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AIM AND CONTEXT

A discussion paper titled A Vision for a Recovery Model in Irish Mental Health Services was
circulated to various stakeholders throughout Ireland. The purpose of this paper was to
encourage and inform debate on the recovery model. Stakeholders were invited to consider
the issues that were raised in the discussion document and to share their views with the
Mental Health Commission. Specifically, stakeholders were asked to respond to seven
specific questions (see Table 1 below). The aim of this discrete report was to provide a
qualitative analysis of these submissions.

TaBLE 1: QUESTIONS FOR FACILITATING DiscussION ON THE RECOVERY MODEL

1 Do you think the recovery model is relevant to the Irish mental health services?

2 | Do you know of any area within the mental health services where the recovery model
is used?

3 | Inyour view what are the barriers to promoting the recovery model within the Irish

mental health services?

4 | Inyour view what are the factors that will facilitate the recovery model within the
Irish mental health services?

5 | What, in your view, is the single factor that would promote recovery in our mental
health services?

6 | What is your view of user-self-management programmes in mental health as have
been developed for physical illnesses?

7 | Any other comments on the discussion paper?
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METHOD

PARTICIPANTS:

A total of 68 responses were submitted to the Mental Health Commission by various
stakeholders to the discussion paper for analysis. A breakdown of the type of respondents
by number of responses is displayed in Table 2 below.

TABLE 2: NUMBER OF RESPONSES BY TYPE OF RESPONDENT (PERCENTAGES IN PARENTHESES)

Professional Grouping No. of No. of Group  Total No. of
Individual Responses Responses
Responses
HSE/Independent Provider 16 21 37
(23.5) (309 (54.4)
Professional Body 6 1 7
(8.8) (1.4) (10.2)
Advocacy/Voluntary Organisation 1 - n
(16) (16.2)
Academic/Research Organisation 9 1 10
(32) (1.4) (14.7)
Vocational Services - 3 3
(4.) (4.4)
Total A 27

(603) (39.7) 68
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GENERAL APPROACH TO ANALYSIS:

Content analysis was used to identify the key themes evident in the submissions for
each question (see Table 1). This involved reviewing the transcripts to identify common
threads, which where then sorted into mutually exclusive themes. Using these themes as a
framework, a frequency analysis was carried out on the transcripts as a whole to determine
how many stakeholders referred to each theme in their submission. In order to highlight
these themes, quotes are selected and included to reflect the nature of the perspectives
around each theme. As it is not possible to include all quotes relating to a specific theme,
samples are selected to offer the reader an insight into the discussions.

In addition to the thematic analysis for each question posed by the Mental Health
Commission, the analysis also set out to identify any major criticisms or suggestions for
improvement in the transcripts made by respondents, which were not addressed in the
analysis of each question.

Given that there are a high number of both individual and group submissions by the HSE/
Independent Provider (see Table 2), the responses for these two sub-categories will be
considered separately in the analysis. That is, submissions from the HSE/Independent
Provider will be separated into the sub-categories; HSE/Independent Provider Group and
HSE/Independent Provider Individual. The individual and group responses will be considered
as one single category for each of the remaining types of respondents.
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RESULTS

The following sections outline the findings of the thematic analysis. For most of the questions
to be addressed, a table of frequencies highlighting the key themes is first provided. Then a
description of the themes is presented. Throughout the reporting of the results, reference
is made to any particularly insightful or detailed submission. In addition, emphasis is placed
on particular strength of feeling among any given groups that may have emerged in analysis
of the submission responses.

QUESTION 1: DO YOU THINK THE RECOVERY MODEL IS RELEVANT TO THE IRISH
MENTAL HEALTH SERVICES?

The vast majority of respondents (n=61, 89.7%) clearly stated their opinion that the recovery
model is relevant to the Irish mental health services. The remainder (n=7; 10.3%) did not directly
answer the question or explicitly state their opinion on the relevance of the model (These
particular respondents were mostly psychiatry consultant individual or team submissions).
What follows is a number of suggestions and criticisms raised in the responses to the
question by respondents that were identified as significant in the analysis.

