produced a rich 
depth of information. 
 
Results: 1. Dreem has facilitated improved service user experience of recovery services 
2. Staff survey showed a significant increase in perception that the service makes changes in response 
to service views from 45% to 75% 
3. Volunteers reported the experience was conducive to their own recovery 
4. DREEM Champions reported that staff and services were more recovery-orientated and service users 
were more actively involved 
5. Some service users were excluded from participating due to the complexity of the DREEM tool. 
 
Discussion: DREEM has proved to be a positive experience for most of those involved. The method used 
improved service user involvement and shaped services towards supporting personal recovery. Our 
experience of using DREEM has led to a number of sustaining initiatives and ongoing refinements to 
make the tool more inclusive. 
 

 
Helen Gilburt, Sherifat Oduola, Mike Slade, Tom Craig Helen Gilburt, Sherifat Oduola, Mike Slade, Tom Craig Helen Gilburt, Sherifat Oduola, Mike Slade, Tom Craig Helen Gilburt, Sherifat Oduola, Mike Slade, Tom Craig     
 
Implementing Recovery across UK Mental Health Services 
 
Introduction 
The UK Mental Health system has undergone an intense period of change over the past 20 years 
focusing particularly on service delivery.  Latest government guidance highlights an important role for 
Recovery in future provision of mental health care, yet there exists little evidence of how to do this on a 
larger scale and the potential barriers and facilitators of recovery approaches in a UK context.  
 
Methods 
A recovery-focussed training programme was developed with the aim of equipping staff with knowledge 
of the recovery approach, changing attitudes and values to facilitate recovery approaches and 
developing recovery-orientated skills in working with service users and carers.  The programme was 
delivered to rehabilitation services, continuing care teams in community mental health and specialist 
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teams across the London boroughs of Southwark and Lambeth.  The programme was evaluated using a 
mixed methods approach.  Care plans were examined to identify changes pre and post-training and 
qualitative interviews were undertaken with team leaders of each of the teams trained.  
 
Results 
A total of 330 staff were trained over a 9 month period.  Analysis of care plans identified few but 
significant changes in care provision, suggesting that the training had limited impact on services.  
Qualitative interviews identified a number of key barriers and facilitators in the implementation of 
recovery.  These included the conceptualisation of recovery, identity of staff being trained and practice 
of recovery.  The role of staff and services within the infrastructure of a health service provider was 
highlighted.  
 
Discussion 
While policy may support a move towards recovery approaches, implementation on a wider scale must 
contend with structures strongly bound by traditional belief systems and competing priorities.  
Implementation of the recovery approach across health providers requires a thorough understanding of 
these factors and programmes of development which enhance recovery orientated approaches on a 
system-wide level 
 

 
CarrCarrCarrCarrie Clark, Jane Patersonie Clark, Jane Patersonie Clark, Jane Patersonie Clark, Jane Paterson    
 
Enabling recovery through interprofessional collaboration: Lessons learned using a blended learning 
approach. 
 
carrie_clark@camh.net 
 
Introduction: Canada's leading addiction and mental health teaching hospital, the Centre for Addiction 
and Mental Health (CAMH) integrates clinical practice, health promotion, education and research. It is 
committed to respect, trust, shared decision-making and partnerships, all from an interprofessional 
perspective. Recently, we embarked on a unique, blended-learning program that integrates technology 
and team-based learning to promote the adoption of recovery-oriented clinical practice. 
  
Methods: CAMH commits to delivering service grounded in the recovery model of care, and our 
innovative education strategy aimed to ensure the adoption of this model. Through an iterative program-
evaluation process, we developed a flexible education program that was built on a strong pedagogical 
foundation. Our online tutorials discussed best practices, and incorporated evaluations, team learning 
and an online community of practice. Aiming to engage participants, our online tools included self-
reflection exercises, client stories and audio clips, and evidence-based strategies, visuals and 
resources. We embedded interprofessional collaboration into our skills-based workshops, which 
discussed competencies for managers, peers, clinicians, evaluators, community partners and students, 
along with the theoretical underpinnings of the recovery model of care. Workshop topics included 
dignity, scenarios, care-planning and community and peer initiatives. 
  
Results: Our evaluation tools included surveys, quizzes, performance appraisals and the Recovery 
Knowledge Inventory (RKI). Surveys revealed a strong endorsement for the course and recommendations 
to continue team collaboration. The average quiz score was 91 per cent and the (RKI) indicated a 
statistically significant, positive change in knowledge and attitudes. 
 
Discussion: Blending strong instructional design strategies with technology that engages participants, a 
unique style and a variety of evaluation tools, our new program offers thematic unity and flexibility. It 
serves as the platform for ongoing education, service design and client engagement at CAMH. 
Participants, attending the presentation, will learn about the essentials of designing a participatory 
education process that can enhance practice change. 
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Marianne Cohen, Jette BoaMarianne Cohen, Jette BoaMarianne Cohen, Jette BoaMarianne Cohen, Jette Boa    
 
Implementing recovery-orientation in a large organization 
 
mco@aarhus.dk 
 
For the first time, the city of Aarhus has a common development plan for the entire Department of Social 
Psychiatry, which includes 580 employees and 1500 consumers. Recovery orientation and evidence 
based methodology are the overall guiding paradigms; but there are also strong elements of 
empowerment, consumer involvement, equal citizenship and community participation. The 
implementation strategy involves these elements: 
 
• Common education in action plans for consumers and all employees, which focus on empowerment 
• Education programs, which focus on recovery oriented psychosocial rehabilitation for all employees  
• Direct access for employees to evidence based knowledge and examples of best practice 
• Break Through Projects  
• Implementation support for all executives of the Department of Social Psychiatry 
• Evaluations with consumer involvement.  
 
New results, from surveys of consumers in Aarhus, show that the quality of life and satisfaction with 
psychiatric services, and with support from the city of Aarhus, have increased over the three year period 
of implementation.  
 
We now start to see that our strategy has changed the professional approach in ways that have had 
positive effects on the quality of life of Social Psychiatry’s consumers in Aarhus. The workshop will 
therefore focus on questions pertaining to implementation strategies at different levels of the 
organization, and on outcomes for the consumers of services. 
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Perry MaPerry MaPerry MaPerry Marshall rshall rshall rshall     
    
The trouble with Mary: Discursive dilemmas in a recovery focused community mental health team  
 
2. What’s wrong with recovery 
Abstract: Introduction: This thesis aims to investigate whether a community mental health team 
(CMHT)is assimilating recovery practice. It is argued that social assumptions and a clinical bias acts as 
a barrier to true recovery practice. Recovery may be subsumed by constructs relating to psychopathology 
and containment because of the implicit authority these constructs offer to government, policy makers, 
mental health staff and the public. 
 
Methods: A social constructionist approach is utilised. Discourse analysis provided an opportunity to 
record, transcribe and attend to the detail of client discussions within CMHT meetings.Language within 
the CMHT meeting is seen as an area of study in its own right. A synthesis of discourse analysis 
frameworks was employed to explore and analyse how clients are positioned in clinical discussions. 
Results: Findings indicate that clients create dilemmas for staff. The introduction of recovery practice 
proves problematic as staff tend to revert to 'comfortable' default discourses centred on diagnosis, 
medication and containment. This acts as a barrier to authentic recovery practice. If clients like 'Mary' 
are always seen as passive, ill and vulnerable this can act as a major barrier to hope, recovery and the 
future. There was , however, indication of individual staff attempting to engage with a recovery focus but 
these fragile discussions were often subsumed by more dominant clinical discourses. 
 
Discussion: The fragile buds of recovery discourse will not come to fruition in historically 'clinically' 
focused services without careful cultivation through reflection on practice and recovery focused 
outcomes. There is a danger that recovery becomes another in a line of service-colonised approaches to 
support unless there is genuine client involvement and, in most cases, a relinquishng of an expert 
approach. Discourse analysis may help in this process by creating opportunities to modify how we think, 
talk and act in relation to those we serve. 
 

 
Karola MostafanejadKarola MostafanejadKarola MostafanejadKarola Mostafanejad    
 
What is wrong with recovery and what is right 
 
karola.mostafanejad@modnet.com.au 
 
Introduction: The development of Recovery spearheaded by people with a mental disorder has been a 
major advance in mental health. However, Recovery as currently understood still has gaps and therefore 
cannot help all people.  
 
Method: PhD study on what it is like to live with a mental disorder using grounded theory. 
Results: By exploring how people with major depression, bipolar disorder or schizophrenia managed 
their life with a mental disorder gaps in Recovery become apparent. Firstly, they explained what they had 
to recover from. They said that they had to overcome a life of daily struggle arising from society 
disempowering them. Secondly, they described the long and arduous journey of overcoming life being a 
daily struggle. They achieved this by transforming themselves from being powerless to being confident 
and assertive people in charge of who they were and how they ran their lives. Two stages in this process 
were identified. The first stage resulted in failure and despair. At this point people confronted their 
hopeless situation by entering a turning point. This turning point provided them with a sense of power for 
the first time. Their power grew in the second stage. They had overcome life being a daily struggle when 
they reported being at peace. However, people in this study we’re cognizant of the fact that being at 
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peace could easily be broken. Therefore, a transformation of society also has to occur that would 
prevent the initial disempowerment from taking place. 
 
Discussion: Recovery as currently understood is right for those people who have reached the 
equivalence of the second stage in this study. However, the many people who remain in the first stage 
are left without recognition and guidance. Recovery does not explain how they can move through the 
turning point into the second stage. Recovery also does not adequately address the transformation 
society needed, which participants in this study found essential for lasting gains to be made. 
 

 
David RosenbergDavid RosenbergDavid RosenbergDavid Rosenberg    
 
The Social Location of Need – Obstacles and Pathways to Recovery in the Community 
 
David.rosenberg@y.komforb.se 
 
Introduction: Mental Health systems have primarily focused on providing community-based care in the 
deinstitutionalization era. Less is known regarding the manner in which social welfare systems and 
communities have responded, and it may be said that the social landscape in which individuals 
experience both the disabling effects of mental illness and attempt to pursue recovery has changed. 
Discussions of recovery that prioritise the individual experience risk missing structural processes in the 
community that impact the individual experience of psychiatric disability. Building on theoretical and 
practical implications of social models of disability, this research focused on mechanisms operating in 
the community that may create obstacles to or facilitate recovery.  
 
Method: Surveys of need for individuals with psychiatric disabilities were completed in seven 
municipalities in Sweden. The research design allowed for including information on individuals not in 
active contact with the mental health system. Focus group interviews with providers, voluntary 
organizations and users were utilized to describe the categories identified in the quantitative data.  
 
Results: Of the 2385 individuals identified as seriously psychiatrically disabled, only 52% had contact 
with mental health services. Many of the remaining individuals were found in “grey zones”, where their 
expressions of need conflicted with organizational structures for delivering services. Others were 
marginalized in locations where poverty, substance abuse and isolation defined their lives. Those who 
had contact with psychiatry, described day programs for example as offering institutionalising rather 
than participatory models of community life.  
 
Discussion: Investigations into the social context of need in the community can contribute to our 
understanding the manner in which individuals experience disability as they come into contact with the 
helping system and as they attempt to participate in community life. The challenge is for community 
mental health services to become knowledgeable and active in reducing obstacles and facilitating 
pathways to recovery. 
 

 
Retta Andresen,Retta Andresen,Retta Andresen,Retta Andresen, Lindsay Oades Lindsay Oades Lindsay Oades Lindsay Oades        
 
Can recovery – as consumers define it – be successfully assessed by clinical outcome measures? 
 
retta@uow.edu.au 
 
Introduction: There is an international call for mental health services to become recovery oriented. This 
shift is paralleled by a push to use only evidence-based practices. Accomplishing these twin aims 
requires measuring the outcomes of treatments and programs in a way that captures recovery as 
defined by the consumer movement. A number of researchers have developed measures which attempt 
to capture the experience of recovery in such a way that concrete recovery goals are not predetermined 
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by the assessment tool. These measures try to assess psychological recovery in mental illness. This 
study explored the relationships between three measures designed to capture the experience of 
recovery as described by consumers, and four more conventional outcome measures that have been 
introduced as mandatory for mental health services in Australia. 
 
Method: Correlation analysis was conducted between three recovery measures: The Recovery 
Assessment Scale (RAS), the Self-Identified Stage of Recovery (SISR) and the Mental Health Recovery 
Measure (MHRM) and four conventional clinical measures. Using the SISR, we then conducted analyses 
of variance on the RAS and MHRM and the conventional measures. 
    
Results: While the recovery measures were clearly converging on the same construct of recovery, the 
relationship between the recovery measures and the conventional clinical measures was weak and 
showed no clear pattern. 
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Daniel SuttonDaniel SuttonDaniel SuttonDaniel Sutton    
 
Exploring the dynamics of occupational engagement in recovery 
 
daniel.sutton@aut.ac.nz 
 
People in recovery frequently report the importance of having others who are truly present to their 
experience and have an understanding of the significance of that experience. Research into the lived 
experience of people in recovery can provide important insights for families and mental health 
clinicians, enhancing their capacity to work in partnership. This Doctoral study explored the experience 
of everyday activities (occupations) for people recovering from significant mental health problems.  
 
Using a phenomenological approach the study aimed to uncover the meaning of day to day occupations 
for 13 people recovering from mental illness. Recovery narratives were collected from the participants in 
a series of open ended conversational interviews. The recorded interviews were transcribed and 
analysed using hermeneutic philosophy. Themes were drawn from the participants’ recovery stories and 
interpretation focused specifically on their descriptions of engagement in day to day activities. 
 
A range of experiences were evident in the participant stories, from complete disengagement to 
complete absorption in everyday activities. Participants described significant shifts in their experience 
of time, space, body and others while in different modes of occupation. A continuum of modes emerged 
from the data, variously described as ‘non-doing’, ‘half-doing’, ‘engaged doing’ and ‘absorbed doing’. 
Each of these modes opened specific opportunities for participants to reconnect with aspects of their 
being and recover a sense of meaning and purpose. 
 
The findings of this study highlight the dynamics at play in different forms of occupation and suggest 
that all modes of engagement, including disengagement can be significant in the recovery process. By 
being more aware of occupational dynamics carers can modify their interactions and support people in 
their recovery more effectively. 
 

 
Julie AndersonJulie AndersonJulie AndersonJulie Anderson,,,, Allan Pinches, Jan Hatt Allan Pinches, Jan Hatt Allan Pinches, Jan Hatt Allan Pinches, Jan Hatt    
 
Consumer participation and leadership – a pathway to recovery 
 
merrilee.cox@neami.org.au 
 
Introduction: Consumer participation in mental health is fundamental to ensuring effective and 
responsive service provision. It can be a major vehicle for improving services, enhancing individual 
outcomes and assisting people to be involved in the wider community. The provision of opportunities for 
consumers to participate within leadership roles in an organisation increases confidence and skills and 
contributes to furthering social inclusion to the broader community. This paper will detail the process 
Neami used to review its approach to consumer participation and leadership across the organisation 
using a tool designed for primary care settings and adapted to a psychiatric rehabilitation and recovery 
setting.  
 
