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Uses and abuses of recovery: implementing
recovery-oriented practices in mental health systems
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An understanding of recovery as a personal and subjective experience has emerged within mental health systems. This meaning of recovery
note underping mental health policy in many countries. Developing a focus on this type of recovery nwill involve transformation within men-
tal health systems. Human systems do not easily transform. In this paper, we identify seven mis-uses (“abuses™) of the concept of recovery:
recovery 1s the latest model; recovery does not apply to “my” patients; services can make people recover through effecive treatment; compul
sory detention and treatment aid recovery; a recovery orientation means dosing serpices; recovery is about making people independent and
normal; and contributing to society happens only after the person is recovered. We then identify ten empirically-validated interventions
which support recovery, by targeting key recovery processes of connectedness, hope, identity, meanimg and empowermient (the CHIME frame-
work). The ten interventions are peer support workers, advance directives, wellness recovery action planning, illness management and recouv-
ery, REFOCUS, stremgths model, recovery colleges or recovery education programs, individual placement and support, supported housing,
and mental health trialogues. Finally, three scientific challenges are identified: broademing cultural understandings of recovery, implementing
organizational transformation, and promoting citizenship.

Key words: Recovery, mental health services, peer support workers, advance directives, wellness recovery action planning, individual placement
and support, supported housing, mental health trialogues, organizational transformation, promoting citizenship
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Il background storico del Recovery

Il ruolo dei processi di de-
istituzionalizzazione

Il superamento dell’idea di cronicita
STORIES OF

e il contributo delle ricerche
\Recoveryqry
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Long-term studies: people can recover
from severe mental illness

Bleuler (1972) 208 23 53%-68%
Huber et al. (1979) 502 22 57%
Ciompi & Muller (1976) 289 37 53%
Tsuang et al. (1979) 186 35 46%
Harding et al. (1987) 269 32 62-68%

1. Bleuler {1978). The Schizophrenic Disorders. New Haven, Yale Press

2. Huber et al (1975). Long-term followup...Acta Psychiatrica Scand. 53:49-57.

3. Ciompi & Muller (1976). Lebensweg und alter.. Berlin. Verlag Springer.

4. Harding et al. (1987). Vermont longitudinal study...Am. J. of Psychiatry 144: 718-735.
5. Tsuang,M. et al (1979). Long-term outcome...Arch. Gen. Psych. 36:1295-1301

Long-term studies: people can recover
from severe mental illness

Hinterhuber (Austria) 157 30 T5%
Kreditor (Russia) 115 20 849
Marino (Bulgaria) 280 20 T5%
Ogawa (Japan) 140 23 57%
Total of 9 studies 2028 20-37 66%




Patricia Deegan, psicologo clinico

Direttore NorthEast Independent
Living Program

Robert Liberman, Direttore
UCLA Center for Research on
Treatment & Rehabilitation on

Psychosis

Attivisti del o 2 Ex pazienti

Recovery Movement

Dan Fischer, psichiatra

Direttore National Empowerment
Center Massachusetts

Fred Frese, psicologo

Professore associato University NorthEastern Ohio
College of Medecine




A W F
3t b=
E SIS RHIESD
CIREL N Wl | TREQE TR
[ L Rl -

LIl Mo ery

5 & *

'\hilﬂ'
E-.I PHY i

GUARIRE 51 PUO

Perzone
e disturbo mentale

ab.




Recovery and people with severe mental disorders

Due “modelli” alternativi o complementari :

Recovery malattia; || recovery come
Basato su evidenze cliniche ed epidemiologiche
-Correlato con gli interventi professionali
Farmacoterapia

‘Riabilitazione psicosociale

Recovery malattia; [ recovery come
Basato sui racconti in prima persona e studi qualitativi

Correlato con alcuni interventi professionali ma anche
self-help, cure informali, sforzi personali e “salute
positiva’(resilienza, speranza, auto determinazione, etc.)

