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Executive summary

Background

Australia, like many other western countries, has increasingly recognised the importaimeecaincept

2T NBO2OSNE Ay GKS GNFBI (FowtyNatiogaFMensS Mealth Planakest vy S a
explicit reference to the concept of recovery, with the first of its five priority areas Beipg2 OA I L
Iy R wS.0 2075 SiNRatibrallS@ridards for Mental Health Serviegs currently undergoing a
revision which will result in a new standard on the recovery orientation of services, based on principles of
individual uniqueness, real choices, attitudes and rights, dignity and ecegpertnership and

communication, and evaluating recovery.

aoe !
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The Australian Mental Health Outcomes and Classification Network (AMHOCN) was tasked with

undertaking a review of available recovery measures and providing a report to the Mental Health

Information Strategy Subcommittee (MHISS) for consideratidts &ebruary 2010 meeting. The review

SELX AOAGt & O2y&ARSNBR 020K AyaidNdHzySyia RS&AIYySR (2
designed to assess the mery orientation of services.

Aims
The overarching aims of the review were as follows:

e ¢2 ARSYUGATE AyaildNHMz¥SyGa RSaA3aySR (2 YSI &ada2NB Ayl
individual consumers, carers and service providers in monitoring recovery status and change, and
in detecting oppatunities for improving aspects of recovery by the individual by their own
means and/or collaboratively with the support of family, friends and services;

e To explore the desirability and feasibility of adopting a measure of individual recovery as part of
the NOCC suite of consumer outcome measures;

e To identify instruments designed to measure the recovery orientation of services that could be
useful to consumers, carers, service providers and managersdpearatively monitoring the
status and change of theecovery orientation of particular teams or services, in comparing
services, and in detecting opportunities for improving the recovery orientation of services and
improving aspects of recovery for consumers of those services; and

e To explore the desiralitiy and feasibility of incorporating a measure of the recovery orientation
of services into thé&\ational Standards for Mental Health Services.

Method

Our identification of potential instruments drew on a series of existing reviews of recovery measures,
search of Medline and Psyclinfo, and recourse to locairednational colleagues who were regarded as
experts in the field.

We used a hierarchical criteridmased approach to assess whether given instruments might be
candidates for measuring recoverya routine fashion in Australigsublic sectormental health services.
In the case of instruments designed to measure recovery at an individual level, the criteria were as
follows:

Explicitly measures domains related to personal recqvery

Is briefand easytous® Xp n ;A 1 SYao

Takes a consumer perspective

Yields quantitative data



e Has been scientificalscrutinised

e Demonstrates sound psychometric propert{esg., of internal consistency, validity, reliability and
sensitivity to change)

e Is applicableo the Australian contextand

e Is acceptable to consumers

In the case of instruments designed to assess the recovery orientation of services, the following,
somewhat less strict criteria were applied:
e Measures domains directly relevant to the recoverientation of services
e Ismanageablandeasytousdy G SNXY A 2F FTRYAYAAUNI A2y oXmnn Al
e Has undergone appropriate proces®f development, piloting and documentation, and ideally
been scientifically scrutinised
¢ Includes a consumer perspectjve
e Is applicable to the Australian contend
e Is acceptald to consumers

In both cases, the criteria were used in a hierarchical fashion to exclude instruments. This meant that an
instrument that was excluded on the basis of one of the early criteria was not assessed against any
subsequent criteria.

Results

Our searclyielded33 instrumentspf which22wereRS &4 A 3y SR (G2 YSIF ad4dz2NBE Ay RAGA Rdz
were designed to assess the recovery orientation of services (or providéssessing these instruments

against the hierarchical criteria identified foiry” 8 G4 NdzYSy ia RSaA3dy SR (2 YSI adzNB
four designed to measure the recovery orientation of services that might be candidates for routine use in
Australian public sector mental health services.

The four candidate instruments designeit YS I adzNB Ay RAGARdzZ £t aQ NBO2@FSNE |
e Recovery Assessment Scale (RAS)

¢ lllness Management and Recovery (IMR) Scales

e  Stages of Recovery Instrument (STORI)

e Recovery Process Inventory (RPI).

The four candidate instruments designed to measure the recovegpntation of services are:
¢ Recovery Oriented Systems Indicators Measure (ROSI)

¢ Recovery Self Assessment (RSA)

e Recovery Oriented Practices Index (ROPI)

e Recovery Promotion Fidelity Scale (RPFS)

Discussion

Before discussing the findings of the current esvin detail, it is worth reflecting on some of the macro
issues associated with measuring recovery in the Australian context. Firstly, to reiterate one of the points
made above, consideration needs to be given to the differences between measuring fetavtre

recovery orientation of services) and reductions in symptomatology or increases in levels of functioning
62NJ AaSNIPAOSaAaQ FoAfAGe (2 F2aGdSN) GKSasSoo {SO2yRf &z
measurement of recovery is relevartrass the lifespan and across phases of illness and episodes of care.
Thirdly, there is a lack of consistency in the way in which recovery is viewed in mental health circles.
Finally, the review was undertaken on the assumption that, if Australia wesmtirace the notion of

routinely measuring recovery at an individual level or at a service level, it would be preferable to draw on
existing, validated instruments. It may, however, be the case that identified instruments are not ideal for
the Australiancontext and that developing a locatépecific instrument is seen as desirable.

4



With these macro issues in mindewvould recommend that a series of steps be followed to refine the

abovelist of identified instrumentdurther. All of these steps shouldviolve extensive consultation with

key stakeholders, particularly consumers. They should also involve collaboration with the developers of

the relevant instrumentsFirstly, a decision needs to be made about whether the emphasis should be on
themeasurelSy i 2F AYRAQDGARdIZ f aQ NBO2 JSNE edthiibnbffseniicksS Y St a d;
or both. Secondly, and depending on the outcome of the earlier decision, nuances about which aspects

of recovery to measure at the individual level or the serlésel will need to be teased out. Thirdly,

further development and testing of the instruments will be required for the Australian context. Finally,
consideration will need to be given to issues related to the administration of the chosen instruments.

Toconclude, it is apparent that there are several recovery instruments available which, perhaps with
minor modifications, could be used for the purpose of the routine measurement of recovery in Australian
public sector mental health services. Further warkeiquired to isolate the specific instrument or
instruments which might best be used for this purpose, and the possibility that none is suitable should
not be ruled out.



Chapter 1: Introduction

Background

Australia, like many other western countriéms increasingly recogged the importance of theeoncept

of recovery in the treatment of mental illness. Slade and colleagues have compiled several excellent
overviews of perspectives on recovery, noting that there has bagnadualshift from an emphas on

WOt AYAOI-DRASRDYRSNWYOEAZY A 2TF-0NBORGS REThdfgihdP LIS NE 2 V |
is located within a medical adel and relates to sustained remission, typically evidenceakdyctionof
symptoms and/or improvements in functioning. The latter has emerged thensver-strengthening
consumer movement in mental health, and draws on the documeHiiedjourney<bf people
experiencing mental illness. These accounts share in common a theme which forms the basis of the
alternative definition of recoverwhichsuggessthat recovery is much more than the absence of
symptoms and functional impairment, and is more akim change in outlook that is related to leading a
meaningful, purposeful life, with or without ongoing episodes of ilinégsmost, the typicalsought

after reductionin symptoms and improvement in functioning might be thought of as clinical recovery
whereas the more nuanced attitudinal change can be considered as personal recovery.

This more social view of recovery is encompassed in the following definijoAathony and Deegan
both of which are widely used:

YwSO2@F3SNE Aa | diSSSINPOSHINEFY IOKT yayiAIH 2y SQa | GdA
skills and roles. Itis a way of living a satisfying, hopeful, and contributing life, even with limitations

caused by the illness. Recovery involves the development of new meaning ard $urpb y 2y SQa ¢
a4 2yS 3INRsa o0Sez2yR GKS OIGlIadiNRBLKAO STFFSOGa 27

YwSO20SNE Aa | LINBOSaaz | gte& 2F f xHal®mgesktity | GdAd
is not a perfectly linear process. At times our course is erratic and we falter, slide back, regroup and

a0 NI leBdediytXmektkhe challenge of the disability and testablish a new and

valued sense of integrity and purpose within and beyond the limits of the disability; the aspiration

is to live, work and love in a community in which one makes a signif@afitic NJ&A 6 dzi A 2 Yy © Q

These social persptees on recovery have, in turn, led to consideration of what mental health services
might most appropriately do to promote recovery for the consumers they sefbe. New Zealand

Mental Health Advocacy Coalition, in its document entiflEgstination Recary, offers a further

definition of recovery from this perspective:

YwSO2@FSNE A& | mefzésze FYR FLILINRIFOK (G2 aSNDA
OAGAT SYakKALI FYyR | K2t A&a0GA0 NI y3aS 2F a

Although the role of a recovery orientation in mental health services is seen as crucial, there is a
recognitionthat many factors outside mental health services will foster or impinge on anfndiaki f Q &

recovery process. Government and rgovernment agencies from other sectdrave an impact on how

people with mental iliness can maxsatheir quality of life,including those involved iemployment,

education and housingCommunities also havenamportant role to play; their collective attitudes

G261 NRaA LIS2LX S 6AGK YSyidlf AffySaa matheyrelatko LIS (G KS
recovery can be reabed.



Relevant policy and practice developments in Australia
The Fourth National Mental Health Plan

I dza ( Neburthh Nataal Mental Health Planakes explicit reference to the concept of recovemth

the first of its five priority areas being{ 2 OA I t L y Of dzk dutlings fiveyinRicaterS &yaidtS NE Q
which tomeasuredesiredchangein this priority area, namely

e Participation rates by people with mental illness of working age in employment;

e Participation rates by young people aged3®with mental illness in education and employment;

e Rates of stigmatizingttitudes within the community;

¢ Percentage of mental health consumers living in stable housing; and

e Rates of community participation by people with mental illn&ss.

These indicators are laudable, but by themselves may not be sufficient to glean an accurate picture of the
extenttowhichtheC2 dzZNIi K b | G A 2 Y I f readefyiielatedoutcrhet dré&achiefetivgt Q &

the next five yearsin general, they relate most closely to sectors outside the mental health sector, and

do not gauge the performance of mental health services themselves in offering reemenyed care.

In addition, heymay be of less relevande recovery than to the albeitelated notion of social inclusion.

They are also relatively blunt, offering only an aggregated picture which may not provide an accurate
gauge othe nuanced stages of recoveiyr individuals

National Standards for Mental Health Services

One of the primary quality assurance mechanisms in mental health servicedNatibeal Standards for
Mental Health Servicés TheNational Standards for Mental Health Serviees currently used in a range

of ways: as a checklist for service quality; as a guide for service enhancement and continuous quality
improvement; for the development of new services; and as a tool to inform consumers and carers about
what to expect from a mental health service.

Until now, theNational Standards for Mental Health Servibese not made explicit reference to the
extent to whichservices foster and support recovehut they are currently undergoing a revision which
will result in a new standard dihe recovery orientation of service§.he draft standard on supporting
recovery (Standard 10.1) is referenced in Box 1. The piesagm which this standard is based are similar
to those articulated elsewhere, and are summarised in Box 2.



Box 1: Draft standard on supporting recovery

The Mental Health Service incorporatesaeery principles into service delivery, culture and practice providing consun
with access and referral to a range of programs that will support sustainable recovery.

Criteria

10.1.1

10.1.2

10.1.3

10.1.4

10.15

10.1.6

10.1.7

10.1.8

10.1.9

10.1.10

Standard 10. Delivery of Care

10.1 Supporting Recovery

The MHS actively supports and promotes recovery oriented valuesramadgbes in its policies and practices.
The MHS treats consumers and carers with respect and dignity.

The MHS recognises the lived experience of consumers and carers and supports their personal resourcg
individuality, strengths andbilities.

The MHS encourages and supports the self determination and autonomy of consumers and carers.

The MHS provides education that supports consumer and carer participation in goal setting, treatment, ¢
and recovery planning, ingling the development of advance directives.

¢KS al{ &dzZlJR2NIa FyR LINRBY2(GSa 2LIRNIdzyAiGASa G2
children, friends and their valued community.

The MHS promotes the social inclusiorcofisumers with mental iliness and advocates for their rights of
citizenship and freedom from discrimination.

The MHS demonstrates systems and processes for consumer and carer participation in the developmen
delivery and evaluation of the services

The MHS has a comprehensive knowledge of community services and resources and collaborates with
consumers and carers to identify and access relevant services.

The MHS provides access for the consumer and their carer(s) to a rangerehchrgive approaches to servig
delivery and support.




Box 2: Draft recovery principles for Australian mental health services and programs

Recovery principles: Australian mental health services and programs

Australians have a right to expect a highndard of health care. Citizens can reasonably expect to recover from men
illness. Even with chronic or persistent iliness, there is a general and reasonable expectation that the person wilbb
resume and to maintain a quality of life thatey deem acceptable. This principle applies to both mental illness and
physical iliness.

From the perspective of the person with mental iliness, recovery means/includes gaining and retaining hope,
understanding of ones abilities and disabilities, engaggenin an active life, personal autonomy, social identity, meanin
and purpose in life, and a positive sense of self.

The principles of recovery oriented practice underpin all forms of mental health care.

1. Individual uniqueness:
Recovery oriented merithealth practice:
e Recognises that recovery is not necessarily about cure but is about achieving a meaningful and satisfying
e Accepts that recovery outcomes are personal and unique for each person and go beyond an exclusive he
focus to include aemphasis on social inclusion and quality of life.
e  Empowers individuals so they recognise that they are at the centre of the care they receive.

2. Real choices:
Recovery oriented mental health practice:
e  Supports and empowers people to make their own cheigbout how they want to lead their lives and
acknowledges choices need to be meaningful and creatively explored.
e Ensures that individuals can build on their strengths and take as much responsibility for their lives as they
any given time.
e Ensureshat there is a balance between duty of care and support for people to take positive risks and maksg
most of new opportunities.

3. Attitudes and rights:
Recovery oriented mental health practice:
e Involves listening to, learning from and acting upon comioations from the individual, their relatives and
others about what is important to each person.
e tNRY2GS&a YR LINPGSOGA LS2L)X SQa 831t FyR OAGAT S
e  Supports people to maintain and develop meaningful social, recreational, occupational and nakativities
which enhance mental wellbeing.

4. Dignity and respect:

Recovery oriented mental health practice:
e Consists of being courteous, respectful and honest in all interactions.
e Lyo2toSa aSyarliAirgrie FyR NBawfeld F2N) S OK AYRAQ
e Challenges discrimination and stigma whether it exists within our own services or the broader community.

5. Partnership and communication:
Recovery oriented mental health practice:
e Acknowledges each person is an expert on their own life andrétaivery involves working in partnership with
individuals, their relatives and carers to provide support in a way that makes sense to them.
e Values the importance of sharing appropriate information and the need to communicate clearly and effecti
to enalle effective engagement with services.
e Involves working in positive and realistic ways with individuals, their families and carers to help them realis
own hopes, goals and aspirations.

6. Evaluating recovery:
Recovery oriented mental health praetic
e Ensures and enables evaluation of recovery at several levels
o individuals and their families can track their own progress;
o ASNWAOSE N’ aSSy (2 dzaS G(KS AYRAQGARdZ f Q&
o there is a public reportingf key recovery indicators including (but not limited to) housing,
employment and education outcomes, not merely health.

w




The current review

The Australian Mental Health Outcomes and Gfasgion Network (AMHOCN) wéesked with
undertaking a revievef available recovery measures and providing a report to the Mental Health
Information Strategy Subcommittee (MHISS) for consideratiots &ebruary 2010 meeting.

tKS NBOASSG SELX AOAGEE O2yaARSNBR o02iKryang a i NdzySy i &
instruments designed to assess theaeery orientation of services.

e TheAy A NHzYSyiGa RS&AIAYy SR ( wer¥ ShstlaieBith A yieWioP A Rdzl £ 4 Q
potentially adding them to the National Outcomes and Casemix Collection (NOCC) suite of
measures, whiclis currently used in public sector mental health serviceastgess a range of
consumeroutcomes related to symptomatology and functioning, but petsonalrecovery’

These outcome measures are eglied according to the NOCC protocol (see Appendix 1), which
articulates the collection occasiof@dmission; review; discharge) within mental health service
settings (inpatient; community residential; ambulatoat)which given measures should be
adminiseredfor consumers in particular age groups (children and adolescents; adults; older
persons) The outcome measures include cliniefated and consumer sefeport measures.

The cliniciarrated measures are standard across jurisdictions and compledis are relatively
high; the consumer seteport measures vary between jurisdictions and completion rates are
lower (because offering them to consumers has not yet become standard practice)

e Theinstruments designed to assess the recovery orientatibseovicesvere considered with a
view to aligning them with th&lational Standards for Mental Health Servi€es

Our approach to the reviewas similar tolie one we adopted in two previous reviegsne of the

NOCC suite of consumer outcome measUrasd one of outcome measurésr carers of people with

mental illness?® It involved recourse tobotli KS LJdzo f AA KSR AO0OASYGATAO f AGSNI I
as well as some limited consultation with experts in the field.

Overarching aims
The overarching aims of the review were as follows:

e ¢2 ARSYUGATE AyaildNHzySy (& reBoSaiykhattdii belugefulYoS | & dzZNB A y |
individual consumers, carers and service providers in monitoring recovery status and change, and
in detecting opportunities for improving aspects of recovery by the individual by their own
means and/or collaboratively witthe support of family, friends and services;

¢ To explore the desirability and feasibility of adopting a measure of individual recovery as part of
the NOCC suite of consumer outcome measures;

e To identify instruments designed to measure the recovery origoneof services that could be
useful to consumers, carers, service providers and managersdpearatively monitoring the
status and change of the recovery orientation of particular teams or services, in comparing
services, and in detecting opportunitiés improving the recovery orientation of services and
improving aspects of recovery for consumers of those services; and

e To explore the desirability and feasibility of incorporating a measure of the recovery orientation
of services into thé&lational Stadards for Mental Health Services.

