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Introduction

Concepts of "Recovery” have recently gained momentum in their trajectory toward
becoming the predominant means for organizing and delivering behavioral health services.
(New Freedom Commission on Mental Health 2003; Office of the Surgeon General 1999;
Inglehart 2004; Jacobson, Curtis 2000) While the value of these ideas have only recently
been broadly recognized within our systems of care, many aspects of currently recognized
recovery principles have been with us for sometime.

Historical Perspective

The idea of recovery has been a mainstay of the addiction community for many years. It has
its roots in the 12-step movement that began in the 1930's (White 1998; Alcoholics
Anonymous World Service 1976). It became clear to the founders of Alcoholics Anonymous
that overcoming the disease of addiction was much more than establishing abstinence. They
recognized that addictive disorders create thought processes and conditioned responses that
are far more powerful than the physiological manifestations of dependence. The 12 steps
and the various slogans related to thought processes common in persons with addictions are
all related to current concepts about recovery.

Although recovery has had a less prominent role in the mental health community in the past,
it has been part of the scene for nearly as long as it has been part of the addiction field.
Abraham Low, MD, a psychiatrist, began developing recovery-enhancing techniques in 1937,
and by 1952, Recovery, Inc was established (Sachs 1997; Low 1950). Recovery, Inc. is an
organization run by MH consumers that employs many of the ideas developed by Dr. Low.
It offers a peer assisted healing program that focuses on changing thought processes,
developing autonomy, and regaining productive and satisfying lives. Like the twelve step
approach, 1t attempts to empower people to take responsibility for managing their illness or
disability. Recovery, Inc. has recognized the value of developing a partnership with helping
professionals and has promoted this model (Murray 1996; Galanter 1988).

Recent Developments

Recovery has grown 1 its breadth and stature over the last 15 years. Contributing to its
ascension has been the consumer-survivor movement (Fisher 1994; Chamberlain 1984;
Chamberlain 1990), the development of psychiatric rehabilitation (Munich, Lang 1993;
Anthony et al 1986; Anthony, Liberman 1986), and an improved understanding of how
change occurs (Diclemente et al 2004; Miller, Rolnick 1991; Linehan 1993; Sowers 1997).
Research has indicated that majority of people with severe BH disabilities do have success in



establishing recovery, many of them without professional assistance (Harding et al 1987;
Harding 1987). Wit this broadening of the understanding of the recovery process, there
has been growing recognition of its value and power for individuals and for systems that
serve people attempting to overcome significant problems. As the treatment community
becomes more aware of the myth of chronicity, the need for a transformation of service
systems 1s more apparent. This was pointed out most prominently with the release of the
President’s New Freedom Commission Report in 2003. It clearly indicates the need to move
toward consumer and family driven services that offer hope and dignity to persons
struggling with behavioral health disorders (New Freedom Commission on Mental Health
2003; Onken et al 2002).

Transformation to Recovery Based Services

Recovery has often been described as a universal process; its principles can be applied by
virtually anyone attempting to change. Although it has been variably defined, most
conceptualizations recognize that recovery is a highly personal process and one that may
continue throughout a person's life. Persons who receive services in the public mental
health system are challenging the status quo and informing new definitions of recovery from
the individual and system perspective (Mead & Copeland, 2004). Generally accepted
definitions of recovery share common characteristics including describing value driven and
conceptual shifts in service provisions that moves everyone “... out of the old, comfortable
roles and begins to talk about mutuality, boundaries, risk and who gets to define and decide
on treatment” (Ibid, p. 4). The concept of power is also of importance when seeking to
define recovery from an individual or systemic perspective. Defining the role of power and
authority, who has it and who wants it, and how to negotiate decisions without resorting to
coercion will be of significant importance in operationalizing recovery in systems of care.

Most definitions of recovery include several of the following elements (Fisher 1994; Allen et
al 2003; Deegan 1998; Mead, Copeland 2000; White 1998):

- hope and faith - personal responsibility and productivity
- self-management and autonomy - peer support and community life

- restoration and personal growth - dignity and self-respect

- tolerance and forgiveness - acceptance and self awareness

- adaptability and capacity to change - honesty, humility and trust

The consumer movement has created a demand for recovery oriented services in many areas
of the country, and this has often been critical in creating an impetus for system change
(Jacobson, Curtis 2000; Curtis et al 1991; Roth et al 1997; New Mexico Human Services
Department 2004). Despite these inroads, the majority of services in our country continue
to practice more traditional models of service delivery, and many of the consumers of
behavioral health services remain unaware of the promise of recovery and its potential for
improving the quality of their lives.