21st CEFEC CONFERENCE. Lisboa junio 2008 Empleo y recuperacion de personas con problemas de salud mental




Understanding Recovery from Psychosis: A Growing Body of
Knowledge

PROCESS 1) Time dimension: recovary as a developmental process over time

= Disintegration = 5Stabilisation = Reorientation = Reintegration = Integration
* Disconnection = Reconnection to Self = Reconnection to the community = Connection

PERSONAL 2) Motivation: 3) Developing competences ENVIRONMMENTAL FACTORS

RAETUSE spewering forces for recovary * Learning to cope with the il 5) Environmental support
Hope, creating meaning, balieving ness and its consequences <}:’ resources
recovery is possible (skills fior coping with iliness, Material resources
Spirituality activity and participation re-

Will-power: striving for independence, PR strictions) Mental health care and

self-reflance, setf-determination, Developing psychological com social Care resources
self-avocacy petence to put life and identity

Making decisions to changs; M0 (New} penspective

setting goals + Sgif-care skills &=
+ Social skills

1 !

INTERACTION 4) Social engagement and community integration / shifting the social status

BETWEEMN ; :
PERSON Engaging in meaningful activities

AND * Engaging in social roles
ENVIRONMENT

Social network resources

Wilken JP, Tidsskrift for Norsk Psykologforening, 2007




Figure 1: The Personal Recovery Framework

SOCIAL ENVIRONMENT

IDENTITY-ENHANCING
RELATIONSHIPS

7’
IDENTITY ¢
{d  ‘Mental
§ iliness’ part

Developing > | —
a positive I

identity

Framing and
# | self-managing
‘ ﬁn
)\
%

Slade M, 2010




Five Stages in the Recovery Process

Change s
Possible

The person is overwhelmed and confused by the disabling power of the illness.

The person has given into the disabling power of the iliness and is not ready/able
to make a change.

The person is beginning to question the disabling power of the illness and believes
that his/her life can be different.

The person is challenging the disabling power of the illness and is willing to
explore what it will take to make some changes.

The person is moving beyond the disabling power of the illness and is willing to
take responsibility for his/her actions.




Le fasi del processo di recovery

D. jose et al f Acian fournal of Poychilarry sxx (200 5) xox—xicx

Table 3
Stages of recovery.

Stages of trans-theoretical Spaniol et al, (200 Andresen et al {20046:) MNoisews and Ricard Henders on {2011
rryode| 2008

1. Precontemplation 1. Dverwhelmed by disabrility 1. Maratorum . Experencing lmess . Rrcuperation
2 Contemplation 2. AWArEness 2. lgniting spark of hope 2. Movding forward
. Developing insight 3. Getting back
3. Planning 2. Struggling with disability 3. Preparation . Activating the
nstinct to fight Back
5. Discovering keys to
wieellbering
Action 3. Living with disability . Rebuilding G. Maintaining
equihbiwm e bveen
external amd internal
Entirommerit
. Matntenance . Living beyond disability 7. Perceiving light at
the end of the tunnel




Optimizing Outcomes:
The Process of Recovery"*

Person With
4 Schizophrenia Employee

_' _ Student
Person With Studen_t - //FI:;I'Id |

Schizophrenia

Person
With . "
Schizophrenia w8 "y 5 MOV'”Q toward

one’s individual
potential and a
better quality
of life

Person Schizophrenia

With
Schizophrenia

—

1. Anthony WA. Psychosocial Rehabilitation Joumal 1993;16(4):11-23.
2. Adapted from: The Village. Available at: http:/fwww. village-isa. org/Ovenview/psr_circle htm.