10



Structure of the current report

The remainder of this report outlines our approanhmore detail describes our findings, and makes

suggestions about future directions. Chapter 2 describes our methodology. CBapesents an

overview of the identified instruments, and Chapters 4 and 5 review the instrundesigned to

YSIFadzZNE AYRAQDGARdIZ faQ NBO2@SNE YR AYyaiuNdHzySyda RSaa
respectively Chapter6 discusses théindingsin the context ofprogressing theecoverymeasurement

agenda.
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Chapter 2: Method

Identification of instruments to be included in the review

The starting point for our reviewas a series of existing reviews undertaken by the Human Services
Researh Institute in Bostorin the United StatesThese reviews servedsamewhatdifferent purpose to
our own, in that they were designed to provida overview of the recovery instruments that might be
used for research and evaluation purposes, whereas otievewas designed to consider recovery
instruments that might be used in routine practiceAustraliarpublic sectomental health services

The first of the Human Services Research Institute reweagscompiled by Ralph, Kidder and Phillips in

2000 The second was conducted BampbeHOrde, Chamberlin, Carpenter and Lief2005*2 The

third is currently underway anis being led byarkas® Each successive review represeatsupdate of

the earlier work(s), providing detailed information about new instruments or instruments that have

undergone additional developments, and referring the reader back to the previous report(s) for older and
unchanged instruments. All three rewis involvesystematic identification of articles on given

instruments by formal means (e.g., searche®obMed and Psycinfo usiigS Ny & & dzOK | & WNBO2
WS Y LR g SNYSYRIXU SNIWVRA yREISHE2FY Q0 YR AYT2NXYIE YBSFya o0So3:
colleagues who were aware of the revieandinput from experts in mental health recovery and its

measuremeny

We conduted a further search of Medlinend Psyginfo to identify any additional instruments, using the

F2f €t 206Ay 3 &SI NOK YELAGANSAO/KIAY GONGF YY0S V! (inlsife OBt Qighv@rBidE Q0 0 @
international colleagues working in the field to seek information on any additional developments in the
area.

Evaluation of identified instruments

We used dierarchicakriterion-basedapproach to assesghether given instruments might be
candidates for measuring recovery in a routine fashion in Australian mental health services.

In the case of instruments designed to measure recovery at an individual level, the criteria were as
follows. The instrument had texplicitly measure domains directly related to recovenyd has to be

brief (containing 50 items or fewerdn the grounds that briefer instrumentgould minimise the data
collection burderif they were to be implemented on autine basis, and would therefore lmore likely

to be completed It hadto assess recovery fromK S O 2 y & dzY S NIRhRadtdyeINguadstddiver S o
data. It had tohave beersubject to scientific scrutiny, as evidenced by its having been refedencat
least one peereviewed journal article (although this rule was relaxed in the case of a few of the more
recentlydeveloped instruments). On a related note, it had to have performed well in psychometric
testing(e.qg., of internal consistency, \dityy, reliability and sensitivity to change)t also had to be
applicable to the Australian context, be acceptable to consup@erd promote dialogue between
individual consumers and providers

In the case of instruments designed to assess the recarggtation of services, somewhdifferent

and more relaxedriteria were applied.The instrument had to measure domains direatyevant to the
recovery orientation of servicedt hadto be manageable in terms of administratipalthoughnot

necessaity as brief as the measures of individual recovery (with instruments containing up to 100 items
being considered acceptablelt had to have undergone an appropriate process of development and
piloting, and ideally been scientifically scrutinised (ad@&wted by being theubject of at least one peer
reviewed journal articlg although the more recent nature of the majority of these instruments meant
that this criterion was often difficult to achievélthough the perspective should include that of the
O2yadzYySNE 20GKSNJ aidil 1 SK2f RS NG it ihd t6 BeZapphcabR fodhe | £ a 2
Australian context, and be acceptable to consumers.

(@]]
(7))
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In both cases, the criteria were usada hierarchical fashion to exclude instrumenthis meant tht an
instrument that was excluded on the basis of one of the early criteria was not assessed against any
subsequent criteria.Table 1 summarises the criteria used to evaluate the two types of recovery
instruments.

Tablel: Hierarchical citeria used to evaluate recovery instruments

Lb{¢w] a9b¢{ 59{LDb95 ¢h a|INSTRUMENTS DESIGNED TO ASSESS THE RECOV}
RECOVERY ORIENTATION OF SERVICES OR PROVIDERS
. Explicitly measures domains relatedpgersonal . Measures domains directly relevant to the recovery
recovery orientation of services
. Is briefand easytousé XXpn A G SY&au . Is manageableand easy to usa terms of
e  Takes a consumer perspective FRYAYAAGNI GA2Yy o6Xmnn A
. Yields quantitative data . Has undegone appropriate process of
. Has been scientificallscrutinised development pilotingand documentationand
e Demonstrates sound psychometric propert{esg., of ideally beerscientifically scrutinised
internal consistency, validity, reliability and sensitivi| ® Includes a consumer perspective
to change) . Is applicable to the Australian context
. Is applicableao the Australian context . Is acceptable to consumers
. Is acceptable to consumers
. Promotes dialogue between consumers and providg

13



Chapter 3: Overview of identified inst ruments

Together,thd dzY I y { SNIPA OSad mbeaSdeNiRd 3insyuinénts thatziagethaen

developed to evaluate recovenfhrough our own search strategy, we identified a further two

instruments,bringing the total numberto 33Twentyli g2 2F (KSaS | N3 RS&aA3IYySR G2
recovery and 11 are designed to assess the recovery orientation of sefatigesviderd. None of the

instruments measureBothA Y RA @A Rdzl £ Q&4 NBO2FSNE | yR TabkeSshodS 02 @S NEB
these instruments.

Table2: Identified recovery instruments

Lb{¢w;, a9bc¢{ 59{LDb95 ¢h a|INSTRUMENTS DESIGNED TO ASSESS THE RECOV/

RECOVERY ORIENTATION OF SERVIORSPROVIDERS

. Crisis Hostel Healing Scza(lEl—(I—|Slf1 . Recovery Oriented Service Eatlon (AACP ROSE)

e Recovery Assessment Scale (RAS e Recovery Enhancing Environment Measure (REE)

. Rochester Recovery Inquiry (RRI) . Recovery Oriemd Systems Indicators Measure

e Recovery Interview (RY) (ROSIY

. Recovery Attitudes Questionnaire (RAQ RAGQY)"™ . Recovery Self Assessment (RSA)

e Personal Vision of Recovery Questionnaire (P¥20) ¢  Recovery Knowledge Inveory (RKIY

e Agreement with Recovery Attitudes Scale (ARAS) | »  Staff Attitudes to Recovery Scale (STARS)

e Mental Health Recovery Measure (MHRR) e Recovery Promoting Relationships Scale (RPRS)

. Consumer Recovery Outcomes SysteIEhQGz)4 . Recovery Based Program Inventory (FéEPI)

. lllness Managment and Recovery (IMR)&e<® . Magellan Recovery Culture Report Card (MRCRC)

. Ohio Mental Health Consumer Outcomes System | e Recovery Oriented Practices Index (REPI)
(OMHCOS) e Recovery Promotion Fidelity Scale (RPFS)

Peer Outcomes Protocol (POPY
Reciprocal Support Scale (RSS)
Recovery Measurement Tool (RMT)
Relatimships and Activities that Facilitate Recovery
Survey (RAFRS)

Stages of Recovery Instrument (ST@RI)
Recovery Procedsventory (R P?j1
Milestones of Recovery Scale (MdﬁS)
Multi-PhaseRecoveryMeasure(MPRM*
Mental Health Recovery Star (MHﬁS)
Selfldentified Stage of Recovery (S@R)
Recovery Orientation (Ra)
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of the perspective they take, the domains they assess, and their item strucdgre.general rule, these

instruments are concerned with mental Héaservice consumers as a broad group, and do not target

specific sukgroups of consumers.

Table3Y t NPFAES 2F AyadNdHzySyda RSaA3aIySR G2 YSI adaNB

INSTRUMENT DATE | COUNTRY| DESCRIPTION

Crisis Hostel 1998 United The CHHS was designed as an evaluation tool for the New York Crisis Hostel Proje
Healing Scale States contains 40 items, each of which is rated onpodnt Likert scale. These items measur
(CHHS) 10 domains relevant to the concept of recovery frime perspective of the consumer,

namely:selfesteem, confidence and internal setintrol; feelings/hopefulness; altered
states; sekfand otherinflicted violence; spiritual awareness; physical Awelhg;
medications; giving and getting care in relatiips; perceptions/sedcceptanceand
comfort and pleasuré® **

Recovery 1995 United The RAS was developed as an evaluation measure, and has been used to assess tf
Assessment Scale States impact of a range of programs. It is designed to assess various aspects of reaavery|
(RAS) the perspective of the consumer, with a particular emphasis on hope and self

determination. The original instrument comprises 41 items, and a shorter version
containing 24 items is also available. In both versions, each item is rated-poiat5
Liket scale. It covers five domairsersonal confidence and hope; willingness to ask f
help; goal and success orientation; reliance on otteerdno domination by symptons.
131516 A D4item Japanese versiorf the RAS has recently been develogéd.

Rochester 1996 United TheRRlisanopghy RSRX ljdzt ft AGFGADBS jdzSalGA2Y Y A

Recovery Inquiry States about: their psychatric hospitalisations; their own iliness; their relationships with other

(RRI) people;andthe way in which they cope with stressful situatioftscomprises 32
questions™ '

Recovery 1998 United The Rl is an opeended, qualitative questionnaire designed to examine recovery from

Interview (RI) States personal perspective, by eliciting rich information that can be analysed for thelhes.
comprises 31 questiorns.'®

Recovery 1998 United The RAQ was developed to compare attitudes about recovery across different groug

Attitudes States particularly consumers, providers, family members and carers, and members of the

Questionnaire generalcommunity. The RAQ6 comprises 16 items, and the RA@omprises seven.

(RAQ16; RAQY) The items in both versions are rated on-adint Likert scalé! ***°

Personal Vision of | 1998 United ¢CKS txzwv gl a RSaA3aIySR (2 laasSaa O2yadz

Recovery States assesses the following five factosstpport; personal challenges; professional assistan

Questionnaire action and helpeekingandaffirmation. It comprises 24 itms, each of which is rated o

(PVRQ a 5point Likert scalé! * 2%

Agreement with 1996 United ¢KS 'w!'{ 6la RSOSt2LISR (2 lIaasSaa O2ya

Recovery States movement towards a recovery process. It comprises 22 items, each of which is rate

Attitudes Scale 5-point Likert scalé! %

(ARAS)

Mental Health 1999 United The MHRM is designed to assess the recovery process for people with psychiatric

Recovery Measure States disabilities via seven domairsvercoming stuckness; selfnpowerment; learning and

(MHRM) selfredefinition; basic functioning; ovalt wellbeing; new potentialsand
advocacy/enrichmentlt consists of 30 items, each of which is rated onpot Likert
scale? 3%

Consumer 1997 United The CROS was designed to measure elements of recovery over and above reductio|

Recovery States symptoms. It has three versions, each of which measure a 308sH&d NB 02 @

Outcomes System different perspective: the consumer him/herself (consumer version); a family membe

(CROS) OF NBENJ 6 WOSNE AYLRNIFIYyG LISNE2YQ OSNEBEA2

versions assesses the following domains of recoveaye for the future; daily function;
coping with clinical symptomandquality of life All three versions also contain an
additional three items aboumedication and substance us&éhe consumer version also
assessesatisfaction with treatmentand the $aff version also assessesrvice useThe
consumer and staff versions each contain 38 items, and the very important person
version contains 33. All items in all versions are rated omairk Likert scalé? **

lliness 2004 United The development of the IMR Scales took place within the context of evaluating the |

15



INSTRUMENT DATE | COUNTRY| DESCRIPTION

Management and States program, which is designed to promotiéss management and advancement towards

Recovery (IMR) personal goals. The instrument does not purport to measure cohesive domains, but|

Scales rather to assess a variety of aspects of illness management and recovery. It has tw
versions, allowing for an assessment of reggvfieom the perspective of the consumer
him/herself (client version) and a provider (clinician version). Both versions contain
items, each of which is rated on gbint Likert scalé?** %

Ohio Mental 2004 United The OMHCOS comprises three forms designed to capture consumer outcome inforn

Health Consumer States and includes a total of 138 itengsConsumer AdulEorm A (67 items), Consumer Adult

Outcomes System Form B (39 items), and Provider Adult Form A (32 items). All draw heavily on existin

(OMHCOS) instruments, and Adult Form A includes recoveslated items from the Making
Decisions Empowerment Scale and the Quality of Lifevieter> ** 2

Peer Outcomes 2004 United The POP was developed in the context of the Peer Outcomes Protocol Project, the 1

Protocol (POP) States of which was to preide mental health peer support programs with a validated evaluat
protocol to measure domains of significants to people recovering from a mental illne
is organised into seven modules coveridgmographics; service use; employment;
community life quality of life; welbeing;and program satisfaction.In total, it contains
241 items which take the form of closethded and operended questions and Likert
scales'? 2"?°

Reciprocal 2002 United The RSS was designed to measure mutual support from the perspective of consumg

Support Scale States taking part in a specific recovepyriented mentoring and education program known as

(RSS) Leadelrzssrgip Class. It is made up of 14 items, each of which is rated-puirat kikert
scale.

Recovery 2004 United The RMT was developed to measure recovery from the perspective of individual

Measurement States consumers, and is based on a model of recovery that incorporates elements such ag

Tool (RMT) stages and exrnal influences. It comprises 91 items, each of which is rated epan®
Likert scale? **

Relationships and | 2002 United The RAFRS was developed by researchers to identify the influences that consumerg

Activities that States consider most sigrifant in their recovery process. The RAFRS comprises 18 items,

Facilitate of which is rated on a-point Likert scale. In addition, it contains two additional open

Recovery Survey ended items. It assesses two domains related to recovetgtionshipsand activities

(RAFRS) %

Stages of 2006 Australia |[¢ KS {¢hwL A& RSaA3IYySR G2 O LWdzaNB GKS

Recovery perspectivemoratorium (a time of withdrawal characterised by a profound sense of |

Instrument and hopelessness); awareness (realisation that alltiéost and that a fulfilling life is

(STORI) possible); preparation (taking stock of strengths and weaknesses regarding recovery
starting to work on developing recovery skills); rebuilding (actively working towards &
positive identity, setting meaningfulgbaa | YR G { Ay 3 &ndgfoniNe f
(living a full and meaningful life, characterised by-smfnagement of the illness,
resilience and a positive sense of self)e STORI comprises 50 items, each of which i
rated on a 6point Likert scale'®®

Recovery Process | 2006 United ¢CKS wtL YSIFadaNBa (GKS F2fft26Ay3a R2YIAY

Inventory (RPI) States anguish; connectedness to others; confidence/purpose; others care/help; living situa
andhopeful/cares for selflt comprises 22 items, each of whichréged on a 5point
Likert scalé>®*

Milestones of n.d. United The MORSisaprovidbil 1 SR YSI adzNB 2F | 02y & dzY SNX

Recovery Scale States rationale for the provider perspective is that recoyes highly subjective, and that

(MORS) observable behavioural correlates of recovery may be more objective. The MORS
requires providers to indicate the point the given consumer has reached in his or he
recovery, based on ang@oint scale that considers levas§ risk, engagement and siifi®®

Multi-Phase 2009 United This instrument was developed specifically for a study and assesses four phases of

Recovery Scale States recovery:mourning and grief; awareness and recognition; redefinition and

(MPRM} transformation;andenhanced welbeing and quality of lifelt comprises 11 itemseach
of which is rated on a-point Likert scalé®3®

Mental Health 2008 United ¢KS alw{ laaSaasSa O2yadzr¥ySNAQ LINRPINBaa

Recovery Star Kingdom | does this across 10 dimensions, nametanaging mental health; setfare; living skills;

(MHRS) social networks; work; relationships; addictive behaviour; responsibilities; identity an
selfesteem;andtrust and hope.Each dimension is equivalent to a single item, and is
rated on a 16point Likert scalé’

Selfldentified 2003 Australia | The SISR assesses the stage of recovery which a given consumer has reached

Stage of Recovery
(SISR)

GKS O2yadzySNRa 2 g sfs ol tiGoNErtsIB DA keGuirab L d
respondents to choose one of five statements reflecting the five stages of the m
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INSTRUMENT DATE COUNTRY| DESCRIPTION
that best reflects their current experience. Part B consists of four statements
reflecting processes of recovery, each of which is raiee 6point Likert scalé’
Recovery 2005 United The RO was an attempt to empirically conceptualise the recovery orientation which
Orientation (RO States yielded four domainsempowerment; hop and optimism; knowledgendlife

satisfaction. It consists of 56 items, each of which is rabgdthe consumeon a 4point,
5-point or 7-point Likert Scalé® %

a. Note that this instrument was developed for a specific stddgigned to conceptualise recovegnd was not
named by its developsr We have named it on the basis of its content and aims, for the purposes of this review.

Criterion 1: Explicitly measures domains related to  personal recovery

Table 3 shows th&0 of the 22instruments explicitly measure domains related to personabyery.
The exceptioparethe Recovery Attitudes Questionnaire (RAQ RARY), which measures attitudes to
recovery more general\and the Reciprocal Support Scale (RSS), which was designed to measure mutual
support from the perspective of consumerskiag part in a specific recovegyiented program These
instrument are excluded from further consideration.

Criterion 2:1s brief and easytousej Sunm EOAI O(Q

Table 3hows thatthe majority of the remaining 2hstruments satisfy this criterion. Th&ceptions are
Ohio Mental Health Consumer Outcomes System (OMHCOQOS), the Peer Outcomes Protocol (POP) and the
Recovery Measurement Tool (RMTlhese instruments are excludedrh further analysi®n the
grounds that they are too londeavirg 17instrumerts.

Criterion 3: Takes a consumer perspective

Table 3 shows that all ofié remaining 1Thstruments take a consumer perspective, with the exception
of the Milestones of Recovery Scale (MORS), whichis apréviteli SR YSI adzZNB 2 F |
recovery. The MORS is excluded from further considerali@mving 18nstruments.