Concern was expressed over the use of the word ‘model’. The terms “philosophy” and
“approach” were each offered as a preferred term to model. (“An area of concern to us is
use of the word ‘model” in the description of this approach to care. We would see it more
as an approach to care and believe that the use of the word model creates the potential
for confusion with other more defined scientific approaches to care such as nursing and
medical models’)

A small number of submissions highlighted that the recovery approach to care has been
around for a number of years. Many of the principles highlighted in the discussion paper
have been in the interventions and support systems of many services but they have not
been titled as ‘recovery oriented’ in a formal way (“Many of the principles of the recovery
model are already incorporated in many mental health services helping those with both
acute and continuing mental health needs. The importance of placing the person/service
user at the centre of their management plan is undisputed and already takes place to a
large extent within services’)

Suggestions were made to conduct a formal survey to determine to what extent (1) the
recovery model is already in operation in Irish mental health services and (2] the recovery
based competencies identified on p.27 of the paper actually form part of professional
educational preparation.
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Clarity over how exactly the model would be put into operation was called for. This was
particularly the case for respondents who did not explicitly agree with the relevance of the
model. A suggestion was made to provide details to stakeholders of how the model could
be implemented in practical terms. With such information stakeholders would be in a better
position to form a constructive opinion over the relevance of the model.

QUESTION 2: DO YOU KNOW OF ANY AREA WITHIN THE MENTAL HEALTH SERVICES
WHERE THE RECOVERY MODEL IS USED?

The key frequencies of themes highlighted for responses to Question 2 are presented in
Table 3 below.

TABLE 3: FREQUENCIES OF RESPONDENTS AwARE OF USE oF RECOVERY MoDEL/
RECOVERY PRINCIPLES (PERCENTAGES IN PARENTHESES)

HSE/Ind Individ
Professional Body
Advocacy/
Voluntary Agency
Research/Academic
\ocational

—
(&}
=)
=

=~
Ll
w
I

Formal Programmes that Implicitly 4 3 2 1 5 3 18

or Explicitly Adopt Principles of (i) (188  (286) (9)  (s0)  [oo)  (265)

Recovery

Services that Adopt Principles of 6 5 3 5 1 1 21

Recovery (286)  (313)  l429) (455 (o) (333  (303)

Disciplines that Adopt Principles 5 1 2 - - - 8
(23.8) 63)  (286) (1.8)
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The analysis of responses to Question 2 revealed three main themes. To begin with, emphasis
was placed on formal programmes that adopt the principles of the recovery model either
explicitly or implicitly. A list of the programmes referred to in the responses is displayed in
Table 4 below. Multiple references were made to both the WRAP and the Tidal model (The
Commission is referred to a particular submission' for details on the Tidal model). For the

remaining programmes listed in Table 4 only one reference was made to each throughout

the submissions.

TaBLE 4: KEY PROGRAMMES HIGHLIGHTED AS BEING RECOVERY MoDEL ORIENTATED

Programme

WRAP
(Wellness Recovery
Action Programme)

Tidal Model

Uni-Link Programme

Turas Programme

Advocacy, Support
and Development
Course

Location/Service

Provider

Mid-West: Clare Mental
Health Services

South Dublin: Cluain
Mhuire Service

Mayo Mental Health
Services

Cork Mental Health
Services:

Tosnu Team
Ravenscourt Hospital

Trinity College Dublin

Trinity College Dublin

Donegal Mental Health
Services

Southeast Area
Waterford Institute of
Technology

Key Figures/
Departments

Occupational
Therapy Department

Social Work
Department

Mary McHale

Ann Coughlan
Michael Cottrell

Professor PJ Barker,
School of Nursing
and Midwifery

Clodagh Nolan,
School of
Occupational
Therapy

Other Details

www.tidal-model.co.uk

Fosters community
participation, wellness,
autonomy and self-
management

Provides skills for
volunteers (mostly
service users or family
members/carers of
persons suffering from
mental health illness)

" PJ. Barker, School of Nursing and Midwifery, TCD.
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REACH programme South East County FAS
(Recognition and Dublin

Esteem though

Accommodation,

Catering and

Horticulture)

(BT-based “Living South Dublin: Cluain Psychology
Well with Psychosis”. | Mhuire Service Department

Work-link/Create-a- Donegal Mental Health
link Service

Secondly, a number of submissions mentioned services they knew of that adopt the principles
of recovery in their practice with service users (“The philosophical elements of recovery are
not new and are already used by self-help groups and peer organisations’). Both voluntary
agencies and HSE/Independent Provider services were highlighted in this regard (“Voluntary
agencies such as Schizophrenia Ireland, EVE Ltd and the National Learning Network are
more familiar with (the recovery) model”; “West Cork Mental Health Service have developed
a Mental Health Community Forum of service providers, service users, community activities

and voluntary agencies as part of a recovery orientated ethos of care’).

