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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 ilIness”.

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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CHAPTER ONE



Chapterl

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 hedth
professionals. Current practice focuses on evidence based medicine, encouraged by
professional groups and health provider organizations. However, athough thisis vital to
providing high quality patient care, it is led by professionals. A Recovery approach will
alow 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, goas, 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 hew 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 persond
development by placing the “emphasis on building self-esteem, discerning identity, and
finding a meaningful rolein society (Allott et a., 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 individual s 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



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 a., 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 redlistic 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 a, 1995).

1.2 Resear ch 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 interpersona 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 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 trans ates
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
iliness on health and productivity in the United States and throughout the world has
long been underestimated. Data developed by the massive Globa Burden of Disease
study conducted by the World Health Organization, the World Bank, and Harvard
University, revea 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 al 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 Isragli sieges,

shelling, targeted killing and restrictions of movement. Increase in the prevaence of



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 adso possible that incidence figures vary because of a gradualy
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 demoalition (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 disordersin 2010in the

occupied Palestinianterritory (oPt).

n n - Abusheback || Khanyouns . West Gaza Alsuraney
Diagnosis Rafahclinic i Clinic AIr]CTi?’]Iir:te . Clinic Total
SEX M F M F M F M F M F M F
_____ ORGANIC __J| 5 | 4 ) 1 | 2 § 3 | 3 J 1 ) 6 § 3 [ 1 ) 1 1 13 4 43
_SCHIZOPHRENIA || 7 | 6 | __: 4 1Al 2 | S| 16 | . 3 . 6 1.2 | 17 J 2 J 84 .
_____ NEUROSIS |l 27 | 17 § 7 [ 2 )16 ) 3 || 6 | 3 ) 8 | 5 ) 10 | 3 | 107
PERSONALITY
... DISORDER _ |l _ S L3 ]! 0.0 ) : 2 ] 0. 4 | 10 0 1.0 | _: 3| g 19 .
....ADDICTION __{i _ 2| 1 4.: 4 1.0 f 3 ] 0 . 2 ] ¢ 0 I 210 6 | 2 22
_____ EPILERSY ]l 20 | 21 § 9 |} 4 | 2 | O J 12 | 3 4 3 | 3 |} S5 ( 1 4 8
.. AFFECTIVE 'l 15 { 8 Il - 4 1.3 0 | . 10 12 1. LA LA R (I 1 1. 6 %
MENTAL
__RETARDATION || 12 | 8 | ! 8 | .~ 2 | 7] 6 L LA 8 [ .6 | 27 {23 ) 128
OTHERS 3 1 3 0 5 0 4 0 4 5 4 2 31
Total 96 69 40 17 40 18 71 30 41 24 84 63 593




1.4 General objective:

This study amed 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 psychosocia 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 psychosocia 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 Resear ch questions:

1. Dosethe psychosocia workers knowledgeable about recovery process?

Dose the psychosocial workers have positive attitude toward recovery
process?

Are there statistical differences in knowledge about recovery before and
after training program?

Are there statistical differences in attitude toward recovery before and after
training program?

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

demographic characteristics (age, gender, level of education)?



6. What are the recommendations that can be offered to policy and decision
makers regarding the opportunity to improve mental heath 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 Demogr aphic context

The entire area of historical ] :;r?
Palestine is about 27,000 Km2, Palatine e _hlé‘
stretches from Ras Al- Nakoura in the i f,;: |
north to Rafah in the south. Palestine is ? ;H"-ﬂ J__:';i
boarded by Lebanon in the north, the 1 *jr':f-'*w
Gulf of Agaba in the south, Syria and - ?wtr\;
Jordan in the east and by Egypt and LE”.ZT
Mediterranean Seain g
the west. Palestine was places under _ ff'
British mandate, finished by Isradl 7
establishment in 1948 in implementing Ef
The Bafour Declaration in 1917 to I". \
providing a homeland for Jews, the \ If’{r
result was uprooted most of Palestinian ‘;}f

from their cities, towns, and Villages and _ L1
Annex 1 Palestine map (Gaza Strip-left)
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
livein 365 km2, estimated density is 4,000 people per square kilometer, the

7



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%0f 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 aresult 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 abdomina wounds. Among the
casualties, 16 hedlth staffs were killed and 22 injured while on duty (MOH& PHIC,
2009).