The movement toward recovery models provides an opportunity for service systems to
discard practices that may inadvertently impede their constituent's ability to realize their
potential (Anthony 2000; Anthony 1993). The transformation of systems from a
paternalistic, illness oriented perspective to collaborative, autonomy enhancing approaches
represents a major cultural shift in service delivery. Traditional professional training has



developed a workforce that has seen its role as a benign authority providing care for persons
with severe, unremitting illnesses, unable to make rational decisions independently. It has
viewed their llnesses categorically, rather than individually, and as a result, services have
been designed with rigid rules and treatment regimes to meet the needs of a group, into
which individuals must fit. Professionals have been trained to have limited expectations for
lasting improvement and therefore, hope has not been given to service users to establish a
productive and satisfying life. Training has often emphasized avoidance of personal
involvement and self-disclosure and maintenance of fairly rigid boundaries in professional
and non-professional roles. These traits have tended to divide professionals from persons
seeking assistance and have hindered collaboration, mutuality, and reality based relationships
(McCubbin, Cohen 1966; Fisher 1994). Recent research has yielded the identification of
“themes” that are being used to develop measures with which to assess the performance of
mental health systems and providers (Onken, Dumont, Ridgeway, Dornan, & Ralph, 2002).

Guidelines for Transformation to Recovery Focused Services
The remainder of the paper presents a set of guidelines that will facilitate the planning and

evaluation of services that are focused on recovery. These guidelines are based on the
Guidelines for Recovery Oriented Services which were developed by the American
Association of Community Psychiatrists (AACP 2003). They should be useful to systems
that have only started to thinks about this process, but also to organizations that have
already made significant progress in creating services that promote recovery. They provide a
systematic way of thinking about continuous quality improvement and management for
these services. The guidelines are organized in three domains of service systems:
administration, treatment and supports. Each domain is composed of several elements and
recovery-enhancing characteristics for each of these elements are described. Indicators
included with each element are intended to provide a template for systems wishing to
develop measurement processes, and may be customized to meet specific circumstances
unique to localities. In many cases, however, further refmement or quantification will not be

necessary.

Recovery Oriented Services Quality Domains

ADMINISTRATION

Leadership
Leadership may be the most important element in any change process and is one variable

that has tremendous significance in planning, implementation and sustainabality of
transformation to ROS. Leadership must facilitate the creation of a shared vision,
communicate that vision, put organizational values into operation, empower all constituents,
create an open forum and support for those constituents, use information to guide
organizational decisions, and recognize and value exceptional accomplishment. (Anthony,

2004)
Indicators:

A) Leadership facilitates inclusion and empowers all constituents.
B) Leadership behaves in a manner that is consistent with values and vision of ~ the

ROS system.



O Outstanding accomplishment is encouraged, facilitated, and rewarded in a
consistent manner.

Mission and Vision - Strategic Plan

Commitment to processes fostenng recovery must be clearly articulated for organizations to
successfully pursue and maintain recovery-oriented services (ROS). The organizational
mission must commit to the vision that individuals with mental illness can recover and find a
life in the community. Organizational strategic planning must include articulated values,
principles, and goals that focus on developing the community of recovering persons
(Schmook undated, Anthony 1993).

Indicators:
A) Development of mission and vision statements articulating organizational
commitment to recovery and a process for achieving recovery oriented services.
B) Organizational review and strategic planning process that incorporates diverse
viewpoints from the community of service users.
O Organizational values are clearly articulated

Organizational Culture and Resources

Organizational structures responsible for oversight of recovery oriented services must be
empowered and supported through the highest levels of the organization to create a political
environment that is conducive to the development of these services. This should be
manifest at least in part, through the provision of adequate financial resources to meet the
requirements of such programming. This would include funding to ensure ample consumer
participation in administrative processes governing the organization (Le., by providing
appropriate compensation for their expert contributions) and creating empioyment
opportunities for consumers to enhance ROS (Mueser et al 2002; Simpson, House 2002).
Systems of care should develop operational guidelines, polices and procedures in keeping
with mission statements, vision statements, and organizational values that are congruent with

recovery concepts. (Ashcraft, 2004).

- Indicators:

A) Annual budget insures adequate resources to support consumer participation in
administrative processes and committees.

B) Significant representation of persons in recovery in organization’s clinical and

support staff.
O Policies are accessible to all stakeholders, easy to understand, avoid professional

jargon, and are easy to remember.

Training- Continuing Education

Adequate understanding of recovery concepts and of consumer perspectives and aspirations,
by professionals working in service delivery systems is essential to the implementation of
ROS. Ensuring that professionals have adequate exposure to recovering consumers in non-
clinical settings should be a significant goal of orientation, training, and continuing education
programming. Professionals must have exposure to effective recovery models in their



Conunuing Education programs. Training standards and competency requirements should
reflect these values and outcomes (Fisher 1994; Onken et al 2002; Roe et al 2002).

Inducators:

A) Processes developed for interactions and/or communications between consumer and
providers in non-clinical settings.

B) Establishment of core competency standards regarding knowledge of recovery values

and principles.

