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Abstract 

 
Recovery is perhaps the most recent and talked about paradigm in the mental health 

field, Anthony defined recovery as �a deeply personal, unique process of changing ones 

attitudes values feelings, goals, skills, and/or roles. It is a way of living a satisfying, 

hopeful, and contributing life even with limitations caused by illness�. 

 

The current study addresses community mental health care providers� knowledge, 

attitudes before and after training program, and competencies regarding recovery from 

mental illness. A total of 47 participants completed pre and post test and key member 

attend focus group that assessed recovery constructs and provider variables. 

The result of gender distribution show that the male percentages 47.6 while the female 

percentage is 57.7%. and Age range between 23 and 45 with mean 30,7 years. The most 

academic qualification hold was Bachelor's Degree (66%).   

  

 Descriptive statistics and Qualitative analysis indicated that providers held positive 

attitudes toward recovery after training program, were start with a mean score of 

Recovery Attitude Questions 51.787 (SD = 4.318). This increased to 62.361 (SD = 

5.264) post program, were moderately competent in implementing recovery principles, 

and earns enough knowledge of recovery, were pre- training mean of Recovery 

Knowledge Question (m = 62.978), post- intervention (m =72.914), mean differences 

was (-9.936) and t value was (-12.163), Correlation analyses indicated that there was 

no significant relationship between provider knowledge and attitudes toward recovery 

and sociodemographic characteristics. 

 

The studies conclude that with minimal education and training we can improve the 

knowledge about recovery process among community mental health providers and also 

make their attitude positive regarding it. 
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Chapter1 

1.1 Background of the study 

Recovery is perhaps the most recent and talked about paradigm in the mental health 

field. The early 1970s was the time of the community mental health movement and with 

this emerged the mental health recovery concept; The Recovery approach represents a 

paradigm shift in the relationship between the individual and mental health 

professionals. Current practice focuses on evidence based medicine, encouraged by 

professional groups and health provider organizations. However, although this is vital to 

providing high quality patient care, it is led by professionals. A Recovery approach will 

allow a more equal dialogue between professionals and service users and perhaps offer 

more innovative care. The shift that is required is one from professionals doing things 

�to� people to supporting them to �do� things for themselves, how they like and in their 

own way. Thus, rather than being the subject of treatment, the person would become the 

object in directing their own life, albeit with treatment and support. This represents a 

shift from being �patient� to being active, and from being seen as the source of problems 

to becoming the source for solutions. This shift places a central emphasis on education 

(NSH foundation trust 2010) 

  

Anthony defined recovery as �a deeply personal, unique process of changing 

ones attitudes values feelings, goals, skills, and/or roles. It is a way of living a 

satisfying, hopeful, and contributing life even with limitations caused by illness� 

(Anthony, 2003). Recovery involves the development of new meaning and purpose in 

one�s life as one grows beyond the catastrophic effects of mental illness.� Allott and 

colleagues suggested that individuals should be supported in their own personal 

development by placing the �emphasis on building self-esteem, discerning identity, and 

finding a meaningful role in society (Allott et al., 2002). In this view, recovery does not 

necessarily mean restoration of full functioning without supports (including 

medication); it does mean building on personal strengths and resources to develop 

supports and coping mechanisms which enable individuals to be active participants in�

as opposed to passive recipients of�their mental health care.� These perspectives imply 

that the concept of recovery should no longer be restricted to medical model definitions 

(symptom management or amelioration) or rehabilitation model definitions (improved 
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functioning) but should expand to emphasize psychological recovery processes 

(Andresen R, 2003). Providers of mental health services represent a very important 

environmental factor that can either help or hinder recovery (Antonak RF et al., 1988). 

Terrier and Barrowclough (Tarrier N et al, 2003) demonstrated that people with 

psychiatric and psychological disorders are significantly affected by interpersonal 

interactions, including those with mental health professionals. The degree of adoption of 

recovery-oriented principles and practices by mental health professionals may be 

influenced by their attitudes and hopefulness regarding the possibility of recovery. 

Hugo (Hugo M, 2001) found that mental health professionals were less optimistic than 

the general public about prognosis and longer-term outcomes for people with 

schizophrenia or depression. Others have suggested that the more negative attitudes of 

professionals may be more realistic and in line with greater knowledge of mental 

disorders, but they could also be biased as a result of the proportion of contacts they 

have with people with chronic and recurring disorders at times when significant 

interventions are required (Jorm AF et al, 1999). Rickwood stated, �Implementing a 

recovery orientation requires an attitude shift for many service providers in order to 

support consumer rights and provide the types of services that maximize well-being for 

people with mental illness.� She also suggested that an understanding of the factors that 

affect recovery, rehabilitation, and relapse is essential (Rickwood D, 2004). Attitudes 

are thought to reflect the �mental readiness� or learned �disposition� that influence 

actions and reactions (Haddow M et al, 1995). 

 

1.2 Research problem. 

 

Mental health problem affect entire population of Palestinian people.  This 

problem affect the total society and interfere with the developmental process, the way 

which followed to treat such problem is biologically based which focus on disability 

rather than strength and empowerment,so there is a need to a new trends to address such 

issue. 

Recovery is perhaps the most recent and talked about paradigm in the mental health 

field. Which emphasis on hope, self-determination, quality of life and empowerment 

(Ochocka et al., 2005; Onken et al., 2002; Anthony, 2000). People with psychiatric and 

psychological disorders are significantly affected by interpersonal interactions, 
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including those with mental health professionals. The degree of adoption of recovery-

oriented principles and practices by mental health professionals may be influenced by 

their knowledge and attitudes regarding the possibility of recovery. This study well 

examined the impact of training program based on Wellness Recovery Action Plan on 

psychosocial workers knowledge and attitudes related to the recovery process in Gaza 

strip. 

 

1.3 Justification of the study 

 

Mental disorders are common in the United States and internationally. An 

estimated 26.2 percent of Americans ages 18 and older � about one in four adults � 

suffer from a diagnosable mental disorder in a given year. When applied to the 2004 

U.S. Census residential population estimate for ages 18 and older, this figure translates 

to 57.7 million people, The National Survey of Mental Health and Wellbeing 2007 

found that one in five (20%) Australian adult's experience mental illness in any year. 

One in four of these people experience more than one mental disorder. Based on these 

prevalence rates, over 3.2 million Australians had a mental disorder in the previous 12 

months.  In addition, mental disorders are the leading cause of disability in the U.S. and 

Canada for ages 15-44. Many people suffer from more than one mental disorder at a 

given time. Nearly half (45 percent) of those with any mental disorder meet criteria for 

2 or more disorders, with severity strongly related to comorbidity, The burden of mental 

illness on health and productivity in the United States and throughout the world has 

long been underestimated. Data developed by the massive Global Burden of Disease 

study conducted by the World Health Organization, the World Bank, and Harvard 

University, reveal that mental illness, including suicide, accounts for over 15 percent of 

the burden of disease in established market economies, such as the United States. This 

is more than the disease burden caused by all cancers; the mental health reports 

published by the Palestinian Authority (PA) from 2010 indicate increases in most 

mental disorder categories (see Table 1).For instance, it is known that the prevalence of 

affective disorders such as depression is dependent on social, economic and political 

conditions (Zimmerman and Katon 2005). Thus the increase in affective disorders and 

neurosis may reflect the deterioration of Palestinian life due to increased Israeli sieges, 

shelling, targeted killing and restrictions of movement. Increase in the prevalence of 
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epilepsy, a neurological disorder, may be attributed to obstacles in early detection and 

optimal treatment due to military sieges and other collective punishment measures. 

However, it is also possible that incidence figures vary because of a gradually 

improving reporting system. Epidemiological studies in the Gaza Strip found women 

and families lacking support from relatives and community to be more vulnerable to 

anxiety when exposed to military violence (Punama¨ki et al. 2005a, 2005). Some studies 

indicate poorer mental health outcomes in populations exposed to war and disasters, and 

a strong relationship between losses of family members and distress (Mollica et al. 

2001, Cardozo et al. 2004). A study comparing mental health status in four war- 

affected societies, including the occupied Palestinians territory (OPt), Algeria, Burma 

and Ethiopia, found strong associations between military atrocities and losses and 

psychiatric distress (de Jong et al. 2001). Increased risk of mental health problems was 

also found among injured young Palestinians (Khamis 2008) and children experiencing 

family loss and home demolition (Khamis 2005) during the second intifada, All of this 

facts reflect the importance to search for new way to address this burden,  Recovery 

model is one of this options which have good impact as research evade  in mental health 

filed, there is no study was conducted from the researchers on Gaza strip  on area of 

recovery and the role which may be played via community mental health workers if 

they have enough knowledge and positive attitude toward recovery. This study aimed to 

examine the impact of training program based on Wellness Recovery Action Plan on 

psychosocial workers knowledge and attitudes related to the recovery process in Gaza 

strip. 

 

Table 1. Incidence rate of reported new cases of mental disorders in 2010 in the 

occupied Palestinianterritory (oPt). 

Alsuraney 
Clinic 

West Gaza 
clinic 

 
Alnusirate� �

Clinic 

Khanyouns� �
Clinic� �

Abusheback 
clinic Rafahclinic Diagnosis� � Total 

F M F M F M F M F M F M SEX 

43 13 1 1 3 6 1 3 3 2 1 4 5 ORGANIC 
84 12 17 2 6 3 16 5 2 4 4 6 7 SCHIZOPHRENIA 

107 3 10 5 8 3 6 3 16 2 7 17 27 NEUROSIS 

19 1 3 0 0 1 4 0 2 0 0 3 5 
PERSONALITY 

DISORDER 

22 2 6 0 2 0 2 0 3 0 4 1 2 ADDICTION 
83 1 5 3 3 3 12 0 2 4 9 21 20 EPILERSY 
76 6 11 2 7 7 12 1 0 3 4 8 15 AFFECTIVE 

128 23 27 6 8 7 14 6 7 2 8 8 12 
MENTAL 

RETARDATION 
31 2 4 5 4 0 4 0 5 0 3 1 3 OTHERS  
593 63 84 24 41 30 71 18 40 17 40 69 96 Total 
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1.4 General objective: 

 

This study aimed to understand the impact of training program based on 

Wellness Recovery Action Plan on psychosocial workers knowledge and attitude 

towards recovery approach.  

 

1.4.1 Specific objectives: 

 To identify the knowledge of recovery among psychosocial workers at 

community mental health directoratein Gaza strip. 

 To identify the attitude of psychosocial workers at community mental health 

directorate in Gaza strip. 

 To assess differences in knowledge among psychosocial workers about 

recovery process before and after the training program. 

 To assess differences in attitude among psychosocial workers toward 

recovery process before and after the training program. 

 To ascertain whether an association exist between knowledge and attitude in 

relation to socio-demographic characteristics (age, gender, level of 

educations).  

 To suggest recommendation to policy and decision makers regarding the 

opportunity to improve mental health condition in Gaza strip by applying 

recovery principle. 

 

1.4.2 Research questions: 

 

1. Dose the psychosocial workers knowledgeable about recovery process? 

2. Dose the psychosocial workers have positive attitude toward recovery 

process? 

3. Are there statistical differences in knowledge about recovery before and 

after training program?  

4. Are there statistical differences in attitude toward recovery before and after 

training program?  

5. Is there an association exists between knowledge, attitude and socio-

demographic characteristics (age, gender, level of education)?  
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6. What are the recommendations that can be offered to policy and decision 

makers regarding the opportunity to improve mental health condition of 

mentally ill client? 

 

1.5 Context of the study 

 

The demographic, socioeconomic, and political situations greatly impact health 

in general and mental health in specific and health care services in Gaza strip and west 

bank, this context influence the services by specific way to suit these situations and to 

overcome our permanents emergency situation. 

 

1.5.1 Demographic context 

 

The entire area of historical 

Palestine is about 27,000 Km2, Palatine 

stretches from Ras Al- Nakoura in the 

north to Rafah in the south. Palestine is 

boarded by Lebanon in the north, the 

Gulf of Aqaba in the south, Syria and 

Jordan in the east and by Egypt and 

Mediterranean Sea in  

the west. Palestine was places under 

British mandate, finished by Israel 

establishment in 1948 in implementing  

The Balfour Declaration in 1917 to 

providing a homeland for Jews, the 

result was uprooted most of Palestinian 

from their cities, towns, and Villages and 

migrate to West bank, Gaza strip, Jordan, Lebanon, Syria, and others countries (Abu-

Lughod, 1971). 

 

Gaza Strip is a narrow land, located on the south of Palestine on the coast of 

Mediterranean sea. Gaza Strip is high crowded area, where approximately 1.5 million 

live in 365 km2, estimated density is 4,000 people per square kilometer, the  

Annex 1 Palestine map (Gaza Strip-left) 
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Population is concentrated in 7 town, 10 villages, and 8camps (PCBS, 2008). And 

establishment census 2007 which indicates that the number of population in the 

Palestinian Territory during the fourth quarter 2009 was 3,743,050 (PCBS, 2010).  The 

density is increase refugee camps (UNRWA, 2005). GS is classified into five 

governorates, North of Gaza, Gaza city, Mid-Zone, Khan-younis and Rafah. The 

population under 15 year old percentage in Gaza Strip is 49% and 2.5%of age 65 years 

and more(MOH, 2006). 

 

1.5.2 Socio-economic and political situation: 

 

The past years witnessed one of the most violent periods experienced by 

Palestinian civilians since the beginning of Israel�s occupation in 1967. Between 27 

December 2008 and 18 January 2009, 1.4 million Palestinian residents of the Gaza Strip 

endured intensive and continuous bombardment from land, sea and air in the course of 

Israel�s �Cast Lead� military offensive, launched with the stated purpose of preventing 

indiscriminate rocket fire from Gaza (OCHA, 2009). 

 

As a result of the last ware against Gaza, at 31 January the MOH and Palestinian 

health information center reported that 1380 Palestinian people had been killed since 27 

December 2008, of whom 431 were children and 112 women. Approximately 5380 

people were reported injured, including 1872 children and 800 women. Injuries were 

often multiple traumas with head injuries, thorax and abdominal wounds. Among the 

casualties, 16 health staffs were killed and 22 injured while on duty (MOH& PHIC, 

2009). 

 

Israel, the United States, Canada, and the European Union have frozen all funds 

to the Palestinian government, the severity of closure increased after political unrest in 

June, 2007, causing the closure of most factories to the lack of raw materials, loss of 

farmers by preventing the export of their crops. Prosecute deteriorating economic 

situation on the Gaza Strip led to the rise in unemployment rate to 65%, and 85% of 

households are living under the poverty line After Palestinian legislative election in 

2006, (UNCTAD, 2007). According to Palestinian Ministry of Finance (MOF), the 

gross national product (GNP) in Palestine was 5.454 million US$ in 1999 and decreased 

to 3.720 million US$ in 2004. However, the gross domestic product (GDP) was 4.517 
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million US$   in 1999 and decreased to 3.286   million US$ in 2004 (World Bank, 

2003). 

 The gross national product per capita (GNP / capita) was 1.806 US$ in 1999 and 

decreased to 979 US$ in 2004. While, the gross domestic production per capita (GDP 

/Capita) was 1.496 US$ in 1999 and decreased to 865 US$ in 2004. 

 

1.6 Palestinian Health Care System 

  

The Palestinian health care system is a combination of four major actors 

providing health care services to the Palestinian people inside the occupied Palestinian 

territory and to refugees from Palestine in the surrounding Arabs countries, Syria, 

Lebanon, Egypt, and Iraq. The four major subsystems are the MOH, Non Governmental 

Organization (NGOs), United Nations Relief and Working Agency (UNRWA), and 

private sector (MOH, 2006). 

The MOH is still responsible for the largest portion of primary, secondary, and tertiary 

health care services for the Palestinian people resident in GS and WB, but no health 

services provided for the Palestinian people outside the occupied Palestinian territory by 

the MOH. The UNRWA is the largest humanitarian organization in the Near East; it has 

been the main primary health care provider for the refugees from Palestine not only in 

the occupied Palestinian territory but also in the surrounding Arabs countries. 

 

1.7. Mental Health Service 

 

The PA�s Ministry of Health inherited from the Israeli military administration 

health services that had been neglected and starved for funds during the years of Israeli 

occupation (Giacaman et al. 2009). Mental health was particularly neglected. While the 

Palestinian Ministry of Health, with support from the World Health Organization 

(WHO), is continuing to make attempts to expand services beyond the hospital, most 

services continue to be hospital-based, fragmented and rooted in a biomedical oriented 

approach (WHO, West Bank and Gaza Office 2006). Currently, the Palestinian Ministry 

of Health (Report 2006, p. 35) operates two psychiatric hospitals, one in Bethlehem 

with 280 beds serving the West Bank, and another in Gaza City with 39 beds serving 

the Gaza Strip. These hospitals have dominated in formally providing for the mentally 

ill, with community services remaining patchy. In 2004 the Ministry was operating 13 
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mental health outpatient clinics, nine on the West Bank and four in the Gaza Strip. The 

mental health department of the Ministry of Education and Higher Education assures 

the presence of school counselors on a full-time or half-time basis to all public schools. 

In addition, the United Nations Relief and Works Agency (UNRWA) has been running 

a mixture of mental health and counseling services within the health and school system 

in the West Bank and Gaza Strip with programs fluctuating in response to the vagaries 

of funding (Steering Committee on Mental Health 2004). By 1995 ministry of health 

run 6 community mental health center distributed through Gaza governorates, one of 

them based in Rafah governorate, one in Khan-Younis governorate, one in Mid-Zone, 

two in Gaza city and one in north Gaza, according MOH planning to cover mental 

health services in community based, these mental health center provide counseling for 

mentally ill client and psychopharmacology treatments. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

��

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER TWO 

Conceptual framework and Literature review  

 

 

 



 
 

��

Chapter2:  

Conceptual framework and Literature review  

 

This chapter reviews the literature about recovery from mental health, historical 

development of recovery, process and components of recovery, key principles in 

recovery approach, Views of Recovery, The Role of Providers in Recovery, Recovery 

Guidelines, and other thing related to the topic. 

 

2.1 Conceptual framework 

 

Conceptual frame work of the research study is self developed. This frame work 

shows the domains in this study including knowledge, attitude, and psychosocial 

workers before and after training program, this simple framework use by the researcher 

as a guide for the research process. The framework shows attitude, knowledge and 

psychosocial workers, where all of these domains may affect by training program. 

 

 

 

 

 

 

 

 

Pre-training                               training                                              Post-training 

 
 

Training program, 
knowledge practice 

Psychosocial 
workers, 
knowledge, 
attitude about 
Recovery. 

 

Psychosocial 
workers 
,knowledge, 
attitude about  
Recovery. 
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2.2 Definitions: 

2.2.1. Operational definitions of psychosocial worker: 

 

It includes of psychologist and social worker whom work in community mental 

health directorate as fixed term employers. 

 

2.2.2. Knowledge: 

 

Knowledge is defined by the Oxford English Dictionary as expertise, and skills 

acquired by a person through experience or education; the theoretical or practical 

understanding of a subject; what is known in a particular field or in total; facts and 

information; or be absolutely certain or sure about something in this study the subject is 

the recovery concept. (Webster's dictionary 1984) 

 

2.2.3. Attitude: 

An attitude is an opinion that one has about someone or something.  It can 

reflect a favorable, unfavorable, or neutral judgment. Attitudes are thought to reflect the 

�mental readiness� or learned �disposition� that influence actions and reactions 

(Haddow M et al, 1995). 