Israel, the United States, Canada, and the European Union have frozen al 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 materias, 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 Bark,
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 Paestinian health care system is a combination of four maor 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 Irag. 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 isthe 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 aso 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 Isragli
occupation (Giacaman et al. 2009). Menta 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-Y ounis governorate, one in Mid-Zone,
two in Gaza city and one in north Gaza, according MOH planning to cover menta
health services in community based, these mental health center provide counseling for

mentally ill client and psychopharmacol ogy treatments.
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Chapter2:
Conceptual framework and Literaturereview

This chapter reviews the literature about recovery from mental health, historical
development of recovery, process and components of recovery, key principlesin
recovery approach, Views of Recovery, The Role of Providersin Recovery, Recovery
Guidelines, and other thing related to the topic.

2.1 Conceptual framework

Conceptua 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 ssmple framework use by the researcher
as a guide for the research process. The framework shows attitude, knowledge and

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

--—

Pre-training training Post-training



2.2 Definitions:
2.2.1. Operational definitions of psychosocial worker:

It includes of psychologist and socia 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 afavorable, 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 aso involves finding one’s

niche or giftin 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 integra 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
atime. 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).

Menta health recovery isa 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 persona empowerment. Recovery is the process of adjusting one’s attitudes,
feelings, perceptions, beliefs, roles, and goas in life. It is a process of self-discovery,

salf-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 aong
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 individua 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 moddl, which states that mental illness is incurable, but
the individual is often able to return to some resemblance of their former menta heath
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

theillnessin 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 smple 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 aright 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 al 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 aloved 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 afulfilling and productive life despite adisability (NFCM: 2003).

2.2 Literaturesreviews

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 dlightly different meanings from
recovery. It is unhelpful to see these associated concepts as in competition with one
another as the recovery concept can encompass al 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 socia 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 asto live well with the minimum reliance on services.

» Sdf-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 denstitutionalization movement,

common parlance suggested that the future of a person with a serious mental illness was
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bleek and fraught with continued deterioration (Surgeon General, 1999). The
possibility of rehabilitation or recovery from life-long menta 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
vison of mental hedth 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 isaway of living a satisfying, hopeful, and contributing life even
with limitations caused by illness. Recovery involves the development of new meaning

inone’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 hedth 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, aong with societa
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 al governmental and
societal levels. These organizations insist that each consumer has avoice in the delivery
and decision-making processes of their mental health services.

Wilson et a (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 shal 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 (SM1), 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.

e Sdf-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 sdlf-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.

e 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.

Empower ment: 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 liferoles.

Peer Support: Mutual support—including the sharing of experientia
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 crucia in achieving recovery. Self-acceptance and regaining
belief in one’s self are particularly vital. Respect ensures the inclusion and full
participation of consumersin 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 themesin recovery include the following:

Deegan, (1988), Leete, (1989); Unzicker, (1989) determine common themes of
recovery as the following.

1
2.

Recovery isthe reawakening of hope after despair.

Recovery is breaking through denia and achieving understanding and
acceptance.

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

Recovery is active coping rather than passive adjustment.

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

© © N o

reclaiming a positive sense of self.

Recovery isajourney from alienation to purpose.

Recovery isacomplex journey.

Recovery is not accomplished alone-it involves support and partnership.
Recovery is fundamentally about a set of values related to human living applied to
the pursuit of health and wellness.

21



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

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

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.

Finding meaning in and valuing personal experience can be important, as
ispersonal faith for which some will draw on religious or secular spirituality.
Recognizing and respecting expertise in both parties of a helping relationship which
re- contextualizes professional helpers as mentors, coaches, supporters, advocates
and ambassadors.