Continuous Quality Improvement (CQI)

CQI programming assumes that those most intimately involved with the activities and
services of the organization are in the best position to identify improvement opportunities
and to develop, implement, monitor and evaluate plans to take advantage of them. ROS
providers that incorporate users of services into the governance of their agency/ organization
will naturally integrate consumers into quality improvement processes at all levels.
Consumer involvement in CQI projects as equal partners should be supported through
adequate compensation of consumer participants for the services they provide, just as it is
for professional participants. This approach provides an important way to empower
individuals and to foster investment in the services they receive by recognizing the value of
collaboration in establishing stable recovery environments (Simpson, House 2002;
Chowanec 1994; Torrey, Wyzik 2000).

Indicators:
A) Processes in place to ensure that consumers are included in CQI activities as equal

partners with professionals.
B) Agency budgets will reflect compensation for consumer involvement in CQI activities.

- Outcome Assessment
As behavioral health services become more accountable to the outcomes they produce,
recovery oriented services will develop indicators that relate not only to objective measures
of function, but also to variables related to an individual's progress in recovery and personal
growth. These somewhat qualitative and often abstract aspects of experience will be
translated into quantifiable and measurable constructs that will provide evidence for quality
of life, as defined by persons in recovery, as a valid aspect of service outcome (Roth et al
1999; Mueser et al 2002; Simpson, House 2002; Bigelow et al 1990; Resnick et al 2004; Friese

et al 2001).

Indicators:

A) Outcome indicators will include items related to quality of life, self-management and
hope.

B) Idenufication and use of standardized quantified and subjective scales for recovery
facilitating processes and outcomes.

O Established process for consumer participation in developing process and outcome

indicators for progress in recovery.
D) Process and outcome measurement processes are used to improve services and programs



TREATMENT

Service Arrays
A variety of services that support consumer self-sufficiency and decision-making will be

available in comprehensive recoveryoriented service systems. Available services will
embrace a consumer locus of control and include flexible, individualized options for
individual and group psychotherapy; rehabilitation and kills building opportunities; various
intensities of empowering case management; crisis management and hospital diversion plans;
and participatory psychiatric medication management. Prevention, health maintenance, and
disease self-management principles will provide the guiding philosophy for all clinical
services (Roth et al 1999; Mueser et al 2002; Macias et al 2001).

Indicators:

A) Integration of consumer, family and peer supports, disease management education and
crisis management/ safety planning will be reflected in policy and procedure documents.

B) Establishment of services supportive of recovery processes and which incorporate illness
self management principles

O Recovery oriented service design will be reflected in policy and procedure documents,
inchuding financial structures that encourage such service development

D) Consumers and family members are enlisted to participate in the decisions regarding
resource allocation and service development.

Advance Directives/Safety Plans
Encouraging and facilitating the completion and utilization of advance directives/safety

plans by service users is an important process in creating a recovery- onented environment.
Advance directives and inpatient safety plans provide a method to respect the wishes of
consumers should they become incapacitated at some future time. Providing adequate
information for consumers to make informed decisions when they are capable of doing so is
a critical aspect of the process (Allen et al 2003; Srebnik et al 2003; NMHA News Release

2002).

Indicators:
A) Established process for obtaining informed advance directives from consumers
during periods of relatively healthy function.
B) Established process for review of advance directives during periods of
relapse/ incapacitation.
C) Common development and use of individualized safety pans upon admission to
inpatient facilities, regardless of existence of advance directives.

Cultural Competence

Culturally sensitive treatment and services indicate respect for individuals and recognition
that beliefs and customs are diverse and impact the outcomes of recovery efforts. Access to
service providers with similar cultural backgrounds and communication skills supports
consumer empowerment, autonomy, self-respect, and community integration (Dixon et al
1994; Felton et al 1995; Westermeyer 1999; Smith et al 1993; Onken et al 2002). Full
knowledge and understanding by staff of universal approaches that respect individual needs,
communication patterns, choices, and situational issues that provide hope.




Indicators:
A) Development of treatment staff with an ethnic/racial profile representative of the
community being served
B) Established cultural competency standards for organization’s staff.
O Staff traming and development to include expertise in universal methods to ascertain
individual needs, choice, desires and to instill hope of recovery.
D) All aspects of the organization’s operation are sensitive to cultural issues.

Planning Processes

Respect for consumer participation and efforts to obtain meaningful input will be a hallmark
for ROS. This input should be solicited even when consumers are most debilitated and
opportunities to make choices should be provided whenever possible. The use of healthcare
surrogates will be explored and supported as appropriate. ROS will emphasize consumer
choice 1n all types of planning processes including, but not limited to treatment, service,
transition and recovery plans. ROS will emphasize the identification and use of a person’s
strengths to design a plan to overcome their difficulties (Kaufman et al 1989; Copeland
1997; AAAP/AACP Joint Task Force 2002; AACP 2001).