Connectedness Hope and Identity Meaning Empowerment

« Peer support and optimism « Rebuilding « Meaning in mental * Personal
support groups - Belief in recovery positive sense of ‘iliness responsibility

- Relationships - Motivation to identity experience’ - Control over life

. Support from change © Overcoming O Splrltuallty ° Focusing upon

others stigma

« Community

* Meaningful life
and social roles

* Meaningful life

and social goals

* Hope-inspiring strengths

relationships

* Positive thinking
and valuing
success

* Having dreams
and aspirations

Leamy, M et al (2011) Conceptual framework for personal recovery in mental health:
systematic review and narrative synthesis BJPsych 199:445-452
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g Figure 3: Recovery medialors of contextual and personal themes
N —

c Contextual themes Personal themes

-

Basic and material neads Acceptance Self awareness and identity
Stigma and icolation | neiis of power Scif management and rosilicnee
and control
Relatonships Taking responsibility
Dependence,
Receiving support independence and Having a purpose and belonaing
intArdepandenca
Treatments Spirituality and cultural wisdom
U www_rethink.org




Characteristics of the recovery journey

Active process Gradual process

Individual & unique process Life-changing experience
Non-linear Recovery without cure

A journey Aided by supportive environment
Stages or phases Multidimensional

A struggle 'Imal and error process

Can occur without professional intervention

Lecamy M, Bird V, Le Boutillicr C, Williams J, Slade M (2011)
A conceptual framework for personal recovery in mental health: systematic review and narrative synthesis,
British Journal of Psychiatry, 199, 445-452.
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Recovery, psychosis and psychiatry: research
18 better than

.<.'[\|'r¢.T.Hi'e.\.rJr .
The .]lrrmch has received many endorsements. In
af the furure will
abowt recovery ax they do ahowut
SV G ¢ (2, p. 24), and professional
groups such as peychiatrists (3) and nurses (4) have
embraced the rhetoric. Internatonally, the
approach has been formally adopted in MNew
Zealand (5), the Republic of Ireland (6) and USA
{7}, among others. Guidance & being disseminated
{1} and editonals woitten {E). Recovery is in vogue.

What are the defining characteristics of a recov-
ery-focussed mental health service? Recovery is
mderstood to mean something different to either
sustained remission or cure — it is a way of . fiving
a satizfving, hopefid, and contri > gven with
the v emused by il : . Croals
are userdefmed and lhcrch'\-n: |nd| idual and
sametimes cthucally challenging for staff to work
with. Staff have an optimistic and hope-inducing
view ahout the ability of people to find meaning in
thair experiences — to generyte & Story Or narabve
ahout themselves which keads to a future beyond
{though possibly mcluding) mental ilness. Lan-
guage is different, becanse staff recognise the power
of language to shape belief, and do not want to
limit change by imposing an explanatory illness
model when other model may be more helpful to
the mdividual.

The policy and pracice imphications of moovery-
focuzed srvice have been explomed clewhere (10-13)
At its simplest, this will mean clinidans basing
decizions less on professionally-defined goak and
more on listening to and acting on the service nser's
wishes.

If recovery-focussed mental health services differ
from traditonal services, what has besn the
response to this call to change? Several responses
can be identihed. Some researchers have insisted on
symptomatological and functonal improvement
{rather than patient-defmed criteria) as the sole
mdicator of recovery (14, 15). Others commenta-
tors express the view that the term ‘recovery’ 15

rhetoric

VACUOUS — ‘g redefinition af the rerm ‘recovery’ in
order to give hope 15 to buld hope on illusion'
{16, p. 48} Services have approprated the term
without meaningfully changing their function, e.g.
re-labelling rehabilita Gon services s "Recovery and
Rehabilitation Serviees'. Thess responses are all
conzistent with an amm of mainmtaming the staus
qua. They may be the most appropnate responses,
tut the panaty of evidence means that it iz
currently impossible to have an mformed debate.

Empirical rescarch & necded. We therefore
propose a research programme to identfy the
costs and benefits of developing recovery-focussed
mental health services.