Recovery approaches give positive value to cultural, religious, sexual and other
forms of diversity as sources of identity and belonging.
Recovery is supported by resolving personal, social or relationship problems and
both understanding and realistically coming to terms with ongoing illness or
disability.
People do not recover in isolation. Recovery is closely associated with socid
inclusion and being able to take on meaningful and satisfying social rolesin society
and gaining access to mainstream services that support ordinary living such as
housing, adequate personal finances, education and leisure facilities.
There is a pivotal need to discover (or rediscover) a positive sense of personal
identity, separate from illness and disability.
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.

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 persona qualities of
staff as much as their formal qualifications, and seeks to cultivate their capacity for
hope, creativity, care and compassion, imagination, acceptance, reaism 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 providersinclude:
(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 menta 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 goa 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 individua
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 al 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 heath 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. Additionaly, 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 heath care; recovery
principles are viewed as providing cost-effective, measurable outcomes (Jacobson &
Curtis, 2000).

2.2.7 Assumptions about recovery Anthony (1993):
e 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
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non-mental health activities and organizations, e.g., sports, clubs, adult
education and churches...

e 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.

e A recovery vision is not a function of one’s theory about the causes of mental
ilIness.

e Recovery may occur whether one views theillness as biological or not.

e Recovery can occur even though symptoms reoccur. The episodic nature of
severe mental illness does not prevent recovery.

e 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.

e Recovery does not fed 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.

e 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 barriersto recovery.

e 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.

Exter nalfactors: 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.

empower ment: 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 vocationa 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 rea 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 medica
model.

The recovery model focuses on the following:

e Distressing experience
e Interest centered on the person
e Pro-hedlth.

e Strengths based.

e Experts by experience.
e Persona meaning.

e Understanding

e Humanistic.

e Growth and discovery.
e Choice.

e Transformation.

e Self management.

e Sdf control

e Personal responsibility.

The medical model focuses on the following:

e Psychopathology

e Interest centered on the disorders.
e Anti-disease.

e Treatment based.

e Doctors and patients.

e Diagnosis.

e Recognition.

e Scientific

e Treatment

e Compliance

e Returnto normal

e EXxperts care coordinators
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e Bringing under control.

e Professiona 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 alinear process. Rather it is “a process, away of life, an attitude,

and away 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
psychologica 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
ilIness, advocacy, peer support, and gaining insight about the self and about mental
iliness (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 iswe want to do (Mead & Copeland, 2000, p. 316).
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2.2.11.2. Providers’ views of recovery.

Menta 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 Providersin 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 semina 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 hisher
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 redlize their goals and potentials rather than focusing on their

mental ilInesses (Frese & Davis, 1997).

Additionally, Ware et a., 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 akey 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 lllustrate Providers’ Knowledge of and Attitudestoward 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). Itis
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 loca mental health systems? These questions warrant
further investigation and are the subject of this project.

2.2.14. The Wdllness 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
ilIness 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 persona 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, ldentifying 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 hedlth 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, goa 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 a., (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 memberswereinterviewed 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 culturaly appropriate approach,
(Psychiatric Services 67:1397-1400, 2006).

2.3.3. Study conducted by Barbic, S.et a., (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 menta 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 IlIness
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 physica 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)

34



2.3.5.Study conducted by Connell M.et a.,(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 Hedlth 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 reveaed 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 individual s 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 heath centers completed
guestionnaires 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 persona 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 a.,(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 a.,(Outcomes of an Iliness Self-
Management Group Using Wellness Recovery Action Planning), The am 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 dlightly 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 heath treatment. (Psychiatric Rehabilitation J. 2010
summer; 34(1):57-60).