 

We may have attitudes about many things.  For example, we have attitudes 

about people, political issues, pets, music, art, movies, books, and education.  

Attitudes may reflect both beliefs and feelings.  For example, a positive attitude 

concerning a psychology course may include the belief that the course involves learning 

about something that is important to your life and the feeling that you like the course. 

 

2.2.4. Recovery: 

2.2.4.1. Theoretical definitions 

 

While there are many definitions of recovery, ultimately recovery is defined by 

the individual consumer and consists of basic principles such as having hope, choice, 

self-determination, and personal responsibility. Recovery also involves finding one�s 

niche or gift in life. 
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According to Webster�s Dictionary (1984): The formal definition of the word 

recovery means �to get back: regain� or �to restore (oneself) to a normalstate 

(Onkenand others, 2002:7). 

 

Recovery is defined in the report of the NFCM at 2003 as the processes, in 

which people are able to live, work, learn and participate fully in their communities. For 

some individuals, recovery is the ability to live a fulfilling and productive life despite a 

disability. For others, recovery implies the reduction or complete remission of 

symptoms. Science has shown that having hope plays an integral role in an individual�s 

recovery. 

 

Chamberlin (1997): said �One of the elements that makes recovery possible is 

the regaining of one�s belief in oneself (Ralph, 2000:7). 

 

Beale & Lambric(1995): indicates Recovery includes personal empowerment 

and a spirituality/philosophy, which gives meaning to life. It is accomplished one step at 

a time. It is deeply personal, and can be done only by the individual who is recovering. 

 

DeMasi (1996): recovery It includes physical and mental health, and economic 

and interpersonal well-being (Ralph, 2000:8). 

 

Long (1994): a recovery paradigm is each person�s unique experience of their 

road to recovery.recovery paradigm included reconnection which included the 

following four key ingredients: connection, safety, hope, and acknowledgment of my 

spiritual self (Ralph, 2000:8).  

 

Blanch (1993): recovery It involves hope, courage, adaptation, coping, self 

esteem, confidence, a sense of control or free will ( Ralph, 2000:8). 

 

Mental health recovery is a  journey  of healing and transformation enabling a 

person with mental health problem to live a meaningful life in the community of his or 

her choice while striving to achieve his or her potential (US department of health and 

human services, 2004:1),. 
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Spaniol and others (1994): Recovery is the process by which people with 

psychiatric disability rebuild and further develop these important personal, social, 

environmental, and spiritual connections, and confront the devastating effects of stigma 

through personal empowerment. Recovery is the process of adjusting one�s attitudes, 

feelings, perceptions, beliefs, roles, and goals in life. It is a process of self-discovery, 

self-renewal, and transformation. 

 

Andresen et al (2003): there are several meanings of the recovery concept 

which developed from the consumer movement These definitions presumably fall along 

a continuum: the medical model definition, the rehabilitative model definition, and the 

empowerment model definition According to the medical model, mental illness is 

viewed as a disease and recovery occurs when an individual is �cured��when he or she 

returns to their former health state prior to the onset of their mental illness. 

 

According to Andresen et al (2003): The second definition along this recovery 

continuum is the rehabilitative model, which states that mental illness is incurable, but 

the individual is often able to return to some resemblance of their former mental health 

state. 

 

Andresen et al  (2003): define Psychological recovery as the establishment of a 

fulfilling, meaningful life and a positive sense of identity founded on hopefulness and 

self-determination� Psychological recovery differs from the aforementioned, and has 

been found to be most compatible with consumer beliefs, because it makes no statement 

about the cause of mental illness, the necessity of medication, does not define recovery 

by roles valued by society, or define whether the illness is still present during 

recovery�it actually allows for the presence of symptoms and ongoing management of 

the illness in the midst of recovery. 

 

Markowitz (1996): said The recovery process is involve symptom control, 

dealing with discrimination and stigma by society, regaining a positive sense of self, 

and attempting to lead a satisfying and productive life. 
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Pat Deegan (1995): The concept of recovery is rooted in the simple yet 

profound realization that people who have been diagnosed with mental illness are 

human beings. Like a pebble tossed into the center of a still pool, this simple fact 

radiates in ever-larger ripples until every corner of academic and applied mental health 

science and clinical practice are affected. Those of us who have been diagnosed are not 

objects to be acted upon, we are fully human subjects who can act and in acting, change 

our situation. We are human beings and we can speak for ourselves. We have a voice 

and we can learn to use it. We have a right to be heard and listened to. We can become 

self-determining. We can take a stand toward what is distressing us and need not be 

passive victims of an illness. We can become experts in our own journey of recovery.  

The goal of recovery is not to get mainstreamed. We don't want to be mainstreamed. We 

say let the mainstream become a wide stream that has room for all of us and leaves no 

one stranded on the fringes." (Deegan: 1996). 

 

Bill Anthony (1993): Recovery is a process and experience that we all share.  

People face the challenge of recovery when they experience the crises of life, such as 

the death of a loved one, divorce, physical disabilities, and serious mental illness 

It�s the way of living satisfying and contributing life even with the limitations caused by 

illness 

(Anthony 1993). 

 

2.2.4.2. Operational definitions of recovery: 

 

The researcher adopted the  NFCM definition at 2003 as the processes, in which 

people are able to live, work, learn and participate fully in their communities., and 

ability to live a fulfilling and productive life despite a disability (NFCM: 2003). 

 

2.2 Literatures reviews 

 

After reviewing the literature regarding recovery , the researcher find that the 

efforts in this area of mental health concerned were became the focused of researchers 

in the last years, aiming to explore this option of dealing with mentally ill, that promote 

strengths and empowerment of people with mental disorders, and shifting them from 

being dependent to be more independent.  
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2.2.1. Recovery terminology and associated concepts 

 

Some people use terminology with similar or slightly different meanings from 

recovery. It is unhelpful to see these associated concepts as in competition with one 

another as the recovery concept can encompass all of these meanings, but is not 

restricted to any one of them: 

� Rehabilitation: an organized statutory or voluntary sector program designed to 

improve physical, mental, emotional and social skills to enable a transition back into 

society and the workplace. 

� Discovery: taking a personal journey to new understandings of oneself and the world, 

rather than simply returning to the old self. 

� Restitution: regaining some of what has been lost or taken away due to ill-health, for 

example, social status, contacts, self-esteem. 

� Self-care: looking after oneself well. 

� Self-management: making one�s own health decisions and learning to manage long-

term health problems, so as to live well with the minimum reliance on services. 

� Self-directed care: being informed and having the ability to exercise choice and 

responsibility for care provided to you by others. 

� Coping strategies and strategies for living: finding what helps one cope with 

problems and building one�s own set of tools for dealing with mental or physical health 

problems. 

� Healing and wellness: rediscovering one�s inner capacity for self-healing, with or 

without help from a practitioner and achieving a state of well-being, even if some of the 

symptoms remain. 

� Resilience: having the ability to survive and to learn from life�s challenges. A 

common purpose 

� Transformation: a term used with respect to a process, outcome and vision for 

individuals and services that is not an end in itself but rather an intermediate state 

through which the goal of facilitating recovery in people�s lives is realized. (Ralph: 

2000). 

2.2.2 Historical development of recovery: 
 

Prior to the mid 1980�s, and before the deinstitutionalization movement, 

common parlance suggested that the future of a person with a serious mental illness was 
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bleak and fraught with continued deterioration (Surgeon General, 1999).  The 

possibility of rehabilitation or recovery from life-long mental illness was not even 

considered; traditionally, the goal of treatment was to prevent decompensation, treat 

symptoms, maintain stability, and handle crises (Anthony, 2000; Ralph & Muskie, n.d.; 

Turner-Crowson & Wallcraft, 2002).   Attitudes toward individuals with mental 

illnesses have become more favorable during the past twenty-five years. Due to the 

writings of consumers of mental health services about their experiences in the mental 

health system and the resulting �consumer movement,� the 1980�s and 1990�s were 

marked by a shift in focus that occurred within the mental health professions.  A new 

vision of mental health treatment emerged and it became known as the �recovery 

model� (Anthony, 1993; Surgeon General, 1999).  Anthony (1993) defines recovery as, 

a deeply personal, unique process of changing one�s attitudes, values, feelings, goals, 

skills, and/or roles.  It is a way of living a satisfying, hopeful, and contributing life even 

with limitations caused by illness.  Recovery involves the development of new meaning 

in one�s life as one grows beyond the catastrophic effects of mental illness. 

 

2.2.3. The Consumer-Survivor Movement: 

 

Gonzalez (1976) said health care and mental health care have followed a 

prescriptive model in which the client presents with a problem and the health care 

provider decides what route is best to take to help reduce or eliminate the symptoms, as 

consumers gained knowledge about the mental health system, along with societal 

advances and increased expectations, these individuals became more vocal about their 

needs. 

 

Beginning in the 1950s, escalating in the 1960s, and becoming solidified in the 

1970s, these consumers (who were originally groups organized of lay persons) have 

organized into consumer-oriented organizations that exist on all governmental and 

societal levels. These organizations insist that each consumer has a voice in the delivery 

and decision-making processes of their mental health services. 

Wilson et al (1999) said consumer-oriented organizations pursue a model of care 

in which the client is an active and informed participant in their treatment and recovery 

(Hugo, 2001). 
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Frese & Davis (1997) noticed the pioneers and followers of this movement 

support the principle that no person shall be hospitalized involuntarily, as well as 

agreeing upon the government�s right to subject dangerous (even though mentally 

unstable) individuals to the criminal justice system, The consumer-survivor movement 

began in the United States immediately following the Civil War. 

 

McLean (1995) describes Empowerment is an important concept in the 

consumer-survivor movement, as well as in recovery research. To the mental health 

consumer, empowerment embodies self-determination and control over their lives, in 

addition to their treatment, and has become the fundamental goal of many consumers ( 

Ralph, 2002). 

 

Anthony (1993) said after the period of psychiatric deinstitutionalization, the 

ideas of recovery began to grow. 

 

Corrigan & Phelan (2004) said the consumer-survivor movement served to give 

hope to those diagnosed with severe mental illness (SMI), and as a result the recovery 

vision from the consumer-survivor perspective is most concerned with the process of 

recovery. 

 

According to Ellis & King (2003) The idea of a recovery vision for mental 

health consumers has resulted from both the consumer-survivor movement�s gains in 

patient rights, as well as the mental health profession�s gains in knowledge about the 

prognosis of SMI. 

 

2.2.4 Fundamental Components of Recovery. 

 

 Self-Direction: Consumers lead, control, exercise choice over, and determine 

their own path of recovery by optimizing autonomy, independence, and control 

of resources to achieve a self-determined life. By definition, the recovery 

process must be self-directed by the individual, who defines his or her own life 

goals and designs a unique path towards those goals. 

 Individualized and Person-Centered: There are multiple pathways to recovery 

based on an individual�s unique strengths and resiliencies as well as his or her 
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needs, preferences, experiences (including past trauma), and cultural background 

in all of its diverse representations. Individuals also identify recovery as being 

an ongoing journey and an end result as well as an overall paradigm for 

achieving wellness and optimal mental health. 

 Empowerment: Consumers have the authority to choose from a range of 

options and to participate in all decisions�including the allocation of 

resources�that will affect their lives, and are educated and supported in so 

doing. They have the ability to join with other consumers to collectively and 

effectively speak for themselves about their needs, wants, desires, and 

aspirations. Through empowerment, an individual gains control of his or her 

own destiny and influences the organizational and societal structures in his or 

her life. 

 Holistic: Recovery encompasses an individual�s whole life, including mind, 

body, spirit, and community. Recovery embraces all aspects of life, including 

housing, employment, education, mental health and healthcare treatment and 

services, complementary and naturalistic services, addictions treatment, 

spirituality, creativity, social networks, community participation, and family 

supports as determined by the person. Families, providers, organizations, 

systems, communities. 

 Non-Linear: Recovery is not a step-by step process but one based on continual 

growth, occasional setbacks, and learning from experience. Recovery begins 

with an initial stage of awareness in which a person recognizes that positive 

change is possible. This awareness enables the consumer to move on to fully 

engage in the work of recovery. 

 Strengths-Based: Recovery focuses on valuing and building on the multiple 

capacities, resiliencies, talents, coping abilities, and inherent worth of 

individuals. By building on these strengths, consumers leave stymied life roles 

behind and engage in new life roles. 

 Peer Support: Mutual support�including the sharing of experiential 

knowledge and skills and social learning�plays an invaluable role in recovery. 

Consumers encourage and engage other consumers in recovery and provide each 

other with a sense of belonging, supportive relationships, valued roles, and 

community. 
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 Respect: Community, systems, and societal acceptance and appreciation of 

consumers �including protecting their rights and eliminating discrimination 

and stigma�are crucial in achieving recovery. Self-acceptance and regaining 

belief in one�s self are particularly vital. Respect ensures the inclusion and full 

participation of consumers in all aspects of their lives. 

 Responsibility: Consumers have a personal responsibility for their own self-care 

and journeys of recovery. Taking steps towards their goals may require great 

courage. Consumers must strive to understand and give meaning to their 

experiences and identify coping strategies and healing processes to promote 

their own wellness. 

 Hope: Recovery provides the essential and motivating message of a better 

future� that people can and do overcome the barriers and obstacles that 

confront them. Hope is internalized; but can be fostered by peers, families, 

friends, providers, and others. Hope is the catalyst of the recovery process. (US 

department of health and human services, 2004:1). 

 

2.2.5 Key themes in recovery include the following: 

 

Deegan, (1988), Leete, (1989); Unzicker, (1989) determine common themes of 

recovery as the following. 

1. Recovery is the reawakening of hope after despair. 

2. Recovery is breaking through denial and achieving understanding and 

acceptance. 

3. Recovery is moving from withdrawal to engagement and active participation in 

life. 

4. Recovery is active coping rather than passive adjustment. 

5. Recovery means no longer viewing oneself primarily as a mental patient and 

reclaiming a positive sense of self. 

6. Recovery is a journey from alienation to purpose. 

7. Recovery is a complex journey. 

8. Recovery is not accomplished alone�it involves support and partnership. 

9. Recovery is fundamentally about a set of values related to human living applied to 

the pursuit of health and wellness. 
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10. Recovery involves a shift of emphasis from pathology, illness and symptoms to 

health, strengths and wellness 

11. Hope is of central significance. If recovery is about one thing it is about the 

recovery of hope, without which it may not be possible to recover and that hope can 

arise from many sources, including being believed and believed in, and the example 

of peers. 

12. Recovery involves a process of empowerment to regaining active control over one�s 

life. This includes accessing useful information, developing confidence in 

negotiating choices and taking increasing personal responsibility through effective 

self-care, self-management and self-directed care. 

13.  Finding meaning in and valuing personal experience can be important, as 

ispersonal faith for which some will draw on religious or secular spirituality. 

14. Recognizing and respecting expertise in both parties of a helping relationship which 

re- contextualizes professional helpers as mentors, coaches, supporters, advocates 

and ambassadors. 

15.  Recovery approaches give positive value to cultural, religious, sexual and other 

forms of diversity as sources of identity and belonging. 

16. Recovery is supported by resolving personal, social or relationship problems and 

both understanding and realistically coming to terms with ongoing illness or 

disability. 

17. People do not recover in isolation. Recovery is closely associated with social 

inclusion and being able to take on meaningful and satisfying social roles in society 

and gaining access to mainstream services that support ordinary living such as 

housing, adequate personal finances, education and leisure facilities. 

18.  There is a pivotal need to discover (or rediscover) a positive sense of personal 

identity, separate from illness and disability. 

19. The language used and the stories and meanings that are constructed around 

personal experience, conveyed in letters, reports and conversations, have great 

significance as mediators of recovery processes. These shared meanings either 

support a sense of hope and possibility or carry an additional weight of morbidity, 

inviting pessimism and chronicity. 

20. Services are an important aspect of recovery but the value and need for services will 

vary from one person to another. For some people, recovery is equated with 

detaching from mental health services either permanently or for much of the time. 
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For others, recovery may be associated with continuing to receive ongoing forms of 

medical, personal or social support that enable them to get on with their lives. 

21. Treatment is important but its capacity to support recovery lies in theopportunity to 

arrive at treatment decisions through negotiation andcollaboration and it being 

valued by the individual as one of many tools theychoose to use. 

22.  The development of recovery-based services emphasizes the personal qualities of 

staff as much as their formal qualifications, and seeks to cultivate their capacity for 

hope, creativity, care and compassion, imagination, acceptance, realism and 

resilience. 

23.  In order to support personal recovery, services need to move beyond the current 

preoccupations with risk avoidance and a narrow interpretation of evidence based 

approaches towards working with constructive and creative risk-taking and what is 

personally meaningful to the individual and their family. (Unzicker:1989) 

 

2.2.6 Recovery Guidelines  

 

Researchers have developed numerous guidelines designed to increase recovery-

oriented services and promote positive consumer-provider relationships (Anthony, 

1993; Bishop, 2001; Chamberlin, Rogers, & Sneed, 1989; Deegan, 1988; Jacobson & 

Greenley, 2001; Mead & Copeland, 2000; Smith, 2000).  Some of the guidelines set 

forth for providers include:  

(1) treating the person as an equal; (2) focusing on the person and his/her needs; (3) 

recognizing the individual nature of recovery; (4) focusing on the individual�s goals and 

decisions; (5) encouraging hope and accountability; (6) providing self-help skills; (7) 

ensuring collaborative treatment; (8) encouraging connection with others who 

experience mental illness; (9) encouraging peer support; and (10) making referrals to 

consumer-run groups (Anthony, 1993; Bishop, 2001; Chamberlin et al., 1989; Deegan, 

1988; Jacobson & Greenley, 2001; Mead & Copeland, 2000; Smith, 2000).   

 

A provider�s effectiveness is enhanced by having a positive attitude about the 

difference he/she can make in a consumer�s life, and believing in the possibility that 

each consumer can be empowered and can recover (Anthony, 1993; Bishop, 2001; 

Chamberlin et al., 1989; Deegan, 1988; Jacobson & Greenley, 2001; Mead & Copeland, 

2000; Smith, 2000).  The importance of provider attitude is emphasized in the 
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following: �it is important to recognize that no service is recovery oriented unless it 

incorporates the attitude that recovery is possible and has the goal of promoting hope, 

healing, empowerment, and connection� (Jacobson & Greenley, 2001, p. 483).  