There was a general awareness that elements of the recovery model are incorporated in
individual working practices in the mental health service but not of formal approaches by
organisations of a recovery model. Mostly these were highlighted as aspirational towards
a recovery philosophy with such efforts being met with many frustrations in a prevailing
medical model. Many have noted that the philosophy of the recovery model is gradually
being introduced with the introduction of new models of community mental health services
and rehabilitation services (“As new models of community mental health service delivery
evolve, and dedicated rehabilitation services develop, the philosophy of the recovery model
is gradually being introduced’).

Finally, within a number of submissions respondents drew attention to how the principles
inherent in the recovery model, parallel those of their own professional discipline. The
majority of references to this theme were made by Occupational Therapists. Occupational
Therapists practising within the mental health services primarily use one of two models to
inform practice (Canadian Occupational Performance Model (Law et al, 1990) or Model of
Human Occupation (Kielhofner, 1985)). Both of these espouse principles that are in line with
the Recovery model.
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QUESTION 3: IN YOUR VIEW WHAT ARE THE BARRIERS TO PROMOTING THE RECOVERY
MODEL WITHIN THE IRISH MENTAL HEALTH SERVICES?

Respondents were asked to highlight what they viewed as being the barriers to promoting
the recovery model within Irish mental health services. The most dominant themes that
emerged in the transcripts in response to this question are displayed in Table 5 below.

TaBLE 5: FREQUENCIES OF KEY THEMES FOR RESPONSE TO QUESTION 3 (PERCENTAGES IN PARENTHESES)

< )
5=l o c
= = 50
= o = 9% T E §
Key Themes = £ 7 cE £§5 2
L o ”g €35 ¥T|B 5
w w = T O [ (@]
T T o <> I« >
Dominance of Medical Model 15 4 1 2 A 2 26
(7.4) (25)  (g43) (82 (40 (67) (382)
Attitudinal: Public Opinion/ 8 3 1 6 4 2 22
Stigma (38) (18.8) (43) (545 (40) 67)  (32.4)
Attitudinal: Resistance from 9 5 - 1 3 1 A
Service Providers (42.9) (313) (g) (30) (333) (206)
Lack of Multidisciplinary Teams 9 A 1 2 - 1 13
(429)  (25) (a3 (82 (33 (91
Lack of Understanding of 9 2 1 2 1 2 1
Recovery Model (42.9)  (25)  (143)  (8.2) (10) 670 (16.2)
Lack of Evidence-based 5 5 2 1 1 1 10
Research for Recovery Model (23.8) (313) (14.3) (g) (o) (333 (g7

(The Commission are referred to two submissions? that provide a comprehensive outline of
barriers)

The medical model emerged as the central theme. Submissions from each category of
respondents referred to the dominance of the medical model when describing the barrier
that it creates to promoting the recovery model (“the major barrier to promoting [the
recovery model] is the inflexibility of a paternalistic and powerful medical model which has
held sway in determining the philosophical and practical direction of mental health services

2

for the past hundred years’)

2 Eastern Vocational Enterprises Ltd & Agnes Higgins, School of Nursing and Midwifery, TCD.
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Concern was expressed over the inability of such a model to complement the introduction of
a recovery approach to mental health services (“The legacy of a predominantly medical way
of conceptualising mental health problems and a medically led model for delivering services
to people with these difficulties is a barrier to implementing the recovery model. It is quite
difficult to be person-centred rather than problem-centred and for multidisciplinary teams,
service users and community support services to work in partnership under a medically led
service guided by a traditional medical model”)

A number of respondents wrote of how the medical model approach has led to a ‘consultant
led phenomena’” with such an authoritative focus creating a gap between service users and
service providers (“The medical model which has developed, has led to a reliance on professional
dominance of knowledge from which the service users’ perspective has been lost’)

The second most dominant theme related to public attitudinal barriers. To begin with,
the issue of whether public opinion would support the recovery model was considered. A
number of respondents discussed the difficulties that may arise with public acceptance of
the principles that are espoused in the recovery model (“..involving as it may, fundamental
changes in societal and individual philosophies regarding personal potency, empowerment

n o

etc.”; “The public at large and media may frown speculatively with the re-negotiations of
mental health care’)

A reoccurring subject in the consideration of public attitudinal barriers was that of stigma.
Respondents reflected on the ‘negative” and “fearful” attitudes towards mental illness
that are still prevalent in society today (“Stigma is still a huge issue and while the high
walls of institutionalised care have come down the ‘not in my backyard syndrome” is still
prevalent in today’s society’). Respondents reflected on the implications of such attitudes
for those dealing with mental health difficulties with one submission pointing out how “the
stigma of mental illness is still evident in our communities and the service user may not be
supported in their local community”. The Commission is referred to a study? enclosed in the
submissions that explores the implications of stigma for service users.