2.3.9.Study conducted by Judith A. Cook, Mary Ellen Copeland.et a., (Results of a
Randomized Controlled Trial of Mental 1lIness 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 a 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 menta 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 a., (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 socia 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 socia 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
guestionnaire, 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 generaly 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 hedth
professionals. The mgjority 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
IlInesses 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 dlightly 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), asatools 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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CHAPTER THREE
METHODOLOGY
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Chapter3

M ethodology

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, €igibility, validity and reliability, pilot study,
ethical consideration, data collection and data analysis.

3.2 Study design

The eva uation 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

I Jobs Number per cent ﬂ

‘ Psychologist 24 51.1
‘ Social worker 23 48.9

I Total 47 100.0 I

The study population includes al psychosocial workers in mental health

directorate in Gaza governorate (Census sample); above table shows the distribution and
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percentage of the psychosocia 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

alow the doctors to participate in the program due to shortage in numbers.

3.6. Eligibility

3.6.1. Inclusion criteria

All psychosocia workers in governmental sector in Gaza governorates were included in
the study.

3.6.2. Exclusion criteria

Part time employees.
Internship and volunteers.
Employeesin 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 Coallection 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
guestionnaire 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 heath 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 Daly 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
guestionnaire structure by testing the validity of each field and the validity of the whole
questionnaire. It measures the correlation coefficient between one filed and al 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 al 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

i No. ~ Corrdationvalue | No. | Correlation value |
I‘ 11 0.635 * * 19 0.744 ** ’I
|‘ 12 0.526 ** 20 0.363 ** ’l
| 13 0.608 ** 21 0.213// |
| 14 0.650 ** 22 0.399 ** |
I‘ 15 0.555 ** 23 0.360 ** ’I
| 16 0.662 ** 24 0.429 ** |
| 17 0.390 ** 25 0.475 ** ||
I 18 0.482 ** 26 0.528 ** I

** = gignificanceat 0.01 // = not significant

Table (3.3): Correlation between each statement and attitudes

imei
|‘ 27 0.434 ** 34 0.682 ** ‘l
| 28 0.771** 35 0.692 ** |
| 29 0.620 ** 36 0.438 ** ’l
|‘ 30 0.692 ** 37 0.678 ** ’l
|‘ 31 0.369 * 38 0.688 ** ‘l
‘ 32 0.574 ** 39 0.570 ** ’
I 33 0.640 ** 40 0.734 ** I

Table (3.2) and (3.3) clarifies the correlation coefficient for each filed and the whole
guestionnaire. The p-values (Sig.) are less than 0.05, so the correlation coefficients of
al the fields are significant at a = 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 Resear ch

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
e R R

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. Responserate
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.
e Attendance of psychosocial worker due to interruption of work time.
e Bureaucracy of manageria level.
e Shortage of the references, texts and relevant articles

e 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

I ltems Frequency % .l
| Agein years |
| 23-29 26 55.3 |
| 30-36 13 27.7 |
| 37-45 8 17.0 |
| Total 47 100.0 |
| Gender |
| Mae 20 42.6 |
| Female 27 57.4 |
| Total 47 100.0 |
| Place of residency (governorate) |
| North 8 17.0 |
| Gaz 20 42.6 |
| Middle 9 19.1 |
| K hanyounis 5 10.6 |
| Rafah 5 10.6 |
I Toa 47 100 |
| Marital status |
| Single 14 29.8 |
| Married 33 70.2 |
I Toa 47 100.0 |
| Qualification |
! Diploma 2 4.3 |
| Bachelor 31 66.0 |
|| Postgraduate 14 29.8 |
I Tota 47 100.0 |
| Yearsof experience |
| 1 5vyeas 42 89.4 |
| 6 — 10 years 5 10.6 |
I Toa 47 100.0 |
| Place of work |
I Psychiatric hospital 16 34.0 |
| Rehabilitation directorate 7 14.9 |
| Training directorate 1 2.1 |
| Service directorate 23 48.9 |
| Tota 47 100.0 |
| Profession |
| Psychologist 24 51.1 |
| Sociologist 23 48.9 |
|__Total 47 100.0 |




4.2.1 Gender

Table (4.2) Distribution of study population according to gender

iGender m
INEE I 20 | 42.6
| Femae I 27 1| 57.4
|_toa | a4 | 1000 |

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

Iltems TFrequency | % |
| Agein years |
|‘ 2329 26 55.3 |‘
I 30 36 13 27.7 I
| 37-45 8 17.0 |
I 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

ltems

Frequency %

Marital status

29.8

Single
Married

70.2

Total 47

100.0

Table (4.4) show The frequency distribution that the maority 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 employeesis about 29.8%.