   

Guiding principles have also been developed for integrating the recovery model 

into mental health services for the people who develop or manage mental health 

systems.  Some of these guidelines overlap with the previously-listed guidelines for 

"front-line" providers (e.g., incorporation of peer support; recognizing the individual 

nature of recovery).  To be consistent with the recovery model, people who develop or 

manage mental health systems are advised to:  (1) expect a dynamic process; (2) 

provide participants with multiple services from which they can choose; (3) hire 

recovering consumers; (4) support consumer-operated services; (5) incorporate 

consumers and their rights in the planning, development, and implementation of 

services; and (6) ensure equal access to care for all consumers.  Those who develop or 

manage mental health systems are also encouraged to: (7) incorporate recovery in all 

aspects of the system including the leadership and management within the system; (8) 

be culturally relevant and competent; (9) implement stigma reduction policies; (10) 

emphasize relapse prevention and management; (11) advocate for recovery and for 

consumers in the community as well as the mental health system; and (12) educate 

providers about the recovery concept (Anthony, 2000; Jacobson & Curtis, 2000; 

Jacobson & Greenley, 2001).  As evidenced above, many guidelines for recovery-

oriented services exist for providers and the mental health system.  Additionally, during 

the 1990�s, many states and counties adopted the recovery concept to guide their service 

delivery (Anthony, 2000).  Some researchers suggest that the recovery concept 

coincides with the shift toward a managed approach to mental health care; recovery 

principles are viewed as providing cost-effective, measurable outcomes (Jacobson & 

Curtis, 2000). 

2.2.7 Assumptions about recovery Anthony (1993):  

 

 Recovery can occur without professional intervention. The task of professionals 

is to facilitate recovery; the task of consumers is to recover. Recovery may be 

facilitated by the consumers� natural support system. � Self help groups, 

families and friends are the best examples. � Also essential to recovery are 



 
 

��

non-mental health activities and organizations, e.g., sports, clubs, adult 

education and churches� 

 A common denominator of recovery is the presence of people who believe in 

and stand by the person in need of recovery, a person or persons in whom one 

can trust to �be there� in times of need. 

 A recovery vision is not a function of one�s theory about the causes of mental 

illness. 

 Recovery may occur whether one views the illness as biological or not. 

 Recovery can occur even though symptoms reoccur. The episodic nature of 

severe mental illness does not prevent recovery. 

 Recovery changes the frequency and duration of symptoms. As one recovers, the 

symptom frequency and duration appear to have been changed for the better. 

That is, symptoms interfere with functioning less often, and for briefer periods 

of time � and return to previous function occur more quickly after 

exacerbation. 

 Recovery does not feel like a linear process. Recovery involves growth and 

setbacks, periods of rapid change and little change � The recovery process feels 

anything but systematic and planned. 

 Recovery from the consequences of the illness is sometimes more difficult 

thanrecovering from the illness itself. Issues of dysfunction, disability, and 

disadvantage are often more difficult that impairment issues. An inability to 

perform valued tasks and roles, and the resultant loss of self esteem, are 

significant barriers to recovery. 

 Recovery from mental illness does not mean that one was not really mentally ill. 

People who have recovered or are recovering from mental illness are sources of 

knowledge about the recovery process and how people can be helpful to those 

who are recovering (Anthony: 1993). 

 

2.2.8 Dimensions of recovery found in personal accounts Ralph (2000): 

 

internal factors: factors that are within the consumer, such as awareness of the 

toll the illness has taken, recognition of the need to change, insight as to how this 

change can begin, and the determination it takes to recover. 
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Self-managed care: an extension of the internal factors in which consumers 

describe how they manage their own mental health and how they cope with the 

difficulties and barriers they face. 

Externalfactors: include interconnectedness with others, the supports provided 

by family, friends, and professionals, and having people who believe that they can cope 

with, and recover from, their mental illness. 

empowerment: a combination of internal and external factors�where internal 

strengths are combined with interconnectedness to provide self-help, advocacy, and 

caring about what happens to ourselves and to others ( Onken et al,  2002:8) 

 

2.2.9 The difference between rehabilitation and recovery: 

 

Psychiatric and psychosocial rehabilitation involve targeted interventions which 

aid individuals to acquire and apply the skills, supports, and resources required to live a 

fulfilled life in their chosen community with minimal ongoing professional intervention. 

The aim of rehabilitation is the restoration of function and minimization of psychiatric 

disability through the development of strengths, restoration of hope, environmental 

modifications, and enhancement of vocational potential and maximization of social and 

recreational networks. 

 

Deegan (1988) said Rehabilitation refers to the services and technologies that 

are made available to disabled persons so that they may learn to adapt to theirworld. 

Recovery refers to the lived or real life experience of persons as they accept and 

overcome the challenge of the disability� 

 

Recovery then forms the basis upon which rehabilitation services can be 

developed. It provides a framework that goes beyond offering people somewhere to go 

during the day. A framework of recovery ensures that hope, respect and pathways to 

community participation are incorporated into the day to day activities of rehabilitation 

programs, and rehabilitation services should not be considered the only vehicle for 

recovery. Instead rehabilitation services are one component of a comprehensive service 

system that collectively works towards the goal of recovery (Deegan: 1988). 
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2.2.10 Recovery and the medical model: 

Allott (2003) said there are differences between the recovery and medical 

model. 

 

The recovery model focuses on the following: 

 Distressing experience 

 Interest centered on the person 

 Pro-health. 

 Strengths based. 

 Experts by experience. 

 Personal meaning. 

 Understanding 

 Humanistic. 

 Growth and discovery. 

 Choice. 

 Transformation. 

 Self management. 

 Self control 

 Personal responsibility. 

 

The medical model focuses on the following: 

 Psychopathology 

 Interest centered on the disorders.  

 Anti-disease. 

 Treatment based. 

 Doctors and patients. 

 Diagnosis. 

 Recognition. 

 Scientific 

 Treatment 

 Compliance 

 Return to normal  

 Experts care coordinators 
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 Bringing under control. 

 Professional accountability   (Allot ,2003).  

 

2.2.11 Views of Recovery  

2.2.11.1. Consumers� views of recovery 

 

Many consumers have shared personal accounts of their experiences with mental 

illness and their recovery as well as their views on recovery as a concept. Consumers 

tend to focus on the process of reclaiming one�s life while validating oneself as a 

competent, autonomous individual (Deegan, 1988; Jacobson & Curtis, 2000).  For 

consumers, such as Patricia Deegan, the process of recovery has to do with 

empowerment and the �real life experience of persons as they accept and overcome the 

challenge of the disability� (Deegan, 1988, p. 11).  For many consumers, recovery has 

little to do with rehabilitation outcomes or services made available to the person; it is 

not sudden, it does not imply the absence of symptoms, it does not refer to an end 

product, and it is not a linear process.  Rather it is �a process, a way of life, an attitude, 

and a way of approaching the day�s challenges� (Deegan, 1988, p. 15).  

 

Some common themes about the recovery process have emerged from the first-

hand accounts of consumers. These themes include: taking responsibility for one�s own 

psychological and physical wellness; returning to basic functioning (Young & Ensing, 

1999); accepting one�s illness; having desire and motivation to change; and finding 

hope in oneself, other people, and/or in spirituality (Deegan, 1988).  Consumers have 

also emphasized the importance to the recovery process of education about mental 

illness, advocacy, peer support, and gaining insight about the self and about mental 

illness (Mead & Copeland, 2000).  The following themes have also emerged from the 

writings of consumers about recovery: improving quality of life and standard of living; 

increasing self-esteem; maintaining a positive focus; increasing independence; and 

striving to find new purpose in life (Young & Ensing, 1999).  The experience of 

recovery is eloquently summarized in the following statement made by a consumer:  

those of us who have experienced psychiatric symptoms are�learning from each other 

that these symptoms do not have to mean that we must give up our dreams or our 

goals� We have learned that we are in charge of our own lives and can go forward and 

do whatever it is we want to do (Mead & Copeland, 2000, p. 316).  
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2.2.11.2. Providers� views of recovery.  

 

Mental health researchers and providers often have a somewhat different view: 

they tend to approach mental illness from a psychiatric rehabilitation perspective.  The 

goal of rehabilitation is to help consumers live well within the context of their illnesses 

(Andresen, Oades, & Caputi, 2003). There is increased attention to consumers� 

functioning, with a focus on improving consumers� status in various domains including 

employment, relationships, and housing.  Providers tend to focus on providing services 

to consumers to improve functioning, to assist the rehabilitation process, and to promote 

recovery (Anthony, 1993; Jacobson & Curtis, 2000).  The emphasis for many providers 

is on the services offered rather than on the process of empowerment that is so 

important to consumers. Although some differences exist in how providers versus 

consumers conceptualize the recovery process, (i.e., focusing on rehabilitation outcomes 

versus empowerment and autonomy), there are common themes in both 

conceptualizations.  Both consumers and providers view recovery as a process that is 

unique to each individual, is active, and requires that individuals take personal 

responsibility for the process.  Recovery emphasizes choice, hope, and purpose in one�s 

life (Andresen et al., 2003; Anthony, 1993; Deegan, 1988; Jacobson, 2001; Jacobson & 

Curtis, 2000; Mead & Copeland, 2000; Young & Ensing, 1999).  In addition, consumers 

and researchers agree that self-esteem, self-efficacy, and empowerment are better 

indicators of recovery than is a quantification of symptomatology, implying that 

recovery has more to do with sense of self than mental illness (Bullock, Ensing, Alloy, 

& Weddle, 2000; Deegan, 1996).  

2.2.12 The Role of Providers in Recovery 

   

Another essential component of the recovery process is support.  In order to 

facilitate recovery for consumers, the mental health system and mental health providers 

must be recovery oriented.  In his seminal work, Anthony (1993) described some basic 

assumptions of a recovery oriented mental health system.  Two of these assumptions 

directly relate to the role of providers:  

(1) Recovery can occur without providers, and (2) recovery includes the presence of 

people who support and believe in the recovery process for the person who is 

recovering (Anthony, 1993).  These assumptions highlight the importance of a 
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provider�s attitude (if a recovering consumer chooses to involve a provider in his/her 

recovery process).  A consumer�s decision to include a provider in his/her recovery 

process may depend upon whether past relationships with providers have been positive 

or negative.  Interactions with mental health providers have been devastating for some 

consumers, especially when providers have informed them that the chance for their 

recovery is minimal (Coleman, 1999).  Others have described experiences in which 

providers have made assumptions about the seriousness of the illness and about issues 

such as suicidality based solely upon diagnostic labels.  Many consumers have 

terminated treatment as result of being treated as a �label�. 

 

 (According to Jacobson (2001), in some cases, in order for recovery to be 

successful, it is essential for a person to disengage with people (mental health providers, 

family) who inhibit the recovery process.  These examples highlight the problems 

inherent in a consumer-provider relationship when treatment is focused more upon 

diagnosis than upon an individual�s unique needs.   

     

Conversely, according to the recovery model, an effective provider can facilitate 

the recovery process when he/she adopts the basic assumptions of a recovery-oriented 

mental health system (Jacobson, 2001).  Providers who hold positive attitudes toward 

recovery are thought to promote empowerment and encourage an optimistic approach to 

the treatment of mental illness (Corrigan, 2002). Research focusing on provider service 

characteristics and consumers� needs and outcomes, found that consumers who felt 

empowered within the consumer-provider relationship (including the notion that 

providers were responsive to consumers� requests), were more likely to perceive that 

their needs were met, which in turn predicted lower levels of symptomatology and 

higher quality of life (Roth, & Crane-Ross, 2002).  This research demonstrates the 

positive impact of providers on the recovery process. Ralph (2000) describes the 

powerful effects that mental health providers, family members and friends can have on 

those suffering from mental illness, stating that, �as they listen to the disclosures and 

see the personal pain, they can believe, they can encourage, they can provide hope, and 

they can treat people who have mental illness with respect and dignity, and by so doing, 

they can help the healing/recovery processes begin a continue�.  Frese & Davis (1997), 

both of whom are providers as well as consumers of mental health services, lend 

support to the importance of provider involvement in the recovery process.  They note 
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that, �a key element in recovery is the presence of people who offer hope, 

understanding, and support; who encourage self-determination; and who promote self-

actualization�. The authors go on to describe how psychologists can support this process 

by helping consumers realize their goals and potentials rather than focusing on their 

mental illnesses (Frese & Davis, 1997). 

  

Additionally, Ware et al., 2004 conducted study which include interviews with 

51 consumers highlighted consumers� views on what constituted quality consumer-

provider relationships, Common themes emerged including the importance of consumer 

input in treatment planning and implementation, and having a sense of connectedness 

with providers.  Both of these helped the consumers in the sample to feel cared for 

while they struggled with mental illness.  Other researchers have focused on �hope�, 

which is a key component of the recovery construct.  The findings of 15 staff interviews 

in inpatient and outpatient settings conducted by Bryne et al., 1994, suggest that the 

consumer-provider relationship can foster hope in the consumer and promote belief in 

the consumer�s abilities; this serves as a powerful motivator for change (Psychiatric 

Services 58:1434�1439, 2005).  

 

2.2.13 Illustrate Providers� Knowledge of and Attitudes toward Recovery 

  

Despite the proliferation of guidelines for recovery-oriented systems and the 

number of systems claiming to embrace the concept, it would be erroneous to assume 

that all mental health systemsand the providers that work for these systems have 

knowledge of, are accepting of, and have implemented recovery principles in day-to-

day work (Smith, 2000).  Surely, in some mental health systems, little is known about 

the recovery concept; hence, other methods of treatment (e.g., the medical model) are 

preferred over the recovery model.  Also, in some settings, the recovery concept may be 

invoked in name only, leading those who are committed to promoting the recovery 

concept to fear that the mental health system risks, �promulgating a cosmetic initiative 

that maintains the dependence of individuals on the system� (Jacobson & Curtis, 2000, 

p. 339). It is also possible that some providers may not accept the recovery concept 

because they have not been convinced of its effectiveness.  Proponents of the recovery 

model have purported that providers� rejection of this concept could be a reaction to the 

consumer movement and the principle of consumer empowerment, both of which are 
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integral to recovery principles but may threaten the traditional mental health power 

structure that typically imbues power to the providers (Smith, 2000). 

   

Some providers may reject recovery principles in the belief that consumers are 

�incompetent with limited ability to become peer service providers and advocates� 

(Chamberlin et al., 1989, p. 98-99).  These attitudes are incompatible with the 

successful implementation of recovery principles in the mental health system in the 

other countries (eg. Canada, England, USA).  As is evidenced above, some providers 

seem to have rejected the recovery concept (Chamberlin et al., 1989; Smith, 2000).  It is 

imperative to note that not all providers are anti-recovery.  By other accounts, providers 

have had positive effects on the recovery process (Corrigan, 2002; Frese &Davis, 1997; 

Jacobson, 2001), and therefore, it can be assumed that some providers do subscribe to 

the recovery concept.  It is also possible that providers may be partially invested in the 

theory.  Research clarifying how providers view the recovery concept is necessary. It 

would be illuminating to investigate the degree to which providers are aware of 

recovery concepts, what attitudes they hold about these concepts, and if recovery 

concepts are being embraced in local mental health systems?  These questions warrant 

further investigation and are the subject of this project.    

2.2.14. The Wellness Recovery Action Plan (WRAP) 

The Wellness Recovery Action Planning is a program for recovery, this program 

was developed by Mary Ellen Copeland and others following their own personal mental 

illness and recovery experience in United States of America, and other area around the 

world. WRAP consists of five key concepts of mental health recovery: hope, personal 

responsibility, education, self-advocacy and support, and a personal action plan 

involving a system for the self-monitoring of symptoms (Copeland, M. 2000). WRAP 

has been widely recognized as an effective personalized recovery method and evidenced 

by its use by many mental health sufferers internationally, WRAP designed to help 

individuals in managing his life issues, overcome serious mental illness, reduce their 

susceptibility to the illness, and cope effectively with their symptoms, through 

developing daily maintenanceplan, Identifying triggers and an action plan, Identifying 

early warning signs and an action plan, Identifying signs that things are breaking down 

and an action Plan, Crisis planning and post crisis planning. 
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2.3. Previous study 

 

2.3.1. Study conducted by Trevor, P.et al., Effectiveness of a Collaborative Recovery 

Training Program in Australia in Promoting Positive Views about Recovery, this 

study aimed to examined the impact of a two-day, recovery-based training program for 

mental health workers on knowledge, attitudes, and hopefulness related to the recovery 

prospects of people with enduring mental illness, A self-report pre-post training 

repeated-measures design was used with 248 mental health workers from the 

community-based government health sector (N=147) and non-government organizations 

(N= 101) in eastern Australia, Staff attitudes and hopefulness improved after training. 

Trainees significantly increased their knowledge regarding principles of recovery and 

belief in the effectiveness of collaboration and consumer autonomy support, motivation 

enhancement, needs assessment, goal striving, and homework use. Conclusions: This 

preliminary evidence indicates that staff recovery orientation can improve with minimal 

training. (Psychiatric Services 57:1497�1500, 2006) 

2.3.2. Study conducted by Wenli Z.et al., (The effectiveness of the Mental Health 

Recovery (including Wellness Recovery Action Planning Program with Chinese 

consumers),This study aimed to  examined the effectiveness  of  the  Western  style  of  

Mental Health Recovery including Wellness Recovery Action Planning (commonly 

referred to as WRAP)  in  improving  the  recovery  of  the members  of  a  Chinese  

mental  health  consumer�s self-help organization in New Zealand. 

   A qualitative research method was conducted in this study. The researchers 

developed semi-structure questionnaires for interviews in individuals and focus groups 

with the supports from mentors. A research focus group was arranged to discuss the 

purpose of the proposed research and the importance of ownership of this research by 

Bo Ai She members.  The  positive  response  from  members  of  Bo  Ai  She  was  

overwhelming. Voluntary participants from members received a written information 

sheet in Chinese and a consent form to sign. In  order  to  collect  information  from  

various  resources,  individual  consumers who had developed  WRAP  plans,  mental  

health  professionals  and  family  members were interviewed  in  individual  and  group  

settings.    Eight voluntary consumers and three mental health professionals were 

interviewed individually. Five family members and five consumers participated in two 
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focus groups prospectively. Participant�s profiles are presented in Table One,  Key  

findings  from  this  research  affirmed  that  the  WRAP  program has  played  a 

significant role in recovery for many Chinese consumers. The result also suggested 

areas which need to be modified in order to become a culturally appropriate approach, 

(Psychiatric Services 67:1397�1400, 2006). 

2.3.3. Study conducted by Barbic, S.et al., (A Randomized Controlled Trial of the 

Effectiveness of a Modified Recovery Workbook Program: Preliminary Findings). 

The study examined the effectiveness of the Recovery Work-book as a group 

intervention for facilitating recovery of persons with serious mental illness, the 

multicenter, and prospective, single-blind, randomized controlled trial was used 

included 33 persons who were receiving assertive community treatment services. For 12 

weeks, a control group (N=17) received treatment as usual and an intervention group 

(N=16) received Recovery Workbook training in addition to usual treatment. At study 

entry and within three days of completion of the intervention, participants� perceived 

level of hope, empowerment, recovery, and quality of life were measured with the Herth 

Hope Index, the Empowerment Scale, the Recovery Assessment Scale, and the Quality 

of Life Index, respectively. Repeated-measures analysis of variance was used to 

examine between-group differences, Participation in the intervention group was 

associated with positive change in perceived level of hope, empowerment, and recovery 

but not in quality of life. The associations remained after analyses controlled for 

demographic variables, (Psychiatric Services, VOL. 60, No. 4). 