Methods: Consumer consultants conducted a systematic consumer participation audit of Neami. Using 
a formal tool adapted from the National Participate in Health Project, the audits looked into areas of: 
Individual Service Planning, Governance, Strategic Planning, Policies, Operations, Education/Training, 
Research & Evaluation. A workshop approach involving ninety participants including consumers, staff 
and the Neami Board of Directors identified various systematised approaches to increasing consumer 
participation and leadership within Neami, which will be discussed during this presentation.  
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Results: The audit process -- intended as the first stage of a larger process set the scene for the 
development of a comprehensive, long-term strategic plan for consumer participation and leadership 
within Neami. Consumers clearly linked opportunities for participation and leadership to the principles 
of recovery – hope, meaning, identity and responsibility.  
 
Discussion: The research resulted in the development of a strategic directions plan and highlighted the 
importance of an integrated organisation-wide approach to consumer participation and leadership. 
There is clear indication that an active consumer participation strategy is closely linked to achievement 
of recovery outcomes through its potential to support outcomes at the individual, organisational and 
broader community level. Through the auditing process Neami has identified new ways of encouraging 
and implementing additional consumer leadership opportunities, which will in turn further enhance 
social inclusiveness for consumers accessing Neami services. 
 

 
Catherine Fisher, Angelika LuehrsCatherine Fisher, Angelika LuehrsCatherine Fisher, Angelika LuehrsCatherine Fisher, Angelika Luehrs    
 
Referral to non-statutory vocational services: factors mental health professionals consider. 
 
catherine.fisher@awp.nhs.uk 
 
Introduction: Work and meaningful occupation are identified within national guidance as essential to 
recovery (Department of Health 2009). UK policy emphasises collaborative partnerships across services 
in order to meet service users vocational needs (Care Services Improvement Partnership 2006, Perkins 
et al 2009, H M Government 2009). Little is known about the interplay between the statutory and non-
statutory sectors.  The purpose of this study was to consider the process and practice mental health 
professionals engage in when making referrals to non-statutory vocational services on behalf of service 
users with whom they are working. 
 
Method: In depth interviews using a topic guide were conducted with ten mental health professionals.  
Each interview was audio taped, transcribed verbatim and analysed using the framework method 
(Ritchie et al 2003). An audit trail, reflexivity and multiple coding were used to ensure the 
trustworthiness of the data analysis and conclusions. 
 
Results: The findings provide insight into what factors mental health professionals consider relevant 
when making referrals to non-statutory services.  Seventeen different factors were identified related to 
the service user and non-statutory vocational services. The findings indicate a complex interplay 
between service user choice, participants’ perceptions of their role, their perceptions of service users’ 
needs and their own knowledge of non-statutory vocational services. 
 
Discussion 
The findings provide support to the occupational therapy profession in promoting its role through the 
specialist skills used in assessing service users’ vocational skills and function through activity. The 
findings further suggest occupational therapists have a role in providing advice and interventions to 
facilitate service users in meeting their vocational aspirations. The findings also describe the role of 
other mental health professionals such as the psychiatrist in educating, encouraging, supporting and 
initiating service users on their pathway to vocational recovery. 
 

 
Cecilia Areberg, Tommy Bjrkman, Ulrika BejerholmCecilia Areberg, Tommy Bjrkman, Ulrika BejerholmCecilia Areberg, Tommy Bjrkman, Ulrika BejerholmCecilia Areberg, Tommy Bjrkman, Ulrika Bejerholm    
 
Identifying factors related to work potential among people with severe mental illness when entering IPS 
Abstract: Introduction 
Work plays a crucial part for people with severe mental illness, both with regard to maintaining mental 
health and for promoting recovery. Among people with mental illness the interest in work and 
employment is highly valued. Identifying factors that might increase clients´ potential for a return to 
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work may promote recovery even further. This study investigated how work potential, defined as a 
function of motivation, lifestyle and environmental influences, was associated with sociodemographic 
factors, psychopathology, engagement in daily activities and empowerment among people with severe 
mental illness.  
 
Methods 
A cross-sectional study was carried out in a Swedish city and data were collected from 120 participants 
entering evidence-based supported employment. Participants´ work potential was assessed by The 
Worker Role Interview (WRI). Other instruments used in the study were The Profile of Occupational 
Engagement Scale (POES), Empowerment Scale, and The Brief Psychiatric Rating Scale (BPRS). 
 
Results 
The results showed that work potential increased with age and having rehabilitation support and 
productive activities. Furthermore, work potential was associated with fewer symptoms, and increased 
with increasing level of engagement and empowerment. In fact, engagement in daily activities and 
having less depressive symptoms were excelled to be the most important variables for higher degree of 
work potential among the participants.  
 
Discussion 
The study results suggest that facilitating clients´ return to work should be a prime goal for mental 
health care services. In promoting this, professionals can take actions and provide early vocational 
support services and address clients´ engagement in daily activities. A close collaboration between 
vocational and medical treatment staff members, addressing symptom management should also be 
considered 
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Wendy Bryant, Shelley Harper, Charlotte NorcupWendy Bryant, Shelley Harper, Charlotte NorcupWendy Bryant, Shelley Harper, Charlotte NorcupWendy Bryant, Shelley Harper, Charlotte Norcup    
 
Going out in Kingston 
 
wendy.bryant@brunel.ac.uk 
 
Methods: This participatory action research project aimed to draw on knowledge of social, recreational 
and leisure activities, to inform local work for social inclusion and recovery. Seven people with 
substantial experience of using mental health services joined a research group, which met every week 
for twelve sessions. Previous research was refined and ethically approved. The project was funded by the 
local NHS Trust. Group members were involved all stages of data collection and analysis, using a 
checklist designed and piloted in the group. This covered practical details about recommended places, 
such as the availability of refreshments, as well as opinions on how welcoming a place was and whether 
it was easy to talk to other people there. 
 
Results: 79 checklists were completed, covering 62 places. A wide variety of places were 
recommended, many of which were free. All but one place were easily accessible by public transport. 
Most places were pubs, cafes, outdoor spaces, entertainment venues and leisure centres. Social clubs 
organised by local non-statutory providers were particularly valued. Negative aspects were that 
sometimes places got too crowded. A poster was designed to share the findings locally.  
 
Discussion: The research process engaged the group and the wider community of people using 
community mental health services. They valued the research for its relevance to their lives and scope for 
user involvement. Many local places and facilities were used regularly by participants. A significant 
issue for them was whether to disclose the nature of their health problems. Places where mental health 
issues were openly acknowledged were particularly valued as part of social life, suggesting a 
sophisticated understanding of social inclusion would help justify continued funding and provision. The 
group recommended further research exploring places which were not seen as welcoming, to investigate 
stigma in more depth. 
 

 
David BlazeyDavid BlazeyDavid BlazeyDavid Blazey    
 
What makes people smile? A foundation trust membership scheme to promote recovery, wellbeing and 
social inclusion. 
 
david.blazey@slam.nhs.uk 
 
Introduction: South London and Maudsley NHS Foundation Trust has run a scheme for the last three 
years through which its membership is invited to bid for small amounts of funding for projects under the 
banner of “Make Me Smile”. This paper examines the themes that have emerged within these projects 
and their influence on the provision of services. 
 
Methods: Qualitative analysis of project proposals and working documentation, interviews with 
applicants and participants and identification of influences on service provision. 
 
Results: The scheme has been very successful in meeting its aims. Project themes and outcomes are 
recognised and influential on Trust plans. 
 
Discussion: Projects show a strong pre-occupation with participatory and social activity; there is a high 
level of interest in complementary therapies that promote relaxation, stress reduction and positive body 
image; there is a very strong thread of peer support running through the projects; a high value is placed 



 27 

on activities that relate to particular cultures, or that are gender-specific; there is a generally strong 
emphasis on activity that takes place away from clinical settings. 
 

 
Ulrika BejerholmUlrika BejerholmUlrika BejerholmUlrika Bejerholm    
    
The relevance of time use assessments and interventions for recovery 
 
Abstract: Introduction: Illuminating time use, engagement in daily activities and activity balance in 
people with mental illness, adds a dimension to the understanding of recovery. The aim of this study was 
to investigate time use based assessments in relation to health related variables in people with 
schizophrenia. 
 
Methods: Engagement in daily life and activity balance were estimated among 74 persons with 
schizophrenia by means of the Profiles of Occupational Engagement Scale, POES. Other instruments in 
use were, Locus of Control, Mastery, Sense of Coherence, Brief Psychiatric Rating Scale, and Lancashire 
Quality of Life Profile.  
 
Results: A higher level of engagement in daily life, i.e. daily rhythm between activity and rest, 
meaningfulness, moving around in community without hindrance, and having a variety of activities, was 
related to having less symptoms, increased sense of mastery and coherence, and internal locus of 
control. Satisfaction with the social and living situation, and having someone to rely on or a close friend, 
living in a flat, and working or studying corresponded to a higher level of engagement. Thirty-five 
participants had activity balance, i.e. balance between personal capacity and environmental challenges 
while engaging in daily life activities, but 32 were under-occupied, i.e. impoverished by their social and 
geographical environments and lack of activity opportunities. 
 
Discussion: Nearly half of the group of participants did not have time use patterns that supported 
recovery. Looking ahead, it is important to address time use interventions of personal choice. 
Professionals need to support persons with mental illness in their engagement in daily life, where a time 
use diary can be a tool for discussion and planning time use interventions that support recovery. Based 
on the study findings, meaningful social and work activities are beneficial to include. 
 

 
Jackie HepplesJackie HepplesJackie HepplesJackie Hepples    
 
Physical activity and quality of life in people with psychosis 
 
j.hepples@hud.ac.uk 
 
Introduction: Physical activity has the potential to improve quality of life in people with psychosis 
through augmenting physical, social and mental functioning. Physical activity has been found to 
improve quality of life, physical health conditions, mood and depression (Bize et al, 2007; Rejeski et al, 
1996 Morgan et al, 1970; Biddle and Ekkekakis, 2005; Osei-Tutu & Campagna 2004; Biddle & Mutrie, 
2008). However, research is limited in people with psychosis. The aim of this study is to explore the 
experiences of physical activity in people with psychosis. The potential benefits to quality of life, risks of 
physical activity and the barriers and motivators for physical activity in this population are explored. This 
study forms part of a broader mixed methods PhD investigating physical activity and quality of life in 
people with psychosis. 
 
Methods: Eight semi-structured interviews were carried out with active people who have a diagnosis of 
psychosis. Template analysis was used to analyse the interviews from an interpretive phenomenological 
perspective. 
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Results: The experiences of physical activity were presented extremely positively by the individuals 
interviewed. The preliminary analysis found that physical activity is beneficial to quality of life as it is 
considered as a coping mechanism for the illness, the side effects of the medications and the 
challenges of daily life. Physical activity provided a boost to confidence through improved physical 
health, body image and achievement, which provides a platform to facilitate future aspirations. The 
barriers and motivators to physical activity will also be discussed, alongside implementation of physical 
activity interventions. 
 
Discussion: Exploring the experiences of active people with psychosis is important to enable a greater 
understanding of recovery. This study found that, for people who choose to undertake physical activity, it 
is an extremely positive experience and it is a major influence on their quality of life and recovery. 
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A conceptual framework for personal recovery in mental health  
 
Background: Many authors have defined and elaborated the concept of ‘Personal Recovery’. No 
systematic review has been undertaken.  
 
Aim: To synthesise existing descriptions, definitions and models of personal recovery into a conceptual 
framework for use in mental health research and practice.  
 
Method: A systematic literature search was conducted and modified narrative synthesis approach 
(Popay et al. 2006) was adopted. The three stages of the narrative synthesis comprised: Developing a 
preliminary synthesis; Exploring relationships within and between studies; and Assessing the robustness 
of the synthesis.  
 
Results: 97 were included in the systematic review and narrative synthesis. Three super-ordinate 
categories were identified. Definitions comprised 13 dimensions used to define recovery. Processes 
comprised Connectedness, Hope and optimism about the future, Identity and Meaning and purpose in 
life and Empowerment. Stages were varyingly described, but could be mapped on to the 
Transtheoretical Model of Change (1).  
 
Conclusions: The narrative synthesis process has led to the development of a framework which is 
intended to present a theoretical and robust synthesis of people’s experiences of recovery. This provides 
an empirical basis for future recovery-oriented research and practice. 
 
(1) Prochaska JO, DiClemente CC. The transtheoretical approach. In Norcross JC, DiClemente CC (eds.), 
Handbook of psychotherapy integration. New York: 1992. 
 

 
Clair Le Boutillier, Clair Le Boutillier, Clair Le Boutillier, Clair Le Boutillier, Victoria Bird, Victoria Bird, Victoria Bird, Victoria Bird, Mike Slade, Mike Slade, Mike Slade, Mike Slade, Julie Williams, Julie Williams, Julie Williams, Julie Williams, Mary LeamyMary LeamyMary LeamyMary Leamy    
 
Recovery Orientated Practice 
 
clair.le_boutillier@kcl.ac.uk 
 
Introduction: Despite positive responses of staff to move to more recovery-oriented styles of working, a 
gap remains between the valued importance of promoting recovery and its adoption in routine practice. 
The key components of recovery oriented practice will be outlined and blocks and enablers to 
implementation will be presented. This contribution to the evidence base is key in supporting the 
delivery of recovery oriented services. 
 
Method: A qualitative study using document analysis and focus groups was conducted. A thematic 
analysis of existing international recovery practice guidelines was performed to identify the 
characteristics of recovery oriented practice. Focus groups with NHS staff and team leaders were carried 
out to identify the blocks and enablers to implementation.  
 
Results: Five overarching categories of recovery oriented practice emerged. These are: organisational 
commitment, service environments, interactions with service users, families and carers, support people 
to have control of their own personally defined recovery, and support people to re-establish the rights 
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and responsibilities of citizenship. Themes and sub-themes were identified in order to refine the 
complex categories. These findings were used to provide the context of subsequent focus groups with 
staff and team leaders. Preliminary focus group findings based on the perceptions and experiences of 
staff illustrate what helps or hinders the implementation of recovery oriented practice in the NHS. 
 
Discussion: A synthesis of recovery oriented practice will be discussed alongside implications for 
implementation in the NHS. If recovery-oriented practice is to become a reality, an understanding of the 
factors and processes reported by staff that help or hinder implementation is required. 
 

 
Victoria Bird, Tom Craig, Mary LeamyVictoria Bird, Tom Craig, Mary LeamyVictoria Bird, Tom Craig, Mary LeamyVictoria Bird, Tom Craig, Mary Leamy, Clair Le Boutillier, Julie Williams, Mike Slade , Clair Le Boutillier, Julie Williams, Mike Slade , Clair Le Boutillier, Julie Williams, Mike Slade , Clair Le Boutillier, Julie Williams, Mike Slade     
    
Title: What recovery means to me? – Perspectives on recovery for individuals from Black communities.  
 
victoria.bird@kcl.ac.uk 
 
Theme: Mental health services and recovery or what’s wrong with recovery. 
 