Criterion 4: Yields quantitative data

Table 3showsthat most of the remaining 1strumentsyield quantitative data There are two
exceptions, however. These are thecRester Recovery Inquiry (RRI) and the Recovery Interview (RI),
which both employ opeended questions whicheneratequalitative data. Such data could be extremely
informativefor some purposes for example, in encouraging dialogue between consumerspaodiders

¢ but could not realistically form part of a suite of measures designed to assess progression through
stages of recovery for large numbers of individuals across large numbers of service settings. For this
reason, the RRI and the RI are exclufitech further consideration as candidate instruments for
measuring recovery in a routine fashidaavingl4 instruments.

Criterion 5: Has been scientifically scrutinised

A number of the remaining instruments have not been subject to scientific scratwingnever been
published as peereviewed journal articlesSpecificallynine of the remaininginstruments fall into this
category. The Crisis Hostel Healing Scale (CHhSAgreement with Recovery Attitudes Scale (ARAS)
the Consumer Recovery @oimes System (CROS), the Relationships and Activities that Facilitate
Recovery Survey (RAFRS) and the Mental Health Recovery Star (MHRS) were the outputs of specific
projects and have only ever been presented in the form of unpublished reports or manoiaénf them
have undergone furthetestingsincetheir development The Personal Vision of Recovery Questionnaire
(PVRQ) emerged from a doctoral thgsiblished in 1998its development and psychometric properties
havenever been published in the scidit literature, although a small number of peeviewed journal
articles have made reference to the instrument in the context of evaluations of progems

17
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Hutchinson et 4P). The Mental Health Recovery Measure (MHRK® Multi-Phase Recovery Scale
(MPRS) an&elf Identified Sige of Recovery (SISRI)flowed from peetrreviewed journal article
articulating modes of recovery® **but the instrumensthemselves haveot actually been published in
the scientific literature except in thecontext of ating as asomparator for other instruments (e.g.,
Andresen et &f). Excluding theenineinstruments leaves§ive for consideration against the remaining
criteria.

Criterion 6: Demon strates sound psychometric properties (e.g., of internal
consistency, validity, reliability and sensitivity to change)

Table 4 summarises the psychometric propertiethefremaining five instrumentsSpecifically, it
considers their:
¢ Internal consisteng(refers to the extent to which items that reflect the same construct yield
similar results)
¢ Validity ¢efers tothe extent to which the instrument measures what it intends to measure);
¢ Reliability(refers tothe extent to which a given instrument givetble, consistent results, or the
inverse of the degree of error obtained from any measurement)
e Sensitivity to changéelated to both validity and reliability an instrument that is both valid and
reliable, and which demonstrates change over time, lsamegarded as being sensitive to
change)

Four of the fiveemaininginstruments have been shown to have relatively sound psychometric

properties, although the Stages of Recovery Instrument (STORI) and the Recovery Process Inventory (RPI)
have undergonéess testing than the Recovery Assessment Scale (RAS) and the lllness Management and
Recovery (IMR) Scales. Notably, none o$dlestruments has been assessed in terms of its sensitivity to

change, which is important in the context of routine measuretr@frthe recovery process at an

individual level.Further work is required in this regard, but none of these instruments is excluded on the

basis of this criterion.

The final remaining instrument, the Recovery Orientation (RO)uhdsrgone minimal psymmetric

testing since its sound internal consistency was established when it was developed in 2005. Its validity,
reliability and sensitivity to change have not been assessed, despite its having been available for more

than four years. The RO is exclddeom further consideration.
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Table4: Psychometric properties of instruments meeting Criteriebl

INSTRUMENT PSYCHOMETRIC PROPERTIES

Recovery Internal The RAS has been shown to have good imtieconsistencyo = 0.93)1.6

Assessment | consistency

Scale (RAS) | Validity The RAS has been shown to have good concurrent validity. It has demonstrated significant correlations in t
expected direction with the Rosenberg SEHteem Scale (RSEBg, seltorientation domain of the Empowerment
Scale (ES), the Social Support Questionnaire (SSQ), the Social Networks Scale (SNS), the Herth Hope Indg
Resilience Scale (RS), the Mental Health Recovery Measure (MHRM) and-ttierfiiéld Stge of Recovery
(SISR). It has demonstrated rsignificant or negative correlations with the consurnated Kesslefl0 (k10) and
the clinicianrated Brief Psychiatric Rating Scale (BPRS) and Health of the Nation Outcome Scales'tHoROS

Reliability The RAS has been shown to have goodesstst reliability (r = 0.88) over a period of 14 days.
Sensitivity | The sensitivity to change of the RAS has marbtested.
to change

lliness Internal The client and clinician version of the IMR have both been shown to have good internal consistericg&0.72

Management | consistency | and 0.710.80, respectivelyzf’ 56

and Recovery | Validity The client version of the IMR has been shown to have good concurrent validity, as evidenced by its significa

(IMR) Scales positive correlations with selfeported symptan distress on the Colorado Symptom Inventory (CSl), the Recoy
Assessment Scale (RAS), the Coping Efficacy Scale (CES) and the Multidimensional Scale for Perceived S
Support (MSPSS). The clinician version of the IMR has also demonstrated goackobralidity, via its
correlation with cliniciarrated functioning on the Multnomah Community Ability Scale (MCAS). The client an
consumer versions of the IMR also correlate well with each Gther>’

Reliability The client and clinician versions of the IMR have both demonstrated goodetest reliability (r = 0.80.82 and
0.780.81, respectively) over a period of two weeks’®

Sensitivity | The sensitivity to change of the IMR has not been tested.

to change

Stages of Internal The STORI has been shown to have good internal consisterd®.880.94) although psychometric analysis of

Recovery consistency | the STORI identified three clusters, rather than the expected five (representing the five stages of recovery),

Instrument suggesting that the items do not discriminate sufficiently between stdyes.

(STORI) Validity The STORI has been shown to haneglerate togood concurrent validity. At one extreme, the first subscale
(representing the stage ahoratorium) hasbeen shown to have significant negative correlations with other
recovery-related measures such as the Self Identified Stages of Recovery Instrument (SISR), the Recovery
Assessment Scale (RAS), the PsychologicaBalell Scales (PWB), the ConbBavidson Resilience Scale {CD
RISC) and the Adult State Hope Scale (HOPEg|lass with the Mental Health Inventory (MB). At the other
extreme, the fifth subscale (representing the staggawth) has been shown to have significant positive
correlations with these comparison instruments. The middle subscales (represtmistages oawareness,
preparationandrebuilding,respectively) have generally been shown to have weaker;sigmificant correlations
with these comparison measuré&s.

Reliability The reliabity of the STORI has not been tested.
Sensitivity | The sensitivity to change of the STORI has not been tested.
to change

Recovery Internal The RPI has been shown to have good internal consisterney(7:0.81)

Process consistency

Inventory Validity The RPI has been shown to have good concurrent validity, as evidenced by the significant positive correlati

(RPI1) between the majority of its domains and various subscales of the Mental HealthtiSaliisprovement Program
(MHSIP) Adult Consumer Survey, namely those related to service access, quality and appropriateness and
perceived outcomed?

Reliability The RPI has been shown to have fair taderate testretest reliability (r = 0.3®.63) over a period of-2 weeks>'
Sensitivity | The sensitivity to change of the RPI has not been tested.
to change

Recovery Internal The RO has been shown to have good internal (:onsistem;)o(750.92).38

Orientation consistengy

(RO) Validity The validity of the RO has not been tested.

Reliability The reliability of the RO has not been tested.
Sensitivity | The sensitivityo change of the RO has not been tested.
to change
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Criterion 7: Is applicable to the Australian context

Of the four remaining instruments, the Stages of Recovery Instrument (STORI) is most immediately

applicable to the Australian context, having been develdpex. The other three instruments might

require at least minor modifications to their language to make them applicable to public sector mental

health services in Australia. For example, one of the questions on the lllness Management and Recovery

(IMR) Sales asks? K2 g Ay @2t OSR I NB &2dz Ay O2yadzySNJ Ndzy aSNID)
Anonymous, drojin centers, WRAP (Wellness Recovery Action Plan), or similaelpgifograms?

Australian examplesf selthelp programavould need to be consided here. Further exploration is

required in this regard, but none of the remaining four instruments is excluded on the basis of this

criterion.

Criterion 8: Is acceptable to consumers

All of the four remaining instruments were developedconsultationwith consumers.The original

wSO2@0SNE ! aaSaaySyid {OFrtS ow! {0 gFa oFaSR 2y yI NNI
and revised with input from an independent group of consumers. The original items for the lliness

Management and RecoveryMR) Scales were generated daye group of consumers and providers, and

feedback on these items was obtained from a second group of consumers and provitlerdraft and

final versions of the Stages of Recovery Instrument (STORI) were piloted with gfecopsumers and
consumetresearchers. The Recovery Process Inverii®Rldeveloped with input from four consumer

focus groups, and piloted and revised with input from individual consumers.

The involvement of consumers in the development of the fostrinments is positive and none of these
instruments is excluded on the basis of this criterion. However, further work is required to determine the
broader acceptability of these instruments to consumers.

Criterion 9: Promotes dialogue between consumers a nd providers

There is an argument that instruments that are completed via a discussion between a provider and a

consumer are more likely to promote dialogue between the than instruments that are completed by

the consumer in isolatianThis collabor&te process of completing the instrument might alleviate any

problems with language, particularly for consumers who might otherwise struggle to understand the

meaning of particular items. More importanty,ic. YA IK{G FFOAfAGIGS LINRPOARSNRAQ
consumers improveLINE @ XeRdgMitianbf theD 2 v & dzY SN a  NRuiz@efeMithel INR OS & &
dialogue about individuaD 2 Y & d2Y0GchiBsQ

The Recovery Process Inventory (RPI) was explicitly designed to be completed via an interview between
the consume and provider. The Recovery Assessment Scale (RAS) can be completed via an interview, or
can be selftompleted by the consumer. The lllness Management and Recovery (IMR) Scales and the
Stages of Recovery Instrument (STORI) were designed for consufraatrsilistration, but itis possible

that they could be adapted for interview administration if required. All four instruments remain in
consideration for routine use as measures of individual recovery.

Summary

Figure 1 summarises the instruments thagtnariteria at each level of the hierarchy, and shows that by

the end of the elimination process they were reduced to four: the Recovery Assessment Scale (RAS); the
lliness Management and Recovery (IMR) Scales; the Stages of Recovery Instrument (STORI); an
Recovery Process Inventory (REch is presenteith its full form in Appendices-&
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All are worthy of consideration as candidate instruments for routinely assessing recovery at an individual
level in Australian public sector mental health seegi, but it is likely that all would require some further
development and testing for the Australian context.

21



Figurel: Summary oindividual-level instrumentsmeeting criteria at each level of the hierarchy
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Chapter 5: Instru ments designed to measure the recovery

orientation of services

Tableb profiles thell instruments designed to assess the recovery orientation of ser{icgwoviders,
describing them in terms of the domains they assess, and their item structure.

Tabk 5: Profile of instruments designed to assess the recovery orientation of servioes

providers)

INSTRUMENT DATE | COUNTRY| DESCRIPTION

Recovery Oriented | n. d. United The AACP ROSE was desigrsetbol to enable services to assess their progress

Service Evaluation States towards promoting recovery. It contains 46 items, all of which are scored usig

(AACP ROSE) point Likert scale. Together, the items cover four domasesvice provider
clinician; service providedministrator, stakeholder advocatend other

Recovery Enhancing| 2003 | United The REE (also known as the Developing Recovery Enhancing Environment Mg

Environmert States or DREEM) was developed as a tool for services to use in strategic planning ar

Measure (REE) organisational change processes to ensure a recovery focaefcité servicdevel
information across eight domaindemographics; stage of recovery; importance
ratings on elements of recovery; program performance indicators; special need
organisational climate; recovery markeesidconsumer feedbackt has atotal of
166 items, but individuals respond to up to 20 fewer items if there are question
the special needsection that do not apply to them. The response formats vary
across domains, and include closeded questions, Likert scales and operded
questions'? **

Recovery Oriented | 2005 | United The ROSI is designed to assess the recovery orientation of a mental health sy

Systems Indicators States and examinesdctors which assist and hinder recovery. It comprises two data

Measure (ROSI) sources, the Adult Consumer SBiEport Survey (42 items) and the Administrativg
Data Profile (23 items). The former examines the following domparson
centred decisiommaking and choicenvalidated personhood; setbre and wellness
basic life resources; meaningful activities and roles; peer advocacy; staff treatn
and knowledgeandaccess.The latter profiles the following areageer support;
choice; staffing ratios; system culeuand orientation; consumer inclusion in
governanceandcoercion. The ROSI uses a combination of response formats,
including close@nded questions, Likert scales and opgarded questi0n§.2 40

Recovery Self 2005 | United The RSA is designed to measure the extent to which recauggorting practices

Assessment (RSA) States are evident in mental health services. It containst8fs which collectively asses
five domainslife goals; involvement; diversity of treatment options; choice]
individuallytailored servicesEach item is rated on afint Likert scale. There ar
four versions, one for each of the following stakéher groups: consumers (persor
in recovery version); family members or carers (family/significant others/advoca
version); providers (provider version); and managers (CEO/Agency director
version)* **

Recovery Knowledge| 2006 | United The RKI was developed to gauge recoxa@ignted practices among providers. It

Inventory (RKI) States assesses four domains of understandirgjes and responsibilities in recovempn-
linearity of the recovery process; roles of gidfinition and peers in recovergnd
expectations regarding recoveryt comprises 20 items, each of which is rated or]
5-point Likert scalé®*?

Staff Attitudes to 2006 | Australia | STARS was developed as an evaluation tool to assess the impact of a recover

Reovery Scale based training program on staff attitudes towards recovery. It measures attitud

(STARS) FYR K2LISTdzA ySaa NBfFGSR G 2rysasipilitiegy S N
comprises 19 items, each of which is rated ongot Likert scalé? *®

Recovery Promoting | 2006 | United The RPRS measures generic components of mental healthdd® @A R S N&

Relationships Scale States promoting professional competenceore interpersonal skillgndskills to utilise

(RPRS) recoverypromoting strategies It specifically considers the concepts of:
hopefulness; empowermerdandselfacceptance? * It consists of 24 items, each
of which is rated on a-point Likert scale.

Recovery Based n. d. United The RBPI was developed as a program evaluation tool to assess theryecove

Program Inventory States orientation of the mental health system. It takes the form of a checklist of 148

(RBPI)

items which, together, cover the following domainecovery beliefs and
implementation; recovery relationship and leadership; recovery culhme;
recovery treatment?®*
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INSTRUMENT DATE | COUNTRY| DESCRIPTION

Magellan Recovery | n. d. United The MRCRC assesses mentalthgaogram elements against the following criteri

Culture Report Card States welcoming and accessibility; growth orientation; consumer inclusion; emotional

(MRCRC) healing; environments and relationships; quality of life focus; community
integration; staff morale and recoveryt contains 102 itemg?

Recovery Gented 2005 | United The ROPI measures practice in relation to recopeoynoting values. It comprises|

Practices Index States 20 items, each of which is assessed orpmibit Likert scale. It covers the followin

(ROPI) domains:meeting basic needs; comprensive services; customisation and choicg

consumer involvement/participation; network supports/community integration;

strengthsbased approach; client source of control/sggtermination;andrecovery
13 46

focus:™ ™ The ROPI was adapted for the Scottish setting, where it is known as
Scottish Recovery Indicator (Sﬁl).
Recovery Promotion | 2009 | United The RPFS was developed to evaluate the extent to which public mental health
Fidelity Scale (RPFS] States services incorporate recovery principles into their practice. It consists of 12 ite

organised around fiveamains, namelycollaboration; participation and
acceptance; selietermination and peer support; quality improvemegatd
development.Each item is rated on afioint Likert scale, and some items attract
bonus points:>*’

Criterion 1: Measures domains directly relevant to the recovery orientation
of services

Tableb shows thatall butthree of the 11linstruments measure domains directly relevant to the recovery
orientation of servicesThe exceptioaarethe Recovery Knowledge Inventory (RKiIg Staff Attitudes

to Recovey Scale (STARS) and the Recovery Prog\Biitationships Scale (RPRELh assesthe

knowledge of andttitudes towards recovery of individual providers. Although this is important, it is
beyond the scope of the servidevel assessments that could potentially be introduced into routine
practice alongside the National Mental Health Standards. All of the other components of the National
Mental Health Standards relate to services as a whole, rather than to individual providers working within
them. Excluding thRK]the STARSNd the RPR®duces the number of poternially eligible instruments

to eight

Criterion 2: Is manageable and easy to usein terms of administration § S p 1T
items)

Table 5shows thatthree of the remainingeightinstruments contairmore than 100 items Thesearethe
Recovery Enhancing Environment Measure (RE=Recovery Based Program Inventory (RBPIjlend
Magellan Recovery Culture Report CardR@GRC)Excluding the REtBe RBPand the MRCRGN the
grounds otheir length leavedive potential candidate instruments.

Criterion 3: Has undergone appropriate process esof development , piloting
and documentation, and ideally been scientifically scru tinised

Thedocumentation surroundingne of the remaining fiveinstruments designed to assess the recovery
orientation of services imsufficient to make a judgement about the appropriatenesgsoflevelopment
TheRecovery Oriented Service Evaluat{@A\CP ROSE) was reported by personal communication only for
inclusion in Campbeh NRS Q& H /*and haslihd@eigéng o further development since this tithe.
This instrument ixcluded from further examination.

By contrast, the documentation relating to the remainfogr instruments is quite comprehensiva@.he

Recovery Self Assessment (R&#dthe Recovery Promotion Fidelity Scale (RBB®B)underwent

appropriate processes of item developmenR NI g A y 3 2y & (ahd|teStR@(SRS NB Q A y LIdzi 0
techniques such as concept mapping, principal components analysis and factor aratgkisth have

been published in peereviewed journalé® *” The Recovery Oriented Systems Indicators Measur&iRO

also underwent an appropate process of item developmefihvolving consumersindtestingof both
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the factor structure of the instrument and issues to do with its implementati@ime RecoverOriented
Practices Index (ROPI) underwargimilar develpment process® Although the RO%ind the ROPI have

not been published in the peeeviewed literature they are thesubject ofcomprehensive, publig-

available technical repastand conference presentatiofi*® Although none of these instruments

appears to have undergone much additional psychometric testing beyond the initial development phase,
all are reained for analysis against subsequent criteria.