Indicators:
A) Development of collaborative process for developing continuous comprehensive
service/recovery plans between consumers and providers.
B) Efforts to engage all consumers in planning processes are reflected in agency records
O Processes are in place to inform service users of treatment/service options and to
discuss pros and cons of each during every planming process.

Integration — Addiction and Mental Health

ROS will value and promote holistic approaches to health maintenance and recovery
development that recognize the impact and interaction of co-occurring illnesses and the
need to address them concurrently. Principles of recovery can be applied to diverse
processes that disrupt health and can provide a common thread by which the return to
health may be orchestrated (Mueser 2002; Drake et al 2001; AACP 2000; Sowers 1997).

Indhaators:

A) Integration of mental health and substance abuse programming is reflected in agency
acuvities.

B) Establishment of recovery principles as unifying concepts in provision of holistic mental
health, physical health and addiction services.

O The presence of co-occurring substance and mental health disorders is reliably detected
through screening processes.

D) Development of well coordinated referral procedures to collaborative agencies for
effective parallel treatment of co-occurring disorders. (If integrated services are not

available.)

Coercive Interventions

The use of coercive measures, such involuntary orders for treatment, is not compatible with
recovery principles. Therefore, service providers of ROS will make every effort to minimize
or eliminate the use of coercive interventions to the greatest extent possible. When they are
unavoidable, they should be used with great care and circumspection. Involuntary treatment




arrangements will occur in the least restrictive environments possible to meet the needs of
disabled individuals and maintained for the shortest period of time possible. Individuals
must be treated with compassion and respect during episodes of incapacitation and are
offered choices to the greatest extent possible with regard to their treatment plan. Attempts
to transition to voluntary treatment status will be strongly encouraged to assure that recovery
principles might be restored to treatment processes (Onken et al 2002; AACP 2001; Davis

2002, Huckshorn 2004).
Indicators:
A) Appointment of consumer advocacy liaisons to courts and involuntary treatment

authorities :
B) Development of strategies to engage and empower clients on involuntary status that are
incorporated into treatment plans and agency programming.
O Demonstration of reduction in the use of coerced treatment options over defined

periods.

Seclusion and Restraint

The use of seclusion and restraint should be used only in extreme situations where ~safety is
threatened. When necessary, it should be kept to a minimum and should be implemented in
the most humane manner possible. ‘The use of simultaneous seclusion and restraint should
never be used, and processes to assure that these measures are discontinued as soon as
possible should be developed. Debriefing for all individuals involved in the incident should
be required and effective quality monitoring and improvement processes should be in place
(Jonikas et al, 2004; Currier, Allen, & Fisher 1994; NAMI Policy Research Institute 2003,

Huckshom 2004).

Indicators:

A) Development of crisis plans employing progression of interventions designed to
deescalate volatile situations

B) Constraint of individuals who are presenting clear threats to their own or other’s safety
and welfare are guided by both individualized plans and agency policy.

Q) Debriefing occurs after all incidents requiring restraint or seclusion.

D) All staff potentially able to respond to a volatile incident is trained in de-escalating
techniques and alternatives to forceful constraint.

SUPPORTS

Advocacy and Mutual Support

Facilitation of contact with and participation in peer advocacy groups and mutual support
programs is an important aspect of ROS. Liaison with entities involved in these activities
should be established to enable this process. Intensive community based peer
mentoring/sponsorship programs, consumer managed peer support networks and peer run
drop-in centers are examples of these services (Fisher 1994; Chinman et al 2001; Carling
1995; Mowbray et al 1996; Rootes, Aanes 1992; Kurtz 1990; Cheung, Sun 2001).

Indicators:
A) Active facilitation of participation of service users in peer advocacy organizations is
demonstrated.



B) An agency liaison with local advocacy and support groups is identified and active.
O Majority of consumers participate in peer support activities.

Access Facilitating Processes

Development of resources available to improve access to services should include, but should
not be limited to communication aids (language accommodation), child care, transportation,
mobile services and pharmacy, collaborative relationships with primary care providers, and
an ombudsperson or peer advocate to address other barriers to access (Roth et al 1999;

Onken et al 2002; Lehman et al 2002).

Indicators:

A) Agency records will reflect liaisons with agencies providing access related services

B) Effective processes in place to obtain services for persons who are not adequately
insured or otherwise unable to access existing services financially.

) Completion of access analysis identifying systemic barriers to receiving services

D) Service users report satisfaction with their access to services they have chosen.

Family Services
Family education and empowerment activities supportive of recovery principles will

strengthen attempts by consumers to establish recovery and should be developed by
providers of recovery-oriented services. By broadening family members’ understanding of
recovery processes and their role in fostering autonomy and growth with their loved ones
who are disabled, they can be engaged to develop coping skills and to become active
supports to a consumer’s efforts to enter and maintain recovery (Mueser et al 2002; Pitschel-
Walz et al 2001; Baxter, Diehl 1998; Onken et al 2002).