4.2.4 Job title:

Table (4.5) Distribution of study population according to marital status

-

IM2WTI
|Profon |
|‘ Psychol ogist 24 51.1 |
| Sociologist 23 489 |

47 100.0 |

‘ Total

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. Leve of qualification:

Table (4.6): Distribution of study population according to thelevel of qualification

‘ Qualification \

I Diploma 2 4.3 I
| Bachelor 31 66.0 |
|| Postgraduate 14 29.8 ||
| Total 47 100.0 ||

L

Table (4.6) shows that Bachelor's degree is the largest qualification between
psychosocia employments in community mental health directorate. The number of

postgraduate diploma degree is very little.

4.2.6.Y ears of Experience:

Table (4.7): Distribution of study population according to years of experience

Y ears of experience ‘

| 1-5years 42 89.4 |
I 6— 10 years 5 10.6 I
I Total 47 100.0 IJ

Table (4.7) show Y ears of experience ranges between one year and 10 years, with mean
syears.

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.



4.2.7.Work Setting:

Table (4.8): Distribution of study population according to work setting

Place of work

| S

‘ Psychiatric hospital 16 34.0 I‘
Rehabilitation directorate 7 14.9 |
Training directorate 1 2.1 I
Service directorate 23 48.9 I‘

47 100.0 |

Total

i

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 (gover nor ate)

| North 8 17.0 |‘
|‘ Gaza 20 42.6 |’
|‘ Middle 9 19.1 |’
|‘ K hanyounis 5 10.6 |‘
| Rafah 5 10.6 |
| Total 47 100 |

I

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 |
hospital.

4.3 Data Analysis

4.3. Preand 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 itemsin the
pre-intervention and post-intervention stage, the result illustrated in tables (4.10) and
(4.11).

Table (4.10): knowledge of respondentsregarding recovery process (pre-
intervention)

No. | Item Strongly Agree Neutra Disagree Srongly
agree I disagree

| believe | have sufficient knowledge

11 | onthe subject of the psychological 6.4 36.2 27.7 29.8 0
recovery of the psychiatric patient
I know the importance of the
recovery process as a means that can

12 help the patient to return to control 255 596 8.5 6.4 0
over his life

13 | | can distinguish between different 17.0 553 | 149 | 128 0
cases of the psychiatric patient's
| believe in the importance of giving

| 14 hope for the psychiatric patient's 426 511 4.3 21 0
| can help the psychiatric patient to
|‘ 15 recognize the strengths that he has 106 66.0 234 0 0

| know what are the meansthat can

16 | help the patient to engage in the 6.4 255 46.8 191 21
process of recovery
I know the reasons for the success of

17 | the psychiatric patientsin 85 66.0 19.1 6.4 0
overcoming times of crisis
| know the reasons for the failure

18 | of the psychiatric patient to 85 68.1 10.6 12.8 0
overcomethecrisis

e e | ]

\
|
|
\
|
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19

| know effective steps of recovery W

6.4 21.3 38.3 31.9 2.1
process |

| think | need atraining course on the 745 19.1 6.4 0 0
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

‘ | believe the importance of

20

21 447 55.3 0 0 0

22 42.6 511 43 21 0

encouraging mental patient to 57.4 %2 | 43 21 0
participate in the planning of the
treatment process

| believe the importance of ‘

encouraging mental patient to make 126 532 21 21 0
decisions concerning his personal ' ' ' '
life