Criterion 4: Includes a consumer perspective

All of thefour remaining instruments include a consumer perspective. The Recovery Self Assessment
(RSARNd the Recovery Promotion Fidelity Scale (RPFSbathon the views otonsumersas well as

the views ofservice managefadministrators providers,and family members or carer§.he Recovery
Oriented Systems Indicators Measure (ROSI) seeks input from consumers and providers, and
supplements this with @ministrative data.The Recovery Oriented Practices Index (ROPI) involves
conducting interviews with consumers, family members or carers, service managers and service
providers, and carrying out a document revieWone of the remainindpur instruments § excluded on

the basis of the consumer perspective criterion.

Criterion 5: Is applicable to the Australian context

All of the remainindour instruments were developed in the United States, but there is no prima facie

reason why they could not be adagté¢o the Australian settingConsideration would need to be given to

some of the terminology that relates to the United States mental health system, and translating it to the
Australian system. For example, the Recov@ngnted Practices Index (ROPsigerms like

WNBLINBASY (Gl 0AGS LI &8SSQ FYR W2dziLI GASY(d O2YYAUYSYydQ

There are precedents for adapting at least some of these instruments to-catiemal settings. For
example the RecovenyOriented Practices Index (ROPI) formke basis of the Scottish Recovery
Instrument (SR All four instruments are retained for anais against the final criterion.

Criterion 6: Is acceptable to consumers

All of thefour remaining instrumentsvere developed in consultation with consumeiBevelopment of

the Recovery Oriented Systems Indicators Measure (ROSI) began with a sdriggwes focus groups

with consumers about what helps and what hinders mental health recateBevelopment of the

Recovery Oriented Practicexlex (ROPI) began with the establishment of a working group with
consumer representation to examine existing tools and evidence on recovery and to consider what form
the tool should také® Early development of the Recovery Self Assessment (RSA) and the Recovery
Promotion Fidelity Scale (RPFS) relied more on recourse to the scientific litefaf(ibeit draft versions

of all four instruments were extensively piloted for feedback with consumers before they were finalised.

Summary

Figure 2 summarises thiestruments that met criteria at each level of the hierarchy, and shows that by
the end of the elimination process they were reduced to four: the Recovery Oriented Systems Indicators
Measure (ROSI); the Recovery Self Assessment (RSA; the Recovery Craitees Index (ROPI); and

the Recovery Promotion Fidelity Scale (RPFS). Each is presatgddlifiorm in Appendices-17.

All are worthy of consideration as candidate instruments for routinely assesgngcovery orientation

of Australian pubit sector mental health services, but it is likely that all would require some further
development and testing for the Australian context.
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Figure2: Summary of servicéevel instruments meeting criteria at each level of the hachy
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Chapter 6: Discussion

Macro issues to consider in assessing recovery

Before discussing the findings of the current review in detall, it is worth reflecting on some of the macro

issues associated with measuring recovery in the Australian corféstly, to reiterate one of the points

made in Chapter Ionsideration needs to be given to the differences between measuring recovery (or

the recovery orientation of services) and reductions in symptomatology or increases in levels of
functioning (ora SNIBA OSAQ oAfAGe (2 F2aG4SN) iKSaSoo I f (K2 dz=
clinical improvements, it may be completely independent of them. Measuring recovery alongside these

clinical constructss important from the perspective of broading the range of individudével outcomes

and servicdevel processes that equate to good quality care.

Secondly, it should be noted that, at an individual level, the measurement of recovery is relevant across

the lifespan and across phases of illnasd episodesof care. The majority of the instruments designed

G2 aaSaa AYRAQGARIzZ faQ NBO2@OSNE GKIG 6SNB ARSY(GATA
recovery for adults with severe and persistent mental illness. Only a few afeéh#fied instruments

have been used to measure broad aspects of recovery across a range of age groups and with

deteriorating disorders such as dementia. The Scottish version chibritlisted RecoveryOriented

Practices Index (ROPI), the Scottish Rexgonstrument (SRI), is one notable exception and was used this

way in a pilot in five Health Board Areas in Scotf&nt@ihe applicability of existing recovery instruments

to people from culturally and linguistically diverse backgrounds, people with comorbid mental health and

drug and alcohol problems, and other groups with particular needs, als@mtarfurther exploration.

Thirdly,there is a lack of consistency in the way in which recovery is viewed in mental health circles.
Although there are several commorligd SR RSTAYAGA2ya 2F (GKS GSNY WNBO2
Chapter 1these hae not been operationalised particularly satisfactorilfhis lack of clarity about what

GKS GSNY WNBO2OSNEQ YSIya Ay LINIOGAOS YlLé& SELXIAY
instruments we identified in the current review. The developers fiédint instruments may have made

divergent assumptions about the salient factors which contribute to the core processes of recovery.

Finally the review was undertaken on the assumption that, if Australia were to embrace the notion of
routinely measuringecovery at an individual lever at a service level, it would be preferable to draw on
existing, validated instrumentsAlthough the review succeeded in identifying eight instruments that
show potential, it may still be the case that these instrumeares not ideal for the Australian context and
that developing a locallgpecific instrument is seen as desirable.

Interpreting the findings of the current review

As noted, ar analysis has identified eight instruments that might be potential candidate®dine use

in measuring recovery in Australian public sector mental health services: four that are designed to assess
AYRADGARdIZ £t aQ NBO2OSNET |yR F2dz2NJ G6KIFG FNB RSaA3daySR
instruments are listed in Tablb.

Table6: Potential candidate instruments for routine use in measuring recovery

Lb{¢w] a9bc¢{ 59{LDb95 ¢h a|INSTRUMENTS DESIGNED TO ASSESS THE RECOVH
RECOVERY ORIENTATION (GFERVICES
. Recovery Assessmentehe (RAS) . Recovery Oriented Systems Indicators Measure
. lllness Management and Recovery (IMR) Scales (ROSI)
. Stages of Recovery Instrument (STORI) . Recovery Self Assessment (RSA)
. Recovery Process Inventory (RPI) . Recovery Oriented Practices Index (ROPI)
. Recovery Promotion Fidelity Scale (RPFS)
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and the key features of the instruments designed to assess the recovery orientation of services are
summarise in Table 8.

We would recommend that a series of steps be followed to refine this list further. All of these steps
should involve extensive consultation with key stakeholders, particularly consumers. They should also
involve collaboration with the devepers of the relevant instrumentsAs noted above, it is conceivable
that the final conclusion of these deliberations about the instruments might be that none is ultimately
suitable for the Australian context. This should not be ruled out as a pdgsibili

As the first stepa decision needs to be made about whether the emphasis should be on the
YSI adzNBYSyYy (G 2F AYRAGARIZ £ 4Q NB O2 Génidiion of déidvigey, oril KS Y S|
both.

Secondly, and depending on the outcome of theieadecision, nuances about which aspects of

recovery to measure at the individual level or the service level will need to be further explored. For
SEFYLX S5 Ay G(G(KS OFrasS 2F YSIFadNBa 2F AYRADGARIZ £ 4Q N
consum&dBA Q LINRPINB&aad GKNRdIZAK adl3Sa 2F NBO2@OSNEI GKS {
selected as the instrument of choice. By contrast, if multiple perspectives on recovery were considered
important, the lliness Management and Recovery (IMR) Sealakl be selected on the grounds of their

having a consumer version and a provider version.

Thirdly, further development and testing of the instruments will be required for the Australian context.
This process will require careful examination of thevittlal items, to ensure that they are linguistically

and culturally appropriate to Australia. The psychometric properties of the instruments designed to
YSI adzNE AYRAQGARdzZE £ 4aQ NI O2 g@liNdugh febsBEin theS &g of Stimak NI & ¢ S f
to change than some other parameterand several of these instruments are now being used as
evaluation tools, but if individual items are refined for the Australian context fuffiet testingand
psychometric evaluatiomay be required. Thesgchometric properties of the instruments designed to
measure the recovery orientation of services have been less well tested, and there is a need to establish
their validity and reliability, particularly as they relate to the Australian context. A qureitat remains
regarding their validity, for example, is whether consumers in services that rate well on their recovery
orientation experience greater rates of individual recovery than those in services that rate ffborly.

Finally, consideration will need to be given to issues related to the administration of the chosen
instruments. In the case of the individdalel instruments, it would presumably be the case that the
process woulde incorporated into that surrounding the National Outcomes and Casemix Collection
(NOCCJ. A number of issues would have to be resolved before this could occur, including whether
individual measures of recoveryalld complement or replace the existing consumer-sejfort

measures in the NOCC suite. Either way, there would be significant implications for training and
information infrastructure Rarticular efforts might be needed to encourage good data qualitgesthe
existing consumer sefeport measures in the NOCC suite have typically experienced low return rates
There are also questions as to how a selected recovery instrument might fit with the existing NOCC
protocol, such as whether it would be applitalo collection occasions, service settings and age groups.
The candidate instruments have not been considered in this context to date, and consequently further
exploration would be required in this regard.

In the case of the servidevel instruments consideration would have to be given as to how the selected
instrument would align with théational Standards for Mental Health Servitedver and above this,
thought would need to be given to some of the additional administrative complexities associated with
the servicelevel instruments. For example, it is often not entirely clear which specific stakekolder
should complete them (i.e., which individual consumer(s), which individual provider(s), which individual
service manager(s)), nor how the views of different stakeholders should be weighted if there are
divergent views.
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Table7:{ dzYYI NBE 2F (1 Seé FSIGdaNBa 2F OFYyRARIFIGS AyadaNdHzySyida RSaA3aySR G2 |
INSTRUMENT DATE | COUNTRY| VERSIONS | AREAS OF ASSESSMENT NO. OF ITEMS| RESPONSE FORM/{ ADMINISTRATION PSYCHOMETRIC PROPER
Recovery 1995 | United e Original | Both versiong 5 domains: Original: Both versions: Both vergons: ¢ Internal consistency: Good
Assessment Scal€ States e Short e Personal confidence and hop e 41 e 5-point Likert e Provider interview e Validity: Good
(RAS) e Willingness to ask for help Short version scale e Consumer self ¢ Reliability: Good

e Goal and success orientation| e 24 report e Sensitivity to change:

¢ Reliance on others Untested

¢ No domination by symptoms
lliness 2004 | United e Client Does not purport to measure Both versions | Both versions: Client version: ¢ Internal consistency: Good
Management and States e Clinician | cohesie domains, but ratherto | e 15 e 5-point Likert e Consumer self ¢ Validity: God
Recovery (IMR) assess a variety of aspects of scale report ¢ Reliability: Good
Scales illness management and recovery Clinician version: ¢ Sensitivity to change:

o Clinician report Untested

Stages of 2006 | Australia 5 stages of recovery: e 50 e 6-point Likert e Consumer self e Internal consistency: Good
Recovery ¢ Moratorium scale report ¢ Valdity: Moderate to god
Instrument e Awareness ¢ Reliability: Not tested
(STORI) e Preparation e Sensitivity to change:

¢ Rebuilding Untested

e Growth
Recovery Process 2006 | United 6 domains: o 22 e 5-point Likert e Provider interview ¢ Internal consistency: Good
Inventory (RPI) States e Anguish scale ¢ Validity: Good

e Connectedness to others o Reliability: Fair to

e Confidence/purpose moderate

e Others care/help
e Living situation

e Hopeful/cares for self

Sensitivity to change:
Untested
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Table8: Summary of key features of candidate instruments designed to assess regarggntation of services

INSTRUMENT DATE COUNTRY| SOURCES OF INFORMATI( AREAS OF ASSESSMENT NO. OF ITEMS RESPONSE FORMA
Recovery 2005 United e Survey of consumers Adult Consumer SeReport Survey: Adult Consumer Self Combination 6
Oriented States (Adult Consumer Self e Personrcentred decisioimaking and choice Report Survey: response formats:
Systems Report Survey e Invalidated personhood e 42items o Closedended
Indicators Reviewof administrative | e Selfcare and wellness Administrative Data questions
Measure (ROSI) data Administrative Data | ¢ Basic life resources Profile: e Likert scales
Profile) ¢ Meaningful activities and roles e 23items » Openended
¢ Peer advocacy questions
e Staff treatment and knowledge
e Access
Administrative Data Profile
e Peer support
e Choice
e Staffing ratios
e System culture and orientation
e Consumer inclusion in governance
e Coercion
Recovery Self 2005 United Four versions of the same| 5 domains: Each version Each version:
Assessment States survey designed to elicit | o Life goals e 36 items e 5-point Likert
(RSA) the views of consumers, | e Involvement scale
family members and ¢ Diversity of treatment options
carers, providers and e Choice
agency diectors « Individuallytailored services
Recovery 2005 United Interviews with 8 domains: e 20items e 5-point Likert
Oriented States consumers,dmily e Meeting basic needs scale
Practices Index members or carers, servic| e Comprehensive services
(ROPI) managers and service e Customisation and choice
providers ¢ Consumer involvement / participation
Document review e Network supports / community integration
e Strengthsbased appoach
o Client source of control / sefetermination
e Recovery focus
Recovery 2009 United Survey which draws on th¢ 5 domains: e 12 e 5-point Likert
Promotion States views of consumers, e Collaboration scale (with some
Fidelity Scale service managers / e Participation and acceptance items attracting
(RPFS) administrators, providers | e Selfdetermination and peer support bonus points)
and famly members or e Quality improvement
carers e Development
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Conclusion

To conclude, it is apparent thétere are several recovery instruments available which, perkaths

minor modifications, could be used for the purpose of the routine measurement of recovery in Australian
public sector mental health serviceBurther work is required to isolate the spc instrument or

instruments which might best be used for this purppard the possibility that none is suitable should

not be ruled out
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Appendix 1: National Outcomes and Casemix Collection
(NOCC) protocol: Data collected at each collection occasion

within each mental health service setti

each age group

ng, for consumers in

Collection Occasion| A R

Mental Health Service Setting INPATIENT COMMUNITY

RESIDENTIAL
D A R D

AMBULATORY

A R D

Children and Adolescents
HONOSCA
CGAS .
FIHS U
Parent / Consumer self report

(SDQ)

Principal and Additional Diagnoses
Mental Health Legal Status

cC

Adults
HoNOS
LSP-16

Consumer self-report (MHI,
BASIS32, K10+)

Principal and Additional Diagnoses
Focus of Care
Mental Health Legal Status

ccc cc

Older persons
HoNOS 65+
LSP-16
RUG-ADL

Consumer self-report (MHI,
BASIS32, K10+)

Principal and Additional Diagnoses
Focus of Care
Mental Health Legal Status

c
(e

ccc c°

Cc
cCcc

c

c

cCcc

Abbreviations and Symbols

A Admission to Mental Health Care N
R Review of Mental Health Care U
D Discharge from Mental Health Care

SourceNational Mental Health Working Group (2003)
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No collection requirements apply




Appendix 2 : Recovery Assessment Scale (RAS)

Instructions: Below is a list of statements that describe how people sometimes feel about themselves
and their lives. Please read each one carefully and circle the numbeg tagthit that best describes the
extent to which you agree or disagree with the statement. Circle only one number for each statement
and do not skip any items.

Strongly Disagree Not sure Agree Strongly

NogosMwdNE

10.
11.
12.
13.

14.
15.
16.
17.

18.
19.
20.
21.
22.
23.
24.
25.
26.
27.

28.
29.

30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.

| have a desire to succéde

I have my own plan for how to stay or become well

| have goals in life that | want to reach

| believe | can meet my current personal goals

| have a purpose in life

Even when | don't ga about myself, other people do

| understand how to control the symptoms of my mental
illness

I can handle it if | get sick again

| can identify what triggers the symptoms of my mental illne
| canhelp myself become better

Fear doesn't stop me from living the way | want to

| know that there are mental health services that do help m
There are things that | can do that help me deal with
unwanted symptoms

| can handle what happens in my life

| like myself

If people really knew me, they would like me

| am a better person than before my experience with mente
illness

Although my symptms may get worse, | know | can handle
If | keep trying, | will continue to get better

| have an idea of who | want to become

Things happen for a reason

Something good will eventually happen

| am the person most responsible for my own improvementi
I'm hopeful about the future

| continue to have new interests

It is important to have fun

Coping with my mental illness is nogger the

main focus of my life

My symptoms interfere less and less with my life

My symptoms seem to be a problem for shorter periods of
time each time they occur

| know when to ask for help

| am willing to ask for help

| ask for help, when | need it

Being able to work is important to me

| know what helps me get better

| can learn from my mistakes

| can handle stress

| have people | can count on

| can identify the early warning signs of becoming sick
Even when | don't believe in myself, other people do

It is important to have a variety of friends

It isimportant to have healthy habits
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Appendix 3 : lliness Management and Recovery (IMR) Scales 7
Client Self-rating

ID Number: Date:

Please take a few minutes to fill out this survey. We are interested in thehireys are for you, so there
is no right or wrong answer. If you are not sure about a question, just answer it as best as you can.

Just circle the number of the answer that fits you best.

1. Progress towards personal goals the past 3 months, | haé@2 YS dzZlJ 6 A G K X

1 2 3 4 5
No personal goals A personal goal, but A personal goal and A personal goal and A personal goaand
have not done made it a little way  have gotten pretty far have finished it
anything to finish my  towards finishing it in finishing my goal
goal

2. Knowledge How much do you feel like you know about symptoms, treatment, coping strategies (coping methods)
medication?

1 2 3 4 5
Not very much A little Some Quite a bit A great deal
3. Involvementof family and friends in my mental health treatmeiktow much are family members, friends,

boyfriend/girlfriend, and other people who are important to you (outside your mental health agency) involved in youl
mental health treatment?