Introduction: Despite an increased emphasis on personal recovery within both mental health services 
and the literature, there is little empirical research regarding the perspectives on recovery. Furthermore, 
the recovery literature has been described as “monocultural”, with authors noting a lack of emphasis on 
Race, Culture and Ethnicity. If services are to be more recovery-orientated, then understanding the 
perspectives of people from minority ethnic communities will be fundamental in helping them to match 
the needs of the diverse communities they serve.  
 
Method: A qualitative study is currently being conducted which includes a systematic review and 
narrative synthesis of the literature followed by 5 focus groups and 15 semi-structured interviews with 
individuals from black communities.  
 
Results: Compared to the majority population literature, five main differences emerged in respect to the 
perspectives of recovery for people from Black communities. These were: an increased emphasis on the 
role of spirituality and religion, additional stigma and discrimination, culturally specific facilitating 
factors, individualistic vs. collectivist values and system level barriers. These emergent themes were 
further explored and expanded upon in the both the focus groups and the individual interviews, with 
participants additionally discussing themes such as “being treated as an individual”, “different 
explanatory models of illness” and “access to talking therapies”. 
 
Discussion: Preliminary themes of recovery from the perspectives of Black participants will be discussed 
alongside practice recommendations and implications of these themes for the IRIS trial and for mental 
health services in general.  Further empirical research is required to validate the findings presented.  
 

 
Julie Williams, Julie Williams, Julie Williams, Julie Williams, Victoria Bird, Victoria Bird, Victoria Bird, Victoria Bird, Mary LeamyMary LeamyMary LeamyMary Leamy, Clair Le Boutillier, Mike Slade , Clair Le Boutillier, Mike Slade , Clair Le Boutillier, Mike Slade , Clair Le Boutillier, Mike Slade     
 
The development of a new measure of the recovery-orientation of services (the INSPIRE) 
 
julie.williams@kcl.ac.uk 
 
Introduction: Promoting recovery is now policy for mental health services. One challenge is how to 
assess their progress in doing this. This is linked to issues regarding definitions of recovery and how 
these are operationalised for use. Measures have been developed to assess the recovery-orientation of 
services, but these have limited psychometric properties and there are no measures which have been 
developed for use in the UK. This paper will describe the development of a new measure (the INSPIRE), 
which has been developed as part of the REFOCUS project to assess the recovery-orientation of services 
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from a service user perspective.  
 
Methods: A systematic review of measures of the recovery-orientation of services was undertaken which 
found no measures suitable for use in the UK. A new measure has been developed to address this gap. 
This measure, (the INSPIRE), was underpinned theoretically by a conceptual framework of personal 
recovery (Leamy et al 2010), and a thematic analysis of recovery oriented practice (Le Boutillier et al 
2010 – in preparation). These frameworks were used to identify the important aspects of recovery and 
recovery-orientation to be included in the measure. An initial version was consulted on with the expert 
advisory committees of the REFOCUS programme. The resulting measure was then piloted with 20 
service users, and will then undergo psychometric testing with 80 service users. The final version of the 
measure will be used as part of the evaluation of the REFOCUS Randomised Control Trial of a recovery 
intervention in mental health services.  
 
Results: The measure will be presented and discussed with details given of the development process. 
 
Discussion: Services need to be able to assess their effectiveness in promoting recovery. The need for 
relevant and psychometrically sound outcome measures, and the issues regarding the measurement of 
recovery will be discussed, in the context of the development of a new measure (the INSPIRE). 
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John Crowley, Mr CookJohn Crowley, Mr CookJohn Crowley, Mr CookJohn Crowley, Mr Cook    
 
Enabling Carers to administer depot injections 
 
j.j.crowley@gre.ac.uk 
 
Introduction: Meaningful employment is an important part of an individual’s personal recovery journey. 
The aim of the paper is to inform and challenge the audience to ‘hear’ how a service user request, that a 
family member administer a depot injection, led to a collaborative study with the view to develop policy 
and practice within a recovery paradigm. 
 
Methods: An action research designed study. Methodology included semi structured interviews with 
prescribers, carer’s groups and administrators of depot injections, field notes, and pre and post Quality 
of life, Drug Attitude and Carer Burden questionnaires. 
 
Results: The service user in this case study has been enabled to ascertain employment- while a part of 
the mental health team expects him to attend for his depot medication - his employer expects him to 
work. This paradox has resulted in costing the client and organisation distress. For the client who is in 
employment, this necessitates taking time off work, letting his employer know of the need to take time 
off (stigma). Additionally, having the injection on a working day impedes the client’s employment 
effectiveness through the absorption of the medication making the clients sleepy and drowsy. For the 
family, taking 12 out of 18 days of entitled annual leave; to attend the depot clinic has significantly 
reduced valued family time.  
 
Discussion: In the UK, I will argue, we use the word ‘recovery’ too much without really understanding it. 
Policy makers use and refer to it a lot. Recovery is however, a huge concept and it is used within mental 
health services as a container. Empowerment is a multi-level concept. It is at the level of the individual, 
the level of the organisation (the meso-level) the level of the policy (macro-level). There must be an 
interaction between the levels if all parties are to accept and benefit from this development. 
 

 
Elina Baker, Jason Fee, Elaine HewisElina Baker, Jason Fee, Elaine HewisElina Baker, Jason Fee, Elaine HewisElina Baker, Jason Fee, Elaine Hewis    
 
From taking to using medication: a recovery orientated approach to prescribing and medicines 
management 
 
elina.baker@nhs.net 
 
We would like to apply for a 90 minute slot to deliver a training workshop, along the following lines: 
 
Medication is a key intervention provided by mental health services. However, there is little guidance 
available on how medication can be provided in a recovery orientated way. People who use services and 
mental health workers often place very different value on medication, with people using services 
emphasising the importance of other personal strategies with which medication may interfere. This 
raises the question of what role medication has to play in personal, as distinct from clinical, recovery 
and how workers can support people in actively using medication as a tool alongside other strategies to 
maintain health and support wellbeing. 
 
In this workshop we will attempt to address this question by: 
 
• Reviewing the literature describing approaches to recovery based prescribing and medicines 
 management  
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• Presenting qualitative data from interviews with people who take medication for mental health 
 reasons and their supporters, conducted as part of the Devon Partnership Trust Recovery Orientated 
 Prescribing Project 
• Reconceptualising medication as a tool that people can choose to use in individualised ways in 
 support of their personal recovery goals 
• Describing practices which can enable people to take an active stance in relation to their medication, 
 such as shared decision making, accessing and evaluating different sources of information about 
 medication, including professionals and peers and conducting collaborative experiments. 
• Using scenarios to explore how these practices could be applied in different situations 
• Engaging with issues around crisis, compulsory treatment and risk management 
• Sharing good practice guidelines developed within Devon Partnership Trust 
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Joanne Jones, Vytas Velyvis, Lindsay OadesJoanne Jones, Vytas Velyvis, Lindsay OadesJoanne Jones, Vytas Velyvis, Lindsay OadesJoanne Jones, Vytas Velyvis, Lindsay Oades    
 
Interprofessional Collaborative Recovery Model (ICRM): Our Shared Journey of Recovery and 
Rediscovery 
 
jonesjo@ontarioshores.ca 
 
Introduction: Our tertiary care mental health facility recognized the need to build a culture that 
supported the excellence in knowledge, skill and judgment of our staff while embracing a recovery-
oriented philosophy. With support from the Board of Directors and Senior Leadership, there was 
commitment to transform the organization by incorporating an Interprofessional Collaborative Recovery 
Model (ICRM) into clinical practice. A partnership was developed the Illawara Institute and University of 
Wollongong in Australia to provide a comprehensive experiential training program based on the 
Collaborative Recovery Model (Crowe et al., 2006; 2008).  
 
Methods: A plan was developed to provide training to all senior leaders, physicians, nursing, allied 
health and non-clinical staff throughout the organization. ICRM and a recovery philosophy was 
embedded throughout the strategic planning framework of the project which included: Human 
Resources, Policy and Procedure, Research, Standards and Model of Care as well as Curriculum and 
Training.  
 
Results: Our project is a multi-tiered approach designed to sustain the learning that supports the 
integration of our ICRM while using validated recovery-based research measures (e.g., recovery 
knowledge, attitudes, satisfaction and wellness) for both clinical staff and consumers. To ensure 
continuous quality improvements of this project, the ICRM is sustained through a wide range of 
organizational factors including: the embedding of recovery principles into human resources and 
performance appraisal systems, longitudinal research and evaluation monitoring, implementation of 
recovery-oriented care planning, recovery rewards and recognition, and growth of a grass roots recovery 
champion movement. 
 
Discussion: For this model to be operationalized there was a recognized need for it to be 
comprehensively woven through all of the systems within the organization. The experiential nature of this 
training provided opportunity for both structured learning and self-reflection that promoted professional 
transformation. Both qualitative and quantitative outcomes provide overwhelming support for the 
knowledge translation of this organizational change project. 
 

 
Vytas Velyvis, Joanne Jones, Lindsay OadesVytas Velyvis, Joanne Jones, Lindsay OadesVytas Velyvis, Joanne Jones, Lindsay OadesVytas Velyvis, Joanne Jones, Lindsay Oades    
 
Longitudinal Follow-up Evaluation of the Interprofessional Collaborative Model: 3-month Staff Recovery 
and Wellness Outcomes 
 
velyvisv@ontarioshores.ca 
 
Introduction: There is a growing body of literature suggesting that “recovery” is becoming well-
incorporated as a theoretical concept that has shown evidence of growing acceptance amongst 
consumers, providers, and health systems. However, there is a lack of empirical evidence that shows 
lasting long-term benefits to consumers and providers following successful organizational 
transformation towards recovery-oriented service. The current study attempts to fill this gap by 
presenting the initial 3-month staff outcomes from a larger longitudinal evaluation of a recovery-based 
staff training program in which both provider and consumer outcomes were prospectively assessed over 
18 months.  
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Methods: All 575 clinical staff from a large tertiary mental health care facility in Ontario, Canada 
(Ontario Shores Centre for Mental Health Sciences) received a mandatory 5-day training program based 
on the Collaborative Recovery Model (Crowe et al., 2006; 2008). Staff were administered measures of 
psychological well-being, burnout, intrinsic job satisfaction, and therapeutic alliance, as well as 
recovery-based measures including the Recovery Knowledge Inventory, and the Recovery Attitudes 
Questionnaire. Consumer outcomes were also being evaluated, though at the time of this study there 
was insufficient data to conduct reliable analyses.  
 
Results: Initial 3-month staff results highlight the positive impact of recovery training staff outcomes 
including significant increases in well-being (autonomy, self-acceptance, and environmental mastery), 
and improved therapeutic alliance with consumers. Significant decreases in burnout at 3 months were 
also found (i.e., work-related depersonalisation and emotional exhaustion). Finally, significant 
improvement in recovery knowledge, and attitudes were found at 3 months compared to baseline.  
 
Discussion: These early results suggest that the beneficial effects of Collaborative Recovery training are 
more than just theoretical, and can be demonstrated empirically as efficacious soon after education 
and implementation. It remains to be seen whether these benefits will be observed within the consumer 
samples and beyond the 3-month follow-up period. 
 

    
Sylvia Grant Sylvia Grant Sylvia Grant Sylvia Grant     
 
Collaborative Recovery Model – Implementation of an evidence-based, recovery-oriented methodology 
in a not for profit mental health service 
 
Introduction: In 2009, Neami, a large not for profit mental health organisation commenced the 
implementation of the Collaborative Recovery Model (CRM) across its 25 service sites operating in five 
Australian states. Kotter’s 8 step change model and Bridges Transition approach informed the 
implementation process. In this presentation we report the first six months of practical experience 
working within the CRM and the impact of values clarification and coaching on the organisational 
uptake of the new model of working. 
 
Methods: An initial two days of training and planning was conducted with 50 managers and team 
leaders where they were introduced to CRM. A values clarification exercise was also conducted that 
linked the values of CRM with those held by staff and the organisation. This was followed by a three day 
training program for all staff. Staff were also encouraged to use the same protocols in a parallel process 
for their own staff development plans and for service planning. 
 
Results: A whole of organisation approach with central coordination achieved a high level of acceptance 
by consumers but the culture change was more difficult for staff. Coaching, as suggested by the 
literature, was found helpful in keeping the change process on track. The stages of the CRM 
implementation process at Neami were found to correspond with Kotter’s 8-step change model. 
 
Discussion: Experience has shown Neami that for any change to be successful people need to 
understand the reason for the change and how they can play a part in it. Staff participation in 
organisational change and transition processes has been crucial in the development of an 
organisational culture characterised by an on-going commitment to quality outcomes for consumers. 
 
Utilising CRM protocols in a parallel process with staff has reinforced the underlying values of CRM and 
may prove to be a powerful strategy to help staff integrate the new protocols into their daily work. 
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Merrilee Cox, Adam  ZimmermannMerrilee Cox, Adam  ZimmermannMerrilee Cox, Adam  ZimmermannMerrilee Cox, Adam  Zimmermann    
 
Evaluation of a multi-site trial of the Flourish program within Neami 
 
merrilee.cox@neami.org.au 
 
Introduction: The Flourish Self-Development Program is a group-based, peer-facilitated program based 
on the Collaborative Recovery Model . In 2010 Neami, a national not for profit mental health 
organisation, recruited 11 Peer Support Workers to facilitate the Program at Neami across 5 sites. This 
presentation discusses the findings of an evaluation of the initial delivery of the Flourish program within 
Neami. 
 
Methods: The evaluation explores the impact of the program on both facilitators and participants. 
Interviews are conducted with facilitators both before and after the program to discuss the impact on 
them personally and their perceptions of the effectiveness of the program. Impact on participants is 
assessed using the following pre- and post measures: 
Mental Health Continuum Short Form (MHC-SF) consisting of 14 items designed to determine 
emotional, psychological and social well being. The Self-Identified Stage of Recovery (SISR) is a two-
part scale assessing both the stage of recovery (SISR-A) and the component processes of recovery 
(SISR-B) for people with mental illness 
 
Results: The following data analysis techniques will be employed in the evaluation project: 
 Thematic analysis of qualitative interview responses. Analysis of demographics of participants, Mean 
pre/post scores of Mental Health Continuum and SISR A & B (Paired T-Test). Repeated measures 
ANOVA (Analysis of Variance) of Mental Health Continuum and SISR A & B. 
 