I know that reducing the stigma
associated with mental illnessin the
25 | society isthe most important tools 46.8 53.2 0 0 0
that help the patient's in the recovery
process

I know how | record stages of

26 | intervention with the patient 6.4 34.0 48.9 10.6 0
progressively

Table (4.11): knowledge of respondents regarding recovery process (post-intervention)

I No. Item Strongly Agree Neutral | Disagree Srongly WI
agree disagree
| believe | have sufficient
11 knowl edge_z on the subject of the 16.8 532 0 0 0
psychological recovery of the
psychiatric patient
I know the importance of the
recovery process as a means that
12 can help the patient to return to 851 14.9 0 0 0
control over his life
| 13 | ! candistinguish between different | 5, 50.6 43 21 0 |
cases of the psychiatric patient's
| believe in the importance of
14 giving hope for the psychiatric 91.5 8.5 0 0 0
patient's
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15

| can help the psychiatric patient to
recognize the strengths that he has

70.2

29.8

16

I know what are the means that
can help the patient to engage in
the process of recovery

63.8

36.2

17

I know the reasons for the success
of the psychiatric patientsin
overcoming times of crisis

63.8

36.2

18

| know the reasons for the failure
of the psychiatric patient to
overcome the crisis

61.7

34.0

21

21

19

| know effective steps of recovery
process

61.7

31.9

6.4

20

I think | need atraining course on
the process of recovery

191

29.8

38.3

12.8

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

21

| 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

23

| believe the importance of
encouraging mental patient to
participate in the planning of the
treatment process

91.5

6.4

21

24

| believe the importance of
encouraging mental patient to
make decisions concerning his
persond life

61.7

38.3

25

I know that reducing the stigma
associated with mental illnessin
the society is the most important
tools that help the patient'sin the
recovery process

85.1

10.6

4.3

26

I know how | record stages of
intervention with the patient
progressively

213

74.5

4.3

Mean per cent

61.95
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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 asummary of these results.

Table (4.12): Differencesin knowledge about recovery process (pre and post
intervention)

Onset S. deviation | Mean difference

Pre-intervention : 5573

Post-intervention

e =gdignificant at 0.05

Posl-intervention
) . S. deviation
Pre-intervention

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 Attitudestoward recovery process

To edtimate 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)

I No | Item Stf;;rnegely Agree | Neutral | Disagree jfgg?g I
Recovery (wellness) from mental illness
27 | issomething possible, regardless of the 25.5 489 | 21.3 4.3 0
cause of the disease
8 The correct _understandl ng of .mental 36.2 596 43 0 0
ilIness help in recovery from it
1 29 | To recover you need the faith 362 | 574 | 64 0 o |
|‘ 30 | Therecovery could happen evenwiththe | ¢ o 468 | 208 | 140 0 |
presence of symptoms
“ 31 People in recovery is sometimes exposed 298 104 | 298 0 0 ‘
to relapse
30 The peopledifferin th_e ways oftheir 577 617 6.4 21 51
recoveryfrommental illness
Recovery frommental illnesscan be
33 | doneevenwithout the help ofprofessionals 21 106 | 21.3 48.9 17.0
in thefield of mental health
All the people whosuffer
34 | fromseveremental illnesscan succeed 0 170 | 447 31.9 6.4
inrecovery
35 | Peoplerecovering frommental illnesswho |, o | 344 | 255 | 255 | 106
are notmentally illin the first place
| 36 | The recovery processneedfor hope 468 | 489 | 21 2.1 o |
37 S}lgmaa5900|ated withmental illnesscan 340 511 | 106 43 0
hinderthe recovery process
The recoveryfrom the consequences
38 | ofmental illnesssometimesbe harderthan 12.8 61.7 | 191 6.4 0
the recovery from the disease itself
Familymay needto recover fromthe
39 | impact of mental disorder of one of its 27.7 532 | 170 2.1 0
members
Psychiatric patientwill
| 40 needhospitalizationagainin the future 21 447 | 255 255 2.1
\ Mean per cent 20.97 | 4542 | 1884 | 120 2.72