1 2 3 4 5
Not at all Only when there isa Sometimes, like when  Much of the time A lot of the time and
serious problem things are starting to they really help me
go badly with my mental
health

4. Contact with people outside of my familyn a normal week, h® many times do you talk to someone outside of your
family (like a friend, cevorker, classmate, roommate, etc.)

1 2 3 4 5
0 times/week 1-2 times/week 3-4 times/week 6-7 times/week 8 or more times/week
5.Time in structured rolesHowmuch time do you spend working, volunteering, being a student, being a parent, takin

OFNB 2F &a2YvYS8S2yS StasS 2N az2yvyS82yS StasSoa K2dzasS 2N | L)
or with another person that are expected of youhifwould not include selfcare or personal home maintenance.)

1 2 3 4 5
2 hours or less/week 3-5 hours/week 6-15 hours/week 16-30 hours/week More than 30
hours/week
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6. Symptom distressHow much do your symptoms bother you?
1 2 3 4 5

My symptomseally My symptoms bother My symptoms bother My symptoms bother a & & @& Y LJi 2°
bother mea lot me quite a bit me somewhat me very little bother meat all

7. Impairment of functioningHow much do your symptoms get in the wafyyou doing things that you would like to or
need to do?

1 2 3 4 5

My symptomgeally My symptoms getin My symptoms getin My symptoms getin a& && YLJi2"®
getin my waya lot my wayquite a bit my waysomewhat my wayvery little get ih my wayat all

8. Relapse prevention planningVhich of the following would best describe what you know and what you have done ir
order not to have a relapse?

1 2 3 4 5
L R2yQd 711y Iknowalitle,butl 1know 1 or2things!| Ihave several things |have a written plan
prevent relapses haveQii YIF R OFyYy R23ZI 0 thatlcando,butl that | have shared
relapse prevention  have awrittenplan R2y Qi KI &¢ with others
plan plan

9. Relapse of symptom&Vhen § the last time you had a relapse of symptoms (that is, when your symptoms have got
much worse)?

1 2 3 4 5
Within the last month In the past 2 to 3 In the past 4 to 6 In the past 7 to 12 L KIgSyQi
months months months relapse in thepast
year

10. Psychiatric hospitalization®Vhen is the last time you have been hospitalized for mental health or substance abus
reasons?

1 2 3 4 5
Within the last month In the past 2 to 3 In the past 4 to 6 In the past7 to 12 L KI @Sy
months months months

11.Coping How well do feel like you are coping with your mental or emotional illness from day to day?
1 2 3 4 5
Not well at all Not very well Alright Well Very well

12.Involvement with sethelp activiies: How involved are you in consumer run services, peer support groups, Alcoho
Anonymous, dropn centers, WRAP (Wellness Recovery Action Plan), or other simithekeffrograms?

1 2 3 4 5
L R2y Qi 1 Iknowaboutsome L QY Ay {SNE |partcipatein self | participate in sel
any selfhelp activities  self-help activities, help activities but | help activities help activities
60dzi LQY y2 have not participated occasionally regularly

in the past year
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13.Using medication effectively 6 52y Q4 | yasSN) G KA A& jdzSadAazy AT &2dzNJ
often do you take your medication as prescribed?

1 2 3 4 5
Never Occasionally About half the time Most of the time Evey day
14.Functioning affected by alcohol userinking can interfere with functioning when it contributes to conflict in

relationships, or to money, housing and legal concerns, to difficulty showing up at appointments or paying attention
them, or to increased symptoms. Over the past 3 months, how much did drinking get in the way of your functioning’

1 2 3 4 5

Alcohol use really  Alcohol use gets in my Alcohol use gets in my Alcohd use getsin my Alcohol use is not a
gets in my way a lot way quite a bit way somewhat way very little factor in my
functioning

15. Functioning affected by drug us€sing street drugs, and misusing prescription or gliercounter medication can
interfere with functioning when it contributes tooaoflict in relationships, or to money, housing and legal concerns, to
difficulty showing up at appointments or paying attention during them, or to increased symptoms. Over the past 3 m
how much did drug use get in the way of your functioning?

1 2 3 4 5
Drug use really gets it Drug use getsinmy  Drug use gets inmy  Drug use gets in my Drug use is not a

my way a lot way quite a bit way somewhat way very little factor in my
functioning
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Appendix 4 : lliness Management and Recovery (IMR) Scalesz
Clinician rating

Clinician/team name; Date:
ID Number:
tftSrasS Gr1S F ¥S¢ Y2YSyida G2 FAE(f 2dzi GKS F2ft20AY

ability to manage her or hifiness, as well as her or his progress toward recovery. We are interested in
the wayyou feel about how things are going for your client, so please answer with your honest opinion. If
you are not sure about an item, just answer as best as you can.

Pleasecircle the answer that fits your client the best.

1.Progress towards personalgoéls Ly GKS LI ad o Y2yGKax akkKS KFa 02y

1 2 3 4 5

No personal goals A personal goal, but A personal goal and A personal goal and A personal goal and

hasnot done made ita little way has gottenpretty far havefinished it
anythingto finish my  towards finishing it in finishing my goal
goal

2.Knowledge How much do you feel your client knows about symptoms, treatment, coping strategies (copimadsiet
and medication?

1 2 3 4 5
Not very much A little Some Quite a bit A great deal
3. Involvement of family and friends in his/her mental health treatmétbdw much are family members, friends,

boyfriend/girlfriend, and other peopl who are important to your client (outside your mental health agency) involved ir
your mental health treatment?

1 2 3 4 5
Not at all Only when there isa Sometimes, like when  Much of the time Alot of the timeand
serious problem things are starting to they really help me
go badly with my mental
health

4. Contact with people outside of the familin a normal week, how many times does s/he talk to someone outside of
her/his family (like a friend, eworker, classmate, roommate, etc.)

1 2 3 4 5
0 times/week 1-2 times/week 3-4 times/week 6-7 times/week 8 or more times/week

5. Time in structured rolesHow much time does s/he spend working, volunteering, being a student, being a parent, ti
care of someoneelseosy S2y S Sf asSQa K2dzaS 2N LI NIYSYyGK ¢KIFG AZ
for or with another person that are expected of him/her? (This would not includecaedf or personal home
maintenance.)

1 2 3 4 5
2 hours or less/wek 3-5 hours/week 6-15 hours/week 16-30 hours/week More than 30
hours/week
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6. Symptom distressHow much do symptoms bother him/her?

1 2 3 4 5
Symptomgeally Symptoms bother Symptoms bother Symptoms bother {eyLlizyvya
bother him/hera lot him/her quite a bit him/her somewhat him/her very little bother him/herat all

7. Impairment of functioningHow much do your symptoms get in the way of him/her doing things that s/he would like
or needs to do?

1 2 3 4 5
Sympgomsreallyget Symptoms get in Symptoms get in Symptoms get in {eyLiizvya i
in her/his waya lot his/her wayquite a his/her way his/her wayvery little in his/her wayat all
bit somewhat

8. Relapse prevention planningVhich of the followingvould best describe what s/he knows and has done in order not
have a relapse?

1 2 3 4 5

5284y Qi 1y Knowsalitle, but Knows 1 or2 thingstc Knows several things Has a written plan
preventrelapses Kl &y Qi YI RR23I o6dzi R2 (G2 R23XI 0d: andhas shared with
prevention plan written plan have a written plan others

9. Relapse of symptom&Vhen is the last time s/he had a relapse of symptoms (that is, when his/her symptoms have
gotten much worse)?

1 2 3 4 5
Within the last month In the past 2 to 3 In the past 4 to 6 In the past 7 to 12 L KIgSyQi
months months months relapse in the past
year

10. Psychiatric hospitalization¥Vhen is the last time s/he has been hospitalized fental health or substance abuse
reasons?

1 2 3 4 5
Within the last month In the past 2 to 3 In the past4to 6 In the past 7 to 12 L KI @Sy
months months months

11.Coping How well do feel your client is coping with her/his mentakorotional illness from day to day?
1 2 3 4 5
Not well at all Not very well Alright Well Very well

12.Involvement with sethelp activities How involved is s/he in consumer run services, peer support groups, Alcoholi
Anonymous, dropn centers, WRAP (Wellness Recovery Action Plan), or other simithekeffrograms?

1 2 3 4 5
52SayQi 1 Knows about some Is interested in self Participates in self Participates in self
any selfhelp activities  selfhelp activities, help activities ot help activities help activities

odzi AayQid KIFayQid LI N occasionally regularly

the past year
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13.Using medication effectively 6 52y QG | yagSNI GKAA [jdzSadAz2y Anf Hdwofier K
does s/he take his/her medication as prescribed?

1 2 3 4 5
Never Occasionally About half the time Most of the time Every day
Check here if the client it prescribed psychiatric medication
14. Functioning a#cted by alcohol uséDrinking can interfere with functioning when it contributes to conflict in

relationships, or to money, housing and legal concerns, to difficulty showing up at appointments or paying attention
them, or to increased symptoms. Quhe past 3 months, how much did drinking get in the way of his/her functioning?

1 2 3 4 5

Alcohol use really Alcohol use gets in Alcohol use getsin ~ Alcohol use getsin  Alcohol use is not a
gets in her/his way a his/her way quite a bit his/her way his/her way very little factor in his/her
lot somewhat functioning

15. Functioning affected by drug usdsing street drugs, and misusing prescription or gkiercounter medication can
interfere with functioning when it contributes to coitt in relationships, or to money, housing and legal concerns, to
difficulty showing up at appointments or paying attention during them, or to increased symptoms. Over the past 3 m
how much did drug use get in the way of his/her functioning?

1 2 3 4 5
Drug use really gets it Drug use gets in Drug use gets in Drug use gets in Drug use is not a
her/his way a lot his/her way quite a bit his/her way his/her way very little factor in his/her
somewhat functioning
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Appendix 5 : Stages of Recoery Instrument (STORI)

The following questionnaire asks about how you feel about your life and yourself since the illness. Some
2F GKS [[dzSadA2ya IINB |o2dzi GAYSa 6KSy &2dz R2y Qi TS
quite good about life.

If you find some of the questions upsetting, and you need to talk to someqbease takea break and
talk to a friend or support person.

The questions are in groups of five.

Read all fivequegions in a group, and then answer those five questions.

Circle the number from 0 to 50 show how much each statement is true of you now.
Then move on to the next group.

When you choose your answer, think ab&waiw you feel now not how you have felt somigme in the
past. For example:

@¢a aL Y o0S3aAyyAy3d G2 tSIFENY loz2dzi YSyidlt Af
g¢a aL y2¢g FSSt FILANI @& O2yFARSyYyOG Fo2dzi YIyl 3

If you are now fairly confident about managing the illness, you wgive a higher score to Q.39 than you
would to Q.38, which says you are jbsgtginningto learn.

The questions are about how you feel about yourdifethe wholeghese days.
Try not to let thngs that might be affecting your mood just at the moment affect your answers.
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Read all 5 questions in Group 1, then answer those five questions.

Circle the number from 0 to shat shows how much each statement is true of ymw.
Then move on to Group, 2nd so on.
When you choose your answer, think abtatw you feel now not how you have felt in the past.

Group 1 Not at all true now Completely true now

1. L R2yQl GKAYy]l LIS2LXS 0 1 2 3 4 5
better

2. L Qd#il$ recentlyfound out that people with a 0 1 2 3 4 5
mental illnesanget better

3. | amstarting to learn how | can help myself get 0 1 2 3 4 5
better

4, I am working hard at staying well, and it will be 0 1 2 3 4 5
worth it in the long run

5. L KI @S | y358yalSI DEcaky 0 1 2 3 4 5
illness now

Group 2 Not at all true now Completely true now

6. | feel my life has been ruined by this iliness 0 1 2 3 4 5

7. L Qust startingto realizeye@ t AFS R2! 0 1 2 3 4 5
be awful forever

8. | haverecentlystarted to learn from people who 0 1 2 3 4 5
are living well in spite of serious illness

9. LQY & | Nty yaRfidénRabotit §eiting 0 1 2 3 4 5
my life back on track

10. My life is really good now, and the future looks 0 1 2 3 4 5
bright

Group 3 Not at all true now Completely true now

11. L FSSt fA1S LQY y2iKA 0 1 2 3 4 5

12. . SO0F dza 8 2 i KSN& jus Sdrtdded & 0 1 2 3 4 5
think maybe | can get better

13.  lamjust beginningtorealizd K G Af t y 0 1 2 3 4 5
change who | am as a person

14. 1 amnow beginningto accept the illness as part 0 1 2 3 4 5
of the whole person that is me

15. | am happy with who | am as a person 0 1 2 3 4 5

Group 4 Not at all true now Completely tne now

6. L FS8St Fa GK2dzaK L R2 0 1 2 3 4 5

17. | haverecently begurto recognizea part of me 0 1 2 3 4 5
that is not affected by the illness

18. | amijust startingto realizethat | canstill be a 0 1 2 3 4 5
valuable person

19. | am learning new things about myself as | work 0 1 2 3 4 5
towards recovery

20. | think that working to overcome the iliness has 0 1 2 3 4 5
made me a better person

Group 5 Not at all true now Completely true now

2. LQf f vy S@SNIhought liwkuRl be JS N. 0 1 2 3 4 5

22. L Qj@stbegunto accept the illness as part of my 0 1 2 3 4 5
tAFTS LQft KFE@S G2 S|

23. | amstartingto figure out what | am good at and 0 1 2 3 4 5
what my weaknesses are

24. L Oswartingto feel thatl am making a valuable 0 1 2 3 4 5
contribution to life

25. | am accomplishing worthwhile and satisfying 0 1 2 3 4 5

things in my life
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Group 6 Not at all true now Completely true now

26. | am angry that this had to happen hoe 0 1 2 4 5

27. L Quétstarting to wonder if some good could 0 1 2 4 5
come out of this

28. | amstarting to think about what my special 0 1 2 4 5
qualities are

29. In having to deal with iliness, | am learning a lot 0 1 2 4 5
about life

30. In overcoming the illess | have gained new 0 1 2 4 5
values in life

Group 7 Not at all true now Completely true now

31. My life seems completely pointless now 0 1 2 4 5

32. | amjust startingto think maybe tando 0 1 2 4 5
something with my life

33. | amtrying to think of ways | might be able to 0 1 2 4 5
contribute in life

34. These days | am working on some things in life 0 1 2 4 5
that are personally important to me

35. | am working on important projects that give me 0 1 2 4 5
a sense of purpose in life

Group 8 Not at all true now Completely true now

3. L OFlyQili R2 lFyedKAy3a | 0 1 2 4 5

37. L Gsd¥arting to think | could do something to help 0 1 2 4 5
myself

38. | amstarting to feel more confident about 0 1 2 4 5
learning to live with theliness

39. Sometimes there are setbacks, but | come back 0 1 2 4 5
and keep trying

40. | look forward to facing new challenges in life 0 1 2 4 5

Group 9 Not at all true now Completely true now

41. hGKSNAR (1y2¢ 0Sid SdNdrme 0 1 2 4 5

42. | want tostart learning how to look after myself 0 1 2 4 5
properly

43. | ambeginningto learn about mental iliness and 0 1 2 4 5
how | can help myself

44. | now feelreasonablyconfident about managing 0 1 2 4 5
the illness

45, I can manage the illness well now 0 1 2 4 5

Group 10 Not at all true now Completely true now

46. L R2yQl asSSy G2 KI @S 0 1 2 4 5

47. | want tostart learning how to cope with the 0 1 2 4 5
illness

48. | amjust startingto work towards getting my life 0 1 2 4 5
back on track

49. | ambeginningto feel responsible for my own life 0 1 2 4 5

50. | am in control of my own life 0 1 2 4 5
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Appendix 6 : Recovery Process Inventory (RPI)

Gender Ethnicity
[1Male [ Caucasian/White I Native American/Indian
[]Female African American/Black HispanicLatino
1 Asian "1 Other
Age What diagnosis have you received?
11825 26-35 Schizophrenia Major depres®n
[136-55 [156-75 [ Bipolar disorder "1 Anxiety disorder
[ 75+ Schizoaffective disorder Other

[ Dually diagnosed (substance use
and mental illness)

Housing

[] Private residence/household&s alone, lives with family, supervised living)

[JHomeless shelter On the street Jail or correctional facility

[ Other residential or institutional setting (community care home, inpatient facility, nursing home)
Employment

[1Empoyed (competitive full or part time or supportive full or part time)

1 Unemployed but desiring work

[1Not in workforce/not desiring to work (retired, volunteer unpaid family worker, adult student, home maker)
How long have you been receivirggrvices from the South Carolina Department of Mental Health?

[1<1 year [11-5 years [16-10 years [111-15 years 1620 years [121-25 years [126+ years
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Please indicate how much agreement or disagreement you have with the | strongly I | am | agree | strongly

following statements. Youesponse is based on a 5 point scale with one | disagree disa_qree neutral agree
beingl strongly disagreand five (5) beingd strongly agre. 1 2 3 4 5
1. | feel discriminated against or excluded from mymzounity because 1 2 3 4 5

of my mental illness.

2. | feel lost and hopeless much of the time. 1 2 3 4 5
3. | feel isolated and alone when | am with my family. 1 2 3 4 5
4, | find places and situations where | can make friends. 1 2 3 4 5
5. There is meaning and purpose to my life. 1 2 3 4 5
6. | have a good, safe place to live. 1 2 3 4 5
7. | ask for help from others when | need it. 1 2 3 4 5
8. CSINJIR2SayQi ada2L) YS .TNRBY ftAQ, 1 2 3 4 5
9. | feel isolated and alone much of the time. 1 2 3 4 5
10. lam living in the kind of place | like. 1 2 3 4 5
11. My family tries to control my treatment too much. 1 2 3 4 5
12. | can be with people at chah, temple, or a prayer meeting who 1 2 3 4 5

understand my journey to recovery.