 

2.3.4. Study conducted by Judith A. Cook, PhD. (Initial Outcomes of a Mental Illness 

Self-Management Program Based on Wellness Recovery Action Planning), This 

study examined changes in psychosocial outcomes among participants in an eight- 

week, peer-led, mental illness self-management intervention called Wellness Recovery 

Action Planning (WRAP),  Eighty individuals with serious mental illness at five Ohio 

sites completed telephone interviews at baseline and one month after the intervention,  

Paired t tests of pre- and post intervention scores revealed significant improvement in 

self-reported symptoms, recovery, hopefulness, self advocacy, and physical health; 

empowerment decreased significantly and no significant changes were observed in 

social support. Those attending six or more sessions showed greater improvement than 

those attending fewer sessions, (Psychiatric Service. 2009 Feb; 60(2):246-9) 
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2.3.5.Study conducted by Connell M.et al.,(Can Employment Positively Affect the 

Recovery of People with Psychiatric Disabilities?,  This study explored the 

relationship between employment and recovery in individuals with psychiatric 

disabilities and proposed that participants who were employed would have higher levels 

of recovery than participants who were not employed,  Data were analyzed from a pre-

existing data-set produced in a large scale NHMRC project conducted as part of the 

Australian Integrated Mental Health Initiative (AIMhi), High Support Stream. 

Participants were 344 people with a range of psychiatric illnesses who received support 

from 11 public sector and non-government mental health organizations in Queensland 

and New South Wales, Australia. Scores on the Recovery Assessment Scale (RAS) 

were compared between those participants who were engaged in paid employment and 

those who were not, the results revealed that there was no difference in total recovery 

scores between those who worked and those who did not work. This finding indicated 

that higher recovery scores were not associated with participants who were employed. 

Also contrary to expectations, the results showed that workers scored lower than non-

workers on the RAS factor described as "reliance on others" and there was a trend 

towards significance in the same direction on the factor "willingness to ask for help." 

Conclusions and Implications for Practice: Further research needs to be conducted to 

determine if the differences between workers and non-workers on the above factors 

represent a personal variable such as independence or self-determination that is 

associated with individuals with psychiatric disabilities that are engaged in employment. 

Rehabilitation interventions aimed at increasing levels of employment in people with 

psychiatric disabilities could improve recovery and employmentoutcomes through 

focusing on these personal variables. (Psychiatric Rehabilitation J. 2011 summer; 

35(1):59-63.) 

2.3.6.Study conducted by Tsai J.et al.,(A Cross-Sectional Study of Recovery Training 

and Staff Attitudes in Four Community Mental Health Centers),  This  study 

examined whether recovery-related trainings in community mental health centers is 

associated with differences in staff attitudes and reported organizational practices,  A 

total of 318 staff members at four community mental health centers completed 

questionnaires about their recovery attitudes and trainings they had received in the past 

year, Results revealed that Compared to staff who had no recovery-related training in 
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the past year, staff who had at least one recovery-related training reported significantly 

higher consumer optimism and a greater agency recovery orientation towards 

consumers' life goals. The number of recovery-related trainings was significantly 

correlated with scores on personal optimism, consumer optimism, and agency recovery 

orientation towards consumers' life goals, the findings suggest recovery training is 

positively related to staff recovery attitudes and agency practices. Community mental 

health centers may benefit from a systematic approach to recovery training. Further 

research is needed to determine directionality of these relationships and to parse the 

mechanisms of action, (Psychiatric Rehabilitation J. 2011 Winter;34(3):186-93) 

2.3.7.Study conducted byFukuiS.et al.,(Effect of Wellness Recovery Action Plan 

(WRAP) Participation on Psychiatric Symptoms, Sense of Hope, and Recovery), 

This study examined the effects of WRAP participation on psychiatric symptoms, hope, 

and recovery outcomes for people with severe and persistent mental illness,  A quasi-

experimental study, with an experimental (n=58) and a comparison (n=56) group was 

conducted. WRAP sessions (8-12 week) were facilitated by one staff person and one 

peer worker at five communities' mental health centers in a Midwestern state. The 

Modified Colorado Symptom Index, the State Hope Scale, and the Recovery Markers 

Questionnaire (RMQ) were employed at the first and last WRAP sessions, as well as six 

months following the intervention. Repeated measures analysis of covariance and 

planned comparisons before and after the intervention were conducted, Findings 

revealed statistically significant group intervention effects for symptoms and hope, but 

not for RMQ. Planned comparisons showed statistically significant improvements for 

the experimental group in psychiatric symptoms and hope after the intervention, while 

non-significant changes occurred in the comparison group,The study results offer 

promising evidence that WRAP participation has a positive effect on psychiatric 

symptoms and feelings of hopefulness. If recovery is the guiding vision for mental 

health system reform, the study results provide evidence that WRAP programming may 

warrant a place in the current array of services offered through the publicly funded 

mental health system, (Psychiatric Rehabilitation J. 2011 Winter;34(3):214-22). 

2.3.8. Study conducted by R. StarninoV.et al.,(Outcomes of an Illness Self-

Management Group Using Wellness Recovery Action Planning),  The aim of this 

preliminary study was to examine the impact of participation in an illness self-
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management recovery program (Wellness Recovery Action Planning�WRAP) on the 

ability of individuals with severe mental illnesses to achieve key recovery related 

outcomes, A total of 30 participants from three mental health centers were followed 

immediately before and after engaging in a 12-week WRAP program,  Three paired 

sample t-tests were conducted to determine the effectiveness of WRAP on hope, 

recovery orientation, and level of symptoms. A significant positive time effect was 

found for hope and recovery orientation. Participants showed improvement in 

symptoms, but the change was slightly below statistical significance, these preliminary 

results offer promising evidence that the use of WRAP has a positive effect on self-

reported hope and recovery-related attitudes, thereby providing an effective 

complement to current mental health treatment. (Psychiatric Rehabilitation J. 2010 

summer; 34(1):57-60). 

2.3.9.Study conducted by Judith A. Cook, Mary Ellen Copeland.et al., (Results of a 

Randomized Controlled Trial of Mental Illness Self-management Using Wellness 

Recovery Action Planning), The purpose of this study was to determine the efficacy of 

a peer-led illness self-management intervention called Wellness Recovery Action 

Planning (WRAP) by comparing it with usual care,  A total of 519 adults with severe 

and persistent mental illness were recruited from outpatient community mental health 

settings in 6 Ohio communities and randomly assigned to the 8-week intervention or a 

wait-list control condition. Outcomes were assessed at end of treatment and at 6-month 

follow-up using an intent-to-treat mixed-effects random regression analysis. Compared 

to controls, at immediate post intervention and at 6-month follow-up, The primary 

outcome was reduction of psychiatric symptoms, with secondary outcomes of increased 

hopefulness, and enhanced quality of life (QOL). WRAP participants reported: (1) 

significantly greater reduction over time in Brief Symptom Inventory Global Symptom 

Severity and Positive Symptom Total, (2) significantly greater improvement over time 

in hopefulness as assessed by the Hope Scale total score and subscale for goal directed 

hopefulness, and (3) enhanced improvement over time in QOL as assessed by the World 

Health Organization Quality of Life-BREF environment subscale. These results indicate 

that peer-delivered mental illness self-management training reduces psychiatric 

symptoms, enhances participants� hopefulness, and improves their QOL over time. This 

confirms the importance of peer-led wellness management interventions, such as 
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WRAP, as part of a group of evidence-based recovery-oriented services. (Schizophrenia 

Bulletin Advance Access published March 14, 2011) 

2.3.10.Study conducted by Judith A. Cook, Mary Ellen Copeland.et al., (Developing 

the Evidence Base for Peer-Led Services: Changes among Participants following 

Wellness Recovery Action Planning (WRAP) Education in Two Statewide 

Initiatives), The purpose of this analysis was to evaluate the outcomes of two statewide 

initiatives in Vermont and Minnesota, in which self-management of mental illness was 

taught by peers to people in mental health recovery using Wellness Recovery Action 

Planning (WRAP),  Pre-post comparisons were made of reports from 381 participants 

(147 in Vermont and 234 in Minnesota) on a survey instrument that assessed three 

dimensions of self-management: 1) attitudes, such as hope for recovery and 

responsibility for one's own wellness; 2) knowledge, regarding topics such as early 

warning signs of decompensation and symptom triggers; and 3) skills, such as 

identification of a social support network and use of wellness tools, Significant positive 

changes in self-management attitudes, skills and behaviors were observed on 76% of 

items completed by Vermont participants (13 of 17 survey items), and 85% of items 

completed by Minnesota participants (11 of 13 items). In both states, participants 

reported significant increases in: 1) their hopefulness for their own recovery; 2) 

awareness of their own early warning signs of decompensation; 3) use of wellness tools 

in their daily routine; 4) awareness of their own symptom triggers; 5) having a crisis 

plan in place; 6) having a plan for dealing with symptoms; 7) having a social support 

system; and 8) ability to take responsibility for their own wellness, (Psychiatric  

Rehabilitation J. 2010 Autumn;34(2):113-20). 

2.3.11. Study conducted by Grisly H. Gudjonsson,1 Gemma Webster,1 Timothy Green2 

 (The recovery approach to care in psychiatricservices: staff attitudes before and 

after training), the purpose of this study was to investigate the attitude of staff towards 

the recovery approachin forensic mental health services and the impact of training on 

staff knowledge andattitudes. A specially constructed 50-item recovery approach staff 

questionnaire, which focused on the core components of the recovery approach, was 

completed by137 members of staff in in-patient forensic services in Lambeth, south 

London.Results Staff were generally very positive about the implementation of the 

recoveryapproach in forensic services and those who had received training scored 
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significantlyhigher on the questionnaire than non-trained staff, (The Psychiatrist (2010) 

34: 326-329) 

 

2.3.12. Study conducted by Doughty C, Tse S, Duncan N, McIntyre L. (The Wellness 

Recovery Action Plan (WRAP): workshop evaluation). This study evaluated the 

delivery of a series of workshops on mental health recovery. The aims were to 

determine if the workshops changed participants' attitudes and knowledge about 

recovery, if there were any differences in views between consumers and health 

professionals of mental health services, and how the delivery and content of the 

program could be improved, A total of 187 consumers and health professionals from 

mental health services attended a workshop based on the Wellness Recovery Action 

Plan (WRAP). Questionnaires were administered before and after the workshop.  Study 

revealed a significant change in total attitudes and knowledge about recovery (p<0.001) 

in the expected direction, with no differences between consumers and health 

professionals. The majority of participants found the workshop useful, and the majority 

of comments were positive. (Australas Psychiatry. 2008 Dec;16(6):4506) 

 

2.3.13. Study conducted by Starnino VR, Mariscal S, Holter MC, Davidson LJ, Cook 

KS, Fukui S, Rapp CA, (Outcomes of an illness self-management group using 

wellness recovery action planning), The aim of this preliminary study was to examine 

the impact of participation in an illness self-management recovery program (Wellness 

Recovery Action Planning WRAP) on the ability of individuals with severe mental 

illnesses to achieve key recovery related outcomes. A total of 30 participants from three 

mental health centers were followed immediately before and after engaging in a 12-

week WRAP program, Three paired sample t-tests were conducted to determine the 

effectiveness of WRAP on hope, recovery orientation, and level of symptoms. A 

significant positive time effect was found for hope and recovery orientation. 

Participants showed improvement in symptoms, but the change was slightly below 

statistical significance, (Psychiatric Rehabilitation J. 2010 summer; 34(1):57-60). 

2.4 Summary of LR 

From the previous study the researcher noted that studies focused in the same 

principle that underpin this study with the difference in the way of taking the sample 
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and the different variables of respondents. All of this study emphasis the important of 

consumer provider relationships, and the important role which played by mental health 

provider in the recovery process, and how can we with little effort  improve the 

knowledge and attitude of provider towered recovery process, also the research 

confirmed the effectiveness of (WRAP), as a tools  of mental health care, the researcher 

believe also on this option as a right one that consistent with our culture and believe 

system that respect the human kind. 
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Chapter3 
 
Methodology 
 
3.1 Overview  

This chapter presents issues and titles which related to methodology used by the 

researcher to provide answers to the research questions. This chapter contains the 

following heading, study design, period of study, place of study, study population, 

sample size and sampling methods, eligibility, validity and reliability, pilot study, 

ethical consideration, data collection and data analysis.          

 

3.2 Study design 

 

The evaluation employed a multi-method approach using quantitative and 
qualitative 

Approaches, pre-post test and focus group interview. 

3.3 Period of study 

 

The study was conducted in the period between October 2011 and May 2012.  

 

3.4 Place of study 

 

The study was carried out in community mental health directorate In Gaza governorates, 

includes one hospital and six community mental health centers.  

 

3.5 Study population 

Table (3.1) Study population 

Jobs Number percent 

Psychologist 24 51.1 

Social worker 23 48.9 

Total 47 100.0 

The study population includes all psychosocial workers in mental health 

directorate in Gaza governorate (Census sample); above table shows the distribution and 
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percentage of the psychosocial workers according to the job title, the researcher don�t 

include nurses and doctors in this study to avoid bias in recording changes in attitude 

and knowledge because the nurse have previous education about recovery concept at 

master program haled in Islamic university, regarding doctors the work issues don�t 

allow the doctors to participate in the program due to shortage in numbers.    

 

3.6. Eligibility 

3.6.1. Inclusion criteria 

  

All psychosocial workers in governmental sector in Gaza governorates were included in 

the study. 

 

3.6.2. Exclusion criteria 

 

Part time employees. 

Internship and volunteers. 

Employees in long vacation or outside Gaza strip.  

Nurses, doctors. 

 

3.7. Ethical Consideration 

 

Approval from community mental health directorate was obtained to conduct 

the study. The researcher was explained the purpose and objectives of the study to all 

participants. The participation in the study was optional and confidential. Neither name 

nor personal data were mentioned (anonymity).  It seems you forget to modify the 

language from present to past tense 

 

3.8. Data Collection and instrumentation 

Data on the impact of the Recovery and WRAP facilitation programmes were 

collected using pre and post course questionnaires and focus group interview the 

researcher explained to the participant that they have to complete the questionnaire for 

tow time one before training and one post training. Questionnaires were completed by 

participants prior to starting the education programme (pre-course) and immediately 

after completion (post-course). The information gathered in these questionnaires 
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revolves around opinions on and knowledge of Recovery from mental health problems, 

also focus group interview for the evaluation of the training program were facilitated 

immediately on completion of the training.  

 

3.8.1 Questionnaire: 

  

The questionnaire was a self report, using likert scale. Duplication, double 

parallel and leading questions were avoided. High concern was given to be clear, easy 

language and it was formulated in Arabic language. The questionnaire was reviewed by 

a panel of experts to evaluate it from face and content validity and then the 

questionnaire translated into English language by two different institutions, to ensure 

reliability of the questionnaire, small scale reliability test was conducted to evaluate the 

ambiguity, length and misunderstanding of the questionnaire. The questionnaire was 

include 3 domains, first is demographic data, the second domain is recovery 

knowledge�s, and the third one is attitude toward recovery. 

 

3.8.2 Focus Group interview 

 

Focus groups were held with the psychosocial workers seniors of the community 

mental health center of community mental health directorate whom completed program; 

the focus groups for the evaluation of the training program were facilitated immediately 

on completion of the training. Inaddition, to gain insight into the thinking involved in 

the development, the effectiveness and applicability of the program, focus group was 

completed with 8 out of the 47 members of the psychosocial worker. Focus group was 

facilitated by the researcher, the role of the researcher was primarily to ensure a flow of 

discussion and monitor the focus group. 

3.8.3 Training program 

The program was developed based on Wellness Recovery Action Plan, 

Interviews, literature review, and consultation with mental health professionals were 

used to develop this program. The program consisting of twelve sessions and the subject 

matter of the sessions included introduction into recovery, stress management, Hope, 
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Personal Responsibility, Education, Self-Advocacy, Support, content of wellness 

recovery Action Plan and practical application which include: 

A Daily Maintenance Plan, Triggers identification, Early Warning Signs, Worsening 

Situation, Crisis Plan, Post Crisis Planning. 

 

Different teaching methods were used in the session like lectures, brain 

storming, group work, role play, video tab and other things.   

 

3.9. Validity of the questionnaire    

 

To ensure the validity of the questionnaire, two statistical tests were applied. 

The first test is Criterion-related validity test (Spearman test) which measures the 

correlation coefficient between each paragraph in one field and the whole field. The 

second test is structure validity test (Spearman test) that used to test the validity of the 

questionnaire structure by testing the validity of each field and the validity of the whole 

questionnaire. It measures the correlation coefficient between one filed and all the fields 

of the questionnaire that have the same level of similar scale. 

 

3.9.1. Structure Validity of each dimension and the whole of questionnaire 

To test the appropriateness of data collection instrument, and standardize the suitable 

way for data collection, the researcher was conducted a pilot study concerning the 

instrument.  

 

3.9.1.1 Pilot study  

 

A pilot study concerning the instrument, consists of (9) questionnaires to get a clear 

feedback. The participants were selected randomly from all psychosocial workers. It 

was helped in estimation of the time needed to answer the questionnaire, then many 

changes were applied and the questionnaire was finalized, the researcher calculated the 

correlation between each statement and the dimension it belongs to. The results are 

illustrated in tables (3.2), (3.3). 
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Table (3.2): Correlation between each statement and knowledge 

No. Correlation value No. Correlation value 

11 0.635 * * 19 0.744 ** 

12 0.526 ** 20 0.363 ** 

13 0.608 ** 21 0.213 // 

14 0.650 ** 22 0.399 ** 

15 0.555 ** 23 0.360 ** 

16 0.662 ** 24 0.429 ** 

17 0.390 ** 25 0.475 ** 

18 0.482 ** 26 0.528 ** 

** = significance at 0.01     // = not significant 

 

Table (3.3): Correlation between each statement and attitudes 

No. Correlation value No. Correlation value 

27 0.434 ** 34 0.682 ** 

28 0.771 ** 35 0.692 ** 

29 0.620 ** 36 0.438 ** 

30 0.692 ** 37 0.678 ** 

31 0.369 * 38 0.688 ** 

32 0.574 ** 39 0.570 ** 

33 0.640 ** 40 0.734 ** 

 

Table (3.2) and (3.3) clarifies the correlation coefficient for each filed and the whole 

questionnaire. The p-values (Sig.) are less than 0.05, so the correlation coefficients of 

all the fields are significant at á = 0.05, so it can be said that the fields are valid to be 

measured what it was set for to achieve the main aim of the study. 
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3.10. Reliability of the Research  

              

The reliability of an instrument is the degree of consistency which measures the 

attribute; it is supposed to be measuring (Polit & Hunger, 1985). The less variation an 

instrument produces in repeated measurements of an attribute, the higher its reliability. 

Reliability can be equated with the stability, consistency, or dependability of a 

measuring tool. The reliability of scale questions was tested immediately after data 

cleaning and it was improved by standardization of the instrument and its 

implementation, design of questionnaire manual and data re-entry. 

 

Split-half: 

Table (3.4): Correlation coefficient using split-half method 

Dimension No. of items Correlation  Spearman-Brown equation P value  

Knowledge  16 0.795 0.886 0.000 

Attitudes  14 0.709 0.830 0.000 

 

table (3.4) show the correlation coefficient between the total scores of odd 

statements and the total score of even statements, and then the researcher used 

Spearman-Brown equation.  

 

3.11. Response rate  

From the total of 48 subjects, (47) subjects had responded and gave answers, the 

response rate was 97%. 