Indscators:

A) Family involvement in agencies will be reflected in educational, social and advocacy
programming by the agency.

B) Liaison and collaboration with advocacy groups will be reflected in family oriented
programming.

Q Incorporation of family participants in treatment team and planning processes (when
desired by consumer)

D) Family psycho-education provided for all consumers with some family involvement

when desire by the service user).

Employment and Education
A full array of training, education and employment opportunities will be available to

consumers who wish to broaden their experience and independence. Developing life skills
and putting them to use is often one of the most self-affirming and confidence enhancing
activities that recovering persons can engage in. ROS will support the aspirations of
consumers and guide them to processes for achieving them rather than dismissing such
aspirations as unrealistic (Roth et al 1999; Onken et al 2002; Lehman et al 2002; Carlson et al

2001).

A) Development of a substantial array of employment and training opportunities with
various levels of support for these activities



B) Consumers experience support for their vocational choices and assistance in pursuing
them.

Q) Process for vocational counseling and support is integrated with other aspects of the
recovery process

D) Individualized placement and support is predominant approach to vocational
rehabilitation.

Housin

A full array of independent living and supported housing options will be available to
consumers and efforts should be made to support the consumer’s preferences regarding
their living situation. Housing which is tolerant of autonomous behaviors and which makes
few demands upon residents will be available, including housing that is tolerant of poorly
controlled substance use (Onken et al 2002; AACP 2001; Tsemberis et al 2004).

A) Consumers express satisfaction with available housing options

B) Consumers feel that their housing preferences are respected and accommodated to the
greatest extent possible.

O A tull array of housing options are available including various tolerant housing options

D) All housing options support independence, choice and progression.

Assessment Tools to Measure Recovery from Systems and Individual Level

Assessment tools have been developed to measure recovery at both the individual and
system level. Agencies taking on the challenge of creating recovery oriented systems of care
may wish to review the available tools, choose and use one or more to assist in measuring
progress and effectiveness. AACP’s ROSE (Recovery Oriented Services Evaluation) is
currently in development and incorporates many of the indicators contained in this
document. The most recent list of recovery measurement instruments can be obtained
through the Human Services Research Institute (HSRI) in Cambridge, MA.

Conclusion

Recovery oriented services represent a philosophical approach to service provision that
compliments whatever other specific intervention or protocol that may be provided to
ameliorate the symptoms of illness As such, they represent a set of values that should
govern human services and clinical relations and therefore have virtue beyond tangible or
observable outcomes. However, even with this in mind, a the review of the literature
indicates that several of the elements included in these guidelines do, in fact, enhance the
quality of life for persons with behavioral disabilities, and many would consider this the

outcome of greatest importance.

The establishment of recovery-oriented services will require a transformation of the way
professionals have been trained to think about their roles and the cultures in which services
are provided. This re-conceptualization will include an understanding that the helper's role
should be facilitative rather than directive; hope inspiring rather than pessimistic; autonomy
enhancing rather than paternalistic; and collaborative rather than autocratic. Recovery
oriented services will enhance the capacity for every individual to reach their full potential.
These guidelines can be used by organizations to assess their own progress in establishing
ROS and to begin the process of establishing measurable indicators for quality monitoring.
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Recovery facilitating cultures can be integrated into all systems of care, irrespective of
populations and need to e considered similar to universal precautions or universal best
practice. They will also be useful to macro-systems and regulatory agencies in developing
standards and establishing accountability. Recovery oriented services and the values and
philosophy they espouse will be useful to consumer and other advocacy groups in their
attempts to assist the transformation of our current behavioral health systems of care.

11



References

AACP (2003) Guidelines for Recovery Oriented Services, www.communitypsychiatry.org

AACP (2004) Recovery Oriented Services Evaluation (ROSE) - In Development.
www.communitypsychiatry.org

AAAP/AACP (2002) Joint Task Force on Public Sector Interventions for Addictions
Continuity of Care Guidelines for Addictions and Co-occurring Disorders,

www.communitypsychiatry.org

AACP (2001) Continuity of Care Guidelines: Best Practices for Managing Transitions
Between Levels of Care, www.communitypsychiatry.org

AACP (2001) Position Paper: Involuntary Outpatient Commitment.
www.communitypsychiatry.org

AACP (2001) Position Statement on Housing Options for Individuals with Serious and
Persistent Mental Illness (SPMI). www.communitypsychiatry.org

AACP (2000) Principles for the Care and Treatment of Persons with Co-Occurring
Psychiatric and Substance use Disorders, www.communitypsychiatry.org

Alcoholics Anonymous World Service, Inc. (1976) Alcoholics Anonymous (the Big Book),
New York City, AA World Service Inc.

Allen MH, Carpenter D, Sheets JL, Miccio S, Ross R. (2003) What Do Consumers Say They
Want and Need During a Psychiatric Emergency? Journal of Psychiatric Practice, Vol. 9, No.
1, pp 39-58.