In keeping with the theme of attitudinal barriers, respondents also referred to this theme in
the context of resistance of mental health professionals to change. There was a general
feeling that many mental health professionals may have difficulty moving from a paternalistic
approach of care to one that involves more equal partnerships (“Professional resistance
may occur in different forms and can include concerns about the fundamental power shift

Z

implicit in the recovery model’)

3 Kilcummins, T. (undated). “Walking with Shadows”. Unpublished dissertation (HSE — Western Area).
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The lack of multidisciplinary teams was highlighted in the transcripts as a further barrier.
Specifically, respondents made reference to the lack of “fully-developed” and “fully-
resourced” multidisciplinary teams (“Promoting recovery programmes requires properly
resourced multi-skilled multidisciplinary teams, and these personnel, as evidenced by the
Irish Psychiatric Association Report, The Stark Facts (Keane et al, 2003) are very thin on the
ground if not frankly unavailable, in many services’). Another submission in particular draws
attention to the implication of the lack of such teams in Irish mental health services; “True
multidisciplinary teams are largely non-existent in the Irish mental health services and this
has resulted in a largely medical-nursing model of service delivery. While medical/nursing
professionals bring their own expertise to treatment and management programmes there is
still very little opportunity to broaden the scope of mental service delivery to meet the needs
of people with mental illness”. It is of note that this particular barrier was largely mentioned
in submissions from the HSE/Independent Provider.

Lack of knowledge of the “principles of recovery” on the behalf of both service users
and service providers was highlighted as a further barrier to promoting the recovery model
(“Current barriers to promoting the recovery model in Irish mental health services are
created and upheld by lack of understanding/knowledge among patients and staff of the
principles of recovery.. service users and staff need to become familiar and comfortable
with the principles of recovery before they can facilitate a recovery based mental health
care system’).

Insufficient research evidence was a further theme gleaned from the transcripts as being
a barrier to promoting the recovery model. Respondents who made reference to this theme
iterated that the dearth of sound evidence for the recovery model would serve as a barrier
to its success (“In the current environment of evidence based practice, the lack of research to
support the recovery model is also a barrier to its implementation. Although evidence exists
in the form of personal narratives, this form of evidence, as highlighted in the document, is
often considered weak or poor evidence’)

A number of less frequent themes that emerged in the transcripts included: a lack of (1)
appropriate organisational structures for involving service users; (2) community services
for engaging service users and (3] clear national guidelines and national standards for
implementation of the recovery model.
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QUESTION 4: IN YOUR VIEW WHAT ARE THE FACTORS THAT WILL FACILITATE THE
RECOVERY MODEL WITHIN THE IRISH MENTAL HEALTH SERVICES?

Respondents were asked to highlight what they viewed as being the factors facilitating
the recovery model within Irish mental health services. The most dominant themes that
emerged in the transcripts in response to this question are displayed in Table 6 below.

TABLE 6: FREQUENCIES OF KEY THEMES FOR RESPONSE TO QUESTION 4 (PERCENTAGES IN PARENTHESES)

Key Themes

HSE /Ind Gr
HSE/Ind Individ
Professional Body
Advocacy/
Voluntary Agency
Research/
Academic
Vocational