13. L R2y Qi GKAYy]l GKIG L Attt S@S| 1 2 3 4 5
14. | have a positive outlook on life. 1 2 3 4 5
15. No ore would hire me to work for them. 1 2 3 4 5
16. | trust myself to make good decisions and positive changes in my | 1 2 3 4 5
17. 9@Sy 6KSy L R2yQl OIFNB | o62dzi ° 1 2 3 4 5
18. | get on with my life whenhave hope. 1 2 3 4 5
19. | feel better when | know how to take care of myself. 1 2 3 4 5
20. | feel more isolated when people around me pray for help. 1 2 3 4 5
21.  Other people are always making decisions about my life. 1 2 3 4 5
22. | spend time with people to feel connected and better about mysel 1 2 3 4 5
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Appendix 7 : Recovery Oriented Systems Indicator Measure
(ROSI) z Process form

Administering entity:

Address

1. ROSI measures completed

a. [1Consumer selfeport survey b. 1 Consumer selfeport survey
2. Datedata collection began: (day/month/year) ]
Date data collection ended: (day/month/year) ]

3. Type of process used to collect consumer selport data (check all that apply and include the response rate, i.e.,
___ %, if gplicable)

a. [1Consumer selddministered (___ %) g. [ Program staff interviewers (___ %)

b. [ Mail administration (___ %) h. 1 Consumer interviewers (___ %)

c. [1Phone administration (___ %) i. Ontline data collection (___ %)

d. [ Faceto-face administration (___ %) j- [ Quality assurance interview (___ %)

e. [lIndividual data collection (___ %) k. [1External evaluation interviewers (___ %)
f. [ Group data collection (___ %) l. Other (___ %)

4. If a sample was used, whaasple methodology was involved?
a. [1Convenience sample c. []Stratified sample

b. [JRandom sample d. [JOther:

5. Purpose for utilizing ROSI (check all that apply)
a. [JQuality assurance actiyit d. I Research

b. [ Program audit e. [ Other:

c. L Program evaluation

6. Provide any important feedback concerning the performance, usefulness, process, and findings based upon yot
of the RO$measures

7. Contact information for a person knowledgeable about the survey process

Thank you!
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Appendix 8 : Recovery Oriented Systems Indicator Measure (ROSI) z Consumer survey

Purpose:To provide the best possible mental health services, we want to know what things helped or hinder@dogvass during the past six (6) months.
Please follow the directions and complete all four sections.

Section Ondlirections: Please read each statement and then circle the response that best represents your sitliatianthe past six monthsTheseresponses
N} y3IS FNRY W{iNRy3afe RA&AIINBSQ (2 W{iINRy3Ife I INBSQmBSINBRAFLIAWSESS aW3 1S Syl sl 3L

1. There is at least one person who believes in me Strongly Disagree Agree Strongly Does not apply to me
disagree agree
2. I have a place to live that feels like a comfortable home to me  Strongly Disagree Agree Strongly Does not apply to me
disagree agree
3. I am encouraged to use consurem programs (for example, S_trongly Disagree Agree Strongly Does not apply to me
support groups, dp-in centers, etc.) disagree agree
4, I do not have the support | need to function in the roles | want i S_trongly Disagree Agree Strongly Does not apply to me
my community disagree agree
5. I do not have enough good service options to choose from Strongly Disagree Agree Strongly Does not apply to me
disagree agree
6. Mental health services helped me get housing in a place | feel ~ Strongly Disagree Agree Strongly Does not apply tone
safe disagree agree
7. Staffdo not understand my experience as a person with menta  Strongly Disagree Agree Strongly Does not apply to me
health problems disagree agree
8. The mental health staff ignore my physical health Strongly Disagree Agree Strongly Does not apply to me
disagree agree
9. Staff respect me as a whole person Strongly Disagree Agree Strongly Does not apply to me
disagree agree
10. Mental health services have caused me emotional or physical ~ Strongly Disagree Agree Strongly Does notapply to me
harm disagree agree
11.  Icannotget the services | need when | need them Strongly Disagree Agree Strongly Does not apply to me
disagree agree
12. Mental health services helped me get medical benefits that me  Strongly Disagree Agree Strongly Does not apply to me
my needs disagree agree
13.  Mental health services led me to be more dependent, not Strongly Disagree Agree Strongly Does not apply to me
independent disagree agree
14. I lack the information or resources | need to uphold my Strongly Disagree Agree Strongly Does not apply to me
client rights and basic man rights disagree agree
15. I have enough income to live on Strongly Disagree Agree Strongly Does not apply to me
disagree agree
16. Services help me develop the skills | need Strongly Disayree Agree Strongly Does not apply to me
disagree agree
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Section Two directionsPlease read each statement and then circle the response that best represents your sitlatianthe past six monthd he responses

NI y3S FTNRBY WbSOSNKkNI NSUHEQ Fi 20 K48 favialaiis v Sysil egalka flgok 28dzi

Me.Q

17.
18.
19.
20.
21.
22.
23.
24.
25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

I have housing that | can afford

| have a chance to advanceyraducation if | want to

| have reliable transportation to get where | need to go
Mental health servicekelped me get or keep employment
Staff see me as an equal partner in my treatment program
Mental healthstaff support my seltare or wellness

| have a say in what happens to me when | am in crisis
Staff beleve that | can grow, change and recover

Staff use pressure, threats, or force in my treatment

There wasa consumer peer advocate to turn to when | needec
one

There are consumers working as paid employees in the ment
health agency where | receive services

Staff give me complete information in words | understand beft
| consent to treatment or medication

Staff encourage me to do thys that are meaningful to me

Staff stood up for me to get the services and resources | neec

Staff tred me with respect regarding my cultural background
(think of race, ethnicity, religion, language, age, sexual
orientation, etc)

Staff listen carefully to what | say

Staff lack ugo-date knowledge on the most effective
treatments
Mental health staff interfere with my personal relatiships

Mental health staff help me build on my strengths

Never/rarely
Never/rarely
Never/rarely
Never/rarely
Never/rarely
Never/rarely
Never/rarely
Never/rarely
Never/rarely

Never/rarely
Never/rarely
Never/rarely

Never/rarely
Never/rarely

Never/rarely

Never/rarely

Never/rarely

Never/rarely

Never/rarely
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Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sanetimes

Sometimes

Sometimes

Sometimes

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always
Almost
always/always

Almost
always/always

Almost
always/always

Almost
always/always
Almost
always/always
Almost
always/always

Almost
always/always
Almost
always/always
Almost

always/always
Almost

a2YSOGKAyYy3

Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me
Does not apply to me

Does not apply to me
Does not apply to me
Does not apply to me

Does not apply to me
Does not apply to me

Does not apply to me

Does not apply to me

Does not apply to me

Does not apply to me

Does not apply to me
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36.

37.

38.

39.
40.

41.

42.

My right to refuse treatment is respected
My treatment plan goals are stated in my own words

The doctor worked with me to get on medications that were
most helpful for me
| am treated as a psychiatric label rather than as a person

| can see a therapist veim | need to

My family gets the education or supports they needwhelpful
to me

I have information oguidance to get the services and
supports | need, both inside and outside my mental health
agency

Neverrarely
Never/rarely

Never/rarely

Never/rarely
Never/rarely

Never/rarely

Never/rarely

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Sometimes

Often

Often

Often

Often

Often

Often

Often

always/always
Almost
always/always
Almost
always/always
Almost
always/always

Almost
always/always
Almost
always/always
Almost
always/always

Almost
always/always

Section Three directionsAre there other issues related to how services helpindér your recovery? Please explain.

Does not apply to me
Does not apply to me

Does not apply to me

Does not apply to me
Does not apply to me

Does not apply to me

Does not apply to me
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Section Four directions We are asking you to provide the following information in order for us to be able to have a general description phptstiaking this
survey. Please check thasaer that best fits your response to the question or write in the answer in the line provided. Only answer those itenishytou w
answer. Please do not write your name or address on this survey. This keeps your identity confidential.

1. What is your geder? a. [IFemale b. [1Male
2. Whatis your age?

3. What is your racial or ethnic background? (Check the one that applies best)

a. [JAmerican Indian / Alaska native d. [JNative Hawaiian/ Other Pacific Islander g. LI Other
b. [JAsian e. [1White / Caucasian
c. [1Black or African American f. [JMore than one race

Do youconsider yourself Hispanic omtino/a? a. [1Yes b. [1No

4. Your level of education igCheck the highest level your reached or are currently in)

a. [lLess than high school c. [1College/Technical training e. [1Other

b. [1High school/lGED d. [1Graduate school
5. How long have you beereceiving mental health services?

a. [JLesstharl year c. [13to5years

b. [11to 2 years d. [JMore than 5 years

6. Which services have you used in the past six months? (Check all that apply)

a. LI Counselling/psychotherapy e. [JAssertive Community Treatment (ACT) i. [JCase management
b. [1Housing/residential services f. [1Psychosocial rehabilitation j- Clubhouse

c. [ Medication management g. JEmployment/vocational services k. [ Other

d. [ Selfhelp/consumer run service h. [JAlcohol/drug abuse treatment
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. The town, city or community you live in is mostly:

. [JUrban c. JRural

. [0 Suburban d. [0 Remote/frontier

. What type of place do yolive in?

o

. JLiving in my own home or
apartment

[JLiving in a boarding house

. [ILiving in supervised/supported e. [1Homeless or homeless shelter
apartment

—

[JLiving in a residential facility [ Other:

. Are you a person who currently has both mental health and substance abuse (alcohol, drug addiction) problems

. [1Yes b. [7No
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Appendix 9 : Recovery Oriented Systems Indicator Measure
(ROSI) z Administrative data pro file: Authority
characteristics

Authority: Date:_ / [/

1. 2KIG A& @82dz2NJ 2NBFYAT I GAz2
a. [ Public c. [JPrivate for profit

b. [ Private nonprofit d. [ Other:

2. Geographic location:

Country:

State/province:

3. What geographic area dgou cover?

4. Geographic settingcheck all that apply):

a. [JUrban d. [CRural

b. [JSmall city e. [ Remote/frontier
c. [JSuburban

5. How many providers of mental health services are in your network (unduplicated)?

6. How many providers of mental &alth services in your network provided data for this
ROSI Administrative data profile?

7. What population do you serve? (check all that apply)

a. [1Children general mental health f. [ Elderly serious mental illness
b. [1Adultgeneral mental health g. [JChildren substance abuse

c. [1Elderly general mental health h. [1Adult substance abuse

d. (] Children serious emotional disorders i. [1Other:

e. [1Adult serious mentallitess
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Appendix 10 : Recovery Oriented Systems Indicator Measure
(ROSI) z Administrative data profile : Mental health provider
characteristics

Provider organization: Date:

1. 2KIG A& &2dz2NJ 2NHFYAT | GAz
a. [l Public c. [l Private for profit

b. [ Private nonprofit d. [ Other:

2. Geographic location:

Country:

State/province:

State/province:

3. Geographic setting (check all that apply):

a. [JUrban d. [JRural

b. [J Smallcity e. [IRemote/frontier
c. [JSuburban

4. How many consumers does your organization serve in mental health services each year
(unduplicated)?

5. How many full time equivalents (FTEs) do you have on staff who directly promeéatal health
services at this time?

6. Which mental health services do you provide at this time? (check all that apply)

a. [1Counseling/psychotherapy g. [JAssertive Community Treatment (ACT)
b. [1Case management h. (1 Clubhous

c. [JHousing/residential services i. [JAlcohol/drug abuse treatment

d. [JMedication management j. [ Employment/vocational services

e. []Selfhelp/Consumer run services k. [JOther:

—h

] Psyclosocial rehabilitation
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Appendix 11: Recovery Oriented Systems Indicator Measure
(ROSI) z Administrative data profile

Recovery Theme: Peer Support (involves the findings that peer support and consumer operated
services in a myriad of forms facilitateecovery).

Performance Indicator: Free Standing Peer/Consumer Operated Programs

Authority Measure 1: The percentage of mental health catchment or service aredsathafree
standing peer/consumer operated programs.

Numerator: Total number of mental héh catchment or service areas that have free
standing peer/consumer operated programs.

Denominator: Total number of mental health catchment or service areas.

Provider Version of Measure 1: There is at least one free standing peer/consperated
prog-am in our community. (Yes/No)

Performance Indicator: Peer/Consumer Operated Services Funding

Authority Measure 2: The percentage of state program funds allocated for peer/consumer
operated services.

Numerator: The amount of program funds in the statental health budget allocatefbr
peer/consumer operated services during the reporting period.

Denominator: The total amount of program funds in state mental health budget dtiréng
reporting period.

Authority Measure 3: The percentage of Medicaid fungdieimbursed for peer/consumer
delivered services.

Numerator: The amount of Medicaid reimbursement for services delivered in
peer/consumer operated programs and by peer specialists during the repguirgd.

Denominator: The total amount of Medicaidimbursement for behavioral health care
during the reporting period.

Performance Indicator: Consumer Employment in Mental Health Systems

Authority Measure 4: The number of annual slots specifically funded for tracoimgumers in
relevant educational ashtraining programs and institutes to becommeental health providers.

Authority Measure 5: The percentage of local mental health provider agencies thabhave
affirmative action hiring policy regarding consumers.

Numerator: The number of local mentat&lth provider agencies that have affirmative
action hiring policy regarding consumers.

Denominator: The total number of local mental health provider agencies.
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Provider Version of Measure 5: Our agency has an affirmative action hiringneglézging
consumers. (Yes/No)

Recovery Theme: Choice (involves the findings that having choices, as well as supportprotess of
making choices, regarding housing, work, social, service, treatment as well as atieas of life

facilitate recovery).
Performance Indicator: Advance Directives

Authority Measure 6: The percentage of local mental health provider agencies thaahave
established mechanism to help clients develop advance directives.

Numerator: The number of local mental health provider agendias have arestablished
mechanism to help clients develop advance directives.

Denominator: The total number of local mental health provider agencies.

Provider Version of Measure 6: Our agency has an established mechanism to helglelettp
advance d@ectives. (Yes/No)

Recovery Theme: Formal Service Staff (involves the findings as to the critical roles feemate staff
play in helping or hindering the recovery process).

Performance Indicator: Direct Care Staff to Client Ratio

Authority Measurer: The ratio of direct care staff to clients in each local mental hgatikider
agency.

Numerator: The total number of direct care staff (unduplicated) during the repopianapd.

Denominator: The total number of clients (unduplicated) during the répg period.
Provider Version of Measure 7: The ratio of direct care staff to clients in the prageéacy.

Numerator: The total number of direct care staff (unduplicated) during the repopiangpd.

Denominator: The total number of clients (undwalied) during the reporting period.

wSO2@3SNE ¢KSYSY C2NXIf {SNIBAOSa oAy@g2ft @dSa (KS FAYR
organization, structure, funding, access, choice, quality, range, continuity and otiharacteristics can
help or hinder theprocess of recovery).

Formal Services Stibheme: Helpful System Culture and Orientation (involves fimgling that a
F2NXIFE aSNBAOS aeadSyQa OdzZ (dz2NB orighked fABcNtRt&SY G F G A 2y

recovery).
Performance Indicator: Rea@ry Oriented Mission Statement

ldziK2NAGe aSladNB yY ¢KS aidldS YSyldindudeK& | £ G K | dz
recovery orientation. (Yes/No).

Authority Measure 9: The percentage of local mental health provider agencies wwtissien
statements explicitly include a recovery orientation.
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Numerator: The number of local mental health provider agencies whose mitsitament
includes a recovery orientation.

Denominator: The total number of local mental health provider agencies.

Providert SNRAA2Y 2F aSl adz2NE &Y hdzNJ | ISy Qeedéry YAZAaA2Y &
orientation. (Yes/No)

Performance Indicator: Consumer Involvement in Provider Contract Development
Authority Measure 10: The percentage of provider agency performandeamis thathave
primary consumer involvement in their development/yearly revi@pecifying services, outcomes,

target numbers, etc).

Numerator: The number of provider agency performance contracts documepitingry
consumer involvement in their develogent/yearly review.

Denominator: The total number of provider agency performance contracts.
Performance Indicator: Office of Consumer Affairs

Authority Measure 11: The percentage of staff in the state office of consumer affairare
former or currentconsumers.

Numerator: The number state office of consumer affairs staff (unduplicated)amo
disclosed consumers (former or current) during the reporting period.

Denominator: The total number of state office of consumer affairs §taifluplicated)
during the reporting period.

Authority Measure 12: The percentage of regional mental health offices/local meeddth
authorities (or equivalent) that have an office of consumer affairs.

Numerator: The number of regional mental health offices/local meh&althauthorities
(or equivalent) that have an office of consumer affairs duringréporting period.

Denominator: The total number of regional mental health offices/local mergalth
authorities (or equivalent) during the reporting period.

Performance Indicator: Consumer Inclusion in Governance and Policy

Authority Measure 13: The percentage of state mental health authority plarcdngcil members
who are primary consumers.

Numerator: The number of primary consumers (unduplicated) who are ptatening
council members during the reporting period.

Denominator: The total number state planning council members (unduplicdtgit)g the
reporting period.

Authority Measure 14: The percentage of local mental health provider agency bwamdbership
that are primary consumers.
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Numerator: The number of primary consumers (unduplicated) who serve omfecahl
health provider agency boards during the reporting period.

Denominator: The total number local mental health provider agency boenchbers
(unduplicated) during the reporting period.

t NEGARSNI +SNEAZ2Y 2F aSladaNBE wmnY ¢KS$hatlais NOSy G 3S
primary consumers.

Numerator: The number of primary consumers (unduplicated) who serve ohaaud
during the reporting perid.

Denominator: The total number board members (unduplicated) duringeperting period.

Formal Services Stibheme: Coercion (involves the finding that coercion in fornsatvice systems
hinders recovery).

Performance Indicator: Involuntary InpatiefEommitments

Authority Measure 15: The percentage of clients under involuntary commitmepishic and
private inpatient units.

Numerator: The number of clients who received involuntary inpat@mmitments during
the reporting period.

Denominator: Th total number of clients who received inpatient services dutiray
reporting period.

Provider Version of Measure 15: The percentage of clients under involwrdgargnitments in
inpatient units.

Numerator: The number of clients who received involuntaaitient commitments during
the reporting period.

Denominator: The total number of clients who received inpatient services dtiring
reporting period.

Performance Indicator: Involuntary Outpatient Commitments

Authority and Provider Measure 16: The pamtage of clients under involuntagutpatient
commitments.