3.12. Limitation of the study: 

 

The limitation of the present study was. 

 Attendance of psychosocial worker due to interruption of work time. 

 Bureaucracy of managerial level. 

 Shortage of the references, texts and relevant articles 

 Funding of the training session. 
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3.13. Statistical   Analysis  

 

All participants were given a numeric code to aid matching of questionnaires. 

Quantitative data were entered into the Statistical Package for the Social Sciences 

version 16 (SPSS) for analysis. Both descriptive and inferential statistics were 

generated. Questionnaires that could not be matched were excluded from this analysis. 
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Chapter four 

Results  
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4.1 Introduction 

 

This chapter presenting the result and the finding according to the test retest 

analysis of the study and focus group discussion. The researcher was discussing the 

result and the finding of analysis in relation to research objective, and to answer the 

research question. Also the researcher gives interpretation of statistical analyses of the 

study finding. 
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4.2 characteristic of population 

 
Table (4.1): Distribution of study participants according to demographic variables 
 

Items Frequency % 

         Age in years 
23 � 29 26 55.3 
30 � 36 13 27.7 
37 � 45 8 17.0 
Total 47 100.0 

Gender  
Male 20 42.6 
Female 27 57.4 
Total 47 100.0 

Place of residency (governorate) 
North  8 17.0 
Gaza 20 42.6 
Middle  9 19.1 
Khanyounis  5 10.6 
Rafah 5 10.6 
Total 47 100 

Marital status 
Single  14 29.8 
Married  33 70.2 
Total 47 100.0 

Qualification  
Diploma 2 4.3 
Bachelor 31 66.0 
Postgraduate  14 29.8 
Total 47 100.0 

Years of experience 
1 � 5 years 42 89.4 
6 � 10 years 5 10.6 
Total 47 100.0 

Place of work 
Psychiatric hospital 16 34.0 
Rehabilitation directorate 7 14.9 
Training directorate 1 2.1 
Service directorate 23 48.9 
Total 47 100.0 

Profession  
Psychologist 24 51.1 
Sociologist 23 48.9 
Total  47 100.0 
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4.2.1 Gender  

 

Table (4.2) Distribution of study population according to gender 

Gender  
Male 20 42.6 
Female 27 57.4 
Total 47 100.0 

 

Table (4.2) show the gender distribution that the male percentages 47.6 while 

the female percentage is 57.7%. this reflect that policy makers supporting women 

empowerment and gender respect in Palestinian society, and giving good opportunity in 

work filed for the female. This may also related to decrease culture constrains and 

barriers the facing female employment in Gaza strips. 

 

4.2.2 Age: 

 

Table (4.3) Distribution of study population according to age 

Items Frequency % 

         Age in years 

23 � 29 26 55.3 

30 � 36 13 27.7 

37 � 45 8 17.0 

Total 47 100.0 

 

Table (4.3) show the Age distributions, range between 23 and 45 with mean 30, 

7 years, and this distribution reflect most psychosocial worker are young and less 

expertise. On the other hand this training offered to these categories makes the program 

fruitful because they have long time before retirement. 
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4.2.3. Marital status: 

 

Table (4.4) Distribution of study population according to marital  

Items Frequency % 

Marital status 

Single  14 29.8 

Married  33 70.2 

Total 47 100.0 

 

 Table (4.4) show The frequency distribution that the majority of the study 

population is married70.2% this result reflect Palestinian culture. The median age at 

first marriage for male about 24 years, while for female is about 19 years old (PCBS. 

2007). The percentage of single employees is about 29.8%. 

 

4.2.4.Job title: 

 

Table (4.5) Distribution of study population according to marital status 

 

Items Frequency % 

Profession  

Psychologist 24 51.1 

Sociologist 23 48.9 

Total  47 100.0 

 

The job title was divided into two groups, first psychologist. Second group was 

sociologists; the table shows that the psychologists were 51.1%, while sociologists were 

48.9%. 
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4.2.5. Level of qualification: 

 

Table (4.6): Distribution of study population according to the level of qualification 

 

Qualification  

Diploma 2 4.3 

Bachelor 31 66.0 

Postgraduate  14 29.8 

Total 47 100.0 

 

Table (4.6) shows that Bachelor's degree is the largest qualification between 

psychosocial employments in community mental health directorate. The number of 

postgraduate diploma degree is very little. 

 

4.2.6.Years of Experience: 

 

Table (4.7): Distribution of study population according to years of experience 

Years of experience 

1 � 5 years 42 89.4 

6 � 10 years 5 10.6 

Total 47 100.0 

 

 

 Table (4.7) show Years of experience ranges between one year and 10 years, with mean 

5years. 

The mean of the years of experience relatively low this may relate to short history of 

community mental health directorate at Gaza and internal conflict which lead to employ 

new workers.  
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4.2.7.Work Setting: 

 

Table (4.8): Distribution of study population according to work setting 

Place of work 

Psychiatric hospital 16 34.0 

Rehabilitation directorate 7 14.9 

Training directorate 1 2.1 

Service directorate 23 48.9 

Total 47 100.0 

 

Table (4.8) show that the highest percentage of PS employees is working in 

service directorate 48.9%. These departments contain 6 community mental health 

centers, while the second highest percentage of employment 34.0% is working in 

psychiatric hospital. 

 

4.2.8. Residency place: 

 

Table (4.9) Distribution of study population according to residency place   

Place of residency (governorate) 

North  8 17.0 

Gaza 20 42.6 

Middle  9 19.1 

Khanyounis  5 10.6 

Rafah 5 10.6 

Total 47 100 

 

 

Table (4.9) shows the distribution of psychosocial workers according to their 

residency. The highest percentage of PS employees from Gaza governorate, this related 
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to geographical location of community mental health directorate and psychiatric l 

hospital. 

4.3 Data Analysis 
 
4.3. Pre and post test intervention 
 
 

This section reports the findings from the pre and post questionnaires for 

program. The impact of the program on participants�knowledge, attitudes are 

presented.also different affect of program related to sociodemogrphic data. 

 
4.3.1 Knowledge about recovery process 
 

To determine level of knowledge about recovery process, the researcher 

calculated the frequencies and percentage of respondents on the knowledge items in the 

pre-intervention and post-intervention stage, the result illustrated in tables (4.10) and 

(4.11).  

 
Table (4.10): knowledge of respondents regarding recovery process (pre -
intervention) 
 

No. Item  Strongly 
agree Agree Neutra

l Disagree Strongly 
disagree 

11 
I believe I have sufficient knowledge 
on the subject of the psychological 
recovery of the psychiatric patient 

6.4 36.2 27.7 29.8 0 

12 

I know the importance of the 
recovery process as a means that can 
help the patient to return to control 
over his  life 

25.5 59.6 8.5 6.4 0 

13 
I can distinguish between different 
cases of the psychiatric patient's 

17.0 55.3 14.9 12.8 0 

14 
I believe in the importance of giving 
hope for the psychiatric patient's 

42.6 51.1 4.3 2.1 0 

15 
I can help the psychiatric patient to 
recognize the strengths that he has 

10.6 66.0 23.4 0 0 

16 
I know what are the means that can 
help the patient to engage in the 
process of recovery 

6.4 25.5 46.8 19.1 2.1 

17 
I know the reasons for the success of 
the psychiatric patients in 
overcoming times of crisis 

8.5 66.0 19.1 6.4 0 

18 
I know the reasons for the failure 
of the psychiatric patient to 
overcome the crisis  

8.5 68.1 10.6 12.8 0 
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19 
I know  effective steps of recovery 
process 

6.4 21.3 38.3 31.9 2.1 

20 
I think I need a training course on the 
process of recovery 

74.5 19.1 6.4 0 0 

21 

I'm trying to identify all new in the 
field of rehabilitation of the 
psychiatric patient and Integrate him 
 into the community 

44.7 55.3 0 0 0 

22 

I know that good follow-up of the 
early warning signs of relapse  help 
to protect the patient from 
the psychological setback 

42.6 51.1 4.3 2.1 0 

23 

I believe the importance of 
encouraging mental patient to 
participate in the planning of the 
treatment process 

57.4 36.2 4.3 2.1 0 

24 

I believe the importance of 
encouraging mental patient to make 
decisions concerning his personal 
life 

42.6 53.2 2.1 2.1 0 

25 

I know that reducing the stigma 
associated with mental illness in the 
society is the most important tools 
that help the patient's in the recovery 
process 

46.8 53.2 0 0 0 

26 
I know how I record stages of 
intervention with the patient 
progressively 

6.4 34.0 48.9 10.6 0 

 
 Mean percent 27.93 46.95 16.22 8.63 0.26 

 
 
Table (4.11): knowledge of respondents regarding recovery process (post-intervention) 
 

No. Item  Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

11 

I believe I have sufficient 
knowledge on the subject of the 
psychological recovery of the 
psychiatric patient 

46.8 53.2 0 0 0 

12 

I know the importance of the 
recovery process as a means that 
can help the patient to return to 
control over his  life 

85.1 14.9 0 0 0 

13 
I can distinguish between different 
cases of the psychiatric patient's 

34.0 59.6 4.3 2.1 0 

14 
I believe in the importance of 
giving hope for the psychiatric 
patient's 

91.5 8.5 0 0 0 
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15 
I can help the psychiatric patient to 
recognize the strengths that he has 

70.2 29.8 0 0 0 

16 
I know what are the means that 
can help the patient to engage in 
the process of recovery 

63.8 36.2 0 0 0 

17 
I know the reasons for the success 
of the psychiatric patients in 
overcoming times of crisis 

63.8 36.2 0 0 0 

18 
I know the reasons for the failure 
of the psychiatric patient to 
overcome the crisis  

61.7 34.0 2.1 2.1 0 

19 
I know  effective steps of recovery 
process 

61.7 31.9 6.4 0 0 

20 
I think I need a training course on 
the process of recovery 

19.1 29.8 38.3 12.8 0 

21 

I'm trying to identify all new in the 
field of rehabilitation of the 
psychiatric patient and Integrate 
him  into the community 

40.4 57.4 0 2.1 0 

22 

I know that good follow-up of the 
early warning signs of 
relapse  help to protect the 
patient from 
the psychological setback 

93.6 6.4 0 0 0 

23 

I believe the importance of 
encouraging mental patient to 
participate in the planning of the 
treatment process 

91.5 6.4 2.1 0 0 

24 

I believe the importance of 
encouraging mental patient to 
make decisions concerning his 
personal life 

61.7 38.3 0 0 0 

25 

I know that reducing the stigma 
associated with mental illness in 
the society is the most important 
tools that help the patient's in the 
recovery process 

85.1 10.6 4.3 0 0 

26 
I know how I record stages of 
intervention with the patient 
progressively 

21.3 74.5 4.3 0 0 

 
 Mean percent 61.95 32.98 3.86 1.19 0 
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4.3.2 Self-Rating Knowledge Questions 

Research objective: To assess differences in knowledge among psychosocial workers 

about recovery process before and after the training program. 

Main Finding: Participants rated their knowledge of WRAP and Recovery after the 

program as higher than before. This increase in self-reported knowledge of both WRAP 

and Recovery was statistically significant. Participants were asked to rate their 

knowledge of Recovery and their knowledge of WRAP on 15 - point scales, Prior to the 

training program.A paired samples t-test comparing the pre and post means for the 

program resulted in statistically significant increases for both self-reported knowledge 

of Recovery and WRAP, pre- intervention ( m = 62.978) , post- intervention (m 

=72.914), mean differences was (-9.936) and t value was (-12.163),  Figure (4.1) and 

Table (4.12) show a summary of these results. 
 

Table (4.12): Differences in knowledge about recovery process (pre and post 
intervention) 
 

Onset N Mean S. deviation Mean difference t P value 

Pre-intervention 47 62.978 5.573 

Post-intervention 47 72.914 3.866 
- 9.936 - 12.163 0.000 * 

 = significant at 0.05 
 
 
 
 

 

 

 

 

 

 

 
Figure (4.1):  Comparison of mean scores on Recovery Knowledge questions (RKQs), pre- and post-
participation in program 
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4.3.3 Attitudes toward recovery process 

 

To estimate attitude toward recovery process, the researcher calculated the 

frequencies and percentage of respondents on the attitude items in the pre-intervention 

and post-intervention stage the result illustrated in tables (4.13) and (4.14). 

Table (4.13): Attitudes of respondents regarding recovery process (pre-intervention) 
 

No Item  Strongly 
agree Agree Neutral Disagree Strongly 

disagree 

27 
Recovery (wellness) from mental illness 
is something possible, regardless of the 
cause of the disease 

25.5 48.9 21.3 4.3 0 

28 
The correct understanding of mental 
illness help in recovery from it 

36.2 59.6 4.3 0 0 

29 To recover you need the faith 36.2 57.4 6.4 0 0 

30 
The recovery could happen even with the 
presence of symptoms 

8.5 46.8 29.8 14.9 0 

31 
People in recovery is sometimes exposed 
to relapse 

29.8 40.4 29.8 0 0 

32 
The peopledifferin the ways oftheir 
recoveryfrommental illness 

27.7 61.7 6.4 2.1 2.1 

33 
Recovery frommental illnesscan be 
doneevenwithout the help ofprofessionals 
in thefield of mental health 

2.1 10.6 21.3 48.9 17.0 

34 
All the people whosuffer 
fromseveremental illnesscan succeed 
inrecovery 

0 17.0 44.7 31.9 6.4 

35 
Peoplerecovering frommental illnesswho 
are notmentally illin the first place 

4.3 34.0 25.5 25.5 10.6 

36 The recovery processneedfor hope 46.8 48.9 2.1 2.1 0 

37 
Stigma associated withmental illnesscan 
hinderthe recovery process 

34.0 51.1 10.6 4.3 0 

38 
The recoveryfrom the consequences 
ofmental illnesssometimesbe harderthan 
the recovery from the disease itself 

12.8 61.7 19.1 6.4 0 

39 
Familymay needto recover fromthe 
impact of mental disorder of one of its 
members 

27.7 53.2 17.0 2.1 0 

40 
Psychiatric patientwill 
needhospitalizationagainin the future 2.1 44.7 25.5 25.5 2.1 

 
 Mean percent 20.97 45.42 18.84 12.0 2.72 
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Table (4.14): Attitudes of respondents regarding recovery process (post-intervention) 
 

No. Item 
Strongly 

agree 
Agree Neutral Disagree 

Strongly 
disagree 

27 
Recovery (wellness) from mental 
illness is something possible, 
regardless of the cause of the disease 

46.8 53.2 0 0 0 

28 
The correct understanding of mental 
illness help in recovery from it 83.0 17.0 0 0 0 

29 To recover you need the faith 89.4 10.6 0 0 0 

30 
The recovery could happen even 
with the presence of symptoms 55.3 38.3 4.3 2.1 0 

31 
People in recovery is sometimes 
exposed to relapse 42.6 55.3 2.1 0 0 

32 
The peopledifferin the ways oftheir 
recoveryfrommental illness 80.9 19.1 0 0 0 

33 

Recovery frommental illnesscan be 
doneevenwithout the help 
ofprofessionals in thefield of mental 
health 

34.0 46.8 8.5 10.6 0 

34 
All the people whosuffer 
fromseveremental illnesscan succeed 
inrecovery 

14.9 66.0 10.6 8.5 0 

35 
Peoplerecovering frommental 
illnesswho are notmentally illin the 
first place 

36.2 40.4 10.6 8.5 4.3 

36 The recovery processneedfor hope 91.5 6.4 2.1 0 0 

37 
Stigma associated withmental 
illnesscan hinderthe recovery process 80.9 19.1 0 0 0 

38 

The recoveryfrom the consequences 
ofmental illnesssometimesbe 
harderthan the recovery from the 
disease itself 

78.7 17.0 4.3 0 0 

39 
Familymay needto recover fromthe 
impact of mental disorder of one of 
its members 

76.6 21.3 2.1 0 0 

40 
Psychiatric patientwill 
needhospitalizationagainin the future 8.5 48.9 19.1 23.4 0 

 
 Mean percent 58.52 32.81 4.55 3.79 0.30 
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4.3.4 Recovery Attitudes Questions (RAQ) 

 

Research objective: To assess differences in attitude among psychosocial workers 

towered recovery process before and after the training program. 

Main Finding: Participants showed positive attitudes towards the principles of 

Recovery as measured with the Recovery Attitudes Questions (RAQ) before 

participating in the program, and demonstrated more positive attitudes towards recovery 

principles after the training program. Using the RAQ, participants were asked to rate 

their agreement with fourteen statements on Recovery, on a scale of 1 (Strongly 

Disagree) to 5 (Strongly Agree). The total score for the RAQ is the sum of the scores on 

the fourteen questions. With aminimal score of 1 and a maximum of 5 for each item. 

 

Results suggest that participants� attitudes towards Recovery principles were 

positive to start with a mean of RAQ score of 51.787 (SD = 4.318). This increased to 

62.361 (SD = 5.264) post the program. Although the increase in participants� attitudes 

supporting recovery principles was good, a paired sample t-test of the pre and post 

means for the program yielded statistically significant results (t = -11.809, p = 0.000).. 

Figure 4 and Table (4.15) provide a summary of these results. The results showed that 

there were statistically significant differences at 0.05 in attitudes toward recovery 

process between the two stages; pre-intervention (m = 51.787) and post intervention (m 

= 62.361), mean difference was (- 10.574) and t value was (- 11.809). This result means 

that attitudes post-intervention were higher than pre-intervention; the result illustrated in 

tables (4.15) & figure (4.2). 

 

Table (4.15): Differences in attitudes toward recovery process (pre and post 

intervention) 

 

Onset N Mean S. deviation 
Mean 

difference 
T P value 

Pre-intervention 47 51.787 4.318 

Post-

intervention 
47 62.361 5.264 

- 10.574 - 11.809 0.000 * 

* = significant at 0.05 
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Figure (4.2):  Comparison of mean scores on Recovery attitude questions (RAQs), pre- and post-
participation in program 
 
 

 
4.3.5 Impact of Self-Description, Age, Gender, and Location and level of 

qualification 
 
Research objective: To ascertain whether an association exist between knowledge and 

attitude in relation to socio-demographic characteristics (age, gender, level of 

educations).  

 
Main finding: The predominant result is that there are no major differences 

between different groups of participants in the impact that the program had and the way 

in which it was evaluated. It is important to establish whether the program were more or 

less effective for one group of participants over another. Of particular interest were 

possible differences between (a) younger and older participants (Age) , (b) men and 

women (gender), (c) participants in the  different locations (area of living) , and (d) 

level of qualification. To establish whether differences occurred in the impact of the 

program on these different groups, Analyses of Variance were performed for the main 

variables addressed in this chapter. To provide a representation of the overall impact of 

the program on the learning experience of the participants, the following procedurewas 

followed. Where the questions had been presented in a scale or a thematic cluster the 

summated total score for all questions in the scale or cluster was used. Analyses of 

Variance were performed over the differences between pre and post. 