Training in Recovery Principles 9 3 4 5 2 1 24
(428) (88 (571 (455)  (20)  (333) (53]
Education and Awareness-Raising 6 4 2 5 4 - 21
of the Public (28.6) (25) (286)  (45.5) (40) (30.9)
Incorporating the Knowledge of 9 3 3 3 3 - 21
Service Users (42.8) (188 (42.8) (273) (30) (30.9)
Commitment to and Belief in 7 3 2 3 - 2 17
Recovery Model by Service (3330 (18.8) (286 (273) (67) (25)
Providers
Research Evidence for Recovery 6 3 2 3 2 ] 17
Model (286) (18.8) (286) (273 (200 (330 (29)
Clear Guidelines for Best Practice 5 1 1 - 4 - 1
on Implementing Recovery Model (23.8) (63  [(&3) (40) (16.2)
Funding 3 ] ] 5 . ] .
g2) 63 (43 (455 (333)  (6.2)
Input from Advocacy groups 4 3 = - 1 = 8
hig) (18.8) (10) (1.8)
Effective Leadership 1 2 1 2 2 - 8
(4.8)  (25)  (43) (82 (20) (11.8)
Effective Interdisciplinary 3 1 - ] 1 1 7
communication (42) (63 (9) (o) (3330 (o3
Health Professionals Reducing 3 2 1 - 1 - 7
Clinical Distance h4.2) (25 (143 [10) (103)
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Consensus across the different respondent categories on the need for training in recovery
principles for mental health professionals was evident upon analysis of the transcripts.
Indeed, ‘training in recovery’ as a facilitative factor to the recovery model was the most
dominant theme that emerged in the analysis.

Of note, there were respondents from each category emphasising that training in the recovery
model will require a shift from current training practices for mental health professional
disciplines: “Education, therefore needs to move beyond informing staff about recovery
principles to a more challenging engagement on what really constitutes true dialogue
and partnership”. Another submission expanded on this sentiment by asserting that “The
training of mental health professionals needs to insist on a demonstrable knowledge of
the recovery model and also of mental health. At present training only seeks to inform
itself about mental illness. There needs to be training in the effects of things such as love,
laughter, forgiveness, thankfulness. The human spirit needs to be tended as well as the

physiology”

Particular suggestions were also made for “Continuing professional development education
[to] utilise the competencies associated with the model” and for an improvement in “training/
education of mental health professionals at undergraduate and postgraduate level”

Education and awareness-raising of the public as to the nature of mental illness emerged
as the second most dominant theme in relation to facilitative factors. There was a common
view across the respondent categories that a need exists for tackling negative public attitudes
of mental illness (“Education of the public is an essential factor. At present, the public is very
afraid of mentally ill patients. Pejorative remarks such as “crazy”, “looney”, “ga-ga” are still
in use by the public when discussing someone’s mental illness’). Respondents highlighted
the role of the media and of national awareness campaigns to bring about change in public
attitudes (“Greater emphasis on health promotion and awareness programmes that will
aim to combat the very real stigma and fear still associated with people who have enduring
Mental Health difficulties’)

A number of responses stressed that such education campaigns will need to make a concerted
effort to not only raise awareness of mental health issues but to challenge current attitudes
and to inspire people as to the hope of recovery (“Education that is aimed at challenging
attitudes as opposed to presenting factual information on recovery”). This particular opinion
was apparent from at least one submission in each of the HSE/Independent Provider
categories as well as the Advocacy/Voluntary and Research/Academic categories (“..the
greatest tool we have for bringing in the recovery model is the living example of people
who are recovering or who have recovered. ...an education campaign built around people’s
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stories would help, especially if professionals such as Dan Fisher, who have themselves been
ill would be invited to join’)

Another central theme was the suggestion that service developments must incorporate
the expert knowledge of service users. Respondents from each category referred to the
need to give service users a more equal voice in the decision making process for service
developments at every level (“Promoting service users voices at every opportunity, service
users given a voice in the planning of services’). Emphasis was placed on the need for
creating appropriate structures in order for service users to successfully be given a more
active role (“Consumer power and responsibility can only be fostered if adequate structures
and opportunities are provided’). Representation was another key element of this theme
(“Service user representation at a national level that is Department of Health and the Mental
Health Commission’).

Commitment to and belief in the recovery model by service providers, was a further
significant theme that emerged from the analysis. Respondents called for an attitude
change on the part of service providers to one that embraces and believes in the recovery
model (“Major attitude change and role change on the part of professionals in the health
service and the acceptance that evidence-based medical model on its own does not always
work”: “Commitment from all stakeholders, positive attitude and belief in the ‘Recovery
Model”). The need to win the “hearts and minds” of service providers was a key aspect of
this theme that echoed across the respondent categories (On a whole the philosophy of the
mental health services and the mindset/attitude of those who work within it, would need to
change in order for a recovery model to work. All MDT members would need to be trained,
encouraged, enthused and inspired to use the model. This could be facilitated by closer links
with advocacy networks and consumer panels’)