Recovery research needs to combine methodo-
logical rigour with not dizadvantaging recovery-
focussed approaches by evaluating them using
methods and outcome eritena which are biased
towards traditional working practices. We identity
three strands to this research programme:; ident-
fication and prevalence; outcome measures and
evalation methodologies; and mtervenbons and
e e

First, the active ingradients of recovery-focussed
mental health services need to be established As
well as working practices, the ingredients waill
melude staff atiiudes, values and beliefs. This
represents @ change from the current modernist
approach to describing services {i.e they are fully
charactensed by what they do), in recognising that
mental health services involve people, both using
them and working in them, so how staft work also

W:H re 1 17]

Onee identfied, the actve ingredients waill
mform the development of fideity scales, which
assess adherence by the service to the active
mgredients: requred for @ mental health service
to be recovery-focussed. This approach to ensur-
mg treatment fidelity is o standard approach to
wentifying whether a service model is actually
mplemented (18}, 8 necessary element of eval-
ation {19). These fidelity scales can then be used
to establish national baseline prevalence estimates
of the extent to which services are recovery-
focussed.
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A Systematic Review and Meta-Analysis of Recovery in Schizophrenia
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Ojecrive: Our primary sims were (a) to identify the pro-
portion of individuals with schizophrenia and related psy-
choses who met recovery criteria based on both clinical
and social domains and (8) to examine if recovery was
associated with factors such as pender, economic index
of sites, and selected desipn features of the sindy. We
also examined if the proportions who met oor definition
of recovery had chanped over time. Method: A compre-
hensive search stratepy was used to identify potential
studies, and data were extracted for those that met inch-
sion criteria. The proportion whe met our recovery cri-
teria (improve in both clinical and social d

and evidence that improvements in at least 1 of these 2
domains had persisted for at least 2 years) was extracted
from each study. Meta-regression technigques were used to
explore the association between the recovery proportions
and the selected variables. Resufrs: We identified 50 stud-
ies with data suitable for inclusion. The median propor-
tion {25%—75% gquantiles) who met our recovery criteria
was 13.5% (8.1%—20.0%). Stodies from sites in countries
with poorer economic siatus had higher recovery propar-
tions. However, there were no statistically sipnificant dif-
ferences when the estimates were strafified according to
sex, midpoint of intake period, strictness of the diagnostic
criteria, duration of follow-up, or other design features.
Conclusions: Based on the best available data, approxi-
mately, 1 in 7 individuals with schizophrenia met our cri-
teria for recovery. Despite major chanpes in ireatment
options in recent decades, the proportion of recovered
cases has not increased.

Key wonds: schizophrema/psychosis/recovery/outcome
studies/prognosisepidermiology

It 15 wadely accepted that a proportion of ir
who develop schizophrenia have a favorable §
Symptoms can abate over time, and a prop
those with schizophrenia attain good ocutecor
range of clinical and functional outcomes (eg. ¢
employment, and relationships). The precise p
of cases that have favomble ooicomes 15 le
understood. To & large degree, this relates to ur
about how to measure multifaceted outcome
“recovery.” Considermg how much rescarch
has been allocated to explonng the omsef of
{eg, prodrome and early psychosis), it s ap
that a comparable degree of research scrutim
accorded io the recovery of psychesic! With 1
the remission of climical symptoms, operatic
critenia are now avallable >4 However, symptor
are only one component of the many facets of
Many consumer-based groups concepiualize re
a persoial journey (ie, a subjectively evaluate
dealing with symptoms over ime) rather than
point oafcome (complcicly moovered s
tllness).* In contrast to most clinical symptoms,
related to recovery do not lend themselves t
rehiable metnics®?