Numerator: The number of clients who received involuntary outpat@mmitments
during the reporting period.

Denominator: The total number of clients who received outpatient services dtiring
reporting period.

al {LtQa LYRAOFI(G2NE 2y {SOfdaizy
Authority Measure 17: Hours of seclusion as a percentage of client hours

Numerator: The total number of hours that all clients spent in seclusion.
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Denominator: Sum of the daily census (excluding tdien leave status) for eaatay (client
days) multiplied by 24 hours.

Authority Measure 18: Percentage of clients secluded at least once during a regaetind

Numerator: The total number of clients (unduplicated) who were secluded at deast
during a reporting period.

Denominator: The total number of unduplicated clients who were inpatients afabiéty
during a reporting period.

al {LtQa LYRAOIFG2NER 2y wSaidN}AylGa
Authority Measure 19: Hours of restraint as a percentage of client hours

Numerdor: The total number of hours that all clients spent in restraint durimggeorting
period.

Denominator: Sum of the daily census (excluding clients on leave status) fadlaatcha
reporting period (client days) multiplied by 24 hours.

Authority Measire 20: Percentage of clients restrained at least once duringeterting period

Numerator: The total number of clients (unduplicated) who were restraindeast once
during a reporting period.

Denominator: The total number of unduplicated clientsonere inpatients at théacility
during the reporting period.

Formal Services Stbheme: Access to Services (involves the findings as to getting the formal
services that consumers feel they need and find helpful facilitates recovery).

al { Lt Qa ndeRdri@ndn8dRenient in the Criminal/Juvenile Justice System

Add Authority Measure 21: The percentage of mental health catchment or service areas that have
jail diversion services.

Numerator: Total number of mental health catchment or service areastthve jail
diversion services.

Denominator: Total number of mental health catchment or service areas.

Provider Version of Measure 21: Jail diversion services are available in our community for mental
health consumers. (Yes/No)

al { Lt Qa t NRdh&R&Bced SyibRtanOd Ause Impairment

Add Authority Measure 22: The percentage of mental health catchment or service areas that have
integrated substance abuse and mental health services.

Numerator: Total number of mental health catchment or serviesaa that have integrated
substance abuse and mental health services.

Denominator: Total number of mental health catchment or service areas.
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Provider Version of Measure 22: Integrated substance abuse and mental health services are
available in our commiuity for mental health consumers. (Yes/No)

Performance Indicator: Trauma Service Provision

Authority Measure 23: The percentage of mental health catchment or service areas that have
trauma services.

Numerator: Total number of mental health catchment endce areas that have trauma
services.

Denominator: Total number of mental health catchment or service areas.

Provider Version of Measure 23: Trauma services are available in our community for mental health
consumers. (Yes/No)
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10.
11.

12.

13.

14.
15.

16.

17.

18.

19.

20.

21.

22.

23.

Appendix 12 : Recovery Sdf Assessment (RSA)z Person in

recovery version

Please indicate the degree to which you feel the following items reflect the activities, values, and

practices of your agency.

1 2 3 4
Strongly
disagree

Staff focus on helping me build connections in my neighborhood and
community

This agency offers specific services and programs to address my uniqt
culture, life experiences, interests, and needs

I have access to all my treatment records

This agency provides education to community employers about employ
people with mental illness and/or addictions

My service provider makes every effort to involve my significant others
(spouses, friends, family members)daother sources of natural support
(i.e., clergy, neighbors, landlords) in the planning of my services, if this
my preference

I can choose and change, if desired, the therapist, psychiatrist, or othel
service provider with whom | work

Most of my services are provided in my natural environment (i.e., home
community, workplace)

I am given the opportunity to discuss my sexual and spiritual needs ani
interests

Staff of this agency regadly attend trainings on cultural competency
Staff at this agency listen to and follow my choices and preferences
Staff at this agency help to monitor the progress | am making towards 1
personal goals on a regular tigs

This agency provides structured educational activities to the community
about mental illness and addictions

Agency staff do not use threats, bribes, or other forms of coercion to
influence my behavior or choices

Staff at this agency encourage me to take risks and try new things

I am/can be involved with facilitating staff trainings and education
programs at this agency

Staff are knowledgeable about special irgst groups and activities in the
community

Groups, meetings, and other activities can be scheduled in the evening
on weekends so as not to conflict with other recoverjented activities
such as employment or school

This agency actively attempts to link me with other persons in recovery
who can serve as role models or mentors by making referrals tdnekdf
peer support, or consumer advocacy groups or programs

| am able to choose from a varjedf treatment options at this agency (i.e
individual, group, peer support, holistic healing, alternative treatments,
medical)

The achievement of my goals is formally acknowledged and celebratec
the agency

lam/ca/fy 0SS NRdziAySte& Ay@2t SR Ay
services, and service providers

Staff use a language of recovery (i.e., hope, high expectations, respect
everyday conversations

Staff play a primgy role in helping me to become involved in Rorental
health/addiction related activities, such as church groups, special intere
groups, and adult education
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5
Strongly
agree

N/A

N/A

N/A
N/A

N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



24.

25.

26.

27.

28.

29,

30.

31.

32.

33.

34.

35.

36.

If the agency can not meet my needs, procedures are in place to refer |
to other programs and services

Staff actively assist me with the development of career and life goals tt
go beyond symptom management and stabilization

Agency staff are diverse in terms of culture, ethnicity, lifesiytel
interests

I am/can be a regular member of agency advisory boards and manage
meetings

At this agency, participants who are doing well get as much attention a
those who are having difficulties

Staff routinely assist me in the pursuit of my educational and/or
employment goals

I am/can be involved with agency staff on the development and provisit
of new programs and services

Agency staff actively help me d@me involved with activities that give
back to my community (i.e., volunteering, community services,
neighborhood watch/cleanup)

This agency provides formal opportunities for me, my family, service
providers, and administrators to leaabout recovery

The role of agency staff is to assist me, and other people in recovery w
fulfilling my individuallydefined goals and aspirations

Criteria for exiting or completing the agency were clearly definetl an
discussed with me upon entry to the agency

The development of my leisure interests and hobbies is a primary focu:
my services

Agency staff believe that | can recover and make my own treatment an
life choices
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Appendix 13 : Recovery Self Assessment (RSA)z Family /

significant other / advocate version

Please indicate the degree to which you feel the following items reflect the activities, values, and

practices of the agency from which you receivbi assessment.

1 2 3 4
Strongly
disagree

Staff focus on helping people in recovery to build connections in their
neighborhood and community

This agency offers specific services and programs to address thesuniq
culture, life experiences, interests, and needs of people in recovery
People in recovery have access to all of their treatment records

This agency provides education to community employers about employ
people withmental illness and/or addictions

Service providers at this agency makes every effort to involve significal
others (spouses, friends, family members) and other sources of natural
support (i.e., clergy, neighbors, landlords) in the plaghin2 ¥ | LJ¢E
services, if this is his/her preference

People in recovery can choose and change, if desired, the therapist,
psychiatrist, or other service provider with whom they work

Most services are providedinagee y Ay NBO2JFISNEQa
(i.e., home, community, workplace)

People in recovery are given the opportunity to discuss their sexual an
spiritual needs and interests

The staff of this agency regularly attenditrings on cultural competency
Staff at this agency listen to and follow the choices and preferences
expressed by people in recovery

Staff at this agency help to monitor the progress towards a person in
NB O 2 ¢S Nial@aals baSNggular basis

This agency provides structured educational activities to the communit
about mental illness and addictions

Agency staff do not use threats, bribes, or other forms of coercion to
influencethe behavior or choices of people in recovery

Staff at this agency encourage people in recovery to take risks and try
things

People in recovery are/can be involved with facilitating staff trainings au
education pograms at this agency

Staff are knowledgeable about special interest groups and activities in
community

Groups, meetings, and other activities can be scheduled in the evening
on weekends so as not to confligith other recoveryoriented activities
such as employment or school

This agency actively attempts to link people in recovery with other pers
in recovery who can serve as role models or mentors by making referr:
to selfhelp, peer spport, or consumer advocacy groups or programs
People in recovery can choose from a variety of treatment options at th
agency (i.e., individual, group, peer support, holistic healing, alternative
treatments, medical)

¢CKS | OKAS@GSYSyl 2F | LISNBR2Y Ay |
and celebrated by the agency

People in recovery are/can be routinely involved in the evaluation of th
F3SydeQa LINPINIYazr aSNBAOSaz |yl
Staff use a language of recovery (i.e., hope, high expectations, respect
everyday conversations
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5
Strongly
agree

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



23.

24.

25.

26.

27.

28.

20.

30.

31.

32.

33.

34.

35.

36.

Staff play a primary role in helping people in recovery to become involv
in nonrmental health/addiction related activitie such as church groups,
special interest groups, and adult education

LT GKS 3Syde Oly y2id YSSi I LIS
place to refer him/her to other programs and services

Staff actively agst people in recovery with the development of career ar
life goals that go beyond symptom management and stabilization
Agency staff are diverse in terms of culture, ethnicity, lifestyle, and
interests

People in recosry are/can be a regular member of agency advisory boe
and management meetings

At this agency, participants who are doing well get as much attention a
those who are having difficulties

Staff routinely assist peoplea recovery in the pursuit of their educational
and/or employment goals

People in recovery are/can be involved with agency staff on the
development and provision of new programs and services

Agency staff actively helpeople become involved with activities that give
back to their communities (i.e., volunteering, community services,
neighborhood watch/cleanup)

This agency provides formal opportunities for people in recovery, famil
and significant othrs, service providers, and administrators to learn abc
recovery

The role of agency staff is to assist people in recovery with fulfilling the
individuallydefined goals and aspirations

Criteria for exiting or compting the agency are clearly defined and
discussed with people in recovery upon entry to the agency

¢KS RS@St2LISyld 2F | LISNB2Y Ay |
a primary focus of services

Agency staff bieve that people can recover and make their own
treatment and life choices
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Appendix 14 : Recovery Self Assessment (RSA)z Provider

version

Please indicate the degree to which you feel the following items reflect the activities, vahges, a

practices of your agency.

1 2 3 4
Strongly
disagree

Helping people build connections in their neighborhe@ihd communities
is ore of the primary activities in which staff at this agency are involved
This agncy offers specific services and programs for individuals with
different cultures, life experiences, interests, and needs

People in recovery have access to all of their treatment records

This agency provides educatiom@ommunity employers about employing
people with mental illness and/or addictions

Every effort is made to involve significant others (spouses, friends, fam
members) and other natural supports (i.e., clergy, neighbors, landlords
thS LI FyyAy3 2F | LISNE2YQa aSNIAlC
People in recovery can choose and change, if desired, the therapist,
psychiatrist, or other service provider with whom they work

az2zal &aSNLAOSE | NB atuNEndrbnténi(i.ed ome,
community, workplace)

People in recovery are given the opportunity to discuss their sexual an
spiritual needs and interests

All staff at this agency regularly attend trainings on cultacahpetency
Staff at this agency listen to and follow the choices and preferences of
participants

Progress made towards goals (as defined by the person in recovery) is
monitored on a regular basis

This agency provides structured educational activities to the community
about mental illness and addictions

Agency staff do not use threats, bribes, or other forms of coercion to
influence the behavior or choices

Staff and agency participants are encouraged to take risks and try new
things

Persons in recovery are involved with facilitating staff trainings and
education programs at this agency

Staff are knowledgeable about special irst groups and activities in the
community

Groups, meetings, and other activities can be scheduled in the evening
on weekends so as not to conflict with other recoverjented activities
such as employment or school

This agency actively attempts to link people in recovery with other pers
in recovery who can serve as role models or mentors by making referr:
to selfhelp, peer support, or consumer advocacy groups or programs
This agency proges a variety of treatment options (i.e., individual, grouj
peer support, holistic healing, alternative treatments, medical) from whi
agency participants may choose

The achievement of goals by people in recovery is formally acknoaded(
and celebrated by the agency

t S2LX S Ay NBO2OSNE | NB NRdAziAySft ¢
programs, services, and service providers

Staff use a language of recovery (i.e., hope, high expectatiormeagsn
everyday conversations

Staff play a primary role in helping people in recovery to become involv
in nonrmental health/addiction related activities, such as church groups
special interest groups, and adult education
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5
Strongly
agree

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Procedures are in place to facilitate referrals to other programs and
ASNBAOSAE AT (G(KS 3Syode Olyyz2i Y!
Staff actively assist people in recovery with the development of career
life goals that go beyond syptom management and stabilization
Agency staff are diverse in terms of culture, ethnicity, lifestyle, and
interests

People in recovery are regular members of agency advisory boards an
management meetings

At this agency, participants who are doing well get as much attention a
those who are having difficulties

Staff routinely assist individuals in the pursuit of their educational and/c
employment goals

People irecovery work along side agency staff on the development an
provision of new programs and services

Agency staff actively help people become involved with activities that g
back to their communities (i.e., volunteering, community $ee's,
neighborhood watch/cleanup)

This agency provides formal opportunities for people in recovery, famil
and significant others, service providers, and administrators to learn ak
recovery

The role of agency staiff to assist a person with fulfilling their individuall
defined goals and aspirations

Criteria for exiting or completing the agency are clearly defined and
discussed with participants upon entry to the agency

Thedevé 2 LIYSYy G4 2F | LISNER2Yy Q& f SAada
focus of services

Agency staff believe that people can recover and make their own
treatment and life choices
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Appendix 15 : Recovery Self Assessment (RSA)z CEO/Agency

director version

Please indicate the degree to which you feel the following items reflect the activities, values, and

practices of your agency.

1 2 3 4
Strongly
disagree

Helping people build connections in their neliprhoods and communities
is one of the primary activities in which staff at this agency are involvec
This agency offers specific services and programs for individuals with
different cultures, life experiences, interests, and needs

People in recovery have access to all of their treatment records

This agency provides education to community employers about employ
people with mental illness and/or addictions

Every effort is made to inWee significant others (spouses, friends, family
members) and other natural supports (i.e., clergy, neighbors, landlords
GKS LXIFyyAy3a 2F | LISNaR2yQa aSNW/
People in recovery can choose and change, if desired, thapisty
psychiatrist, or other service provider with whom they work

azal aSNIBAOS&a INB LINBOBARSR Ay |
community, workplace)

People in recovery are given the opportunity to discusrtsexual and
spiritual needs and interests

All staff at this agency regularly attend trainings on cultural competency
Staff at this agency listen to and follow the choices and preferences of
participants

Progress made towards goals (as defined by the person in recovery) is
monitored on a regular basis

This agency provides structured educational activities to the community
about mental illness and addictions

Agercy staff do not use threats, bribes, or other forms of coercion to
influence the behavior or choices

Staff and agency participants are encouraged to take risks and try new
things

Persons in recovery are involved witttilitating staff trainings and
education programs at this agency

Staff are knowledgeable about special interest groups and activities in
community

Groups, meetings, and other activities can be scheduled in theileye or
on weekends so as not to conflict with other recoverjented activities
such as employment or school

This agency actively attempts to link people in recovery with other pers
in recovery who can serve as role models or mentny making referrals
to selfhelp, peer support, or consumer advocacy groups or programs
This agency provides a variety of treatment options (i.e., individual, gro
peer support, holistic healing, alternative treatments, medicaljrfrghich
agency participants may choose

The achievement of goals by people in recovery is formally acknowledc
and celebrated by the agency

tS2LX S Ay NBO2OSNE FNB NRdziAy St
programs, services, and service providers

Staff use a language of recovery (i.e., hope, high expectations, respect
everyday conversations

Staff play a primary role in helping people in recovery to become involv
in non-mental health/addiction related activities, such as church groups
special interest groups, and adult education
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5
Strongly
agree

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Procedures are in place to facilitate referrals to other programs and
ASNBAOSAE AT (KS 3Sy02 Olyy2i Y!
Staff actively assist people in recovery with the development of career
life goals that go beyond symptom management and stabilization
Agency staff are diverse in terms of culture, ethnicity, lifestyle, and
interests

People in recovery are regular members of agency advisory boards an
management meetings

At this agency, participants who are doing well get as much attention a
those who are having difficulties

Staff routinely assist individuals in the pursuit of their educational and/c
employment goals

People in recovery work along side agency staff on the development ai
provision of new programs and services

Agency stH actively help people become involved with activities that gi\
back to their communities (i.e., volunteering, community services,
neighborhood watch/cleanup)

This agency provides formal opportunities for people in recovery, famil
andsignificant others, service providers, and administrators to learn ab
recovery

The role of agency staff is to assist a person with fulfilling their individu:
defined goals and aspirations

Criteria for exiting ocompleting the agency are clearly defined and
discussed with participants upon entry to the agency

¢KS RS@St2LIYSyd 2F | LISNBR2YyQa f ¢
focus of services

Agency staff believe thatgople can recover and make their own
treatment and life choices
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A



Appendix 16 : Recovery Oriented Practices Index (ROPI)

The item narrative and 5 behaviorally anchored scale points are meant to serve as a guide for scoring a progranmoipkbegpresented in each item.

However, it is impossible to anticipate all circumstances and characteristics that may be displayed by a program. Besethmse/ltich a particular program does

not fit into any of the scale points provided, use thiéofving general instructions for scoring the item (adapted from the Quality of Supported Employment

Implementation Scale):

5 = Full and complete adherence to all components of the principle stated in the item narrative

4 = A close approximation to the pdiple, but falls short on 1 or more of the necessary components
3 = A significant departure from the principle, but nonetheless partially embodies the necessary components
2 = Very little presence of the principle

1 = Absence of the principle

1. Meeting Basic Needs Indicating that the assessment, planning and delivery of all services should first address basic needs. Services stwaf$istelnce in

these areas:

___1)Shelterg program has relationships with housing providers and has placed cliehtaising through referrals; housing services are a basic component of care

and not merely addressed in isolated situations. (Respondent should discuss role of housing in care.)