 

Results showed foremost that effects for the three factors do not play 

asignificant part in the responses to the questionnaires pre and post participation in the 

programs, revealed that no effects for age and gender effect is found, only for 

qualification with the process before the program. 
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4.3.6 Gender 

 
4.3.6.1 Gender & knowledge 
 

Table (4.16): Differences in knowledge about recovery process related to gender 
 

Onset Gender  N Mean  S. deviation T P value 

Male 20 63.500 6.468 
Pre-intervention  

Female  27 62.592 4.901 
0.548 0.587 // 

Male 20 73.700 3.988 
Post-intervention 

Female  27 72.333 3.741 
1.204 0.235 // 

// = not significant 
 
Table (4. 18) showed that there were no statistically significant differences in 

knowledge about recovery process between male and female participants; t value was 

0.548 at pre-intervention stage and t value was 1.204 at post-intervention stage. The 

result illustrated in tables (4.16), figures(4.3). 

 

 
 
Figure (4.3):  Comparison of mean scores and stander deviation on Recovery knowledge question 
(RKQs) related to gender, pre- and post-participation in program. 
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4.3.6.2 Gender &Attitude 
 
Table (4.17): Differences in attitudes toward recovery process related to gender 
 

Onset Gender  N Mean  S. deviation t P value 

Male 20 51.900 4.722 
Pre-intervention  

Female  27 51.703 4.083 
0.152 0.880 // 

Male 20 63.350 6.106 Post-

intervention Female  27 61.629 4.524 
1.110 0.273 // 

// = not significant 
 

Table (4.17) show that there were no statistically significant differences in 

attitudes toward recovery process between male and female participants; t value was 

0.152 at pre-intervention stage and t value was 1.110 at post-intervention stage, The 

result illustrated in tables (4.17), figures (4.4). 

 
 

 

 

Figure (4.4):  Comparison of mean scores and stander deviation on Recovery Attitude Questions (RAQs) 

related to gender, pre- and post-participation in program. 
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4.3.7 Age 
 
4.3.7.1 Age and knowledge 

 
Table (4.18): Differences in knowledge related to age 
 

Onset  Category  
Some of 

squares 
df Mean square F P 

Between groups 11.902 2 5.951 

Within groups 1417.077 44 32.206 
Pre-

intervention 
Total  1428.979 46  

0.185 0.832 // 

Between groups 15.361 2 7.681 

Within groups 672.298 44 15.280 
Post-

intervention 
Total  687.660 46  

0.503 0.608 // 

// = not significant 
 

Table (4.19) show that There were no significant differences in knowledge about 

recovery process in pre-intervention (F= 0.185) and post-intervention (F= 0.503) related 

to age, the result illustrated in tables (4.18), figures (4.5). 

 

 
 
Figure (4.5):  Comparison of mean scores and stander deviation on Recovery Knowledge Questions 
(RKQs) related to Age, pre- and post-participation in program. 
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4.3.7.2 Age and Attitude 
 

Table (4.19): Differences in attitudes related to age 
 

Onset  Category  Some of squares df Mean square F P 

Between groups 17.411 2 8.705 

Within groups 840.462 44 19.101 
Pre-

intervent
ion 

Total  857.872 46  

0.456 
0.637 

// 

Between groups 95.197 2 47.599 

Within groups 1179.654 44 26.810 
Post-

intervent
ion 

Total  1274.851 46  

1.775 
0.181 

// 

// = not significant 
 

Table (4.19) show that There were no significant differences in attitudes toward 

recovery process in pre-intervention (F= 0.456) and post-intervention (F= 1.775) related 

to age, the result illustrated in tables (4.18), figures (4.5). 

 
 

Figure (4.6): Comparison of mean scores and stander deviation on Recovery Attitude Questions (RAQs) 
related to Age, pre- and post-participation in program. 
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4.3.8. Qualification 
 
4.3.8.1 Qualification& knowledge 

 
Table (4.20): Differences in knowledge related to qualification 
 

Onset  Age years Some of squares df Mean square F P 

Between groups 335.163 2 167.582 

Within groups 1093.816 44 24.859 
Pre-

intervention 
Total  1428.979 46  

6.741 0.003 * 

Between groups 12.183 2 6.091 

Within groups 675.477 44 15.352 
Post-

intervention 
Total  687.660 46  

0.397 0.675 // 

 * = significant at 0.05          // = not significant 
 

Table (4.20) show that There was statistically significant differences at 0.05 in 

knowledge about recovery process in pre-intervention related to qualification (F= 6.741) 

and P value was 0.003, but differences were not significant in the post-intervention 

stage (F= 0.397) and P value was 0.675, the result illustrated in tables (4.120). 

 
 

 
 

Figure (4.6): Comparison of mean scores and stander deviation on Recovery Attitude Questions (RAQs) 
related to Age, pre- and post-participation in program. 
 
To know the direction of the differences in knowledge at pre-intervention stage, Post 

hoc Scheffe test was performed. 
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Table (4.21): Mean differences in knowledge related to qualification  

Qualification  Mean difference P value 

(postgraduate diploma) � (bachelor) 10.709 0.019 * 

Knowledge  

Pre-intervention 

(master degree) � (bachelor) 4.138 0.045 * 

 * = significant at 0.05 
 
 

Table (4.21) shows that psychologists and sociologists who have postgraduate 

diploma have higher knowledge than those who have bachelor degree, mean difference 

was 10.709 and P value was 0.019. Also, those who have master degree have higher 

knowledge than those who have bachelor degree, mean difference was 4.138 and P 

value was 0.045. This means that those who have bachelor degree have lower 

knowledge compared to those who have diploma or postgraduate studies. 

 

4.3.8.2 Qualification and Attitude 

 

  Table (4. 22): Differences in attitudes related to qualification 

Onset  category 
Some of 

squares 
df 

Mean 

square 
F P 

Between groups 37.965 2 18.982 

Within groups 819.908 44 18.634 
Pre-

intervention 
Total  857.872 46  

1.019 
0.369 

// 

Between groups 4.326 2 2.163 

Within groups 1270.525 44 28.876 
Post-

intervention 
Total  1274.851 46  

0.075 
0.928 

// 

// = not significant 
 

Tables (4. 22) show that there were no significant differences in attitudes toward 

recovery process in pre-intervention (F= 1.019), P value was 0.369 and post-

intervention (F= 0.075), P value was 0.928 related to qualification. 
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Qualitative Analysis 
 
4.4 Findings from the Focus Groups  

 
 
This section presents the emerging themes from the focus groups held with the 

participants of program; the findings from the analysis are presented under the 

following themes: 

 

� Recovery and WRAP: An inspiring and active experience that is totally suitable for 

our culture and agreed with our religion direction. 

� Recovery and WRAP: Shifting the paradigm of mental health care. 

� Putting Recovery and WRAP into Practice: A simple and practical tool kit. 

� Structure and Delivery of the Program: Mixed reactions. 

� Mainstreaming Recovery and WRAP: Obstacles and concerns. 

 

4.4.1 Recovery and WRAP: An inspiring and active experience 

 

Participants described the program in a positive way and spoke of it as being an 

inspiring, invigorating and life changing experience that promoted self confidence and 

have culture and religious sense. 

 

�For me this has been the most amazing, beneficial personal experience that meet our 

culture value and system� (S.A). 

�For me it has just been a life experience that I could never praise enough that give us 

chance to show life for our client in different way really it's amazing� (N.A). 

 

The above comments were also strongly reflected in the qualitative comments 

made by participants at the end of the questionnaires. Participants attributed many of the 

positive outcomes to the level of interaction, engagement and personal disclosure that 

was fostered throughout the days. In particular, participants valued how the values of 

recovery were modeled by the researcher, from the outset, and integrated throughout the 

program. 
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�I felt that the whole philosophy of recovery was embodied from day one, from the 

researcher to everyone� (I.H). 

 

Having time to agree boundaries and values was welcomed by several 

participants and identified as important in creating trust and safety within the groups. 

This level of trust enabled participants to speak openly and honestly about their 

experiences. 

 

Participants welcomed and valued the opportunity to share their own story and 

hear other peoples� stories and experience. Listening to peoples� stories in an 

environment that was nonjudgmentaland supportive acted as an enabling medium, 

facilitating some participants to talk  about some cases , the researcher start by talking 

about special experience with cases of depressive patients that researcher work with 

during the application of WRAP on qualitative research which were held during the last 

semester in master program of community mental health nursing at Islamic university 

which conducted by Dr, Yossif Aljeesh and the researcher . 

Sharing personal experiences was also considered an important means of validation. 

Using personal experiences to help others appeared to heighten participants� sense of 

achievement and personal satisfaction. For many, this was the first time their personal 

experience was acknowledged as a valuable source of learning and help for others. 

 

�I work with mental health services, this program is a kind of facilitation based on a 

value of personal experience and that has been most beneficial� (K.H) 

 

4.4.2 Recovery and WRAP: Shifting the paradigm of mental health care 

 

The concepts of Recovery and WRAP were initially unfamiliar to a number of 

the participants the two concepts are a move away from the medical and illness 

paradigms that tend to dominate mental health care. Prior to attending the program, 

some participants viewed recovery in a traditional �medical� manner, seeing it as the 

absence of symptoms, or as illness remission. Attending the program exposed the 

participants to new ways of thinking about Recovery. Specifically, the emphasis on 

taking greater control of one�s own destiny,through accepting greater levels of self 

responsibility, was embraced and viewed as the foundation of Recovery and the WRAP 
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approach. This focus on self help, self management, and taking responsibility was 

perceived by the participants to be empowering, refreshing and positive. 

 

�What WRAP does is empowers people �it gives them a voice to do their choice� 

(N.S). 

 

�This allows people to be empowered to take control, and tell others what they want� 

(S.K). 

�It gave me power to help myself, and others� (K.H). 

 

�WRAP means you are responsible for yourself� (S.A). 

 

The shift in emphasis from an illness model to the promotion and nurturing of 

positivemental health was viewed by participants as a core message of Recovery. 

 

�The focus was more positive, it was more focused on getting well rather than the 

sickness� (K.H). 

 

�It was just completely different [from hospital], the focus was more positive� (S.H). 

 

The focus on wellness and not just illness also offered a sense of hope to many 

participants. 

 

�I would have felt that WRAP was more positive �Just the basic words that would have 

been used, you know like hope and words like that� (N.S). 

 

�It gives people hope and gives you hope in your work. It�s like a vision for afuture� 

(K.H). 

Learning about recovery and WRAP challenged the assumption that those with 

self experience of mental distress are (or perhaps should be) passive recipients of mental 

health care. A number of participants contrasted the active and participative message of 

Recovery with their experience of traditional mental health services where people are 

treated as passive recipients within their own recovery journey. 
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�It was just completely different�. From  the day hospital, �the emphasis is more 

medication and once you�re doing that [taking medication]everything else was fine, it 

didn�t matter what else you did� (S.H). 

 

�WRAP is giving you the control you know; you decide how to live your life and 

whatever.�(S.K). 

 

4.4.3 Putting Recovery and WRAP into Practice: A simple and practical toolkit 

 

Participants expressed enthusiastic views concerning their use of WRAP and 

thebenefits they had achieved personally, professionally and within their broader 

socialcircle as a result of their participation in the program at each level. There was 

astrong sense that the participants valued the WRAP approach because of its 

simplicityand practicality. In essence, the WRAP approach was experienced as a 

systematic andstructured self management approach which helped participants make 

sense ofexperiences as well as normalizing distress. Participants spoke of WRAP as a 

simpleand practical toolkit that placed a certain structure or order on what many were 

doingalready to cope with distress and manage their health. The structure of the 

WRAPapproach was perceived as one which made eminent common sense, was logical 

andachievable. Many participants, both people with self experience and 

practitioners,spoke of the accessibility of the language of recovery and WRAP, which 

they foundhelpful. 

 

4.4.4 Structure and Delivery of the Program: Mixed reactions 

 

In terms of the course structure and delivery, several participants stated that 

therewas a good balance between the theory of Recovery and WRAP and putting it 

intopractice. Although the course addressed a lot of information, participants did not 

feeloverloaded or that the content was too technical. For many, the length of 

timeallocated to the program was �just right�. Others, however, thought thatthey needed 

more time to complete their Wellness Recovery Action Plans and getother peoples� 

perspectives and feedback. For someparticipants the group size was �too big� and 

restricted the amount of time availablefor discussion; as stated by one participant: 
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�I think [the group was] far too big. You ended up sticking to your own grouptoo much; 

I think a smaller group would have allowed freer discussion andmuch more time for it� 

(N.s). 

 

Although the participants believed that having a smaller group would facilitate 

freerdiscussion as well as more time to accommodate the diversity of opinions within 

thegroup, they appreciated the external pressures the researcher were under to meet the 

work condition. The length of the program alsoevoked different responses; some 

participants suggested that the length of the program be extended to seven days, 

however others believed that five days wassufficient.  

 

4.4.5 Mainstreaming Recovery and WRAP: Obstacles and concerns 

 

This theme presents the perceived obstacles and concerns that the participants 

believed might impact negatively on the future of Recovery andWRAP. These revolved 

around personal confidence, current philosophy of services,leadership, maintaining the 

philosophy of recovery and WRAP, and burdening peoplewith self experience.Although 

many of the participants were very positive about passing on themessage of recovery 

and WRAP, and believed that they could pass on the concepts topeople in an informal 

way, they questioned whether they had the requisite skills tocommunicate the essential 

components of Recovery and WRAP in a formal educationcontext., and many 

feltempowered �to go out and help other people�. However, some expressed a lack 

ofconfidence about facilitating a recovery and WRAP program. Despite this, many 

acknowledged it would take time to gain experience in delivering the program and that 

their confidence was likely to increase with time andexperience. 

�We have got the tools really; we have got the tools� [But]...I will not be Comfortable 

with it until I have delivered it a few times� (N.S). 
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4.4.6 Summary 

 

Overall, participants spoke very positively and were enthusiastic about the 

benefits they had achieved personally, professionally and within their broader social 

circle as aresult of their participation in the program. Participants described their 

experienceas inspiring, invigorating and life changing. The program was viewed as an 

empowering experience in that it promoted a sense of self belief and capacity 

forwellness and recovery among all participants and was instrumental in sending out 

amessage that people can live well with and recover from mental illness. Prior to 

attending the program, some participants viewed Recovery in a traditionalmedical 

manner, seeing it as the absence of symptoms, or as illness remission. 

 

Attending the program exposed the participants to new ways of thinking about 

Recovery. Participants left the program with a great sense of optimism about the 

concepts underpinning Recovery and WRAP and with clear messages of hope and 

personal validation. The program clearly impacted on all participants� belief in the 

capacity for wellness and recovery.The emphasis within the program on wellness, 

positive mental health and recovery were viewed as a positive move away from the 

dominant medical and illness paradigms. The focus on self help, self management, and 

taking responsibility and control was perceived by the participants to be empowering, 

refreshing and positive. Learning about Recovery and WRAP challenged the 

assumption that those with self experience of mental distress are passive recipients of 

mental health care. It also helped the participants to think differently about themselves 

and view mental distressas a normal reaction to life�s challenges. Participants described 

how the program shifted their mind set and enabled them to open up a different dialogue 

with themselves and others, around recovery and wellness. 

 

In terms of the course structure and delivery, several participants stated that 

there was a good balance between the theory of Recovery and WRAP and putting it into 

practice. Some were of the view that they needed more time to complete their Wellness 

Recovery Action Plans and get other peoples� perspectives and feedback. Others 

believed that a smaller group size would have made more time available for discussion. 

Although many of the participants were very positive about passing on the message of 

Recovery and WRAP, and believed that they could pass on the concepts to people in an 
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informal way, they questioned whether they had the requisite skills to communicate the 

essential components of recovery and WRAP in a formal education context, throughout 

the mental health services in Palestine, they did identify a number of barriers. 

Participants perceived that a major challenge to developing a recovery oriented service 

was overcoming the traditional biomedical approach, and shifting the philosophy of 

care from the present preoccupation with illness to one of wellness. 
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Chapter five  

Discussions 
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5.  Discussion 

 

The aim of the study was to evaluate the impact of Mental Health Recovery and 

Wellness Recovery Action Planning (WRAP) program on participants� knowledge, 

Attitudes and skills of mental health Recovery and the WRAP approach. The objectives 

of the study were: 

 To evaluate participants� attitudes, knowledge and skills regarding Mental Health 

Recovery and WRAP education program pre and post program delivery. 

 To ascertain whether an association exist between knowledge and attitude in relation 

to socio-demographic characteristics (age, gender, level of education).  

 To suggest recommendation to policy and decision makers regarding the 

opportunity to improve mental health condition in Gaza strip by applying recovery 

principles. 

 

The study involved all psychosocial workers of community mental health 

general directorate, and used a qualitative and quantitative design (pre and post test 

design with focus groups interviews). Overall, the program was evaluated very 

positively by participants. Participants expressed very positive views about the benefits 

they had achieved personally, professionally and within their broader social circle and 

viewed the program as an empowering experience. 

 

Findings indicated that the program impacted positively on participants� 

Knowledge and attitudes about Recovery and WRAP, in line with the changes reported 

by others who have evaluated Recovery and WRAP education programs (Grisly H, 

Gudjonsson,1, Gemma Webster,1 Timothy Green2 et al). 

 

Although findings from the quantitative measures indicated that participants had 

increase in knowledge of WRAP and Recovery post participation, and held positive 

attitudes toward Recovery and WRAP.  Results were consistently statistically 

significant on all measures for the participants; Quantitative findings also indicated that 

there were increases in participants� self rated ability to manage their client mental 

health and Recovery. These findings were supported by qualitative finding within the 

focus group interviews, with participants expressing positive views about the WRAP 

structure and welcoming the simplicity of its approach and language. They reported a 
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greater awareness and ability to manage and help client to cope with negative 

experiences, including increased awareness of factors/triggers that influence stress 

levels and ability to access recovery resources. Participants also reported learning new 

techniques and strategies to promote their own recovery as practitioner. Similar positive 

outcomes have been reported in other study. These included a significant perceived 

increase in knowledge of tools for coping with early warning signs and distress; 

increased understanding of how to create a crisis plan/WRAP, express needs and 

wishes, and explain early warning signs; and finding it easier to engage in recovery-

promoting activities. 

 

In addition to enhancing the participants� ability to manage their client mental 

health, both the quantitative and qualitative findings indicated that the program 

increased participants� confidence to help another person to develop his/her own WRAP 

plan and provide support. Similarly, in Doughty et al.�s (2008) study, the majority of 

participants reported that the program had impacted positively on their ability to 

facilitate another person to develop a WRAP. 

 

Among the factors identified by people with self experiences as important for 

recovery is optimism about recovery, finding hope and taking personal responsibility 

(Andresen et al., 2003, Young and Ensing, 1999).  

 

Recovery is not something that practitioners can do to a person; it is something 

that people do for themselves (Anthony, 1993), and this was strongly endorsed by the 

participants in this study who spoke of the role and challenge of personal responsibility 

in Recovery. Practitioners, however, can have a positive impact on possibility and 

potential by creating a positive and enriching environment. Central to this is 

practitioners having a hope and a belief in the possibility of Recovery (Higgins, 2008). 

practitioners reported leaving the program with a greater sense of hope, a belief in the 

capacity for their own and others� wellness and recovery, a greater belief in the 

importance of people being enabled to take control of the own lives and recovery, and a 

greater sense of empowerment and agency. Participants clearly welcomed the focus on 

personal responsibility, self help and self management, supporting Bryue et al 1994 

view that WRAP as a tool has the potential to build on principles like hope, 

empowerment, responsibility and self help. 
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 The content of the program in this study was similar to other education 

programs documented in the literature, although there was a concerted effort made by 

the researcher to move away from the medicalization of Recovery and WRAP, hence 

the language of diagnosis, symptom, relapse and compliance was avoided and WRAP 

was spoken of as a �life plan� for all as opposed to an �illness recovery plan�. 