Regardless of the ongoing debate around how
and measure recovery,! we argue thai there =
case to continue to explore clinical and functi
comes of schizophrenia from an cpidemiologica
tive. In rocent years, systematic reviews of the it
prevalence,® and mortality of schizophrenia!'® |
published. OFf the 4 key epidermologic indicator:
to understand the dynamics of disorders such
phrenia n & population (incidence, prevalence,

2 The Author 2012, Published by Oxford Usiversity Press on belalf of the Maryland Psychiatric Ressarch Cenier. All rights reserved.
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symptomatic course

Relapse and recovery following
first episode psychosis:
findings from the AESOP
10-year follow-up study
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(284) 10.7

all non-aff
(352)
23.3%  29.1%

44.0%

20.5%

12.2%

*remission absence of symptoms at threshold level

yrs

continuous, no remission* 6 months +

47.6%

neither

15.0%

episedic, no episode 8 months+

8.3%
no further episodes
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Consumer perspectives on the concept of recovery in schizophrenia:
A systemartic review
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Conceptualisation of recovery from psychosis:
a service-user perspective

Lisa Wood,' Jason Price,’ Anthony Morrison,"* Gillian Haddock”

Box 1 Interpretative phenomenological analysis: key themes, subthemes and further themes of aspects important to a

change in recovery.

Impacts on mental health
Reduction insymptoms of psychosis
# Preoccupation with experiences
# The contentof experiences

o The frequency of experiences

# The duration of experiences

& The loudness of voices

» The origin of the experiences

¢ Perception of experiences

¢ Amountof distress

« Conviction

m

motiona change
Cwvercoming depression and low mood
Feelings of happiness and enjoyment
Owercoming anaety and stress
Chvercaming anger and frustration
Changes in the amount of emotions experienced

* 85 8 8 @

Self-change and adaptation

Personal change and belief

Positive self-beliefs

Redefining who you are

Feeling less vulnerable

Cvercoming embarassment

¢ Regaining personal freedoms and rights
¢ Havinga positive outlook for the future

* ® 8 @

Behawvioural change

& Improvements in sieep

& Energy and lethargy

& Motivation for change

» Reduction in self-harm and suicidal ideation
& Regaining independence

e Changes in drug and alcohol use

Social redefinition

Croupational change

# Stable Iving conditions

& Job seeking and maintaining employment
# Financial stability

Relationships and social behawviour

Being less withdrawn and isolated

Finding the ability to trust others

Taking part inmeaningful activities and hobhies

Developing and depending on relationships with friends and loved anes
Increasing social activity

Owercoming being judged and stigmatised

% % & 8 @

Individ ualised coping mechanisms

Support and treatment

Benefits of medication

Benefits of therapies

Peer support

Support from loved ones and/or friends
Recening help from the mental health services
Concerns over the side-effects of medication
Importance of spirituality/religion

& " & & & 8 @

Understanding and control

Help-seeking with experences

Recognising the early signs of becoming urmwell
Being able to cope with experiences
Understanding your experiences and/or diagnosis
Feeling empowered over your experiences

Having control over experiences

Thinking clearly about experiences

Having contral over own thoughts

& & 8 & & F & @




Recovery and Severe Mental Illness: Description and Analysis

1 Hegarty, 1994 320 studi 40 %

1 Menezes, 2006 37 studi 42 %

1 Warner, 2004 114 studi 11-33 %

1 Jaaskelainen, 2013 50 studi 13,5 %

Psychiatry 2014;59(5r236-242




Scopi della ricerca S.I.R 2

FASE 1 - QUANTItativa

1 Applicazione di strumenti per la misurazione del recovery
utilizzabili nella pratica clinica

(Recovery Assessment Scale — versione italiana)

FASE 2 - QUALItativa

Raccogliere il punto di vista degli utenti sugli elementi cruciali
per il loro processo di recovery

Identificare i fattori favorenti o ostacolanti il recovery, per poter
ri-orientare i servizi psichiatrici al recovery




Laricerca S.I.LR.2 (2012-13)

HoNoS l Empowerment

Health of the Nation SESM (Stratico,2007)
Outcome Scale ’

(Lora, 2001)

R.A.S.

p Recovery Assessment
Autostima W Scale
Questionario R.S.E.