Discussion: Findings from the evaluation will provide an indication of the effectiveness of the program in 
improving the psychological well being of participants. The evaluation will also provide some insight into 
the experiences of the peer support workers involved in delivering the program. The evaluation findings 
will be used to inform the delivery of subsequent Flourish programs, particularly in relation to where 
possible improvements can be made. 
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Finn Blickfeldt Juliussen, Jens Hjort Andersen,Finn Blickfeldt Juliussen, Jens Hjort Andersen,Finn Blickfeldt Juliussen, Jens Hjort Andersen,Finn Blickfeldt Juliussen, Jens Hjort Andersen,    
 
A Different Piece to the Puzzle 
 
fbj@socialpsykiatri.dk 
 
Introduction: The Danish Psychosocial Rehabilitation Information Centre presents both a 3-year 
Rehabilitation project called "Service User Employee" and a follow up investigation 3 years later as to 
whether or not the participants still obtain a work position and how they value their wellbeing. The 
project included 109 people holding educational backgrounds within social work and health care who 
had previously received a psychiatric diagnosis. The aim was to improve the participants' personal skills 
to enable them to use their lived experiences professionally as user employees with dual competencies 
in the daily rehabilitation work in mental health services. The project was focused on 3 basic 
assumptions as to the significance of the employees on a workplace: 1) be important role models for 
recovery and help remove prejudices against people with mental illnesses. 2 facilitate a visible cultural 
integration of user perspectives within mental health and social services. 3 inspire managers and 
colleagues to a more rehabilitation-orientated approach. 
 
Methods: The project is structured around the approach of Individual Placement and Support and place 
then train. More specifically the project comprises 5 vital components forming the framework for the 
individual employee's reintegration into the labour market: The combination of a customized training 
programme and internship period. Individually adjusted follow-up, networking between service user 
employees, ownership both at managerial, collegial and at service user level, cooperation between 
mental health, social and labour services. 
The method of the follow up investigation is an individual questionnaire and case studies. 
 
Results: 82 out of 109 participants completed the one-year programme. The follow up investigation 3 
years later shows that 78% maintains their work and have experienced a general improvement of their 
well-being. 
 
Discussion: Some of the 5 components of this particular IPS inspired model seem to be more related to 
support success for each participant than other of the 5 components. The follow up investigation 
indicates that training and internship is more related to success than the other three components and 
we would like to address these and other findings in a discussion of how best to support the individual's 
reintegration into the labour market. 
 

 
Nick RobertsNick RobertsNick RobertsNick Roberts    
 
Using lived experience to support non-mental health workers with recovery oriented practice 
 
nick@mhcc.org.au 
 
Introduction: The MHCC Learning and Development Unit has a remit to provide training to develop the 
Community Mental Health Sector in NSW (Australia). However, there is a great need for mental health 
training for non mental health workers as well (e.g. workers in housing, employment, family support, 
alcohol and other drug, and education providers, etc). Existing training has failed to fully meet the needs 
of these workers as it has been illness focussed, and developed from a medical model point of view. The 
“Mental Health Connect” training was developed by MHCC to assist workers who provide ongoing 
support to consumers, in line with recovery oriented practice.  
 
Methods: There has been consumer input and leadership throughout development of the training and 
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review process, facilitated by a sector-wider reference group. At least one of the two training facilitators 
is a consumer or carer. This ensures that consumer/carer input provides value and is not tokenistic or 
superficial. 
 
The project includes the development of a career pathway for consumers/carers (through supporting 
people to become trainers, get qualifications in workplace training/assessment, etc). Post training 
surveys have been used to collect qualitative and quantitative data from training participants.  
 
Results: Results of post-training surveys and training statistics will be presented, including proportion of 
participants from non mental health specific work settings. Qualitative data around individual and 
organisational changes that have been made since attendance at the Mental Health Connect course will 
also be presented.  
 
Discussion: MHCC has formed strong partnerships with industry, consumers and carers to ensure 
service provision is based on a recovery orientated framework. The focus of the MHCC Learning and 
Development Unit (LDU) has been to provide learning and development opportunities which contribute 
to better utilisation of skills and wider employment and career opportunities for workers within the 
community mental health sector of NSW. Now Mental Health Connect has provided MHCC with the 
opportunity to extend our scope, and provide recovery oriented training to the broader community 
sector, facilitating partnerships and enabling mental health consumers to engage with community 
services that better understand recovery orientated practice. 
 

 
Karin PersKarin PersKarin PersKarin Perssonsonsonson    
 
Oral health problems and support as experienced by people with severe mental illness living in 
community-based subsidized housing – a qualitative study 
 
karin.persson@mah.se 
 
The purpose of this study was to explore how persons with severe mental illness experience oral health 
problems (especially dry mouth), and weigh the support they received in this regard from professionals 
and staff at community-based congregate housing through a controlled intervention programme. Oral 
health problems and dry mouth are found in association with apathy and indifference, cognitive deficits, 
and long-term medication with psycho-pharmacological drugs. The present study describes the results 
from one part of a longitudinal intervention program, which sought effective ways of mitigating dry 
mouth through increased support with oral health problems. This part consists of 67 informal interviews 
with ten participants in two community-based urban housing projects between November 2006 and 
June 2007, with a follow-up session in December 2007. Content analysis of the results yielded five 
categories: The shame of having poor dental health, history of dental care, experiences of self-care, 
handling of oral health problems, and experiences of staff support. Poor oral health caused shame and 
limited participation in social activities. Participants avoided oral health issues by such circumventions 
as denial of a tooth ache or dental infections, or postponing oral problems with the hope that they would 
die away. Offers of support were frequently resisted because of unsatisfactory prior encounters with 
dental professionals and staff. Our findings suggest that self-care needs to be facilitated in an 
unobtrusive manner with minimal staff involvement, and clients should be referred to dental care 
providers experienced in treating people with severe mental illness. 
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Bridget Hamilton, Evan BicharaBridget Hamilton, Evan BicharaBridget Hamilton, Evan BicharaBridget Hamilton, Evan Bichara    
 
Testing our Strength: Analysis of Consumer Narratives in the Evaluation 
 
bh@unimelb.edu.au 
 
Introduction: The Strengths Model of Case Management is an internationally recognized,  
Recovery oriented approach. Despite the Model's central focus on consumer goals, evaluations have 
been focused on system efficiencies and clinician perspectives of outcomes, rather than on consumer-
centred views or outcomes. In this paper we present findings from a consumer-led evaluation of 
Strengths Case Management in an Australian clinical service. 
 
Method: Twenty consumers of an intensive case management service chose to participate in in-depth 
interviews with a consumer researcher. Narrative analysis was employed to amplify consumer 
experiences of Strengths Case Management and thematic analysis was also applied, to draw together 
recommendations from participants. 
 
Results 
Consumer narratives provided rich accounts of trust and engagement that could develop between case 
managers and consumers over time. When placed within the wider experience of consumers, the stories 
also conveyed the modest part played by case management, relative to other important influences in 
many consumers’ lives. Thematic analysis highlighted the importance of the quality of case 
management relationship, timing and responsiveness, in order for the service to provide an intensive 
involvement that was valued by consumers. Issues of involuntary treatment, and of case managers’ 
emphasis on medication, presented serious obstacles to fuller engagement, for consumer participants. 
 
Conclusion 
A report and feedback was provided directly to the intensive teams; consumer narratives were also 
collected into a book for wider dissemination. These resources and presentations by consumer 
spokespersons were incorporated into subsequent training of new case managers. The study shows how 
evaluations of recovery oriented services in particular might take seriously the consumer views, 
experiences and stories. 
 

 
Elisabeth ArgentzellElisabeth ArgentzellElisabeth ArgentzellElisabeth Argentzell    
 
Factors influencing experienced satisfaction and value in everyday occupations among people with 
severe mental illness. Comparing day centre attendees with non-attendees. 
 
Elisabeth.Argentzell@med.lu.se 
 
Themes : 1. Recovery and mental health services 
Abstract: Introduction: The subjective experiences of everyday occupation, here operationalized as 
occupational value and satisfaction with daily occupations, are important for the well-being of people 
with severe mental illness and are likely to vary with factors such as being a day centre attendee or not, 
the individual’s actual performance of occupation, sense of self-mastery and socio demographic and 
clinical factors.  
 
Methods: The study held a total of 175 participants; 93 attended a day centre and 82 did not. The data 
collection concerned; subjective experience of everyday occupations, occupation as actual doing, self-
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mastery, and socio demographic and clinical factors.  
 
Results: The results showed that day centre attendees experienced higher levels of both occupational 
value and occupation as actual doing, while the groups perceived a similar level of satisfaction with 
daily occupations. For the total sample, self-mastery influenced both valued and satisfying everyday 
occupations while only value was affected by occupation as actual doing. Satisfaction with daily 
occupation increased with age and both the experience of value and satisfaction increased with lower 
levels of psychiatric symptoms.  
 
Discussion: Day centres seemed to provide experiences of occupational value and stimulate actual 
doing in the day centre group. Still, a lack of difference between the groups regarding satisfaction with 
everyday occupations implied that day centres might not cover all important occupational needs and 
should go beyond the day centre arena in the provision of support. Moreover, the target group’s sense of 
self-mastery should be highlighted, since self-mastery seemed to be an important key in achieving 
positive subjective experiences in occupation. This requires that the person is engaged in his or her 
rehabilitation process, including all aspects of life. An empowering and recovery oriented approach from 
staff members is crucial, as both empowerment and recovery have been shown to be connected to the 
experience of self-mastery. 
 

 
Patte RandalPatte RandalPatte RandalPatte Randal    
 
The “Recovery Model” – Transformational education for clinicians, the people we serve and their 
families. 
 
patter@adhb.govt.nz 
 
Introduction: Working in a recovery paradigm is an expected part of psychiatric practice in New Zealand. 
Managing risk is often seen as diametrically opposed to a recovery approach. The “Re-covery Model” 
(Randal et al. 2009) has been developed by clinicians and others with lived experience of recovery from 
psychosis and integrates a developmental, stress-vulnerability and strengths/resilience approach to 
mental health, viewing crises (including risk behaviours) as opportunities to create victorious cycles, 
rather than perpetuating vicious cycles. In Auckland, it has been incorporated into a collaborative 
approach to help the people we serve better understand their stories and master their recovery journeys. 
It has been adopted as part of key worker and care co-ordinator training and in the regional psychiatry 
registrar training program, peer support worker training, as well as in training for Asian Mental Health 
community support workers. It is being taught at postgraduate level to nurses, occupational therapists 
and social workers. Families are beginning to recognise the usefulness of the model. 
 
Methods: An informal action research methodology has been used over the past 8 years to evaluate 
outcomes of the approach and continuously modify it in accordance with both quantitative and 
qualitative feedback.  
 
Results: The “Re-covery Model” will be presented, as will evaluation of the Key Worker, Care Co-
ordinator, Peer Support, and Asian Mental Health training, group programmes and individual outcomes. 
Outcomes demonstrate a change towards recovery-focussed attitudes and values and that the “Re-
covery Model” is well received by clinicians, service clients and family members alike as a tool to help 
with self-understanding and self-care. 
 
Discussion: This evidence suggests that the “Re-covery Model” may be a useful shared model that can 
be understood at different levels of complexity to help facilitate the necessary culture shift required to 
support recovery focused care within clinical teams, and assist in self-understanding and self-
management of risk patterns. 
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Joanne McLean, Rebekah Pratt, Hannah BiggsJoanne McLean, Rebekah Pratt, Hannah BiggsJoanne McLean, Rebekah Pratt, Hannah BiggsJoanne McLean, Rebekah Pratt, Hannah Biggs    
 
Evaluation of the Delivering for Mental Health Peer Support Worker Pilot Scheme 
 
Introduction: Pilot schemes were developed in five Health Board areas where Peer Support Workers 
were trained, and then employed, to fill new positions within NHS teams in a range of settings. An 
evaluation was commissioned by the Scottish Government to assess the impact of the peer support pilot 
on service users, peer support workers and the wider service system as well as assessing the process of 
implementation at national and local levels. 
 
Methods: In-depth interviews, a satisfaction survey and a significant events analysis were used to track 
the process of implementation and the impact of the new peer support workers on the service teams and 
systems within which they worked.  
 
Findings: Peer support offers a unique and complementary role to mental health teams, strengthening a 
team-based approach to recovery, which formally values the contribution of sharing lived experiences. 
Peer support can be successfully implemented in a wide variety of service settings, although some staff 
remained resistant to peer support. There were important variations in some aspects of the role within 
specific settings, including salary.  Peer support workers were welcomed by service users and benefited 
them e.g. mainly by giving hope, reducing feelings of fear and self-stigma, encouraging service users to 
take on new strategies for recovery. Peer support workers were able to bridge the 'them and us' gap 
between service users and professional teams. Most grew in confidence and strengthened their recovery 
as a result of overcoming the challenges of integration to mental health services. Peer support workers 
require support to help them maintain their recovery and wellness during employment as well as 
develop their role.  
 
Discussion: Recommendations for the future implementation of peer support in mental health services 
are made, although a number of issues remain unresolved e.g. sharing information within multi-
disciplinary teams and career development. 
 

 
Dorit Redlich, NaDorit Redlich, NaDorit Redlich, NaDorit Redlich, Naoooomi Hadasmi Hadasmi Hadasmi Hadas----Lidor, Penina WeissLidor, Penina WeissLidor, Penina WeissLidor, Penina Weiss    
 
Mediated Learning Experience Intervention Increases Hope of Family Members Coping with a Relative 
with Severe Mental Illness 
 
dorit-60@zahav.net.il 
 
Hope is central in recovery of the mentally ill, and family attitudes play an important role. Hope may be 
mediated by cognitive and communication processes. The ‘‘Keshet’’ program is aimed at enhancing 
communication of family members with the use of cognitive pathways (Mediated Learning Experience). 
The present study examines whether the program effectively increases hope in family members in regard 
to themselves versus their hope for their ill relative.  
Methods: Forty nine family members who participated in the ‘‘Keshet’’ program for 6 months comprised 
the experimental group. The control group comprised 22 family members who underwent no structural 
intervention. Hope was measured at baseline and after 6 months using the Hope Scale developed by 
Snyder.  
 
Results: No difference in self-perception of hope was detected in Hope Scores between groups. 
However, the experimental group displayed a significant increase in their hope toward the ill relative 
with a concomitant decrease in the gap between hope of family members in relation to themselves 
versus their hope toward the ill person. ‘‘Keshet’’ significantly increased hope of families concerning the 
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ill person, while decreasing the gap between hope of family members regarding themselves and the 
affected person.  
 
Conclusion: Keshet program may contribute to the increase of the families’ hope in the recovery journey 
of mentally ill family members. 
 

 
CCCClaire Ramsaylaire Ramsaylaire Ramsaylaire Ramsay,,,,    Beth Broussard, Michael ComptonBeth Broussard, Michael ComptonBeth Broussard, Michael ComptonBeth Broussard, Michael Compton    
 
Life and treatment goals of individuals hospitalized for first-episode nonaffective psychosis: 
Opportunities for recovery-oriented tailoring of early psychosocial interventions 
 
Abstract: Background: First-episode psychosis typically emerges during late adolescence or young 
adulthood, interrupting achievement of crucial educational, occupational, and social milestones. 
Recovery-oriented approaches to treatment may be particularly applicable to this critical phase of the 
illness, but more research is needed on the life and treatment goals of individuals at this stage. 
 