 

Francisco (2006) pointed out that recovering from stigma can often be more 

challenging than recovering from the consequences of a mental health problems, from 

my experience I'm totally agreed with this point that in many cases we faced in practice  

you can see that the effect of stigma issues have more burden on the client�s life, on this 

study in pre and post test most of participants strongly agree with this point as indicated 

in pre and post test result,  The emphasis within the program on wellness, positive 

mental health and the message that people can live with and recover from mental illness 

were viewed as a positive move away from the dominant medical and illness paradigms 

and a powerful destigmatizing message, which needed to be communicated widely.  

 

Similar to other program evaluated, participants were highly satisfied with the 

content and delivery of the program, with an overwhelming majority agreeing or 

strongly agreeing that they would recommend the course to others, this appear clearly in 

sum of call I receive from mental health professionals in different sitting in mental 

health general directorate when I stop the program for a period of time for other groups 

due work issues. 

 

Some difficulties and challenges were highlighted. The difficulties with WRAP 

mainly consisted of the personal time required to complete it and the impact of people�s 

distress on their ability to work through a WRAP. Similar challenges have also been 

documented previously, as well as concerns around the impact of heavy case loads and 

heavy administrative tasks on practitioners� time to facilitate the people to develop a 

WRAP (Culloty, 2005). There were mixed views around duration, with some 

psychosocial workers who completed the program wanting more time. 

 

One of the main objectives of the program was to develop psychosocial skills in 

Facilitating Recovery and WRAP program. Comparison of reported knowledge and 
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attitudes before and after the program showed statistically significant increases in 

participants� perceptions of their ability to teach and facilitate the principles 

underpinning Recovery and WRAP. Those areas that participants perceived that they 

had become most skilled at facilitating after the program were Wellness Recovery 

Action Planning, Self Advocacy/Self Agency and Crisis/Post Crisis Planning. The 

greatest increases in facilitation skills came in Hope, Wellness Tools, and Values Based 

Care. Those areas that participants perceived that they were least skilled at facilitating 

after the program were the Role of Personal Responsibility in Recovery and Advance 

Agreements. However, the increase in reported skill in teaching and facilitation did not 

transfer to all participants� confidence to do so. Within the focus groups, participants, 

especially those who had little experience, expressed a lack of confidence in their 

ability. Indeed, expecting a more positive outcome may have been over aspirational on 

the psychosocial workers behalf, as the development of facilitation and teaching skills 

requires time, practice, support and reflection. What is important as an outcome in this 

study is the overwhelming desire of all the participants to become involved in spreading 

the message of Recovery and WRAP. 

 

Tsai J. et al  in their study reported some differences in attitudes to Recovery 

among the various groups included in their study. However, in this study and similarly 

to Doughty et al.�s (2008) study, there were no significant differences in quantitative 

outcomes between people in different group related to (age, level of education, place of 

residency).  

 

Recovery knowledge and showed positive attitudes towards the concept and its 

implementation before participating in the program. This suggests that they had been 

exposed to some from of training specially for psychologists who attended postgraduate 

diploma in Islamic university, on the other hand the equal result for both whom 

previously have knowledge in recovery and those who haven�t post program indicate 

that the program have good effect on both groups. 

 

The Recovery vision cannot be realized without significant changes to 

professional practice, social attitudes, public discourses, cultural norms and 

assumptions, and economic and social structures. Participants in this study were indeed 

mindful of this and expressed concern about the lack of a national strategy to implement 
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Recovery education, lack of funding, the perceived lack of �buy in� by medical 

practitioners and the challenge of personal responsibility for recovery. In their view, 

without strategic leadership, funding and structures to support development, changes 

would not occur in practice. 

 

In summary, the findings of this study support the belief that Recovery and 

WRAP education has the potential to increase psycho-social's knowledge, promote 

positive attitudes toward Recovery, and provide people with strategies to support mental 

health. It also has the potential to be a message of hope and empowerment. If delivered 

using the simple model used in this study, it has the ability to transform people�s world 

views, challenging traditional way in treating mental illness and power. One of the key 

elements contributing to the success of this program was the researcher� knowledge of 

the area of Recovery and WRAP and their ability to create a non-judgmental, 

supporting and facilitative learning environment that enabled participants to actively 

engage with learning and transform their world views. This ran in tandem with their 

ability to create an environment where common humanity and vulnerability were 

respected and nurtured. Their knowledge and skills, together with their ability to 

practice and live out the values and beliefs upon which the program was conceived 

which supported with previous effort of the researcher in conducting study of 

effectiveness of WRAP on depressed patients in Gaza strip, ensured that the program 

was educationally relevant, emotionally supportive and ethically responsive.  
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Chapter six 

Conclusion and Recommendation 
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6.1 Conclusion 

This is the first study in Middle East which evaluated a Recovery and WRAP 

education program with representation from mental health care practitioners, drawn 

from multiple sites of community mental health directorate. The evaluation employed a 

multi-method approach using a pre and post test design with focus group interviews. 

  

Findings from the study indicated that providing mental health practitioners with 

a systematic education and training in Recovery principles using the Wellness Recovery 

Action Planning approach leads to positive changes in people�s knowledge, skills and 

attitudes towards recovery principles, and their ability to teach and facilitate these 

changes in others. This education also inspires, invigorates and empowers people, and 

for many, it is a life changing experience. While it can be concluded that the program 

was a success and achieved its objective of introducing the concepts of Recovery and 

Wellness Recovery Action Planning (WRAP) into the practices of mental health 

practitioners and teaching them strategies to promote mental health Recovery, it also 

moved beyond that objective. In addition to the research outcomes, as discussed, it is 

important to acknowledge that the project has provided a blue print for the development 

of Recovery and WRAP education in Palestine. 

 

Finally, in addition to the recovery resource and educational materials developed 

by the researcher, the recovery education program has produced 47 WRAP facilitators, 

who are available to assist in moving the Recovery agenda forward. Mental Health 

Service Providers and Educators seeking to embed Recovery principles into service 

delivery and education are more likely to do so if they adopt the principles and methods 

used in the Recovery and WRAP education program used in this study. 
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6.2 Recommendations 

 

In light of the findings from this study, the researchers make 5 recommendations: 

1. A national mental health recovery plan and strategy for Palestine  should be 

developed, with due consideration of the need to have a wider public focus and 

expand recovery education outside traditional mental health care environments 

into general health settings and the wider community, including schools and 

community networks. 

 

2. The Community Mental Health directorate should be developing a national 

mental health recovery collaborative to put recovery at the heart of all mental 

health provision through Local Recovery Implementation Groups. 

 
3. Inclusion of recovery principles, values and practices is central to undergraduate 

and postgraduate education curricula that prepare mental health practitioners to 

work in mental health services in Palestine. 

 
6.3.  Recommendation for further study 

 
 

1. A follow-up study of participants be undertaken to examine whether the 

Changes reported in this study were maintained over time, and to examine how 

participants who completed the program used their knowledge and skills to 

support their own or others� mental health. It would also be important to explore 

what proportion of participants actually formulated a WRAP plan either for 

themselves or for someone else and facilitated a formal education program.  

2. Study of the effectiveness of WRAP on the patient with different mental 

disorder should be considered. 
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Annex (1). 

Map of Palestine 
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Annex (2) 

location of community mental health center 
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Annex (3): Arabic questionnaire 
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Effect of training program based on Wellness Recovery action Plan 

(WRAP) on knowledge and attitude of psychosocial workers toward 

recovery process.��
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Annex (4): English questionnaire 

 

Effect of Training Program Based on WRAP on Knowledge and 

Attitude of Psychosocial Workers Toward Recovery Process. 

 
��

Dear colleagues,  

��

This study is carried out by the researcher, as a requirement for the Master Degree in 

community mental health nursing, at Islamic University, Faculty of Nursing.   

��

In this regard, the researcher, thankfully, appreciates your effective participation in this 

study, through answering the questions of the questionnaire taking no more than 25 

minutes of your valuable time. Actually, your participation contributes to the success of 

the study that aims examine effect of training program based on WRAP on knowledge 

and attitude of psychosocial workers toward recovery process. 

 

Researcher would like to emphasize that the information will remain confidential and 

only for the purpose of scientific research. 

Accordingly, there is no need to mention names, taking into account that a staff-member 

has the right to refrain from answering any question, or to refuse participation. 

  

 

 

Thanks for your kind participation 

Best Regards 

The researcher 

Mohamed Omran Abu Shawish .  

Mobile:���0595588145 

 

 



 
 

���

The researcher thankfully your effective participation and the researcher would like to 

clarify the following: 

 

 

Questions 1-10 are personal information and answered by checking the appropriate box. 

 

Questions 11-26 are designed to measure knowledge of recovery process. There are five 

options for every question select the appropriate box. 

 

 

Questions 27-40 are designed to identify attitude of psychosocial worker regarding 

recovery process.  

 

 

the questionnaire should delivered immediately after completion to the researcher or 

assistants. 

 

 

 

Thank you  

��
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Date: ..../�./2010                                                                                No.: ����������������� 

)s use'for Researcher(������� 

��

��

Personal Information: ��

Please, put î�  mark in the appropriate box.  

1. Age: ����.. years. 

  

2. Sex:            Male.                     Female. 

 

3. residency:  

          North Governorate               Gaza Governorate              Middle Governorate    

          Khanyounis Governorate                 Rafah Governorate  

 

4. Marital Status:  

           Single                         Married  

           Widower                    Divorced 

  

5. Number of Family Members: �������� 

6. Monthly Salary (NIS): ��������.  

 

7. Education:  

     diploma                                                  Bachelor's Degree 

           Master Degree                                        PhD                                                                                  

 

8. Years of Experience: ���������                                                           

 
9. Work Setting:  

                 Psychitric hospital           Rehabiltation department             Sraining department 
 

           Service department 
 
 
10. Job: as recorded in the MOH: �������� 
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 Knowledge 
�� I believe I have sufficient knowledge on the subject 

of the psychological recovery of the psychiatric 
patient 

     

�� I know the importance of the recovery process as a 
means that can help the patient to return to control 
over his  life 

     

�� I can distinguish between different cases of the 
psychiatric patient's  

     

�� I believe in the importance of giving hope for the 
psychiatric patient's  

     

�� I can help the psychiatric patient to recognize the 
strengths that he has 

     

�� I know what are the means that can help the patient 
to engage in the process of recovery 

     

�� I know the reasons for the success of the psychiatric 
patients in overcoming times of crisis 

     

�� I know the reasons for the failure of the psychiatric 
patient to overcome the crisis  

     

�� I know  effective steps of recovery process      
�� I think I need a training course on the process 

of recovery 
     

�� I'm trying to identify all new in the field 
of rehabilitation of the psychiatric patient and 
Integrate him  into the community 

     

�� I know that good follow-up of the early warning 
signs of relapse  help to protect the patient from 
the psychological setback 

     

�� I believe the importance of encouraging mental 
patient to participate in the planning of the 
treatment process 

     

�� I believe the importance of encouraging mental 
patient to make decisions concerning his personal 
life 

     

�� �I know that reducing the stigma associated with 
mental illness in the society is the most important 
tools that help the patient's in the recovery process  

     

�� I know how I record stages of intervention with the 
patient progressively 
 

     

 ƉœŞřƙŒ      
�� Recovery (wellness) from mental illness is something 

possible, regardless of the cause of the disease 
     

�� The correct understanding of mental illness help in 
recovery from it 

     

�� To recover you need the faith      
�� The recovery could happen even with the presence 

of symptoms 
     



 
 

���

�� People in recovery is sometimes exposed to relapse      
�� The people differ in the ways of their recovery from 

mental illness 
     

�� Recovery from mental illness can be done even without 
the help of professionals in the field of mental health 

     

�� All the people who suffer from severe mental illness 
can succeed in recovery 

     

�� People recovering from mental illness who are not 
mentally ill in the first place 

     

�� The recovery process need for hope      
�� Stigma associated with mental illness can hinder the 

recovery process 
     

�� The recovery from the consequences of mental illness 
sometimes be harder than the recovery from the disease 
itself 

     

�� Family may need to recover from the impact of mental 
disorder of one of its members 

     

�� Psychiatric patient will need hospitalization again in the 
future 
 

     

 
 
Focus Group questions 

��

1. What is your impression about the model of recovery and the possibility of 
its application in practice ˮ�ˮ  

���������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������� 
���������������������������������������������������������������������������������������������������������������������������������������������  

2. What do you think about the program and whether the program content 
and presentation was enough to connect the general concept on the recovery 
process�ˮ� 

���������������������������������������������������������������������������������������������������������������������������������������������

���������������������������������������������������������������������������������������������������������������������������������������������   
 
��

��

� THANK YOU��

 
��



 
 

���

Annex (5): approval from CMHGD- Gaza governorate 
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Annex (6):  list of control names (alphabetically) 

 

Dr. Abed Al-Kareem Radwan 

Dr. Abed Ahamid Afana 

Dr. Ayish Samour 

Dr. Khadra Al-Amassy 

Dr. Mustafa Al-Massary 

Dr. Omer Al-Buhissy 

Dr. Samir Quota 

Dr. Yousef Awadallah 

Mr. Diaa Sayma 
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Annex (7): 

 Correlation between each statement of the field and the total of this field 

No. Correlation value No. Correlation value 

11 0.635 * * 19 0.744 ** 

12 0.526 ** 20 0.363 ** 

13 0.608 ** 21 0.213 // 

14 0.650 ** 22 0.399 ** 

15 0.555 ** 23 0.360 ** 

16 0.662 ** 24 0.429 ** 

17 0.390 ** 25 0.475 ** 

18 0.482 ** 26 0.528 ** 

 

No. Correlation value No. Correlation value 

27 0.434 ** 34 0.682 ** 

28 0.771 ** 35 0.692 ** 

29 0.620 ** 36 0.438 ** 

30 0.692 ** 37 0.678 ** 

31 0.369 * 38 0.688 ** 

32 0.574 ** 39 0.570 ** 

33 0.640 ** 40 0.734 ** 
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Annex (8): Split half 

 

Dimension No. of items Correlation  Spearman-Brown equation P value  

Knowledge  16 0.795 0.886 0.000 

Attitudes  14 0.709 0.830 0.000 
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Design by:-  
 
Mohamed. Omran Abu Shawish 
 
Mohannad  Omar  Hamdan 
 

Islamic University Gaza 
2010 

Annex (9): WRAP 



 
 

���

Forward 
 

Wellness Recovery Action Plan (WRAP) was originally developed by Mary Ellen is an 

author, educator and mental health recovery advocate she developed this self-

management plan with other like-minded people who wanted to have more control over 

their illnesses. WRAP is widely used in America and is now becoming widely 

recognized in the U.K. In Islamic university we have developed this form for students 

of community mental health nursing master program. filled by student him self for 

practice purpose, and we include in these form the Ten Essential Sheared Capabilities to 

be comprehensive guide for students in practical sittings. 

 

Œ�¾Ɔŵ�ŗűŤŘŶŰƍ�ŗƒżœŶƃŒ�ťŒťŧřŪŒƍ�ŇœŽŬřŪƙ �ƐŧœƆ�¾ŕſ�ƇƆ��ƚŮŊƇƄŕƍƂ�ƇƒƃŒŕšœŮ�ƑƋ�ŗ�

�ƇƒŧŤň�ŴƆ�ŗűŤƃŒ�ƉŦƋ�ŘŶŰƍ�ŗƒŪŽƈƃŒ�ŗšŮƄƃ�ŇœŽŬřŪƙŒƍ�ŝƆťƃŒ�¾œŞƆ�Ƒż�ŗŽƀśƆ�ƑƋ��ŗűŤƃŒ

�ũŽƈ�ƇƍƂƄřƆƒŧƒƂŽřƃŒ�ŗƀƒŧűƇƆ�ťƒŨƆ�ƏƄŵ�¾ƍŮšƃŒ�Ƈƍťƒŧƒ�ƇƒŦƃŒ�ƍ� �ƏƄŵ�ŖŧűƒŪƃŒƅƌřœƒš�

Ƒż�ŴŪŒƍ�žœűƈ�ƏƄŵ�ƅťŤřŪř�ŘšŕŮŊ�Ƒż�ŴŪŒƍ�žœűƈ�ƏƄŵ�œƌŕ�ŻŧřŶƆ�ŠŕŮŊ�ƇƓŒƍ���œƂŧƒƆŊ�

ŖťšřƆƃŒ�ŗƂƄƆƆƃŒ��
Mohamed Abu Shawish 

Mohannad Hamdan 

 

 
 
 
 
 
 
 
 



 
 

���

WRAP Include 
 

Wellness�ΔϴϓΎόϟ΍� 
The wellness section is a description of what an individual is like when they are well. 

�ŭŤŬƄƃ�ƑŮŤŬ�ŻŮƍ�Ƈŵ�Ŗŧœŕŵ�ƍƋŖťƒŞ�ŗšŮŕ�ƇƍƂƒ�œƆƈƒš  
Wellness Toolbox�ΔϴϓΎόϟ΍�Ε΍ϭΩ΃�ΏΎΘϛ 
 
The wellness toolbox is a general list of things that an individual knows keeps them 
well and those things that they need to avoid, as they know they made them feel less 
well. 

œŪŧœƆƆƍ�ŇœƒŬŊ�Ƈŵ�Ŗŧœŕŵŧƒ��ŘƎ�œƌŕƈŞřƒ�ƇŊ�ťƒŧƒ�űŕśř�ƐŧŤŊƍ�œƌƒƄŵ�Ųżœšƒż�ƉťŵœŪř�œƌƈŊ�ŭŤŬƃŒ�  
 

Daily Maintenance�ΔϴϣϮϴϟ΍�ΕΎγέΎϤϤϟ΍ 
 
The Daily maintenance section is a list of things that an individual needs to do daily, 
weekly or monthly to stay well. 

œƒƀƃŒ�ŭŤŬƃŒ�Ŝœřšƒ�¾œƆŵŊ�ƍ�ŘœűœŬƈœƒŧƌŬ�ƍŊ�œƒŵƍŕŪŊ�ƍŊ�œƒƆƍƒ�œƆō�œƌŕ�ƅ  
 
Triggers�Ε΍έΎη·� 
 
Triggers are external events or circumstances that may make a person feel less well. An 
individual writes their personal triggers then an action plan of what to do if they were to 
occur.  

ō�Ƈŵ�Ŗŧœŕŵ�ƑƋŗšŮ�¾ſŒ�Ɗƈŋŕ�ŭŤŬƃŒ�ŧŶŬř�ŗűƒšƆ�ƍŊ�ŗƒŞŧœŤ�ŻƍŧŲ�ƍŊ�ŘŒŧœŬ���ŔřƂƒƍ�œƌŕřƂƒ�ŭŤŬƃŒ
ŘŧƌŲ�Ƈō�œƌŶƆ�¾ƆœŶřƃŒ�ŗűŤ�  

 
Early Warning Signs�ΓήϜΒϤϟ΍�ΔϣίϷ΍�ΕΎϣϼϋ� 
 
Early warning signs are the subtle internal signs of change that indicate to an individual 
that they are becoming less well. These personal signs of change are listed with an 
action plan of what to do if they occur. 