(Prezza,1997) Qualita della vita
MANSA (Priebe, 1999)

Intervista sui fattori
di Recovery
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Studio Italiano sul Recovery

SIR 2

Individuazione utenti

Raccolta dati anagr., clinici, cons. inf.

>=40% (2-5) 60% (3 — 10)
Criteri UCLA Non criteri

\ ‘/UCLA

/ RAS, SESM, \

Utenti in MANSA, HoNOS, Utenti non in
Recovery RSE Recovery

(n.65) \ (n.151)

Familiari di utenti

[
>

in Recovery (n.45)




Fattori favorenti il recovery

ABILITA’ DI GESTIONE DELLA MALATTIA

PERSONE DI SUPPORTO

FARE ATTIVITA’ SIGNIFICATIVE

DETERMINAZIONE

SENSO DI CONTROLLO

VISIONE POSITIVA DEL PRESENTE E FUTURO




Fattori ostacolanti il recovery

1 STIGMA INTERNO ED ESTERNO

1 SINTOMI PERSISTENTI

1 MANCANZA DI RISORSE

1 OSTACOLILEGATI AL SERVIZIO

1 GESTIONE EVENTI STRESSANTI




Cosa dicono i familiari

SOLLIEVO E INCERTEZZA

FARE | CONTI CON CIO’ CHE SI E’ PERSO  FAMILY

THERAPY.
CAN HELP

OSTACOLI: FREDDEZZA, DISTACCO,
DISINTERESSE

RISPETTO E STIMA NONOSTANTE TUTTO

ESSERE RESI “ESPERTI”, PARTECIPI E
CONSAPEVOLI




FPsychintria Danubing, 2012; Vel 24, Suppl. 3, pp 281-297 Conference paper
& Medicinskanaklada - Zagreb, Croatiz

RECOVERY — RESHAPING OUR CLINICAL
AND SCIENTIFIC RESPONSIBILITIES

Michaela Amering
Medical Universin of Vienna, Deparmment of Psychiatry and Psychotherapy, Vienna, Austria

SUMMARY

Context: Advocacy for Recovery has been joined by research offering new perspectives on mental health policy, freatment,
rehabilitation and anti-discrimination gfforts.

Objectives: Chances and challenges of a Recovery model for the mental health field will be presented and discussed.

Key messages: Recovery is currently widely endorsed as a guiding principle of mental health policy. New rules for services, e.g.
wser involvement and person-cenfred care, as well as new fools for clinical collaborations, eg. shared decision making and
psychiatric advance directives, are being complemented by new proposals regarding more ethically consistent anti-discrimination
and ivoluntary treatment legislation as well as participatory approaches fo evidence-based medicine and policy.

Recovery advecacy has been joined by research on recovery and resilience resulting in new data on the long-ierm perspectives of
people experiencing common as well as severs mental health problems. Definitions of remission emd recovery as well as the concept
af chronicify are under debate. Research guestions regarding recovery as a process as well as an oufcome warrant scientific efforts
enabling the integration of different perspectives as well ax difforant mathedologies.

Conclusions: Consequences and challenges of the Recovery model need fo be tackled from different perspectives by clinicians,
researchers, policy makers and — essentially - users and carers and their represeniatives in order to bz fully explored and brought to
life.

Eey words: recovery— evidence base — user involvement - rialogue
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Recovery, not progressive deterioration, should be
the expectation in schizophrenia

RoeerT B. ZIPURSH', Orer Acip?

! Department of Psyehiatry and Behavioural Neurssclences, Michael G, DeGroote School of Medicine, McMaster University, and Schizophrenia and Community
Integration Services, SL Joseph's Healthcare Hamilton, Hamilton, Ontario, Canada; *Department of Psychistry, Faculty of Medicine, University of Toronto, and
Complex Mental lHlness/Schizrophrenia Services, Centre for Addicton and Mental Health, Toronto, Ontarie, Canada
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Does Long-Term Treatment of Schizophrenia With Antipsychotic Medications
Facilitate Recovery?