Methods: Open-ended questions were used to elicit life and treatment goals from a sample of 45 
people hospitalized for first-episode psychosis in an urban, public-sector setting in the southeastern 
United States. Participants were, on average, 23.4 ± 4.4 years of age, with a mean educational 
attainment of 11.5 ± 2.1 years. Thirty-four (75.6%) were male, 41 (91.1%) were African American. 
 
Results: When asked to list their top three life goals for the upcoming years, the top priorities were: 
employment, education, health and stability, housing, relationships, financial stability, transportation, 
art and music, spirituality, traveling, and gaining independence. Regarding treatment goals, 
participants reported a desire to address specific symptoms, obtain and stay on medication, and 
maintain their physical health. Perceived opportunities for assistance from mental health professionals 
revolved around having someone to talk to, taking medications, and gaining a better understanding of 
their diagnosis. However, participants appeared to be remarkably open to other types of assistance 
(vocational or education assistance, for instance) when asked directly.  
 
Conclusions: These findings resonate with at least four emerging or recently advanced paradigms in the 
field of mental health treatments: (1) recovery and empowerment, (2) shared decision-making, (3) 
community and social reintegration, and (4) a phase-specific approach to the treatment of psychotic 
disorders. These paradigms and the stated goals of participants in this sample all support the potential 
utility of early psychosocial interventions, such as supported employment and supported education, for 
first-episode psychosis. 

 
Suzanne VogelSuzanne VogelSuzanne VogelSuzanne Vogel----ScibiliaScibiliaScibiliaScibilia    
 
Spirituality and Recovery - Intervention Utilizing St Dymphna 
 
svs2u@hotmail.com 
 
Traditional mental health service delivery often avoids assisting users/consumers of services with their 
spiritual health and coping skills. Beaver County Psychiatric Services. A consumer-operated mental 
health treatment centre in Beaver, Pennsylvania undertook a study involving twenty Roman-Catholic 
consumers with severe and persistent mental illness who spontaneously expressed a desire to use 
spirituality in their recovery. A pre-structured discussion about the veneration of St Dymphna, the patron 
saint of persons with mental illness, was undertaken. Consumers who went to church regularly or 
attended holy days of obligation were noted to overwhelmingly report the intervention as positive and 
spiritually affirming. These two factors - more than self-perceived religiosity or acute desire to become 
more religiously focused - were associated with use of veneration of St Dymphna within a two month 
follow-up and reported recovery-based benefit. Additionally none of the twenty consumers were 
previously aware of St Dymphna's possible role for Roman Catholic consumers.    
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Josh Cameron, Angie Hart, Helen ArnoldJosh Cameron, Angie Hart, Helen ArnoldJosh Cameron, Angie Hart, Helen ArnoldJosh Cameron, Angie Hart, Helen Arnold----JenkinsJenkinsJenkinsJenkins    
 
Resilience, recovery and equalising service user, academic and practitioner knowledge through 
partnership working 
 
j.cameron@brighton.ac.uk 
 
The concept of 'resilience' shares with 'recovery' a concern with recognising and developing the 
strengths and hopes of people in challenging situations. Most 'resilience' research has focused on 
understanding children and families facing adversity. 'Resilience' has begun to be applied adult mental 
health situations as a potentially important support to recovery. 'Resilience' is often understood as a 
complex phenomenon located as much in the environment as in an individual. As such it can 
compliment the individual focus of the recovery journey attending to external as well as internal 
supportive mechanisms. In this way it points to a collaborative approach between service users and 
professionals for research and practice development. 
 
This presentation will explore the relationship between resilience and recovery. Lessons learnt from the 
collaborative development of a resilient toolkit: 'Resilient Therapy' through a 'community of practice' of 
service users, carers, practitioners and academics will be shared and the possibility of this approach for 
supporting adult mental health recovery practices and research will be considered. Finally proposals for 
adapting 'Resilient Therapy' as a self help and service provider toolkit to support adults recovering from 
mental health problems will be discussed. 
 
This session draws on the authors' varied personal, practice and research experience. Angie Hart is a 
parent of children with special needs adopted from the care system, a former Child and Adolescent 
Mental Health practitioner and Professor of child and family health who has written extensively on 
'resilience'. Helen Arnold-Jenkins is a parent of children with special needs, a user of mental health 
services. She helped develop 'Resilient Therapy' practices and trains parents and young people in its 
use. Josh Cameron is an occupational therapy lecturer with an adult mental health practice background, 
his doctoral research involves considering the relevance of the concept of 'resilience' to workers 
recovering from mental health problems. 
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GrGrGrGrááááinne Fadden , Michele Gladdeninne Fadden , Michele Gladdeninne Fadden , Michele Gladdeninne Fadden , Michele Gladden    
 
Recovery for family members and carers 
 
Mental health services focus primarily on the service user, and the recovery movement has followed this 
model. Sufficient attention is not given to those who are important in the service user’s social network – 
family, close friends, loved ones, and neighbours. Those who are close to someone with a serious 
mental health difficulty can find the experience traumatising, it can have a major impact on their own 
lives, hopes and aspirations, and they can also feel devalued, blamed or stigmatised. Even when carers 
or family members are included in discourses relating to recovery, it is typically in terms of how they can 
support the recovery of the service user, with no attention being paid to their own recovery journey. 
 
This symposium will be presented jointly by a professional and a carer who is a mother of two sons with 
psychosis. During the symposium, participants will be introduced to a range of issues: 
 
• What scant research or writing exists on the concept of recovery for carers  
• The impact of having a close family member with a mental health difficulty – ‘We would not have 
chosen the life we have’ and the range of feelings such as grief, loss, anger and guilt that can be 
experienced 
• The impact on the health of carers 
• The recovery journey for carers – to acceptance and hope  
• Turning points 
• Steps to recovery – boundaries, detaching, distancing, setting personal goals 
• Positive benefits of caring and supporting – resilience and confidence 
• Concepts of co-recovery – recovery paths can be intertwined 
• Stages of recovery 
• Helping family members on the recovery path 
 

 
MarieMarieMarieMarie----Carmen Castillo, Marie Koenig, FrançCarmen Castillo, Marie Koenig, FrançCarmen Castillo, Marie Koenig, FrançCarmen Castillo, Marie Koenig, François Petitjean, Alain Blanchetois Petitjean, Alain Blanchetois Petitjean, Alain Blanchetois Petitjean, Alain Blanchet    
 
“Thanks to schizophrenia I've understood my system of thought” 
 
mc.castillo@wanadoo.fr 
 
Introduction: The notion of recovery applied to schizophrenia has theoretical implications concerning 
the course of schizophrenia and clinical impacts on the mental health care system. We need to go on 
collecting clinical data to improve our comprehension of this dynamic process. 
  
Objective: We present a study of the journey of one patient being in recovery. The patient is 35 years old, 
has been diagnosed as having schizophrenia (DSM IV criteria) and is treated with antipsychotics. The 
duration of illness is 16 years. 
  
Deontology: The patient gave his written consent to be associated to the research, and has agreed for 
his name to appear as co-author. 
 
Methods: Symptomatology was assessed by the BPRS; recovery was assessed by the STORI; the history 
and the actual perception of the disease were assessed by a semi-structured research interview.  
 
Results: Five items of the B.P.RS. met a positive score, attesting that symptomatic remission is not 
achieved. According to the STORI, the patient is experiencing the last stage of recovery process, the 
“growth”. 
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The patient still perceives himself as being “ill” but he argues that schizophrenia “has revealed his real 
personality”. He accurately describes his experience of schizophrenia as a metamorphosis producing 
“serenity” and a better comprehension of his own functioning and an emerging ability to control his 
thoughts and his relations to others. 
  
Discussion: Recovery does not systematically imply symptomatic remission and a return to the previous 
functioning. On the contrary, our patient explains how the changes produced by schizophrenia have 
positively impacted his personal construction and his feeling of self-fulfilment. 
 
Conclusion: It seems very important to us to bring out testimonies of patients being in recovery, first of 
all to give hope to all persons concerned by schizophrenia. 
 

 
 
Ruth LeitneRuth LeitneRuth LeitneRuth Leitnerrrr    
 
Partnership in Supported Employment 
 
The importance of work in the process of recovery has been well documented and has become an 
integral part of evidence based practice over the past two decades. Enosh, the Israeli Association for 
Mental Health, has operated a Supported Employment program since 2002, enabling close to 1000 
consumers to find jobs of their choice in the open market. 
  
Over the past seven years, our service evolved and developed the principle of Active Participation of the 
Consumer in the placement process based on the recovery movement focus that the consumer is 
his/her own best expert. The process requires a partnership based on mutual trust, active participation 
in decision making and a joint division of responsibility in all stages, from the first contact with the 
prospective candidate through the entire process of intake, job-seeking, integration into the work place, 
decisions about disclosure, and choice of interventions. 
 
This approach requires change in the basic perception and attitudes of all involved: the consumer 
him/herself, the family, the mental health team, the employment specialist as well as in the community 
at large. Engaging consumers and mental health teams presents a challenge, requiring the 
development of unique and creative tools suited to individual needs. 
In April 2010 Enosh opened a course for supported employment specialists in conjunction with Strive, 
Israel. Of the 30 participants in the course, five are consumers who were formerly service users and are 
now receiving training to become service providers in the complex field of supported employment. Their 
perspective adds a unique dimension to the content and process in the course. 
The process of change is slow and uneven, frequently causing resistance. However, we believe that with 
persistence, determination and inclusion of consumers as providers, our service will lead to significant 
improvement in self-perception, social interactions, personal satisfaction, financial status and 
cooperation between consumers, staff and employers based on mutual respect and understanding. 
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Stephanie DaleyStephanie DaleyStephanie DaleyStephanie Daley, David NewtonDavid NewtonDavid NewtonDavid Newton        
    
What does recovery mean for older people with mental health problems? 
 
Introduction 
There has been considerable research and service redesign pertaining to recovery for working age 
adults. Despite a supporting policy agenda in older people’s mental health services, similar initiatives 
have not taken place. Additionally there is a dearth of research in relation to the applicability of recovery 
for older people. In particular it is not clear which established domains of recovery map over to older 
people and what, if anything might be different?  
 
Methods 
34 qualitative interviews have been carried out with older people with mental health problems and their 
carers. Data has been simultaneously collated and analyzed using grounded theory techniques, and 
further theoretical sampling, including negative case analysis has taken place. A focused literature 
review on emerging key themes was conducted to develop and refine the emerging conceptual 
framework, which makes clear the relationship between recovery and older people with mental health 
problems. 
 
Results 
Service users have been able to describe in great detail the factors which help and hinder their recovery. 
Some but not all of the components of recovery (as defined by working age adults) do map over to older 
people, for example, the importance of valued social roles. There are however additional components, 
which appear to be specific to older people.  
 
Discussion 
It is evident that the philosophy of recovery as defined by working age adults holds resonance for older 
people however there are significant differences. This has important implications for service delivery 
within older people mental health services. 
 

 
Jo Cheffey, Sarah Bagwell, Ruth Marlow, Vikki BarnesJo Cheffey, Sarah Bagwell, Ruth Marlow, Vikki BarnesJo Cheffey, Sarah Bagwell, Ruth Marlow, Vikki BarnesJo Cheffey, Sarah Bagwell, Ruth Marlow, Vikki Barnes    
 
Challenges of Recovery in a service for people with mild cognitive impairment 
 
j.cheffey@nhs.net 
 
We hope to present the challenges we have experienced in applying recovery ideas in an older adults 
setting. The population being people with mild cognitive impairment (MCI), which is distinctive in that it 
comprises of people who may go on to develop dementia. Problematically, applying recovery principles 
to people who have a potentially degenerative chronic disease has not been widely documented. Many 
of the difficulties stemmed from using or thinking about the word “recovery”, which implicitly suggests 
the potential to regain full functioning. WRAP was identified as a valuable tool for helping to 
meaningfully apply recovery principles. However difficulties with this identified were the discrepancy 
between WRAP and recovery principles, generational differences, a focus on relapse prevention not 
accounting for the complex and changing nature of MCI and life-stage differences. Through returning to 
service-user recovery principles, which highlight the importance of resilience (and integrating person-
centred-care principles), we went on to develop a WRAP for people with MCI. Through piloting the WRAP 
other difficulties with recovery in this setting were the whether people wanted to think about well-being 
in light of considerable uncertainty, the balance between empowerment and dependence, whether it 
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was recovery-focused to think about the future and whether this could be done in a positive way.  
In summary, results from our practice-based experiences about whether recovery is appropriate in this 
setting were complex. Potential ways in which recovery could be applied will be discussed alongside 
what needs potentially to change for recovery to be meaningfully applied, for example, service-wide 
changes to a recovery focused approach and the word recovery to be replaced by resilience. 
 

    
Josephine Stanton, Patte RandalJosephine Stanton, Patte RandalJosephine Stanton, Patte RandalJosephine Stanton, Patte Randal    
 
Recovery journeys of doctors as patients of psychiatrists: threats to and enhancement of well-being. A 
qualitative study. 
 
josephinestanton@gmail.com 
 
Introduction: There is concern about mental health needs of doctors and barriers to care. Little is known 
about doctors’ recovery experiences.  
 
Method: Eleven doctors with experience as patients of psychiatrists, 8 network members and 8 treating 
psychiatrists were identified and interviewed. Transcripts were analysed using Grounded Theory. 
Descriptions of integrating their experience into their personal and professional lives were selected for 
this paper. 
Results: Participants spoke of losses as well as enrichment of personal and work experiences. 
Descriptions of role of clinical work and time out of clinical work varied widely. Common themes 
included (i) a desire to contribute out of what they had been through (ii) a sense of an increase in what 
they had to offer as a doctor to their patients (iii) a desire to speak more openly about their experiences 
in clinical, professional, and wider contexts and (iv) experiencing lack of recognition of the potential 
contribution they could make and a range of barriers to being more open. 
 
Discussion: Experience as a patient of a psychiatrist may have potential to add to the quality of what a 
doctor can offer in their practice and more widely. The medical profession has a considerable way to go 
in supporting the use of this knowledge and struggles with practical support and suitable pathways in 
returning to work. Possibilities for moving forward are discussed. 
 

    
John Good John Good John Good John Good     
 
The Development of Recovery Practices and Services in Devon; changing the culture - a fifteen year 
project? 
 
Abstract: Since 2001 we have been trying to introduce recovery ways of working in Devon Partnership 
NHS Trust and partner organisations. This presentation will detail all of the various initiatives 
undertaken to achieve this aim and our learning from them. 