�¾œš�Ƒż�œƌŶƆ�¾ƆœŶřƃŒ�ŗűŤƍ�ŗƆŨŊ�ƑƄŵ�¾ŕƀƆ�ŭŤŬƃŒ�ƇŊ�Ƒƃō�ŧƒŬř�ŗƒƄŤŒť�ŘŒŧœŬōƍ�ŘœƆƚŵ�Ƈŵ�Ŗŧœŕŵ�ƑƋ
ŚƍťšƃŒ 

 
When Things Are Breaking Down�ΔϣίϷ΍�ϲϓ�ωϮϗϮϟ΍�ΪϨϋ� 
 
When things are breaking down, these are feelings and behaviors that indicate to an 
individual that things are more serious and that they need to take immediate action to 
prevent things from worsening. An individual writes a list of signs that things are 
breaking down for them and an action plan of what to do if they were to occur. 

�ŧƍƋťř�ŴƈƆƃ�ŗŵŧŪŕ�ŻŧŮřƄƃ�ŗŞœšŕ�ƍƋƍ�ŗŕŶŮ�ŗƆŨŊ�Ƒż�ŭŤŬƃŒ�ƇŊ�Ƒƃō�ŧƒŬř�ƑřƃŒ�ŘœƒƂƍƄŪƃŒƍ�ŧŵœŬƆƃŒ
�ŗƆŨƕŒ�ųƍſƍ�¾œš�Ƒż�ŧƍƆƕŒ�ŴƆ�¾ƆœŶřƃŒ�ŗƒŽƒƂƃ�ŗűŤ�ŴŰƍ�ŴƆ�ŧƍƆƕŒ 

 
 
 

��



 
 

���

 
Crisis Plan�ΔϣίϷ΍�ΔτΧ� 
 
A crisis plan is a comprehensive plan that is written when the person is well. It tells 
others how they would like to be cared for when they can no longer care for themselves. 
There are several sections to this plan and individuals are encouraged to adapt it to their 
needs in a time of crisis. 

ż�ŭŤŬƃŒ�œƌŶŰƒ�ŗƄƆœŬ�ŗűŤ�Ƈŵ�Ŗŧœŕŵ�ƑƋ�ƇŊ�ƇƒŧŤƓŒ�ƇƆ�ťƒŧƒ�ŻƒƂ�œƌƒż�œšŰƍƆ�ŗƆŨƕŒ�¾ŕſ�œƆ�Ŗŧřż�Ƒ
�ŘœƆŨƕŒ�Řſƍ�Ƒż�ƊřœŞœƒřšŒ�ŴƆ�ŔŪœƈřƒ�œƆŕ�ŗűŤƃŒ�ŻƒƒƂřƃ�ŭŤŬƃŒ�ƅŵťƒƍ�ƉƍťŵœŪƒ 

 
Post Crisis PlanΔϣίϷ΍�ΪόΑΎϣ�ΔτΧ�� 
 
A post crisis plan is a plan of how others will know when they no longer need to take 
over the care of an individual. It also includes a reducing support plan as an individual 
starts to take back responsibilities and recover from the crisis. 

�ŗűŤ�ƑƄŵ�Ɛƍřšřƍ�ƑŪŽƈŕ�ƑƈřŵŒ�ƇŊ�ŴƒűřŪŒƍ�ŖťŵœŪƆƄƃ�ŗŞœšŕ�ťŵŒ�ƅƃ�ƑƈƈŊ�ƇƒŧŤƔƃ�ŠŰƍř�ŗűŤ�Ƈŵ�Ŗŧœŕŵ
ƍřŪƆ�ůƒŽŤřƎƃŒ�ŘœƒƃƍőŪƆƃŒ�ŖťœŶřŪŒ�ŴƆ�ƇƆŒŨřƃœŕ�ŖťŵœŪƆ�  
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Wellness Recovery Action Plan (WRAP) form 
ŗƒżœŶƃŒ�ŖťœŶřŪŒ�ŜŦƍƆƈ�¾ƆŶƃŒ�ŗűŤ�  

Client name: ----------------------------------------------- �Ϣγ΍ξϳήϤϟ΍�  
1- Daily maintenance list                        ��ŗƒƆƍƒƃŒ�¾œƆŵƕŒ�ŗƆőœſ�  

Words may help you in developing your list ťŵœŪř�ƇŊ�ƇƂƆƒ�ŘœƆƄƂ������  
Friendship ��Δϗ΍Ϊμϟ΍��  � happy �ΓΩΎόδϟ΍��  � optimistic �ϝ΅ΎϔΘϟ΍��  � quiet �˯ϭΪϬϟ΍�� � responsible��
ΔϴϟϮΌδϤϟ΍�  � reasonable ��Δϴόϗ΍Ϯϟ΍��  � energetic ��ρΎθϨϟ΍��  � active ��ϝΎόϓ��  � humorous ��ΔΑΎϋΪϟ΍��  � 

religiously believed ��ΔϴϨϳΩ�Ε΍ΪϘΘόϣ��  � belonging ��˯ΎϤΘϧ΍�� � love ��ΐΤϟ΍�� � calm ��ΉΩΎϫ�� � 
empathic ��ϒσΎόΘϣ�� � cooperation �ϥϭΎόΘϣ�� .  
 

 

¾ƂŬƃŒ�ŒŦƋ�ƑƄŵ�ƇƍƂŊ�œƈŊ�ŧƒŤŕ�ƇƍƂŊ�œƆťƈŵ ���������������When I'm all right I like 
� � ����������

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------- 

 

Daily  activities and practices that keep me feel  well 
�ƑřƃŒ�ŘœŪŧœƆƆƃŒƍ�ŗƒƆƍƒƃŒ�ŗűŬƈƕŒ¾ŰżŊ�¾ƂŬŕ�ŧƍŶŬƃŒ�ƑƄŵ�ŗŲżœšƆƃŒ�ƇƆ�ƑƈƈƂƆř���

(sleep patterns �ϡϮϨϟ΍�ςϤϧ� - praying �Γϼμϟ΍� - religious rituals �ΔϴϨϳΩ�αϮϘσ�  � eating �ϞϛϷ΍� - 
relaxation �˯ΎΧήΘγϻ΍�  � medication �Νϼόϟ΍�  � social activity �ΔϴϋΎϤΘΟ΍�ΕΎσΎθϧ� � working��

�΍ϞϤόϟ� - fun �ΡήϤϟ΍��  � having special time �ιΎΧ�Ζϗϭ�ϲϠϋ�ϝϮμΤϟ΍� - exercise ΔοΎϳήϟ΍�� ): 
 
----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------- 
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2 � Triggers �������������������������������������������������ΡΪϘϟ΍�Ϟϣ΍Ϯϋ  
(External events or circumstances may make you feel like you 
are getting ill. ůŧƆƃœŕ�ŔœŮř�ƁƈŋƂƍ�ŧŶŬř�ƁƄŶŞř�ƑřƃŒ�ŻƍŧŲƃŒ�ƍŊ�ŗƒŞŧœŤƃŒ�ŚŒťšƕŒ��

�������� 
Things if they happened may increase my tendency for 
deterioration:                                         �������Ŧō�ŇœƒŬŊ�Ū�ŧƍƆƕŒ�ťƒŨř�ťſ�Řśťš�ŒŇƍ΍  
  

Triggers�Ε΍ΰϔΤϤϟ΍ Response�ΔΑΎΠΘγϻ΍� 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
Things that I can do if my triggers come up to overcome this 
trigger:                  œƌƒƄŵ�ŔƄźřƄƃ�ŔœŕƃŒ�ŘŒŨŽšƆƃŒ�ƉŦƋ�Řſť�ŒŦō�œƌŕ�ƅœƒƀƃŒ�ƑƈƈƂƆƒ�ƑřƃŒ�ŇœƒŬƕŒ��  
 
--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------- 
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3- Early Warning Signs and action plan:       ����¾ƆŶƃŒ�ŗűŤƍ�ŧƂŕƆƃŒ�ŧŒŦƈƗŒ�ŘœƆƚŵ  

Are internal and may be unrelated to reactions to stressful 
situations indicate that you may need to take some further action. 

�ŘŒŧœŬō�ƑƋƙ�ƇŊ�ƇƂƆƒƍ�ŗƒƄŤŒť�œƌƃ�ƇƍƂƒ��ŗſƚŵŕťƍťŧƃŒ�ŗŕƒŮŶƃŒ�ŻſŒƍƆƃŒ�ƏƄŵ�¾ŶŽƍ��ŧƒŬř�
�ůŶŕ�ŦœŤřŒ�Əƃō�Ŝœřšř�ťſ�ƁƈŊ�ƏƃōƗŒ�ŘŒŇŒŧŞƕŒƎŧŤ . 

Early Warning Signs 
ŧƂŕƆƃŒ�ŧŒŦƈƗŒ�ŘœƆƚŵ 

action plan 
ϞϤόϟ΍�ΔτΧ 
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4- Breaking down signs:       ����������  ���ŗƒƃƍƕŒ�ŗƆŨƕŒ�¾ƍŤť�ŘœƆƚŵ�  

Breaking down signs 
ϟ΍ΕΎϣϼό  

action plan 
ϞϤόϟ΍�ΔτΧ 

  

  

  

  

 
 
 

 

  

  

Very uncomfortable feeling like the situation is serious and even 
dangerous but you are still able to take some action in your own 

behalf. ��ř�ƙ�ŘƈƂ�ƇƂƃƍ�ŗƆŨƕŒ�Řſƍ�ŔŶŮƃŒ�ŴŰƍƃŒ�¾śœƆƒ�ŗƒœźƄƃ�ŠƒŧƆ�ŧƒŹ�ŧƍŶŬŧťœſ�¾ŒŨ��ŦœŤřŒ�ƏƄŵ�Ŗ
ůŶŕ�ŗŮœŤƃŒ�ƁřšƄŮƆ�Ƒż�ŘŒŇŒŧŞƗŒ  
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5- Crisis planning:-                                      ��ϸϟ�ςϴτΨΘϟ΍�Δϣί  
This plan written when I'm well aimed to instruct others about 

how to care for me when I'm not well and help me to keep 
control. 

ƉŦƋ �ƁƃŦƂ�ƇƍƂŊ�ƙ�œƆťƈŵ�ƑřťŵœŪƆ�ŗƒŽƒƂ�Ƈŵ�ƇƒŧŤƓŒ�ťœŬŧō�Əƃō�Żťƌř�ŧƒŤŕ�ƇƍƂŊ�œƆťƈŵ�œƌŕřƂŒ�ŗűŤƃŒ
ŖŧűƒŪƃœŕ�ŲœŽřšƙŒ�ƏƄŵ�ƑƈťŵœŪřƍ��

What I'm like when I feel well (you my refer to the part one of 
(WRAP): ϥϮϛ΃�Ύϧ΃�ήϴΨΑ�ϥϮϛ΃�ΎϣΪϨϋ������ϝϭϷ΍�˯ΰΠϟΎΑ�ΔϧΎόΘγϻ΍�ϚϨϜϤϳΔτΨϟ΍�Ϧϣ�����  
---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------- 

Supporters �ϦϴϤϋ΍Ϊϟ΍��  ( persons you wont to take over for you, family 
member, friends, care provider): ��ϭ΁�ϚΘϠ΋Ύϋ�Ϧϣ�ϙϭΪϋΎδϳ�ϥ΃�ΪϳήΗ�Ζϧ΃�ιΎΨη΃

ϦϴΠϟΎόϤϟ΍�ϭ΃�Ϛ΋ΎϗΪλ΃��  

Medications: ΔϳϭΩϷ΍��������������������������������������������������������������������������   

Name 
Ϣγϻ΍ 

Dedicated  Role 
έϭΪϟ΍ 

 
Telephone Number 

ϥϮϔϠΘϟ΍�Ϣϗέ 
 

1-   
2-   
3-   
4-   

Name 
Νϼόϟ΍ 

Dose 
ΔϋήΠϟ΍ 

 
Frequency 
ΕΎϗϭϷ΍ 

 
1-   
2-   
3-   
4-   
5-   



 
 

���

Treatment �ŜƚŶƃŒ�� :( list treatment modalities you would like and 
those you wont to avoid including alternative): 

�¾ŰŽř�ƑřƃŒ�ŜƚŶƃŒ�Řœƒƈƀřƍ�ŔƒƃœŪŊƇŊƙ�ƑřƃŒ�ƎŧŤƕŒ�ƍ�œƋœƀƄřř��ŴƆ�œƋťƒŧř�şŒŧřſŒ¾őŒťŕ�  

 

Treatment and alternative therapies 
you would like�ΎϬϠπϔΗ�ϲΘϟ΍�ΐϴϟΎγϷ΍� 

Treatment and alternative therapies 
you wouldn't likeΎϬϠπϔΗ�ϻ�ϲΘϟ΍�ΐϴϟΎγϷ΍��� 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

Community resources ��ΔϴόϤΘΠϤϟ΍�έΩΎμϤϟ΍�� : ( list what resources may 
help you are available in your community like ( home, community 
care)): 

�����¾śƆ�ƁťŵœŪř�ťſ�ƑřƃŒ�ƁŶƆřŞƆ�Ƒż�ŖŧżƍřƆƃŒ��ťŧŒƍƆƃŒ�ŗƆőœſ�ƒŶƆřŞƆƃŒ�ŗƒœŵŧƃŒ���¾ŨƈƆƃŒŗ���ţƃŒ�  
---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

-�������������������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������������������

������������������������������������������������������������������������������������������������������������������������������������������ ----------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------- 



 
 

���

Help from others: ��ƇƆ�ŖťŵœŪƆƃŒƇƒŧŤƓŒ������������������������������  

  
List things others do for you that 
would help 

ϟ�ΎϬϠόϔϳ�ϥ΃�ΪϳήΗ�˯Ύϴη΃ϚΗΪϋΎδϤϟ�ϦϳήΧϵ΍��Ϛ  

List things others do for you that 
wouldn�t  help or make you worse 

�˯Ύϴη΃ΪϳήΗ�ϻ�ϦϳήΧϵ΍�Ϛϟ�ΎϬϠόϔϳ�ϥ΃��ϚϘϳΎπΗ�ΎϬϧϷ

΍˯Ϯγ�ήϣϷ΍�ΪϳΰΗϭ 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

Signs indicates that I returned control over my wellness: 
Θγ΍�ϲϨϧ΃�ϲϟ·�ήϴθΗ�ϲΘϟ΍�ΕΎϣϼόϟ΍έϮϣϷ΍�ϲϠϋ�ϲΗήτϴγϭ�ϲΘϴϓΎϋ�ΕΪό  

 

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------- ��������������

�������������������������������������������������������������������������������������������������������������������������������������������������������  



 
 

���
 

I'm recovered from this crisis, I would like to feel: 
ΪόΘγ΍�ΪϘϟϲϨϧΎΑ�ήόη΍�ϥ΍�ΐΣ΍�Ύϧ΍�ΔϤϣίϻ΍�ΪόΑ�ϲΘϴϓΎϋ�Ε���  

You may want to refer to (WRAP)- "what I'm like when I'm well" 
This may be different from what you feel like when you are well- your perspective may 
have changed in this crisis) 

ϭϻ΍�˯ΰΠϟ΍�ϊϣ�΍άϫ�ϪΑΎθΘϳ�ϦΗ�ϦϜϤϳΔϣίϻ΍�ΪόΑ�ϒϠΘΨΗ�ϥ΍�ϦϜϤϳ�έϮϣϼϟ�ϚΗήψϧ�ϥ΍�ΎϨϫ�ϑϼΘΧϻ΍�ϦϜϟϭ�ΔτΨϟ΍��Ϧϣ�ϝ  
����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

������������������������������������������������������������������������������������������������������������������������������������ 
Signs that this post crisis phase is over and can return to using my daily maintenance 
plan that might help prevent a crisis in the future: 
�ϊϨϤΗ�ϥ΍�ϦϜϤϳ�ϲΘϟ΍�ΔϴϣϮϴϟ΍�ϲΗΎσΎθϧ�ΔγέΎϤϤϟ�ΩϮϋ΍�ϥ΍�ϊϴτΘγ΍ϭ��ΖϬΘϧ΍�Ϊϗ�Δϣίϻ΍�ΪόΑΎϣ�ΔϠΣήϣ�ϥ΍�ϲϟ΍�ήϴθΗ�ΕΎϣϼϋ

Δϣίϻ΍�έ΍ήϜΗ 
����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

����������������������������������������������������������������������������������������������������������������������������������������������������

��������������������������������������������������������������������������������������������������������������������������������������������������� 
Post recovery supporter list 

Δϣίϻ΍�ΪόΑΎϣ�ΔϠΣήϣ�ϲϓ�ϲϨϧϭΪϋΎδϳ�ϥ΍�ΐΣ΍�ιΎΨη΍ 
I would like the following people to support me if possible during this crisis time: 

Name: �����������Ϣγϻ΍
�������������� 

Telephone   �ϥϮϔϠΘϟ΍ What I need them to do   �ϥ΍�Ϊϳέ΍�΍ΫΎϣ
ϲϟ��΍ϮϠόϔϳ 

   
   
   
   
   
   

����������������������� 



 
 

���

 6- Post Crisis Plan ��������������������������������������ΔϣίϷ΍�ΪόΑ�Ύϣ�ΔτΧ

� 
What did I learn from this crisis? ���������ΔϣίϷ΍�Ϧϣ�ΖϤϠόΗ�΍ΫΎϣ������  
---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------- 

Changes I want or need to make in my life as a result of what I have learned and 
when and how will I make these changes? 

Ϊϳέ΃�ϲΗΎϴΣ�ϲϓ�˯Ύϴη΃�ϥ΃�ΔϣίϷ΍�Ϧϣ�ΖϤϠόΗ�Ύϣ�˯Ϯο�ϲϓ�ΎϫήϴϏ΃��Ε΍ήϴϐΘϟ΍�ϩάϬΑ�ϡϮϗ΄γ�ϒϴϛϭ�ϰΘϣ�ϭ  

  

Changes 

Ε΍ήϴϐΘϟ΍ 

when and how will I make these changes 

ϚϟάΑ�ϡϮϗ΄γ�ϒϴϛϭ�ϰΘϣ 

 

 

 

 
 
 

 

 

 

 

Timetable for Resuming Responsibilities         ��ΎόΘγ΍�ΔϟϭΪΟ�ΕΎϴϟϮΌδϤϟ΍�ΓΩ  

 

Responsibility: 

ΕΎϴϟϮΌδϤϟ΍ 

Who has been doing this 

during crisis 

˯ΎϨΛ΃�ΎϬΑ�ϡϮϘϳ�ϥΎϛ�ϱάϟ΍�Ϧϣ�ΔϣίϷ΍  

Plan for resuming this 

responsibility 

ΎϬΗΩΎόΘγ΍�ΔτΧ 

   

   

   

 
Signature ______________________ Date ________________BBBBBBBB 