The need for research evidence for the recovery model was an additional theme gleaned
from the transcripts. To begin with, there was a call for more rigorous evidence base to
be established to support the use of the recovery model (“Good quality research from the
outset will provide momentum for the continued progress of the model in Irish mental
health services. The discussion document highlights a dearth of such research at present.
The establishment of good research of the benefits, unmet needs and requirements of the
new model for mental health services will be essential to the achievements of its goal’).
Suggestions were made for pilot projects of the recovery model to be launched (“Publicity
of success of multiple pilot projects’). Also, a small number of respondents suggested that
a strong emphasis be placed on developing measurement tools for recovery (“The area of
measurement of personal recovery and recovery-orientation is critical to ensure that the
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concept achieves its potential and can satisfy the national requirements for accountability
and value for money’). The Commission is referred to Q 4 & 5 of a particular submission® for
a significant contribution on the topic of measurement and recovery.

Establishing clear guidelines for best practice on implementing the recovery model was
identified as another key theme (“Any proposed Recovery Model would require clear
definition and guidelines’). Respondents recommended that a “step-by-step” framework
be established to guide service providers through implementation of the proposed model
(“Expand the framework of the model to provide more detailed direction to staff regarding
the facilitation of recovery through this process”: “The model needs to specify what

structures, therapies and skills are required to make this framework operational’).

While not a major theme of the overall group of transcripts, the need for funding
to implement the recovery model was a dominant theme in the Advocacy/Voluntary
Organisation category (“The percentage of the health budget allocated to mental health
should be brought in line with the best in the world not the worst”).

The theme of effective leadership on the ground was suggested as a facilitative factor for
the recovery model. One suggestion made was to “Appoint people to leadership positions
within multidisciplinary teams on the basis of their capacity to implement the recovery
approach. Team leadership should be based on recovery orientation skills and leadership
skills, not whether a person is trained in a particular discipline as is currently the case”

The role of Advocacy Groups as a facilitative factor to promoting the recovery model
was predominant in the HSE/Independent Provider categories compared with the other
respondent categories (“Involvement of the Advocacy network in promoting this model’).
There was clear recognition of the work already being carried out by advocacy and voluntary
groups in the recovery model and an emphasis placed on the merit of consultation with
such organisations in the promotion and implementation of the recovery model.

Effective interdisciplinary communication emerged as another facilitative factor (“Clear

communication between disciplines regarding client need, status and means of intervention’]
A final theme that occurred in the transcripts was Health professionals reducing clinical
distance (“Decisions are made as a team where there is more equality of power: client/

"

family input is crucial part of care planning and evaluation’)

+  Eastern Vocational Enterprises Ltd.
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QUESTION 5: WHAT, IN YOUR VIEW IS THE SINGLE FACTOR THAT WOULD PROMOTE
THE RECOVERY APPROACH IN OUR MENTAL HEALTH SERVICES?

The key themes that emerged from the analysis in relation to a ‘single factor’ are presented
in Table 7 below.

TABLE 7: FREQUENCIES OF KEY THEMES FOR RESPONSE TO QUESTION 5 (PERCENTAGES IN PARENTHESES

Key Themes

Professional Body
Voluntary Agency
Research/Academic

HSE/Ind Individ

—
(&)
o
=
=~
Ll
w
ac

Advocacy/
Vocational

Acceptance of Recovery Model by 5 - 2 2 - 1 10
All Stakeholders (23.8) (286)  (18.2) 3330 (47)
Effective Leadership 1 1 1 ] 2 - 5
(48] (63 ha3l () (20 (7.3s)

Education on the Recovery Model 3 1 - ] - - 4
43 (63) ) (5.9]

Invalvement of Service Users - 2 ] ] - - 4
(25)  (43) ) (5.9)

Funding 1 - ] ] 1 - 4
(2,.8) (43) (9 (ol (5.9]

In consideration of the transcripts that directly addressed the question, the analysis of the
responses revealed acceptance of and belief in the recovery model by various stakeholders
and the public, as the single most important factor to promoting this model. (“All stakeholders
to have belief in the recovery model’). The support and commitment of Professionals and
consultants for the recovery model was emphasised by a Professional Body.