 48 

    
Parallel Session 4Parallel Session 4Parallel Session 4Parallel Session 4.2.2.2.2 Mental health services and recovery   Mental health services and recovery   Mental health services and recovery   Mental health services and recovery      
    
Alessandro Svettini, Ileana Boggian, Dario LamonacaAlessandro Svettini, Ileana Boggian, Dario LamonacaAlessandro Svettini, Ileana Boggian, Dario LamonacaAlessandro Svettini, Ileana Boggian, Dario Lamonaca    
 
Research on Recovery from severe mental illness: a qualitative and quantitative approach in the Italian 
Study on Recovery (S.I.R) 
 
alessandro.svettini@asbz.it 
 
Introduction: “Recovery” is related to the idea of developing personal potentials and regaining a valid 
social role even with limitations caused by illness (Anthony, 2007). 
A whole understanding of this subjective and dynamic process is still difficult. Valid instruments to 
evaluate recovery in people referring to mental health services are then needed in order to test out the 
efficacy of currently used practices and approaches. 
 
Methods: The most used instrument to measure recovery is the Recovery Assessment Scale (R.A.S.), 
considered reliable, valid and coherent (Corrigan et al. 2004). The Italian Study on Recovery (S.I.R.), a 
multicentric research which involved 14 mental health services from various parts of Italy in the years 
2008-2010, uses an Italian translation of RAS to identify users in Recovery. Phase 1 consisted in its 
administration to 156 subjects with a diagnosis of psychosis, differentiated as “in recovery” and “not in 
recovery” according to the recovery operational criteria (Liberman et al.,2002). 
Phase 2 aims to identify, through a semi-structured interview to the “in recovery” subjects, the 
fundamental elements which fostered or hindered their recovery process. In order to consider the carer’s 
point of view, part of this interview is extended also to some of their key-relatives. 
Results 
Phase 1 results have confirmed the validity of RAS in Italian as well, correctly discriminating subjects 
matching the “in recovery” operational criteria. 
Results of phase 2 show the importance of some individual as well as services´ factors in common 
throughout the various experiences of people recovering from severe mental illness  
 
Discussion: Quantitative and qualitative results from this research give the opportunity to understand to 
which extent the existing Italian rehabilitative services actually match the needs for people to recover 
and suggest the direction of further research in order to start a transformation to recovery-oriented 
mental health services. 
 

 
David FerrettiDavid FerrettiDavid FerrettiDavid Ferretti    
 
Recovery: a personal perspective 
 
svettino@virgilio.it 
 
This contribution is proposed together with "Research on Recovery from severe mental illness: a 
qualitative and quantitative approach in the Italian Study on Recovery (S.I.R)", being one of the 
interviews of the above mentioned research 
 
This presentation is a personal first person account, a story of 10 years of illness and recovering from 
chronic schizophrenia. With an interview-style, the author goes through his biography, highlighting 
especially what really helped him and what hindered his road to recovery, coming back to life again. 
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Jerry Tew, Shula Ramon Jerry Tew, Shula Ramon Jerry Tew, Shula Ramon Jerry Tew, Shula Ramon     
 
Social inclusion in recovery: evidence base and conceptual issues 
 
j.j.c.tew@bham.ac.uk 
 
Introduction: Social inclusion has been identified as a desirable component of recovery by some, and as 
a necessary one by others. However, while there is a strong evidence base in terms of how social 
exclusion, stigma and discrimination can impact negatively on people’s mental health, there is less 
clarity as to how social inclusion should be understood and how it ‘fits’ with recovery.  Concerns have 
been expressed that an uncritical espousal of social inclusion as an end in itself may potentially be 
damaging to people, if the social relations into which they are being encouraged to participate are 
themselves stressful or oppressive.  
 
Methods: The electronic database search used for the REFOCUS systematic review on recovery was 
augmented by the inclusion of the term ‘social’ identified inininin (from) the title, abstract, key words or 
subject headings in order to access the relevant literature. 
 
Results: An analysis of the literature provides the basis for  
 

(a) an exploration of the theoretical grounding of social inclusion – whether it is seen as a factor 
that contributes to recovery or as an outcome of recovery  

(b) an overview of the international evidence as to barriers to, and facilitators of social inclusion – 
and the implications of these for recovery practice 

(c) Its connection to social structural factors, such as stigma and discrimination, which impact on 
the ability and opportunities of people with lived experience of mental ill health. 

 
Discussion: The proposed symposium will contribute to developing a more rigorous (and critical) 
understanding of recovery from a social perspective. 
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Trevor Young, Deb WestTrevor Young, Deb WestTrevor Young, Deb WestTrevor Young, Deb West    
 
Development of a Specialist Housing Support Outcome tool 
 
deb.west@lpt.nhs.uk 
 
Introduction: Lincolnshire Partnership NHS Foundation Trust, is a statutory mental health provider 
delivering both health and social care. 
It has a Specialist Housing & Housing Support Service funded through Supporting People, and delivers 
housing support to over 300 individuals living across Lincolnshire. 
The Trust, like many other Housing Support providers had no systems in place to track the success and 
quality of the service being provided. In particular it recorded very little data on the following: 
• The effectiveness of the housing support service. 
• Measurement of success. 
• That service users sustain their tenancies after being discharged for the programme. 
The successful development of an ‘Outcome Toolkit’ for delivering Housing Support to people accessing 
secondary mental health services. 
 
Methods: Service Users, carers, staff and different stakeholders were all involved in agreeing and 
designing the Outcome Measures. 
Service user involvement included questionnaires, 1-1 interviews and focus groups. 
They will continue to be involved in the future through service user evaluations and involvement groups. 
Results of consultation determined the improvements we seek to deliver. 
 
Results: The Outcome Measurement tools adopted enable us to assess, track and performance manage 
the service. Further diagnostic of the data identifies problems and barriers for service delivery and 
informs service development. 
There are 8 Outcome Measures: 
1. The person is sustaining their accommodation and they then regard it as their ‘home’. 
2. The person has active social networks which include people who are not socially excluded and they 
are able to sustain these valuable relationships. 
3. The person has enough income to maintain their lifestyle and to take part in a choice of social activity. 
i.e. they either have no or manageable debts appropriate to need. 
4. The person reports having improved mental health. 
5. The person has fewer inpatient episodes and if they do go into hospital it is for shorter stays. 
6. The person’s home is a springboard for other opportunities e.g. works, friendships, family 
connections. 
7. The person enjoys the place they live in and feel like they belong. 
8. The person continues to live independently 12 months after support ends. 
The following are examples how the project has improved efficiency and resource: 
• Improved leadership by focused delivery. 
• Clearer Outcomes in line with customer choice. 
• Clarity of Role – (for frontline staff / service user)  
• User Focused delivery 
• Better clarity with partners about roles 
• Staff can see how their contribution promotes results and outcomes. 
• User Choice – Focused delivery. 
Discussion 
The Outcome Toolkit could easily be replicated and adapted for use across all vulnerable client groups. 
We have developed a training package for frontline staff, and management. This also could be easily 
modified for different providers / agencies. 
Increasing inter agency training programme through lesson’s learnt. 
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Max Lachman, David Roe, Anat NetzerMax Lachman, David Roe, Anat NetzerMax Lachman, David Roe, Anat NetzerMax Lachman, David Roe, Anat Netzer    
 
The Rehabilitation Plan Case Manager's new Service: An effort to coordinate Personal Recovery with 
Psychiatric Rehabilitation Services to promote community integration. 
 
lachman55@gmail.com 
 
The provision of Psychiatric Rehabilitation services (PsR) in Israel has rapidly developed since the 
Rehabilitation within the Community Law was that was passed in 2000. Today, over 15,000 persons 
consume psychiatric rehabilitation services. The way in which services provided support was not always 
in accordance with the core values and principles of psychiatric rehabilitation. For example, services 
were often focused more on societal goals (deinstitutionalization, mental health reforms, reduction of 
economic cost…) than on supporting personal goals. The two do not necessarily contradict each other 
but the fact that the initiative did not come from the person, but rather from somebody else created a 
paternalistic trend in the practice. In 2008, a new service was designed and implemented 
(Rehabilitation Plan Case Manager's Service) with the cooperation of the Israeli Ministry of Health, The 
Tauber Family Foundation and The Dep of Community Mental Health at the University of Haifa. The 
service was defined as a pilot, and was offered to more than 900 consumers with the goal to (1) 
increase readiness for rehabilitation, (2) help consumers define their personal goals and rehabilitation 
plans, (3) enhance self-determination in the personal psychiatric rehabilitation process and (4) improve 
accessibility and coordination of the psychiatric rehabilitation services. 
The presentation will focus on efforts to give centre stage to consumers’ voice, implementation issues 
and an accompanying study. Our view that self-determination is essential for generating personal 
outcomes which enhance community integration are discussed. 
 

    
Jane Mclean, Verghese Joseph, Deb West Jane Mclean, Verghese Joseph, Deb West Jane Mclean, Verghese Joseph, Deb West Jane Mclean, Verghese Joseph, Deb West     
 
The Mental Health Recovery process 
 
deb.west@lpt.nhs.uk 
 
Introduction: A recent review of the delivery of mental health services has lead to the development of an 
improved and innovative service. This has resulted in better outcomes, in terms of enhanced service 
users and carers experiences; along with increased team morale and workers’ job satisfaction. 
 
Methods: High levels of care were being delivered by the team prior to the review, as reported through 
feedback by service users, carers and referring agencies. However, a number of key driving forces 
started to reveal the need to reflect upon clinical systems and processes. These included at a national 
level, New ways of working (DOH: 2005); the Personalisation (2008) and Social Inclusion Agenda 
(2003); issues around treatability of Personality Disorder (2003); compliance with NICE guidance; 
Fairer Access to Care criteria (2003); the Darzi Report on quality outcomes (2009) and the Department 
of Health’s recent publication, New Horizons (2009). The local drivers for change were the Trust 
achieving Foundation status; Payment by Results, the Productivity Project and Day Care Services 
Review. 
 
Absorbing these changes and reflecting on their impact in clinical practice, has led to a more informed 
understanding of the definition of the Recovery Model; which consists of Medical, Social and Personal 
Recovery. It has enabled us to also put into place systematic processes to ensure effective delivery of 
services.  
 
Results: Medical Recovery  
New Ways of Working (DOH 2005) was a major driver to the redesign of medical input in the team. It 
effectively, aims to free up consultants time from, high volume low complexity work, to low volume high 
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complexity work. 
This has been achieved by redesigning the framework for assessing and accepting new referrals. A new 
joint patient assessment with junior medical staff and clinicians is used consisting of ½ hr of our 
psychiatrists’ input; and allows speedy access to a combined medical and social care assessment. It 
avoids the service user having to repeat their story and reduces duplication of clinician’s time. At the 
end of the initial appointment, service user’s are provided with an initial formulation (and where 
applicable a working diagnosis) and appropriate services to match the level of need are instituted. 
A second way in which our consultants’ time has been freed up, is through active use of our “Fast track” 
policy. When someone with a history of serious mental illness or high level of risk, has achieved their 
level of recovery, they are discharged from the service, with a Wellness Recovery Action Plan (WRAP); 
and placed on the Fast track list. This allows people to self refer back into the team, with strict time 
frames for responses, if they feel they are relapsing. Therefore, our consultant only works with active CPA 
cases held in the team; and does not have a separate outpatient clinic.  
 
Social Recovery: The productivity project and day services review has overhauled the way in which Social 
Recovery is delivered within the team. The Productivity work found that the service was very good at 
achieving medical recovery, but became directionless in terms of completing social and personal 
recovery. This often led to people remaining in the team for significant periods of time; often receiving a 
high level skill mix to monitor “maintained” medical recovery.  
As a result of this work a “case weighting tool”, was introduced. This considers where a person is at, in 
relation to the recovery process and ensures the right skill mix is apportioned to level of need 
accordingly.  
The team no longer operates a traditional day care service; rather direct payments/ personal budgets 
are resourced to meet individual’s social inclusion needs.  
Service users are therefore encouraged to move through the services and develop community links, to 
enhance their independence; rather than foster dependency on mental health services. 
 
Personal Recovery: Personal Recovery has been the final stage in the completion of our Recovery Service 
A counsellor works with individual’s to look at issues such as, grief and loss in relation to identity of 
roles and aspirations; address interpersonal relationship styles and conflict; and helps people identify 
their strengths and resources to deal with difficulties. This process further enhances people’s autonomy 
and self management. This has led to a reduction in impulsive behaviours; which leads to a reduction in 
crisis calls and releases the teams’ time for more positive, proactive interactions. 
 
Discussion: The Recovery Model is an effective processes for Medical, Social and Personal Recovery. 
This provides a better service to people. This has been evidenced through staff retention, feedback in 
annual appraisals and their willingness to train and develop a range of high quality skills. We have good 
working relationships with GP’s who are kept informed and involved in Service User’s care and who 
report, on a frequent basis, their satisfaction with the service. 
 

    
Paul VeitchPaul VeitchPaul VeitchPaul Veitch, Sandra Hutton, Sandra Hutton, Sandra Hutton, Sandra Hutton    
 
Recovery through Involvement & Engagement 
 
A large specialist mental health and disabilities trust in the North East of England (UK) is undergoing a 
challenging reform of local mental health rehabilitation services. The Trust covers a large population 
across an urban and rural area of 2,200 square miles serving a population of 1.4 million people. The 
rehabilitation and recovery service consists of fourteen in-patient units, one community team, three day 
units and vocational employment services. 
 
Taking a multi-stream approach to systematically addressing a range of key areas in order that the 
services become a contemporary 'recovery focussed' experience for those using and working in the 
service. Historically the service was well established but traditional in provision and delivery was not 
considered to meet the needs of the population. This is a major change project which necessitates a 
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wide ranging cultural shift including an emphasis on quality of therapeutic intervention, meaningful 
involvement and engagement, workforce planning and leadership. 
 
Methods  
 
This interactive workshop focuses on the creation of a ‘meaningful involvement and engagement’ work 
plan for services.  
 
The workshop takes participants through our experience of designing and implementing this 
programme. It exposes participants to the unforeseen tensions, scale of challenge and need to change 
the approach of staff. We involve participants in examining the impact of and how transferable the 
programme is.  
 
Results  
 
Expected outcomes for participants include: 
 
1. Awareness raising about the areas of reform necessary in psychiatric rehabilitation services. 
2. Exposure to practitioners experience of change and resistance to change 
3. Engagement in the experience of utilising ‘engagement and involvement’ tools developed in this 
programme.  
4. Developing a critical understanding of the evidence base for involvement and engagement. 
5. Helping toward the planning and benchmarking of their own service reforms. 
6. We also share with participant’s tools and evaluation processes. 
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Heather Straughan, Jan WallcraftHeather Straughan, Jan WallcraftHeather Straughan, Jan WallcraftHeather Straughan, Jan Wallcraft    
 
The Recovery In-Sight Centre 
 
h.straughan@btinternet.com 
 
The In-Sight training combined lived experience and clinical therapies to create a holistic recovery 
training.  
 