Martin Harrow”® and Thomas H. Jobe
Department of Psychiatry, University of llinois College of Madicine, Chicago, IL

*To whom correspondence should be addressed:; 1601 W. Tayler (M/C 912), P1, Rm. 445, Chicago, 1L 60612, US:; tel: 312-996-3585,
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LONG-ACTING INJECTABLE (DEPOT) ANTIPSYCHOTICS
AND CHANGING TREATMENT PHILOSOPHY?:
POSSIBLE CONTRIBUTION TO INTEGRATIVE CARE
AND PERSONAL RECOVERY OF SCHIZOPHRENIA

Miro Jakovljevic
University Hospital Centre Zagreb, Department of Psychiatry, Zagreb, Croatia




Provider-Determined

Consumer-Determined

Program
regulatory
mechanisms

Associated
practices

Impact on
consumer's
self-
regulation

Coercive
Contingencies (punishment focus)
Enforced dependency

Mandated psychotropic
medication

Deficit-focus,

Boilerplate treatment plans,
Coercive treatments (threats of
hosp., outpatient commitment,

restraints)
No consumer input on org.
Minimal choice

Mon-intentional,

Feelings of incompetence,
Lack «of control,
Helplessness

Paternalistic
Contingencies (reward focus)
Incentives for dependency

Emphasis on medications
Maintenance-focus

Some individualization in treatment
Clinician-driven treatment (with input
from consumer)

Pro forma mechanisms for consumer
input

Moderate choice (e.g., medication

type)

Compliant,

External motivation (based on other's
expectations),

Dependent

Recovery-Onented
Mon-contingent
Incentives for autonomy and personal
accountability

Medications part of overall treatment plan
Recovery-focus

Individualized (e.g.. consumer’s own words)
Consumer-driven (with input from clinician)
Consumer input basic to org.

Consumer as source of control

Self-agency
Internal motivation
Independent

Less Recovery Oriented

More Recovery-Orienfed




How, ., How
O cpbort | .. learnt
L live well?
recovery? -

A guide to core courses and key principles
for a Recovery Learning Community

¢
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Guidance from the Devon Recovery Research and Innovation Group (D-RRIG) Guidanice from the Devon Recovery Research and Innovations Group (D-RRIG)




lliness Management 1
and Recovery

Gﬂtiﬂg Started lliness
with Evidence-Based Management
Practicae and Recovery

An Evidence-Based Practice

ﬂ@.; SERVICE,
U.S. DEPARTMENT OF HEALTH AND HUMAMN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Mental Health Services

wwiwv.samhsa.gov




I cinque elementi fondanti del'IMR

1
Motiva al cambiamento e aiuta ad individuare obiettivi significativi

1
Migliora la possibilita che i pazienti assumano la terapia come prescritto

Riducono le ricadute _
Riducono le ospedalizzazioni IManagigy

Riducono la severita dei sinfomi persistenti
Riducono le esperienze stressanti legate ai sintomi

Migliora le conoscenze dei pazienti sulla malattia mentale e sul recupero
Fornisce informazioni sul trattamento




RECOVERY SUPPORT TASKS

The job of mental health professionals

1. Fostering relationships
2. Promoting well-being
3. Offering treatments

4. Improving social inclusion

Slade M (2009) The contribution of mental health services to recovery,
Journal of Mental Health, 18, 367-371.