Effective Leadership emerged as the second most dominant theme. Respondents
emphasised the need for a leader that is recruited on the basis of leadership skills and
recovery skills (“Recruiting recovery focused team leaders to the various mental health
teams nationally’). A minor theme that emerged was education on the recovery model.
Respondents stressed the importance of educating both service providers and service users
on the principles inherent in the recovery model (“education of staff and service users on

"

the principles of the [recovery] model’)
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Another minor theme was the need for improving the involvement of service users (“The
full integration of service users in the planning and delivery of care. This would include
participation at local Management level, the recruitment of staff, the development of
services and the development of Mental Health Support Workers as envisaged in the ‘Vision
for Change”). Furthermore, funding was highlighted as a single factor (“The single best thing
the health service could do to promote recovery is to ring fence a substantial proportion
of health expenditure for people with serious mental illness...it is essential that the funding
allocated is actually available and spent on the services to which it is attributed”)

Other 'single factors’ that were mentioned by at least two respondents included: the building
of a sound evidence base for the recovery model; and the drawing up of national codes of
practice for the model with a formal auditing to ensure implementation. Finally, a number
of respondents (n=y4; 6%) commented that there is not one single factor necessary but that
there are many important interacting variables that will contribute to the promotion of the
recovery model (“to promote a recovery approach there has to be simultaneous attention

Z

to many interacting variables’)
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QUESTION 6: WHAT IS YOUR VIEW OF USER-SELF-MANAGEMENT PROGRAMMES IN
MENTAL HEALTH AS HAVE BEEN DEVELOPED FOR PHYSICAL ILLNESSES?

The key themes that emerged from the analysis in relation to views on user-self-management
programmes are presented in Table 8 below.

TABLE 8: FREQUENCIES OF KEY THEMES FOR RESPONSE TO QUESTION 6 (PERCENTAGES IN PARENTHESES

=3 oy
O (@] c
> 0 B0
S £ g = <EE‘ = u ©
Key Themes 2 © 7 R 8 ©E o
s = ] 8 = I _8 =
L L S S 2 8 U
w w - T O [N (@]
T T a << > x < >
Positive View of User-self- 13 7 6 7 6 3 39
management Programmes (619)  (43.8) (857)  (63.6) (60) (100) (57.4)

Facilitate empowerment 4 2 2 3 18

4 3
(i)  (18.8) (57) (18.2) (20) [1o) (26

Not Suitable for Everyone - 2 1 - 15

5 7
(23.8)  (43.8) (18.2) (10) (221)

A generally positive view was taken by all of these respondents to the use of self-management
programmes (“Very Positive. It is something of a professional myth that people who use
services are totally reliant on them’). User self-management programmes were viewed as
being an essential part of service provision and supportive of the recovery philosophy of
mental health care. (“They are fundamental to the mental health service. Regardless of
model or theoretical framework guiding practice, self-management is a concept central to
effective health care. It supports recovery’)

Voluntary organisations highlighted that such a self-help approach is adopted in GROW,
Schizophrenia Ireland and Bodywhys and have enjoyed favourable outcomes and consumer
satisfaction. Vocational organisations® provided a detailed account of their own programmes
which adopt a similar ethos to user-self-management programmes

In reviewing the responses to this question, two key themes emerged. To begin with,
respondents from each category shared the view that the use of self-management
programmes would facilitate the empowerment process of a client as they move towards
recovery. (“In many cases these programmes help develop the confidence and motivation

5 Eastern Vocational Enterprises Ltd. & Rehab Group
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of the person to use their own skills, information and professional services to take ef fective
control over their life and to advocate in the wider political and professional context for a
quality service”)

The second theme that emerged was one of expressed concern over the suitability of user-
self-management programmes for all service users. The opinion that these programmes
are not suitable for all service users was most dominant in the HSE group and individual
transcripts. The general view held that suitability of user-self-management programmes
would depend on severity of mental illness. The programmes will require the user to
exercise motivation and insight and these characteristics may be lacking in some cases.
("Although user-self-management programmes can be an important part of the recovery
process, these depend greatly on motivation and education. Many people with more serious
mental health problems often lack the motivation necessary to enact self-management and
some will lack the educational preparation needed to access and use self-help materials.
Consequently a balance needs to be struck between professional-enabled and user-self-
management recovery approaches’). A further recommendation made reflected on when
user-self-management programmes would have potential (“When risk to the service user
is no longer an issue, or when on assessment it can be therapeutically managed while
optimising freedom and choice, then user self-management programmes have potential”)

A minor theme also emerged that highlighted the need for special training for service
providers to facilitate user-self-management programmes (“If the majority of staff
responsible for delivering mental health services do not undergo the necessary training that
will enable them to embrace the principals of Recovery, in practise such programmes will be
paper exercises”).