In a PhD study, a case study approach, in which an experimental design was used to test effectiveness. 
The training was delivered over 12 weeks to two groups of trainees (13), compared to a control group 
(6). People diagnosed with bipolar disorder were recruited. At pre/post/6 months post-training, self-
report questionnaires (mood, coping, empowerment and quality of life), interviews with trainees and 
clinicians, medical note analysis and observations informed the study.  
 
Results indicated a more stable mood, reduced symptoms, greater empowerment, better coping and an 
improved quality of life. Two thirds of controls deteriorated in health (of whom half relapsed with 
depression with psychotic features). A model has emerged illustrating how the various components of 
the training impact independently on coping and recovery. 
 
The In-Sight training has since been delivered five times in the community (60 commencing, 20% 
attrition, over 16 weeks), to people with bipolar, depression and schizo-affective disorder. Training is 
delivered by a group of trained user-trainers. Data collection is undertaken by a user-researcher 
(pre/post focus groups and self-report questionnaires).  
 
Themes from trainees indicate the information provided is extremely helpful, coping strategies and 
illness management have improved, recovery is enhanced, carers can help their family member better 
and the social and peer support aspects are useful. Trainers reported developing personally with regards 
to their own recovery. 
 
In May 2009, two self-help groups (150 members), trainers and user-researchers came together to form 
the user-led company The Recovery In-Sight Centre. The training is published by OLM-Pavilion and is 
accredited. The Centre has won multiple awards for innovation. It operates a recovery-working 
environment for volunteers and staff, some of whom have returned to full-time study or employment. 
    
 

    
J Van der KriekeJ Van der KriekeJ Van der KriekeJ Van der Krieke, Ando Emerencia, Durk Wiersma, Ando Emerencia, Durk Wiersma, Ando Emerencia, Durk Wiersma, Ando Emerencia, Durk Wiersma    
    
Recovery and self-management through web technology 
    
Abstract: Introduction 
The recovery movement calls for a turnover from a paternalistic to a more egalitarian approach in 
psychiatric care. New ways have to be found to enable mental health care users to empower themselves. 
Self-management programs developed so far seem promising in enabling users to take matters in their 
own hand. We think that the application of web technology can add to these developments. It offers 
unique possibilities for health care users to regain control over their lives. Our aim therefore is to 
develop and evaluate a user-centered web based self-management system for people with a severe 
mental illness.  
 
Methods 
Our 4-year project consists of three phases. First, we will execute a survey of users’ needs as well as of 
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technological possibilities of the web system. Second, we will develop a web application in iterations, in 
close collaboration with a focus group of users. Third, we will do a randomized controlled trial (RCT) to 
measure the effectiveness of the web application on feelings of empowerment and recovery. This last 
phase is considered crucial, as RCTs in this area of research have been rare. 
 
Results 
Based on the survey results, a web application prototype has been developed which is designed to 
provide health care users up-to-date information about their health condition, offer them individualized 
and evidence-based advice and enables interactive ways of communication with clinicians and peers. 
Furthermore, the system is designed to support processes of shared-decision making by encouraging 
users to reflect upon their personal needs and goals in life, which can strengthen their voice in 
negotiations with clinicians. We will use smart technology to tailor the offered information to each user 
individually.  
 
Discussion 
The use of ICT in psychiatry seems promising. However, its effectiveness has yet to be established in 
RCTs. 
 

    
Erel Zingman, Ben Yitzhak Klutch, EitanErel Zingman, Ben Yitzhak Klutch, EitanErel Zingman, Ben Yitzhak Klutch, EitanErel Zingman, Ben Yitzhak Klutch, Eitan    
 
Makshivim - internet social network as promoter of well being 
 
MakshivimNET is an Internet-based project for mental health services consumers. MakshivimNET is 
designed to promote consumers’ well being giving them a variety of services.  
Through the project, consumers chat with each other, with professional counsellors from various 
disciplines, with the project’s coordinators, in that way they get different benefits. 
Makshivim is a synergic project combining a mental health services consumers' social club that is 
based in an internet network.  
The advantages gained by being members of Makshivim project were described by its members: 
• find friends among their peer consumers with common experiences and interests 
• raise awareness of mental illness and ease social distantness and reduce societal and self-stigma 
• practice social and communication skills 
• organize courses of study 
• vocational rehabilitation in the project itself as coordinators and in the wider community 
• Connecting in a secure (filtered) environment being a secure and safe social network for consumers. 
much of the work done on the project and Decisions taken regarding the operation of the website are 
based on information gathered from members personally by mail, or in periodical surveys, providing 
empowerment and responsibility to the members.  
The program's coordinators online are consumers themselves and serve as guides for their peers as well 
as instructors for courses set up by the program. 
 
Makshivim around the world 
In 2009 the network (functioning now for the fourth year in Israel as part of Enosh NGO) expanded and 
the Makshivim Model was implemented in Slovenia by Ozara NGO. At the same time a Global 
Makshivim website was founded to provide an opportunity for members to build ties with their peers 
from all over the world.  
 
Our Hebrew site URL: http://www.makshivim.com 
Our Slovenian site URL: http://www.poslusalec.si 
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PoPoPoPosssster Presentationster Presentationster Presentationster Presentations    
    

    
Authors: Victoria Bird, Clair Le Boutillier, Julie Williams, Mary Leamy & Mike Slade  Authors: Victoria Bird, Clair Le Boutillier, Julie Williams, Mary Leamy & Mike Slade  Authors: Victoria Bird, Clair Le Boutillier, Julie Williams, Mary Leamy & Mike Slade  Authors: Victoria Bird, Clair Le Boutillier, Julie Williams, Mary Leamy & Mike Slade      
 
Title: Developing a conceptual framework for personal recovery 
 
Introduction 
The idea of personal recovery as a primary aim for mental health services and service users is gaining 
momentum in the UK (Slade 2009). The REFOCUS Programme, a five-year study funded by the NHS 
National Institute for Health Research is organized around the latest MRC Framework for Evaluating 
Complex Interventions (Campbell et al 2007), and aims to develop an evidence base to make recovery a 
reality in adult mental health services in England. The study will involve the development of recovery-
focused quality standards, fidelity measures and outcome measures; manualised interventions; and 
randomised controlled trial evidence. 
 
Aims 
Despite many people defining personal recovery, there is currently a lack of international consensus 
regarding how recovery is conceptualized. Although recovery is an individual process, there is a need to 
operationalise the term for use within evaluative studies. Our aim is to develop a conceptual framework 
of personal recovery for use in the REFOCUS programme. 
 
Methodology 
A systematic search was conducted to identify existing descriptions, models and theories of personal 
recovery within both mainstream and grey literature. The findings of this search are currently being 
synthesized using a narrative synthesis approach (Popay et al 2006) to generate our conceptual 
framework.   
 
Results and Conclusion 
The conceptual framework will be used to guide the REFOCUS study in terms of developing recovery-
focused team quality standards and fidelity measures, evidence-based interventions, implementation 
strategies, and outcome measures. 
    
Author: Author: Author: Author: Graeme GreenGraeme GreenGraeme GreenGraeme Green    
 
Title: ‘Changing Your Mind’ mental health awareness training  
 
To present the ‘Changing Your Mind ‘ training package as an innovative, unique training tool for use 
across a diversity of organisations within private, public and voluntary sectors, with the aim of raising 
awareness of mental health and challenging individual and societal attitudes and beliefs. The focus is a 
holistic approach to recovery, encompassing listening, respect, compassion and hope as central tenets 
of this process. The basis of the training package consists of three films, made by service users. These 
will be shown (10mins each) followed by discussion and demonstration of the use of the accompanying 
resource materials in achieving the aims of training. This presentation will be co-delivered by an 
experienced facilitator, a service user, and a mental health champion from Framework. We will show 
how service user involvement in delivery has a deep impact and, along with the films and accompanying 
materials, produces a very powerful and moving learning tool.! This will also be evidenced by showing 
substantial feedback from over 50 organisations.  
There will be opportunities for organisations to: 
 
1 Book us to deliver the training for their own organisation  
2 Register for a ‘Train the Trainer’ one day course on delivery of the package 
3 Purchase the film resource package for £20 
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Author: Manuela JarrettAuthor: Manuela JarrettAuthor: Manuela JarrettAuthor: Manuela Jarrett    

 
Title: Prevalence of At Risk Mental State among male remand prisoners.  

 
Manuela Jarrett, Toby Winton-Brown, Philip McGuire, Majella Byrne, Tom Craig, Andrew Forrester, David 
Ndegwa, Lucia Valmaggia on behalf of the OASIS Research Group 
 
Aim: To ascertain prevalence of the At Risk Mental State among new receptions to HMP Brixton and to 
explore their social, demographic and behavioural factors. Background: Previous published literature on 
At Risk Mental States has focused on community help seeking samples. Prisoners have higher rates of 
mental disorder than the general population and also have the potential to be detected earlier. Method: 
All new receptions to HMP Brixton are screened for possible At Risk Mental State. Those who score 
positive at screening undergo a Comprehensive Assessment of At Risk Mental State. Data is also 
collected on demographics, childhood trauma, alcohol and substance misuse, self harm and suicide 
attempts, as well as basic criminal justice system information. Preliminary Results:  Data collection 
began in April 2009.  282 prisoners have been screened, of which 120 have been found to be positive 
at screen.  Of those 84 have been further assessed and 18 were found to have an At Risk Mental State, 
while 5 met criteria for psychosis.  
 
Author: Author: Author: Author: Kate Law Kate Law Kate Law Kate Law     
 
Title: Evaluation of the Introduction of Clients CPA reports in a Forensic Mental Health Unit  
 
With the increasing focus upon recovery and services becoming more aware of the need to listen to and 
take account of client’s views, one aspect that appears to be an essential area for clients to discuss 
their treatment is the CPA. In forensic services this is often an arena in which clients report feeling 
powerless and rather than providing an opportunity for open discussion it creates anxiety and clients 
feel unable to express views about their treatment. One way to try to start to overcome some of these 
problems is by introducing a client CPA report.  
 
Methods 
A clients CPA report form was developed and piloted on 2 wards of a forensic mental health unit. Initial 
consultations with clients suggested that it was useful but more information about how to complete the 
form was required. A leaflet was developed to help client’s complete the form and a further evaluation 
completed after the form was rolled out across 7 wards covering medium security, low security and a 
step down hospital.  
 
Results 
The results of an a three months study examining how client’s and staff viewed the introduction of a 
client CPA reports are reported.  
 
Discussion 
The results are discussed in light of the need to be aware of how forensic service can increase client’s 
involvement in services and how more fluid communication between clients and MDT’s are essential. 
 
Author: Lizzie Maitland Author: Lizzie Maitland Author: Lizzie Maitland Author: Lizzie Maitland     
 
Title: Are you Still in? 
 
CENTERING THERAPY This is a dynamic process of teaching 
your mind to be still and have wellbeing. You will learn the benefits and the way to having peace and 
space for reflection in your mind. 
In today’s hectic rush when everyone is doing too much; it is 
good to have 20 minutes twice a day when you can be still and do 
nothing. 
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METHODS: 
 
THE GUIDELINES: Choose a sacred word as the symbol of your intention to consent to the divine action 
and presence within.Sitting comfortably and with eyes closed, settle briefly and silently introduce the 
sacred word. 
When you become aware of thoughts return ever so gently to the sacred word.  At the end of the therapy 
period remain in silence for a few minutes. 
 
RESULTS: Having a ‘be’attitude rather than a ‘do’ attitude is great for Mental Health. There is no 
technique it is just a matter of showing up. It can remove the obstacles to better Mental Health. This 
‘taking time out’ is a divine healing therapy. Take this opportunity of trialling this therapy in 20 minutes 
stillness. 
 
DISCUSSION: This is the best type of meditation for well-being as it is the least invasive. There are no 
aims and objectives you just have to have a heart for it and practice it. It really does work - many people 
are on a way to recovery thanks to Centering Therapy. 
 
Please visit www.recoveryresourcescharity.co.uk to find out more information 
 
Authors: Paul MoranAuthors: Paul MoranAuthors: Paul MoranAuthors: Paul Moran,,,, Rohan Borschmann Rohan Borschmann Rohan Borschmann Rohan Borschmann    

 
Title: Joint Crisis Plans for people who self harm: pilot randomised controlled trial 
 
Borderline personality disorder (BPD) manifests in a pervasive pattern of impulsivity and instability in 
interpersonal relationships and self-image. Some individuals with BPD suffer considerably and place a 
heavy burden on those around them by engaging in destructive and impulsive behaviours, including self-
harm. Despite this, relatively little research has examined the management of crises in this population.  
 
A Joint Crisis Plan (JCP) is a written plan containing a service user’s treatment preferences for the 
management of future crises and is developed in collaboration with staff. Held by the service user, it is 
intended to be used in times when he or she may be unable to express clear views. JCPs improve the 
information available to clinical staff about the management of a crisis, and empower service users by 
ensuring that they are involved heavily in the generation of the crisis plan. 
 
This MRC-funded study seeks to undertake developmental work to a) adapt JCPs for people with BPD, 
and b) test their feasibility in a routine clinical setting. Finally, the  study will examine how effective JCPs 
are for people with BPD are using a pilot randomised controlled trial.  
 
Author: Author: Author: Author: Andy OakesAndy OakesAndy OakesAndy Oakes    
 
Title: Education, Recovery and the Workforce 
 
In 2001 Mental Health services in Stoke-on-Trent adopted recovery as it's underpinning philosophy and 
in 2002 became DOH pilot site for the implementation of STR workers. 
 
As part of this process the decision was taken to become actively involved in delivering The Certificate in 
Community Mental Health, a level 3 City and Guilds qualification, for appropriate Health and Social 
Care staff. It was also agreed that the opportunity to undertake this training should be offered to service 
users, carers and third sector partners. 
 
We aim to present an overview of the value of this training, it's recovery focus and it's role in recruiting 
individuals with lived experience of mental ill- health as a valued part of the integrated NHS Trust 
workforce- currently over 40% of the STR workforce have been employed through this route. 
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Evidence presented will include examples of the recovery journey undertaken by individuals who have 
successfully obtained employment within NSCHT - for example LD who used services, became an STR 
worker and is now a trainee social worker being supported to undertake a social work degree. 
 
The presentation will include the use of a DVD commisioned locally which highlights the stories of a 
number of people from this group, examples of the course material and evidence of the impact of the 
course on service delivery and existing workforce in terms of embedding recovery principles into 
practice. 
 
The workshop would be interactive and allow the sharing of experiences between the delivery team and 
the participants. 
 
Author: Anisha Siromoney Author: Anisha Siromoney Author: Anisha Siromoney Author: Anisha Siromoney     
 
Title: BRC Young Carer’s Project  
 
Approximately 30% of young carers in Britain who are in contact with young carer projects support 
family members with mental health problems including substance misuse (Aldridge & Becker, 2003). 
Children whose parents have mental health problems frequently provide “critical crisis support” when 
their parents’ mental health worsens. They also keep track of their parents’ mental health and well-
being and sometimes have to supervise their medication (Aldridge, 2002; Aldridge, 2006).  
 