Psychosocial treatments to
promote functional recovery

Social skills
training

Cognitive
Behavioural
Therapy

Cognitive
Remediation

Social
Coghnition
Training

» Coinvolge un numero di dimensioni importanti per il
recovery

* Presenta ampi effetti sul funzionamento nella
comunita

« Efficace nella riduzione dei sintomi positivi e negativi

* Include alcuni aspetti del funzionamento nella
comunita e della QoL

* Integra trattamenti specifici per migliorare target
diversi (es. cognizione e abilita lavorative)

» Coerente con il modello del recovery

* Gli individui possono migliorare le prestazioni in una
serie di processi cognitivi e sociali collegati al
successo nel funzionamento sociale
(es. percezione emotivo-affettiva)

Kern et al. Schizophr Bull
2009;35:347-361




Background on Recovery and
Recovery Orientation

» How can MH programs enhance
feelings of competency?

» Skills-based interventions (ADLs, work skills,
social skKills)

 Employment

» Self-management of mental iliness (coping
with symptoms)

Mancini et al, 2010




Background on Recovery and
Recovery Orientation

» How can MH programs enhance
feelings of relatedness?

» Family-based interventions (psychoed.
groups, contact w/ family members)

* Focus on community integration (non-mental
health activities)

» Fostering relationships among consumers
(group outings; special events)

Mancini et al, 2010




Quali interventi promuovono il
recovery ?

1 lllness management and recovery

Mental

1 Supported housing illness

is not
a choice...

But

1 IPS recovery

is.

1 Rivedere le pratiche inefficaci alla luce
dell’esperienza degli utenti

Drake and Whitley, 2014




Pratica orientata al Recovery
(Davidson et al., 2009)

Primarieta’ della partecipazione

Favorire 'accesso e il coinvolgimento

Garantire la continuita’ della cura

Utilizzare una valutazione basata sui punti di forza

Offrire una pianificazione individualizzata del
percorso di Recovery

Fungere da “guida per il Recovery”
Conoscere e sviluppare l'inclusione comunitaria
|dentificare e affrontare |le barriere al Recovery




Le strategie:

Conoscenza della Recovery, approfondite
informazioni cliniche e personali degl
utenti, conoscenza dei valori personali degli
utenti e del Team, lavoro in partnership,
training individualizzati alla Recovery,

applicazione del Coaching, valorizzazione
delle capacita individuali (Skills-Talents),
supporto al raggiungimento di obiettivi /

,.,

RECOVERY INDIVIDUALE




Come la cultura del recovery puo
incrementare I'efficacia delle EBPs

1 ro%arel EBPs secondo | principali valori
chiave del recovery

| Intevcﬁrare le EBPs con |e strateqgie finalizzate

uppare |a motivazione al cambiamento e
bIIi)IPe eb

S .
a sta oblettivi personal

| Promquer le abilita e le a‘titudini del
Persona e che favoriscono Il processo di
ecovery

(Carozza, 2013)




e

Organisational Working

>

commitment relationship

Support for A

Promoting Recovery personally

citizenship

. defined
Oriented recovery

Practice

Le Boutillier C, Leamy M, Bird V. Davidson L, Williams J, Slade M (2011)
What does recovery mean in practice? A qualitative analysis of international recovery-oriented

practice guidance. Psychiatric Services, 62, 1470-1476.



Che i servizi di salute
mentale siano
“attraversabili’...

E non “autostrade
senza uscita’...




Subjective, “individual” aspects of
recovery

- Process of personal growth and development
(new learning experiences)

* To be able to cope with personal and social
disabilities of the disease (anti-stigma)

* Re-gaining motivation, self-esteem, hope,
autonomy, empowerment, quality of life

* Finding back to a satisfying and self guided life

Schrank & Amering, 2007;
Brekke & Nakagami , 2010




Conclusioni...

La malattia mentale non e un destino

La salute mentale non e per forza
I’assenza di sintomi

E’ comunque possibile impegnarsi per
una migliore qualita di vita

Ai servizi di SM spetta di facilitare il
recovery

FACES OF

Recovery

I l Heati
II-\..": I| .5:

Treatment works. People recover.

Know me as a person
not by my mental illness

ﬁnm%-&m

e improve snd retever, |




\What outcomes are realistic
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