Anthony, W. A. (2004 Fall). Overcoming obstacles to a recovery-oriented system: The necessity
for state-level leadership. In Networks: the Newsletter for State Mental Health Planning.
Alexandria, VA: NASMHPD/NTAC.

Anthony WA. (1993) Recovery from Mental Illness: The Guiding Vision of the Mental
Health Service System in the 1990s. Psychosocial Rehabilitation Journal 16: pp 11-23.

Anthony WA, (2000) A Recovery-Oriented Service System: Setting Some System Level
Standards. Psychiatric Rehabilitation Journal, Vol. 24, No. 2, pp 159-168.

Anthony, WA (1993), Recovery from Mental Illness: The Guiding Principle of the Mental
Health Service System in the 1990’s. Psychosocial Rehabilitation Journal, Vol. 16, No. 11, pp

11-23.

Anthony WA, Kennard WA, O’Brien WF, Forbess R, (1986) Psychiatric Rehabilitation: Past
Myths and Current Realities, Community Mental Health Journal, Vol. 22, No. 4. pp 249-264.

12



Anthony WA, Liberman RP, (1986) The Practice of Psychiatric Rehabilitation: Historical,
Conceptual, and Research Base. Schizophrenia Bulletin, Vol. 12, No. 4. pp 542-559.

Ashcraft, L. (2004). Got any change? Unpublished papers. Tucson, AZ.

Baxter EA, Diehl S. (1998) Emotional stages: consumer and family members recovering
from the trauma of mental illness. Psychiatric Rehabilitation Journal 21, pp 349-355.

Beale V, Lambric T. (1995) The Recovery Concept: Implementation in the Mental Health
System: A Report by the Community Support Program Advisory Committee. Columbus,
Ohio, Department of Mental Health, Office of Consumer Services.

Bigelow DA, Gareau MJ, Young DJ (1990), A Quality of Life Interview for Chronically
Disabled People. Psychosocial Rehabilitation Journal, Vol. 14, pp 94-98.

Carling P. (1995) Return to community: Building support systems for people with psychiatric
disabilities. New York: Guilford Press.

Carlson LS, Rapp CA, McDiarmid D. (2001) Hiring Consumer-Providers: Barriers and
Alternative Solutions. Community Mental Health Journal, Vol. 37, No. 3, pp 199-213.

Chamberlain J. (1984) Speaking for ourselves: an overview of the ex-psychiatric inmate’s
movement. Psychosocial Rehabilitation Journal 8(2), pp 56-64.

Chamberlain J. (1990) The Ex-Patients’ Movement: Where we’ve been and where we’re
going. Journal of Mind and Behavior, 11, pp 323-336.

Cheung SK, Sun SYK. (2001) Helping Processes in a Mutual Aid Organization for Persons
with Emotional Disturbance. International Journal of Group Psychotherapy, 51(3), pp 295-
308.

Chinman M]J, Weingarten R, Stayner D, Davidson L. (2001) Chronicity Reconsidered:
Improving Person-Environment Fit Through a Consumer-Run Service. Community Mental

Health Journal, Vol. 37, No 3. pp 215-229.

Chowanec GD. (1994) Continuous quality improvement: conceptual foundations and
application to mental health care. Hospital and Community Psychiatry 45, pp 789-793.

Collier D. (1994) Recovery. In Recovery: The New Force in Mental Health. Columbus, OH:
Ohio Department of Mental Health.

Copeland ME. (1997) Wellness Recovery Action Plan. Brattleboro, VT, Peach Press.

Currier GW, Allen MH (2000) Emergency Psychiatry: Physical and Chemical Restraint in the
Psych Emergency Service. Psychiatric Services, 51(6): pp 717-719.

Cartis LC, McCabe SS, Montague W (1991). Strategies for increasing and supporting
consumer involvement in mental health policy/planning, management and service delivery.

i3



Burlington, VT: Center for Community Change through Housing and Support, Trinity
College of Vermont.

Davis S (2002), Autonomy Versus Coercion: Reconciling Competing Perspectives in
Community Mental Health. Community Mental Health Journal, Vol. 38, No. 3, pp 239-250.
Deegan PE (1998) Recovery: The Lived Experience of Rehabilitation. Psychosocial
Rehabilitation Journal, Vol. 11, No. 4, pp 11-19.

Diclemente CC, Schlundt D, Gemmell L. (2004), Readiness and Stages of Change in
Addiction Treatment. American Journal on Addictions, Vol. 13, No. 2. pp 103-119.

Dixon L, Krauss N, Lehman, AL (1994). Consumers as service providers: The promise and
challenge. Community Mental Health Journal, 30, pp 615-625.

D’Orio BM, Purselle D, Stevens D, Garlow SJ. (2004) Reduction of Episodes of Seclusion
and Restraint in a Psychiatric Emergency Service, Psychiatric Services, 55:5, pp 581-583

Drake RE, Essock SM, Shaner A, et al, (2001). Implemehting dual diagnosis services for
clients with severe mental illness. Psychiatric Services 52, pp 469-476.