___2)Foodc program routinely provides clients with help locating resosréar food. (This is reflected in detailed knowledge of soup kitchens and food pantries

YR 20 KSNJ NB&2dNDSa 4 dzOK 1dyi@befgiSeRES AYRAOI (iS4

%

GKS O2YYdzyAiieo

[ O1 27

____3)Medicalg program asesses medical issues of clients, makes referrals to medical providers when necessary, andgaloeients with any medical
difficulties. (Ask about two clients with significant medical issues and how program facilitated care.)
____4d)Entitlements; program assists with entitlements for all clients that need them.

____5)Clothingg program provides clients with help locating resources for clothing, such as community organizations and thrift shopsrimtbaity.
(Respondent must identify such resoes or no credit is given.)

1 2 3 4 5
la. Assessments assessment should Assessments do not cove Assessments typically Assessments typically Assessments typically Assessments typédly
cover basic needs in detail any basic needs, including (>60%) address basi (>60%) cover 1 or 2 basi¢ (>60%) cover 3 or 4 basi( (>60%) cover all 5 areas i
shelter, food, medical carel needs in a cursory fashiorn needs in detail needs in detail detail

entitlements, and clothing

(e.g., brief description of

current housing or some

assessment of medical
issues)

1b. Serviceg services related to basic
needs should be provided routinely.

Program routinely provides
1 or no services related to

basic needs

Program routinely provideg
2 services related to basig

needs

Program raitinely provides
3 services related to basig

needs

Program routinely provides
4 services related to basic

needs

Program routinely provideg
all 5 services related to

basic needs
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2. Comprehensive serviceslndicating that a range of treatment servicesgication, vocational, famitpased, substance abuse, wellness, counseling, trauma)

using different modalities (individual, group, peer) should be provided by the team, including the following:
____1)Medicationg program provides prescriptions, medicatgrand delivery of medications.
____2)Vocationalg program provides a range of proactive employment services, including job assessment, development, placement, coachiggirand on
supports. (If program only assesses job needs and provides some coachirgy A0 R2Say Qi LI aad F2N) 0KA&a AYRAOIFG2NIT GKS
that has resulted in at least 1 job placement.)
____3)Substance abuseprogram provides both individual and group substance abuse counseling for clients. (M@iwen if there is no group treatment.)
____M)Counseling, program provides individual counseling and symptom management. (Respondent should identify an instance in which counseling or
psychotherapeutic intervention was provided to address a specifintdiifficulty. For example, helping a client suffering from panic symptoms overcome fears
related to leaving the house.)
___5)Familybased treatment LINE ANJ ¥ LINR A RS A
gAGK OfASyidaQ FlIYAfASaAad 6¢CKAA
given.)
____B)Trauma services program assesses and prdegs services related to trauma for clients in need of such services. (This should include proactive efforts to
identify clients suffering from trauma and targeted interventions to address it. Respondent should be able to identi$y @tdeastances invhich the team
addressed an issue related to trauma.)
____T)Wellness managemertprogram provides services designed to help clients manage their own symptoms and achieve valued personal goals. (This should
include a group or use of a curriculum desighegromote clients ability to manage their symptoms. In the absence of a group or curriculum, no credit is given.)

ASNDAOSE G2 FLYAtASA RSAA Fefuent cobaterdlyigts 38 G KSY
a K 2 dzbd®ed xyrgupd ruzBtheTeld. Iif oas of the afhkrasmdt preseénty iokredd B £ € | G S NJ

1 2 3 4 5
2a. Servicesprogram should provide Program provides at leastf Program provides 3 of theg Program provides-5% of Program provides 6 of the| Program provides all 7of
services in each of the above areas. 2 of the services as parfo| services as part of routingl  the services as part of | services as part of routing  the services as part of
routine care care routine care care routine care
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3. Customization and choicelndicating that the planning and delivery of all services should be designed to address the unique circumstances, bid$ory, ne
expressed preferences, and capabilities of each consumer

1

3

5

3a. Program documentabn ¢ program
documentation should identify consume
choice as a fundamental principle of
program philosophy

Program documentation

and brochures contain no

mention of consumer
choice

Program brochures and
documentation refer to
consumer choice but do
not make it cornerstone of|
expressed program
philosophy

Program brochures and
documentation make clear
that consumer choice is &

fundamental principle

guiding policies,
procedures, and services|

3b. Service planning service planning
should reflect individalized client goals,
with substantial variation across charts

Treatment plans are
boilerplate, with minimal
to no variation across
charts

Treatment plans show
minimal variation in
treatment goals, with 90%,
of charts having at least 1
similar or identicagoal
(for example, psychiatric
stabilization, med
adherence)

Treatment plans show
moderate degree of
variation in treatment
goals, with 5680% of
charts having at least 1
similar or identical goal

Treatment plans show higl
degree of variation in
treatment goals, with 20
49% of charts having at
least one similar or

identical goal

Treatment plans show
substantial variation in
treatment goals, with
<20% of charts having at
least 1 similar or identical
goal in most recent
treatment plan

3c. Serviceg serviceshould show
considerable variation across clients,
reflecting efforts to address individual
client needs

Services show minimal to|
no variation across clients

Services show some
variation (for example,
some clients have an
outside psychiatrist) but
treatment is substantially
the same across clients

Services show a moderatsg
level of variation (e.g.,
substance abuse; some
employment services)

Services show substantial
variation (e.g., clients
participate in a range of
groups) but efforts to

address unique reds of
individual consumers are
minimal

Services show substantia
variation and active efforts
are made to address
unique client needs
(respondent should be abl
to identify at least 3 clients
with services that are
unique to theny
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4. Consumer involvem@/participation ¢ Indicating consumer involvement should be integral to the planning and delivery of all services and to the determination

of policies and procedures for program operations. Program should also actively recruit consumers who are hegqdakitshin pay, benefits, and

responsibilities.

1

2

3

4

5

4a. Policies and formal mechanisms for,
consumer inputg program has policy
and formal mechanism for soliciting
consumer input that has resulted in
demonstrable changes in program
policies, praedures, or services

Program policies do not
specifically address
consumer involvement in
program activities or
operations and there is ng
formal mechanism for
promoting consumer
involvement

Program has policies
regarding consumer
involvement but no formh
mechanism for promoting
consumer involvement

Program has policy and
formal mechanism for
promoting consumer
involvement but
mechanism is cursory (e.g
yearly satisfaction survey
and has not significantly
informed program
development

Program has policgnd
formal mechanism for
promoting consumer
involvement that has
resulted in at least one
significant change to

program services
(respondent must identify
this changé

In addition to 4, program
has consumer advisory
board or consumer on

LINE I NI Y Qabody 2

4b. Policies for consumedirected
service planning; program has policy
and protocol for promoting consumer
involvement and control over service
planning processes

Program has no policy or
protocol regarding
02y adzySNAQ
treatment planning

Program has policy but nq
protocol for consumer
directed service planning

Program has policy and
protocol for consumer
directed service planning

4c. Staffingg program employs
consumers in administrative and/or
clinical staff positions at equal pay and

with equal responsittity.

Program employs no
consumers or consumers|
who are not equally paid

Program employs
consumers in partime
positions or with limited

responsibilities

Program employs
consumers in fultime
positions with equal pay

and responsibities
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5. Network supports/community integratiorg, Indicating there should be active efforts in the planning and delivery of services to involve environmental supports
Ay (GKS O2yadzySNDa

NBEO2 @3S NE

FYR (2

LINEY23GS O2YYdzyAde

AYGSaNI GAZ2y @

1

2

3

4

5

5a. Sevicesg Network supportsg
program makes active efforts to involve,
Of ASy(iQa a&adzZJi2 NI 3

Fewer than 10% of clients
have some member of
their support network

11-20% of clients have
some member of their
supportnetwork involved

21-30% of clients have
some member of their
support network involved

31-40% of clients have
some member of their
support network involved

>41% of clients have som
member of their support
network inwlved in

treatment”. involved in treatment in treatment in treatment in treatment treatment
5b. Services to promote community integration include:
___1) SelHelpc program makes routine referral to sdielp groups. (A list or detailed knowledge of €I§ f LJ ANR dzLJa Ay GSI YQa

available.)

___2) Nonmental Health Activitieg LINR2 I NJ Y NRdziAy St &

F I OA f jméntalihSaith abtivitleS (RéspoRdentlshbidld bedebledb idehtiyyat Ay y 2y

least 3 instances in which clients were given assistance to participate in a desired aghiidtymay include educational, recreational or other pursuits. Group
outings should not be counted toward this indicator)
___3) Vocational Serviceprogram provides a range of proactive employment services, including job assessment, developmentmiaceaching, and ongoing

AYYSRALFGS

adzZLILI2 NI ad OoLFT LINRPINIY 2yfe FaaSaasSa 220 yYySSRa | yR LN éudéhEedf adtigeyob as€itanc®@ K A y 3 =
that has resulted in at least 1 job placement.)
1 2 3 4 5

5b. Serviceg; Community integrationg
program provides a range of services
RSaA3aySR (2 LINRBY2{

integration into community.

Program provides no
services related to
community integration

Program provides 1 servic
related to community
integration

Program provides 2
services related to
community integration

Program provides all 3
services related to
community integration

! Involved is defined as having at least 1 visit or contact (by phone is okay) in last 2 months.
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6. Strengthsbased approaclt L Y RA OF GAy 3 GKI G aSNWBAOS RSt ABSNE | yR LI I yigngtifstath@rkhanidefigits.0 S F dzy R
1 2 3 4 5
6a. Assessment program assessment | Assessment form does no Assessment form includes Assessmenform

form addresses consumer strengths in
multiple areas.

address consumer
strengths

one generic section on
strengths

addresses strengths in
multiple areas of
functioning

6b. Service planning program service
planning form integrates strengths into
treatment goals.

Service planning form doe
not address role of
consumer strengths

Service planning form
includes oe generic
section on strengths

Service planning form
promotes integration of
strengths into the
achievement of treatment
goals

6c. Program documentatioq program
policies or brochures include
documented goal of promoting
consumer strengths.

Program hasio
documented goal of
promoting a strengths
based approach

Program documentation
includes mention of
promoting consumer

strengths but it is not basig

to program philosophy

Program documentation

evinces clear emphasis o

consumer strengths as a
basic pririple of care

7. Client as source of control/setfetermination ¢ Indicating that the development of autonomous motivation and feelings ofegdhcy should be integral to the
planning and delivery of all services, with minimal reliance on coercivariegd alternatives (e.g., rep payee, outpatient commitment orders, and involuntary

hospitalization).

1

2

3

4

5

7a. Representative payee program
should use rep payee to a minimal
extent.

>41% of clients have the
program as its rep payee

31-40% of cliats have the
program as its rep payee

21-30% of clients have the
program as its rep payee

6-20% of clients have the
program as its rep payee

<6% of clients have the
program as its rep payee

7b. Outpatient commitment¢ program
should minimally employ outpient
commitment.

Program has sought to

renewthe outpatient

commitment orders of
>80% of clients who have
had AOT status in past 14

Program has sought to
renewthe outpatient
commitment orders of 61
79% of clients who have
had AOT status in past 17

Program has sought to
renewthe outpatient
commitment orders of 50
60% of clients who have
had AOT status in past 17

Program has sought to
renewthe outpatient
commitment orders of 30
49% of clients who have
had AOT status in past 17

Program has sought to

renewthe outpatient

commitment orders of
<30% of clients who have
had AOT status in past 17

months months months months months
7c. Involuntary hospitalisatiorg Involuntary Involuntary Involuntary Involuntary Involuntary
program should minimally employ hospitalizations are >219%  hospitalizations are 16 hospitalizations are 11 hospitalizationsare 510% | hospitalizations are <5% g
involuntary hospitalisation. of total # of 20% of total # of 15% of total # of of total # of total # of hospitalizations
hospitalizations in last 12| hospitalizations in last 12| hospitalizations in last 12| hospitalizations in last 12 in last 12 months
months months months months
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8. Recovery focug indicating that services should be oriented toward life roles, client aspirationsndegéndence from services, including techniques for self
management of mental health symptoms, development of meaningful activities, and assistance with employment, parenthoawaatid relationships.

1

2

3

4

5

8a. Service plag service plan shodl
address individual goals related to life
roles, client aspirations, and
relationships.

<20% of service plans
include one goal related tq
life roles, client aspirations
or relationships

21-40% of service plans
include one goal related tg
life roles, cliat aspirations,

or relationships

41-60% of service plans
include one goal related tg
life roles, client aspirations

or relationships

61-80% of service plans
include one goal related to
life roles, client aspirations

or relationships

>80% of service plans
include one goal related tg
life roles, client aspirations|
or relationships

8b. Serviceg program provides services
designed specifically to promote
participation in life roles, to achieve
valued goals and aspirations, to self
manage illness, and to bance
relationships with others.

Approximately <10% of
total service provided is
designed to address life
roles, client aspirations,
selfmanagement of
illness, or improving
relationships (e.g., one
group on goals or iliness
management)

10-20% of total serice
provided is designed to
address life roles, client
aspirations, seif
management of illness, o
improving relationships

21-30% of total service
provided is designed to
address life roles, client
aspirations, seif
management of illness, o
improving reationships

31-40% of total service
provided is designed to
address life roles, client
aspirations, seif
management of iliness, or|
improving relationships

>50% of total service
provided is designed to
address life roles, client
aspirations, self
managemenof illness, or
improving relationships

8c. Trainingg program provides routine
training to all staff in topics relevant to
recoveryoriented practice (e.g.,
recovery philosophy or persecentered
treatment planning.

Program has provided no
training in thelast year on
a topic related to recovery|

Program has provided
training on recovery,
empowerment, or person
centered treatment
planning within the last
year

Program provides training
on a topic related to
recovery, empowerment,
or personcentered
treatment planning as a
part of orientation for each
staff person
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Appendix 17 : Recovery Promotion Fidelity Scale (RPFS)

Items by 0 1 2 3 4 Bonus
Recovery
Domain
Collaboration Agency has Agency has Agency Agency Agency 1 pointif an
1. Satisfaction never distributed distributes distributes distributes annual
Survey distributed a survey to all survey to all survey to surveyto all report based
survey to persons in persons in persons in persons in on survey
persons in recovery at recovery at recovery at recovery at results has
recovey least once in least bi least annually least semi been issued
past 5 years annually annually and acted
upon
Collaboration Agency hasa Agency has2 Agency has3 Agency has4 Agency has 5 N/A
2. Integration of mechanism for service service service or more
suggestions persons in improvement mechanisms in improvement service
from personsin  recoveryto  mechanisms in place mechanisms in  improvement
recovery into provide place place mechansms in
service anonymous place
improvement suggestions
efforts®
Participation Persons in Persons in Persons in Persons in Persons in 1 point if >2
and acceptance recovery are  recovery are  recovery are  recovery are  recovery are persons in
3. Involvement  not members membersoni1 members on members on  members on at recovery on
of personsn on any (0%) 25% of 26-50% of 51-75% of least 76% of each
recovery on committees committees committees committees committees committee;
agency 1 point if
committees person in
recovery
chairs or ce
chairs m
committee
Participation None of the  Agency meets Agency meets Agency meets Agency meets N/A
and acceptance  criteria are both criteria all 3 criteria all 4 criteria all 5 criteria
4. Employment met
of persons in
recovery within
agency
Self No paid or Parttime, paid Full or part Parttime, Fulttime, paid, N/A
determinaion volunteer or volunteer time, paid, identified identified
and peer advocate on  person who is volunteer, person in person in
support staff not in recovery identified recovery recovery
5. Advocate for serves as an person in serves asan  serves as an
persons in advocate recovery advocate advocate
recovery on serves as an
agency staff advocate
Self KH iz 21-40% of 41-60% of 61-80% of 81-100% or N/A
determination recovery plans recovery plans recovery plans recovery plans recovery plans
and peer are are are are are
support individualized individualized individualized individualized individualized
6.
Individualized
recovery plan’
Self No CP At least 1 €P X H-P/ XprE: oz 100% of N/A
determination members on  member on at members on at recovery recovery
and peer any recovery least 1 least 1 GSIrya K {GSlFvya K
support teams recovery team recovery team GP members; GP members
7. Consumer 2 NJ Xy J/E:
Provider (€P) X m-P/
representation member
on recovery
teams
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Items by 0 1 2 3 4 Bonus
Recovery
Domain
Quality No recovery Agency hasa Agency hasa Agency meets Agency meets N/A
improvement driven recovery recovery 3 criteria 4 criteria
8. Promotion vision/mission driven driven
of recovery statement, vision/mission  vision/mission
philosophy posted or statement, but  statement that
otherwise it is not posted is posted
Quality No recovery Recovery Recovery Recovery Recovery N/A
improvement driven QI driven driven QI driven QI driven QI
9. Recovery goals/processe goals/processe goals/processe goals/processe goals/processe
driven quality s in place sinplacethat sinplacethat sinplacethat sin place that
improvement were were were were
QI developed developed with developed with developed with
goals/processe without input input from input from input from
s from persons persons in persons in persons in
in recovery recovery, but recovery and recovery and
have not been distributed distributed to
distributed to only to all stakeholders
stakeholders stakeholders
who are not in
recovery
Development No formal Recovery Recovery Recovery All new staff N/A
10. Recovery recovery training has training training are trained on
training of staff training offered been made required of required of all  recovery within
to staff available to all  only new staff new and 30 days from
staff, butitis  at some point existing staff at  hire and all
not required during some point staff receive
employment during continuing
employment education &
least bt
annually
Development No staff can 1 staff can 2 staff can 3 staff can xn &adlk- N/A
11. Recovery explain explain explain explain explain
knowledge of recovery recovery recoery recovery recovery
agency leaders  concept and concept and concept and concept and concept and
and staff why itis a why it is a why itis a why itis a why itis a
guiding guiding guiding guiding guiding
principle principle principle principle principle
Development KH ok 21-40% of 41-60% of 61-80% of 81-100% of 1 point if
12. Recovery persons in persons in persons in persons in persons in recovery
training for recovery recovery recovery recovery recovery education
persons in receive receive receive receive receive is
recovery recovery recovery recovery recovery educationat  conducted
education at education at education at education at least annually by peer
least annually  least annually least annually least annually specialist§

)

a. Details pertaining to scoring criteria are delineated in the RPFS AdministratiamalMawmailable from the

authors
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