The Commission is referred to:

4 (Chapter on Recovery from a recent publication (Turner, 2006).

4 A submission® which proposes the development of an individualised CCSM programme
for people with mental health problems and expresses interest in researching this area
further (perhaps with the support of the MHC, for Irish mental health services).

¢ Principal Clinical Psychologist, St. Senan’s Hospital, HSE — South east region.
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QUESTION 7: ANY OTHER COMMENTS ON THE DISCUSSION PAPER?

4 In total 27 (39.7%) submissions offered additional comments. The additional comments
section was mostly used by respondents from each category to offer their praise
for the discussion document and to emphasise their support for the promotion and
implementation of the recovery model in the Irish mental health services. Comments on
the paper included:

“It [the recovery model] challenges professionals to share their humanity through
professional supports and interventions and forcefully argues for a greater and more
meaningful entitlement to take risks by service users”.

“It...[the discussion paper” is a very timely and welcome document and supports the
need for a change in direction... In the interest of service users, carers and mental health
professionals the vision and principles identified in the model need to be embraced”.

4 The need for ‘an ongoing critique’ of the recovery model was emphasised as a number
of respondents reiterated the requirement of establishing a sound evidence base for
the recovery model. A call for research that develops theory about recovery practice as
an interpersonal process (as described in the paper) was also made

4 Some concern was expressed over the difficulties that may arise with translating the
recovery philosophy into practice. Respondents expressed a hope that the discussion
paper signals a commencement of an initiative that will be fully realised (“Whether [the
recovery model] will be viewed as just a need for a fundamental attitude change or
whether the notion of recovery will be supported by realistic social structures will be
the challenge to incorporating this model in its fullest sense’). A suggestion was made
for “.. a team to be appointed to monitor [the recovery model’s] implementation... the
Mental Health Commission needs to consult with the Departments of Health, Finance,
Education, Justice and Social Welfare to ensure that it doesn’t become one more report
that isn't properly implemented”.

4 |n relation to translating the recovery philosophy into practice, a suggestion was made
to consider the Partnership in Coping system’ (a system of mental health nursing
based on the Recovery Model in Australia) as a guide for translating the philosophy of
recovery into practice.

4 The Commission is referred to a submission from an organisation that wishes to be
actively involved in the national planning of the recovery model 64)

7~ Eamonn Shanley, School of Nursing and Midwifery, UCD.
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ADDITIONAL SUGGESTIONS OR CRITICISMS
4 The Commission is referred to a “‘commendable” article by Sowers (2005).

4 Disparate aspects of the service provision (HSE/Independent Provider as well as
vocational, voluntary bodies etc) should meet in a non-hierarchical exploratory context
of equality. One respondent® expressed a particular interest in hosting or co-hosting a
forum of this kind.

4 Opportunities should be created for HSE/Independent Provider professionals to meet
with professionals who are working with the recovery model.

4 The “membership” of the committee and authors involved in the preparation of this
discussion paper should be provided.

4 The Commission is referred to two notable submissions?® that provide quite a detailed
critical review of the discussion paper.

4 The juxtaposition of the recovery model with the medical model was criticised®. (“Why
compare the recovery model only to the medical model? The paper disappoints in
conspicuously ignoring contemporary models of care notably the bio-psycho-social
model the established model in the training and practice of many mental health
professionals, the psychosocial rehabilitation model among others. Juxtaposed with
any of the aforementioned examples, the claimed uniqueness and radical nature of the
recovery model is no longer apparent”).

A Systematic research and evaluation of the recovery model should proceed and aim to
tease out the model's ingredients and to what extent they are unique to the recovery
model or shared with others. A caution was offered that we need to be wary of
“premature marketing of any particular model”.

4 The document refers mainly to schizophrenia and psychotic illness. A query was made
regarding the applicability of the model across all of the illness spectrum including: care
of the older person, children and adolescents, organic illnesses, personality disorders,
dual diagnosis etc.

8

Roslyn Park College.
9 PNA (group response] & the Central Mental Hospital.
o IMO,
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4 There was a concern expressed that in endorsing this particular approach to care, the
Mental Health Commission is creating an unrealistic expectation on the part of service
users as to the potential it has to offer (“Obviously there are those who have benefited
enormously from its use. However in the main it seems to us that these are people who
had the potential to ‘recover” in the first place..there must be a realistic appreciation of
what [the recovery model] can offer’).
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