Felton (], Stastny P, Shern D, Blanch A, Donahue SA, Knight E, Brown C. (1995). -
Consumers as peer specialists on intensive case management teams: Impact on client
outcomes. Psychiatric Services, 46, pp 1037-1044.

Fisher DB. (1994) Health Care Reform Based on an Empowerment Model of Recovery by
People With Psychiatric Disabilities. Hospital and Community Psychiatry, Vol. 45, No. 9, pp
913-915.

Fisher WA. (1994) Restraint and Seclusion: A Review of the Literature. American Journal of
Psychiatry, 151:1584-1591.

Friese FJ, Stanley J, Kress K, Vogel-Scibilia S. (2001) Integrating Evidence-Based Practices
and the Recovery Model. Psychiatr Serv, Nov 52:11, pp 1462-1468.

Galanter M. (1988) Zealous self-help groups as adjuncts to psychiatric treatment: A study of
Recovery, Inc. The American Journal of Psychiatry, Vol. 145, No 10: pp 1248-1253.

Harding C. (1987) The Vermont Longitudinal Study of Persons with Mental Illness I.
American Journal of Psychiatry, 144, 718-726 and Harding C. The Vermont Study of
Persons with Mental Illness II. American Journal of Psychiatry, 144, pp 727-735.

Harding DM, Zubin J, Strauss JS (1987). Chronicity in schizophrenia: fact, partial fact, or
artifact? Hospital & Community Psychiatry, 38, pp 477-486.

Huckshorn, K.A. (2004). Reducing seclusion and restraint in mental health settings: Core
strategies for prevention. Journal of Psychosocial Nursing and Mental Health Services. 42(9).

pp- 22-33.

14



Iglehart, JK (2004) The Mental Health Maze and the Call for Transformation, New England
Journal of Medicine, 300:5 pp507-514.

Jacobson N, Curus L (2000), Recovery as Policy in Mental Health Services: Strategies
Emerging from the States. Psychiatric Rehabilitation Journal, Vol. 23, No. 4, pp 333-341.

Joinkas JA, Cook JA, Rosen C, Laris A, Kim J (2004) A program to reduce use of physical
restraint in psychiatric inpatient facilities. Psychiatric Services 557, pp 818-820

Kaufmann CL, Freund PD, Wilson J (1989) Self Help in the Mental Health System: A Model
for Consumer-Provider Collaboration. Psychosocial Rehabilitation Journal, Vol. 13, No. 1,

pp 5-21.

Kurtz LF (1990). The self-help movement: Review of the past decade of research. Social
work with Groups, 13, pp 101-115.

Low AA. (1950) Mental Health Through Will Training. 21% ed. North Quincy, MA:
Christopher, 136.

Lehman AF, Goldberg R, Dixon LB, McNary S, Postrado L, Hackman a, McDonnell K.
(2002) Improving Employment Outcomes for Persons With Severe Mental Illnesses. Arch

Gen Psychiatry, Vol. 59, pp 165-171.

Linehan MM. (1993) Cognitive-Behavioral Treatment of Borderline Personality Disorder,
New York, Gilford Press.

Macias C, Barreira P, Alden M, Boyd . (2001) The ICCD Benchmarks for Clubhouses: A
Practical Approach to Quality Improvement in Psychiatric Rehabilitation. Psychiatric
Services, Vol. 52, No. 2, pp 207-213.

McCubbin M, Cohen D. (1966) Extremely Unbalanced: Interest Divergence and Power
Disparities Between Clients and Psychiatry. International Journal of Law and Psychiatry, Vol.

19, No. 1, pp 1-25.

Mead S, Copeland, ME (2000), What Recovery Means to Us: Consumer’s Perspectives.
Community Mental Health Journal, Vol. 36, No. 3, pp 315-331.

Miller WR, Rolnick S. (1991) Motivational Interviewing: Preparing People to Change
Addictive Behavior, New York, Gilford Press

Mowbray CT, Moxley DP, Thrasher S, Bybee D, McCrohan N, Harnis S, Clover G. (1996)

Consumers as community Support prowders Issues created by role innovation. Community
Mental Health Journal, 32, pp 47-67.

Mueser KT, Cornigan PW, Hilton DW, Tanzman B, Schaub A, Gingerich S, Essock SM,

Tarrier N, Morey B, Vogel-Scibilia S, Herz MI. (2002) Illness Management and Recovery: A
Review of the Research. Psychiatric Services, Vol. 53, No 10, pp 1272-1284

15



Munich RL, Lang E. (1993) The Boundaries of Psychiatric Rehabilitation, Hospital and
Community Psychiatry, Vol. 44, No. 7. pp 661-665

Murray P. (1996) Recovery, Inc. as an adjunct to treatment in an era of managed care.
Psychiatric Services, Vol. 47, No 12.