Aldridge challenges the notion that parental mental illness is a risk for child abuse, neglect and 
developmental delay. On the contrary, caring could strengthen the bonds between parents and children. 
However, the experience of caring might be adversely affected if it is for a long period or if the child’s age 
and maturity are not sufficient to meet the responsibilities of caring (Aldridge, 2006; Aldridge, 2008). 
 
The BRC Young Carers project aims to understand, with the help of a qualitative study, the experience of 
young carers and to find out what causes them distress. The information generated from the study will 
be used in the design of an intervention to address the needs and sources of distress among young 
carers. 
 
Author: Mike SladeAuthor: Mike SladeAuthor: Mike SladeAuthor: Mike Slade    
 
Title: Developing a recovery focus in mental health services as an antidote to stigma 

Clinical models of mental disorder give primacy to the person-as-illlness rather than to the person. This 
emphasis on the fundamental 'otherness' of people with mental illness fosters prejudicial attitudes and 
discriminatory behaviour within mental health services. The existence of prejudice is shown by the low 
rates of disclosure about mental illness in the workforce. This has negative consequences for people 
using mental health services, such as a focus on ‘realistic’ (i.e. low) expectations, systematic bias 
towards deficit in assessment and treatment, and care planning processes which focus on treatment of 
illness rather than on promotion of well-being. The development of a recovery focus in mental health 
services involves starting with the assumption that people with mental illness are fundamentally similar 
to everyone else, which will involve challenging stigmatising beliefs held within and outside the mental 
health system. 
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Author: Kylee TrevillionAuthor: Kylee TrevillionAuthor: Kylee TrevillionAuthor: Kylee Trevillion    

    
Title: Barriers to disclosure and enquiry of domestic violence 

 
Background 
Mental health service users are at higher risk of domestic violence than the general population. 
However, most domestic violence remains undetected by mental health services internationally.  There 
has been very little research into the experiences of service users who have or have not disclosed 
domestic violence in UK mental health care settings, or the attitudes of professionals in asking about 
domestic violence. 
 
Aims 
a) To investigate the experiences of mental health service users in disclosing domestic violence. 
b) To investigate the experiences of mental health professionals in asking about domestic violence. 
 
Methods  
Study design: Qualitative study.   
Semi-structured interviews were carried out with a purposive sample of service users and mental 
healthcare professionals in Southwark.  
All interviews were audio-taped and transcribed verbatim. Each interview was analysed using a form of 
thematic analysis.   
 
Results 
Service users described barriers to disclosure of domestic violence, including: 1) fear of the 
consequences 2) the hidden nature of the violence; 3) actions of the perpetrator; 4) feelings of shame. 
The main themes for professionals concerned role boundaries, competency and confidence. Service 
users and professionals reported that the medical diagnostic and treatment model with its emphasis on 
symptoms could act as a barrier to enquiry and disclosure. Both groups reported that enquiry and 
disclosure were facilitated by a supportive and trusting relationship. 
 
Conclusions 
Mental health services are not currently conducive to discussing domestic violence. Training of 
professionals to increase their confidence and expertise is recommended.  
 
Title: Global pattern of a silent epidemic: a cross-sectional survey of experienced and anticipated 
discrimination of people with depression 
 
Author: Tine Van BortelAuthor: Tine Van BortelAuthor: Tine Van BortelAuthor: Tine Van Bortel    
 
Title: Global pattern of a silent epidemic: a cross-sectional survey of experienced and anticipated 
discrimination of people with depression 

 

WHO predicts that the number of individuals affected with depressive syndromes will be higher than any 
other health problem within 20 years. Indeed by 2030 the global burden of disease from depression will 
be greater than for any other disorder. There are also clear links between depression and physical 
conditions, such as HIV/AIDS. For instance, the response rate to retroviral drugs is much lower in 
patients who are also suffering from depression.  
 
Despite its high prevalence, depression remains one of the most under-diagnosed and undertreated 
health conditions within the primary care setting. One of the major obstacles in closing this treatment 
gap and in protecting the human rights of people suffering from mental illness is to address the serious 
issues of stigma and self-stigma about mental illness. Many people with depression experience stigma 
caused by other people’s knowledge, attitudes, and behaviour which can lead to impoverishment, social 
marginalisation, low quality of life, and hampers recovery. 
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The ASPEN (Anti Stigma Programme European Network) and INDIGO-Depression (International Study of 
Discrimination and Stigma Outcomes for Depression) multisite projects are currently conducting 
research on discrimination reported by people with a diagnosis of depression, incorporating 45 global 
sites in 36 countries across 5 continents. The study aims to investigate the nature and extent of 
experienced and anticipated discrimination of people suffering from major depressive disorders using a 
cross-sectional survey and face-to-face interviews with 1100 participants. Discrimination will be 
measured with the newly validated discrimination and stigma scale (DISC-12), which produces three 
sub-scores: positive experienced discrimination; negative experienced discrimination; and anticipated 
discrimination. In addition, we also shall also use the Self-Esteem Scale, Boston User Empowerment 
Scale and the Internalised Stigma of Mental Illness scale to investigate the inter-relationships between 
discrimination, self-esteem, empowerment and self-stigma. Furthermore, the ASPEN project will also 
investigate best practice, policy making and legislation in a European context. 
 
Author: Author: Author: Author: Amanda WarmanAmanda WarmanAmanda WarmanAmanda Warman----BennettBennettBennettBennett    
 
Title: Tamworths-Peer recovery support service 
 
The innovative service employs 5 mental health service users who are on their own recovery journey to 
provide peer support to service users currently under CPA. Another 5 individuals volunteer as peer 
recovery workers to make up a team of 10 working together in supporting and motivating others with 
similar experiences through their own recovery journey. 
 
The posts are 8 hours per week for 12 months. Supported through supervision, appraisal and training to 
enable the workers to move on in their choice of work or further education & develop their careers.  
 
The workers and volunteers work on a 1:1, 2:1 or group basis dependent on the needs of the service 
users. Regular meetings, support, feedback and reflection opportunities are undertaken to ensure the 
peer workers benefit and grow from their working experience. 
 
The service will 
 
• Empower individuals to lead full and productive lives through a recovery model. 
• Develop partnerships with other community services to facilitate the acceptance of people who have 
 mental health problems as productive citizens and to encourage tolerance, understanding, social 
 inclusion and the elimination of stigma and discrimination. 
• Improve opportunities/routes into employment 
• Provide opportunities to leave behind labels such as ‘mental health’ and take on a different label 
 such as ‘member of staff’ or ‘colleague’ etc. 
• Increase social inclusion by providing the opportunity for employees to build social networks in a 
 different way, therefore giving a sense of belonging. 
• Facilitate peer support ensuring clients feel more at ease and trusting as the supporter has had 
 similar life experiences as they have. 
• Encompass a positive approach to encouraging service users in developing social/occupational and 
 employment opportunities. There will be a focus on the positive attributes of service users in 
 helping them to access a wide range of community facilities and opportunities. 
 
Author: Martin WebberAuthor: Martin WebberAuthor: Martin WebberAuthor: Martin Webber    
 
Title: “The future’s bright. The future’s online.” An evaluation of two online research training courses 
for social workers 
 
Abstract:   There is a vicious circle of resistance to developing research capacity in social work. Social 
workers receive minimal research methods teaching on qualifying and post-qualifying programmes 
which means that those who go on to become educators possess limited research expertise, thus 
perpetuating the problem. Increasing the research competence of practitioners may be one way to 
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transform this circle into a virtuous one. We developed two e-learning courses (the first of their kind at 
the IoP) to increase the research literacy of social work practitioners and this poster presents the 
findings of the evaluations of both courses. 
 
To test the effectiveness of the e-learning environment we piloted the e-learning courses with a group of 
social workers and compared their experience and achievement with a group taught the same courses in 
the classroom. The evaluation comprised concept mapping exercises, semi-structured interviews and 
evaluation questionnaires. 
 
Analysis of the students’ concept maps in the Research Methods & Critical Appraisal for Social Workers 
course revealed no conspicuous differences in the quality of student knowledge changes that were a 
consequence of the mode of teaching delivery. The e-learners met the learning outcomes of the course 
to the same extent as the classroom group and were highly satisfied with the mode of delivery. Similar 
results were found for the Research Protocol Writing for Social Workers course where e-learning 
appeared to be just as effective as providing this training as within the classroom. 
 
Author: Martin WebberAuthor: Martin WebberAuthor: Martin WebberAuthor: Martin Webber    
 
Title: Access to social capital and the course of depression: A prospective study 
 
Abstract: Depression is a significant clinical problem. Social factors such as poverty and unemployment, 
interpersonal difficulties, poor housing conditions and the absence of positive events are related to 
lower rates of recovery. Social capital, defined as resources embedded in social networks, may also be 
related to recovery. However, social capital research methodologies are in their infancy and little 
evidence of positive associations currently exists. This study extends our knowledge by validating a 
measure of individual social capital and testing the hypothesis that people with depression with access 
to more social capital will improve more over six months than those with less. 
 
A prevalent cohort of people with depression was recruited from primary care (n=173) and followed up 
for 6 months (follow-up rate = 91.3%). Depression was measured using the Hospital Anxiety and 
Depression (HAD) scale alongside a large number of potential covariates. Multivariate analysis of 
covariance found that a univariate association between improvement in HAD scores and access to 
expert advice became non-significant. Baseline HAD scores, emotional support and level of education 
were predictors of change in depression scores in the multivariate model. When change in subjective 
quality of life was used as the outcome, a different model emerged in which an interaction of access to 
social capital and attachment style was significantly related to change in quality of life alongside 
multiple covariates. This study suggests that clinical practice focused on enhancing relationship 
security may enable people with depression to access their social capital and improve their quality of 
life. 
 
Author: Anna Woodall Author: Anna Woodall Author: Anna Woodall Author: Anna Woodall     
 
Title: Barriers to participation in mental health research. 
 
Background 
Research has shown that gender and ethnicity influence mental health outcomes, and there is some 
evidence that both also are associated with differential participation in research. This could jeopardise 
the generalisability of findings  
 
Aims 
To investigate reasons for non-consent/consent to participate in mental health research by ethnicity 
and gender. 
 
Method 
Study design - Qualitative Study 
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Recruitment - participants are recruited via the Genetics and Psychosis (GAP) study recruitment 
process. The GAP study is a gene-environment longitudinal, case control study of first episode psychosis 
patients presenting to local mental health services 
Procedure - semi-structured interviews with a purposive sample of service users who have either 
consented or refused to participate in the GAP study. The interviews examine views of research 
participation in general and their reasons for either consenting or refusing to partake in the GAP study 
as well as their views on what would make it easier for people to consent to participation in mental 
health research. 
Analysis - Each interview is analysed using thematic analysis.  
 
Results 
The results from interviews with service users will be presented. 
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Extra sessionsExtra sessionsExtra sessionsExtra sessions    
 
 
Spirituality and Recovery Meeting Spirituality and Recovery Meeting Spirituality and Recovery Meeting Spirituality and Recovery Meeting     
21September 2010 - 10.30am-11.00am 
Facilitator: David Armes 
Service-users consistently raise the importance of spiritual experience as being relevant in their recovery 
narratives. This is an issue frequently fraught with difficult feelings and fear for many people involved in 
psychiatric recovery (including some service-users and survivors). In many ways spirituality has the 
potential to turn someone's life around by providing a supportive local 
church/mosque/temple/synagogue/gurdwara community, a wider religious family, an opportunity to 
explore the scholarship of a particular religion or tradition, a positive understanding of some of their 
most distressing and joyful experiences, and a new or more healthy relationship with Life itself and/or 
what we understand by 'God'. It is also the case that other people have found some religious 
communities and groups to be mentally damaging. This is especially so when the aim is to enforce the 
morality of a particular religious group on others who do not share their beliefs. This factor may be 
influential when service-users who have had spiritual experiences feel unable to participate in a 
religious or spiritual community and/or see no need for being part of one. Service-users in this situation 
have found their own ways of incorporating spirituality into their lives, and this is important too since 
many service-users who are isolated and/or isolate themselves may find guidance and solace from their 
own spiritual understandings when Society appears to have failed them completely. 
 
The 30 minutes allocated for the Open Meeting does not leave sufficient time to discuss any of these 
issues in depth. Instead the Open Meeting will discuss the content and practicalities associated with a 
seminar series which the Spirituality and Recovery Research Group intends to host next year. If you have 
an idea for a possible presentation of recovery related research - please come along and make the case 
for including it in the seminar series 
 
Pause for thoughPause for thoughPause for thoughPause for thoughtttt        
21 September 2010 - 1.00pm-1.30pm 
Facilitator: Ruth Chandler  
The aim of this session is to reflect upon the sessions so far and explore new terms and unanswered 
questions with the speakers.  The session is open to anybody but will be of particular use to people new 
to debates around recovery and to people who want to take the time to explore the content of the papers 
in relation to lived experience perspectives on recovery. 
 
WellWellWellWell----being eventbeing eventbeing eventbeing event    
21 September 2010 - 1.30pm-2.00pm 
Justin Fellows 
Energising interactive rhythm based experience, utilising free expression to create ‘In the moment’ 
music. Hand drums, stick drums, percussion and junk mixed with fun and enthusiasm, guaranteed to 
raise a smile! 
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Social ProgrammeSocial ProgrammeSocial ProgrammeSocial Programme    

Reception at the Betjeman ArmsReception at the Betjeman ArmsReception at the Betjeman ArmsReception at the Betjeman Arms    

Monday 20th September 2010 from 17.30 onwards  

Venue: 
The Betjeman Arms, St. Pancras International Station, Pancras Road, London NW1 2P 

You will need your conference badge in order to be admittYou will need your conference badge in order to be admittYou will need your conference badge in order to be admittYou will need your conference badge in order to be admitted.ed.ed.ed.    

The venue is a 5-10 minute walk from the Conference venue and is included in the conference price. 
Complementary drinks and canapés will be available.    
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Conference Dinner CruiseConference Dinner CruiseConference Dinner CruiseConference Dinner Cruise (optional extra  (optional extra  (optional extra  (optional extra ---- not included in registration fee) not included in registration fee) not included in registration fee) not included in registration fee)    

Tuesday 21 September 2010  

6.45pm-10.30pm 

Coaches will depart from Endsleigh GardensEndsleigh GardensEndsleigh GardensEndsleigh Gardens at 6.00pm6.00pm6.00pm6.00pm to take guests to Westminster Pier. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Venue: The Erasmus, leaving from Westminster Pier 

A light, airy and spacious boat on three levels, The Erasmus offers superb views of the attractions and 
skyline of London. With a total capacity of 340, she is one of the largest boats on the Thames. As well as 
drinks and dinner, there will also be a bar available. The conference dinner is an optional extra and must 
be selected during registration. Transport to Westminster Pier will be provided from the conference 
venue. 
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