Table (4.14): Attitudes of respondents regarding recovery process (post-intervention)

No Item Strongly Agree | Neutral | Disagree Strongly
agree disagree
Recovery (wellness) from mental
27 | illnessis something possible, 46.8 53.2 0 0
regardless of the cause of the disease
Th [ f
o8 e correct understanding of mental 83.0 170 0 0 0

illness help in recovery from it

29 | To recover you need the faith 89.4 10.6 0 0 0

The recovery could happen even
with the presence of symptoms

People in recovery is sometimes
exposed to relapse

The peopledifferin the ways oftheir
recoveryfrommental illness

Recovery frommental illnesscan be
doneevenwithout the help

33 | ofprofessionalsin thefield of mental | 340 | 468 | 85 10.6 0
health

All the people whosuffer
34 | fromseverementa illnesscan succeed 14.9 66.0 10.6 8.5
inrecovery

Peopl erecovering frommental
35 | illnesswho are notmentally illin the 36.2 40.4 10.6 85 4.3
first place
36 | Therecovery processneedfor hope 91.5 6.4 21 0 0
Stigma associated withmental
IlInesscan hinderthe recovery process

The recoveryfrom the consequences

30 55.3 38.3 4.3 2.1 0

32 80.9 19.1 0 0 0

31

42.6 55.3 21 0 0 ‘

37 80.9 191 0 0 0

ofmental illnesssometimesbe
38 | harderthan the recovery from the
disease itself

78.7 17.0 4.3 0 0

Familymay needto recover fromthe
39 | impact of mental disorder of one of 76.6 21.3 2.1 0 0
its members

Psychiatric patientwill

needhospitalizationagainin the future 85 48.9 191 234 0

\ M ean per cent 5852 | 3281 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 psychosocia 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 ) T Pvalue
difference

1

|‘ Pre-intervention | 47 | 51.787 4318
Post- -10.574 -11.809 | 0.000* ‘

intervention

* = ggnificant at 0.05
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S. deviation
Post-intervention

Pre-intervention

Mean

N, e 2. s T il T

Figure (4.2): Comparison of mean scores on Recovery attitude questions (RAQS), pre- and post-
participation in program

4.35 Impact of Self-Description, Age, Gender, and L ocation and level of
qualification

Resear ch objective: To ascertain whether an association exist between knowledge and

attitude in relation to socio-demographic characteristics (age, gender, leve 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 isimportant 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): Differencesin knowledge about recovery processrelated to gender

Onset S. deviation

6.468
4.901
3.988
3.741

Pre-intervention

Post-intervention

/I = not significant

Table (4. 18) showed that there were no dstatistically 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).

3
Female 2
L¥)
=
z
Male =
(=]
- - o.
I'5. deviation
5
' [Mean Female S
o
=
z
Male 4
o

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): Differencesin attitudestoward recovery processrelated to gender

S. deviation

) ) 4.722
Pre-intervention

4.083

6.106

intervention 4.524

/I = not significant

Table (4.17) show that there were no statisticaly 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).

g
ﬂ Female 2
S
z
' =
— Male &
w8
B S. deviation -
B Mean =
— fomdle 2
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>
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# e g
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Figure (4.4): Comparison of mean scores and stander deviation on Recovery Attitude Questions (RAQS)

related to gender, pre- and post-participation in program.



43.7 Age
4.3.7.1 Age and knowledge

Table (4.18): Differencesin knowledge related to age

Some of
Category
squares

Between groups 11.902

Within groups 1417.077

intervention

Tota 1428.979

Between groups 15.361
Within groups 672.298
Total 687.660

intervention

/I = 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).

Total 5
g
z
Within groups o
3
Botween groups o
I Mean square Total
ota g
I df =
&
. . =
2
1 Botween groups &

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): Differencesin attitudesrelated to age

Category Some of squares

Between groups 17.411

Within groups 840.462
Tota 857.872

Between groups 95.197

Within groups 1179.654

Total 1274.851

/I = 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).