NAMI Policy Research Institute (2003): Seclusion and Restraint Task Force Report.
National Alliance for the Mentally Ill, Arlington, VA.

NMHA News Release, (2002) Advance Directives Help Prevent Psychiatric Crises and
Promote Recovery.

New Freedom Commission on Mental Health, (2003) Achieving the Promise: Transforming
Mental Health Care in America. Executive Summary. DHHS Pub. No. SMA-03-3831.
Rockville, MD

New Mexico Human Services Department (2004) New Mexico Interagency Behavioral
Health Purchasing Collaborative Concept Paper

Nichols N, Palmer H. (1997). Developing consumer leadership: An annotated bibliography.
Burlington, VT: Center for Community Change through Housing and Support, Trinity
College of Vermont.

Office of the Surgeon General, (1999) Mental Health: a report of the Surgeon General.
Rockville MD. Public Health Service

Onken, S.J., Dumont, J., Ridgeway, P., Domnan, D.H. & Ralph, R.O. (2002). Mental health
recovery: What helps and what hinders? A national research project for the development of
recovery facilitating system performance indicators. Alexandria, VA: National Technical

Assistance Center/ NASMHPD.

Pitschel- Walz G, Leucht S, Bauml J, et al: (2001) The Effect of Family Interventions on
Relapse and Rehospitalization in Schizophrenia: A Meta- Analysis. Schizophrenia Bulletin 27,
pp 73-92.

Ralph, R.O. (2000). Review of recovery literature: A synthesis of a sample of recovery
literature 2000. Alexandria, VA: National Technical Assistance Center for State Mental

Health Planning/ NASMHPD.

Resnick SG, Rosenheck RR, Lehman AF, (2004) An Exploratory Analysis of Correlates of
Recovery, Psychiatric Services, 55:5 pp 540-548

Roe D, Weishut DJN, Jaglom M, Rabinowitz J. (2002) Patients’ and Staff Members’
Attitudes About the Rights of Hospitalized Psychiatric Patents. Psychiatric Services, Vol. 53,

No. 1, pp 87-91

16



Rootes LE, Aanes DL. (1992) A Conceptual Framework for Understanding Self-Help
Groups. Hospital and Community Psychiatry, 43, pp 379-381

Roth D, Crane-Ross D, Hannon M, Hogan M. (1999) Toward Best Practices: Top Ten
Findings from the Longitudinal Consumer Outcomes Study.

Roth D, Lauber BG, Crane-Ross DA, Clark JA. (1997) Impact of State Mental Health
Reform on Patterns of Service Delivery. Community Mental Health Journal, 3, pp 473-486

Sachs S. (1997) Recovery, Inc.: A Wellness Model for Self-Help Mental Health. Association
for Ambulatory Behavioral Healthcare, Developments in Ambulatory Mental Health Care

Continuum, Vol. 4, No. 4

Schmook A. (undated). Creating a recovery vision statement. Distributed by the National
Association for State Mental Health Program Directors

Simpson EL, House AO. (2002) Involving Users in the Delivery and Evaluation of Mental
Health Services: Systematic Review. BMJ Vol. 325

Smith DE, Buxton ME, Bilal R, Seymour RB. (1993) Cultural Points of Resistance to the 12-
Step Recovery Process. Journal of Psychoactive Drugs, Vol. 25(1), pp 97-108

Sowers WE. (1997) Treatment of Persons with Severe Mental Illness and Substance Use
Disorders in Addiction Programs. Drug and Alcohol Forum, Vol. 1, Issue 1. pp 15-21

Srebnik DS, Russo ], Sage ], Peto T, Zick E. (2003) Interest in Psychiatric Advance
Directives Among High Users of Crisis Services and Hospitalization. Psychiatric Services,
Vol. 54, No. 7, pp 981986

Torrey WC, Wyzik P (2000), The Recovery Vision as a Service Improvement Guide for
Community Mental health Center Providers, Community Mental Health Journal, Vol. 36,

No. 2, pp 209-216

Townsend W, Boyd S, Griffin G. (2000) Emerging Best Practices in Mental Health
Recovery. The Ohio Department of Mental Health, 30 East Broad Street, Columbus, Ohio

43215

Tsemberis S, Gulcur L, Nakae M. (2004) Housing First, Consumer Choice, and Harm
Reduction for Homeless Individuals With a Dual Diagnosis. American Journal of Public

Health, Vol. 94, No. 4, pp 651-656

Westermeyer J. (1999) The Role of Cultural And Social Factors in the Cause of Addictive
Disorders. The Psychiatric Clinics of North America, Vol. 22, No. 2, pp 253-273

White, W. (1998) Slaying the Dragon: The History of Addiction Treatment and Recovery in
America, Chestnut Hill Systems, Bloomington IL.

L3