Total 5

S

z

e i eroups 2

| 3

F — Between groups o
Mean square

Total -

df I 2

_ Within groups §

¢

q Between groups . &

Rl - ‘

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): Differencesin knowledge related to qualification

Ageyears Some of squares Mean square P

Between groups 335.163 167.582

intervention

Tota 1428.979

Between groups 12.183 6.091

Within groups 1093.816 24,859 0.003 * |

Within groups 675.477 15.352 0.397 | 0.675//

Tota 687.660 I

* = dignificant at 0.05 /[ = not significant

intervention

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).

Total
Within groups

F Between groups

| Mean square Total

[
pf Within groups

Pro-intervention | Post-intorvention

Belween groups

” I 1

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 differencesin knowledgerelated to qualification

Qualification Mean difference | Pvalue ‘

Knowledge
‘ Pre-intervention (postgraduate diploma) — (bachelor) 10.709 0.019* “
I (master degree) — (bachelor) 4.138 0.045* |‘
e S —

* = significant a 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): Differencesin attitudesrelated to qualification

Some of Mean
Onset category df F P
squares square
I‘ Between groups 37.965 2 18.982 I‘
Pre- Within groups 819.908 44 18634 | 1019 | 9399
intervention : ' 1
I‘ Total 857.872 46 I‘
I Between groups 4.326 2 2163 I
Post- — 0.928
Within groups 1270.525 44
I intervention group 28.876 0.075 I I
| Total 1274.851 46 |
I e S A —

/I = 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” (SA).
“For me it has just been a life experience that | could never praise enough that give us

chance to show life for our client in different way really it'samazing” (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 severa
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 aso 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 persona
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.9).

“This allows people to be empowered to take control, and tell others what they want”
(SK).
“It gave me power to help myself, and others” (K.H).

“WRAP means you are responsible for yourself” (SA).

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” (SH).

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” (SH).

“WRAP is giving you the control you know; you decide how to live your life and
whatever. ”(SK).

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
socidcircle 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
WRA Papproach 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 foundhel pful.

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
fecloverloaded or that the content was too technical. For many, the length of
timeall ocated 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 wag] far too big. You ended up sticking to your own grouptoo much;
| think a smaller group would have allowed freer discussion andmuch more time for it”
(N.9).

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 asoevoked 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 forma 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 | have delivered it a few times” (N.S).
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4.4.6 Summary

Overdl, participants spoke very positively and were enthusiastic about the
benefits they had achieved personally, professionally and within their broader social
circle as aresult of ther 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 menta illness. Prior to
attending the program, some participants viewed Recovery in a traditionalmedical

manner, seeing it as the absence of symptoms, or asillness 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
persona validation. The program clearly impacted on al 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 aformal education context, throughout
the mental health services in Palesting, 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:

e To evaluate participants’ attitudes, knowledge and skills regarding Mental Health
Recovery and WRAP education program pre and post program delivery.

e To ascertain whether an association exist between knowledge and attitude in relation
to socio-demographic characteristics (age, gender, level of education).

e To suggest recommendation to policy and decison 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
genera directorate, and used a qualitative and quantitative design (pre and post test
design with focus groups interviews). Overal, the program was evauated very
positively by participants. Participants expressed very positive views about the benefits
they had achieved personally, professionally and within their broader socia 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 a).

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 a.’s (2008) study, the mgjority of
participants reported that the program had impacted positively on their ability to
facilitate another person to develop aWRAP.

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 a., 2003, Y oung 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
persona responsibility, self help and self management, supporting Bryue et a 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 | receive from mental heath professionals in different sitting in mental
health general directorate when | 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 previoudly, 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 skillsin

Facilitating Recovery and WRAP program. Comparison of reported knowledge and
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attitudes before and after the program showed statisticaly 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 al participants’ confidence to do so. Within the focus groups, participants,
especialy those who had little experience, expressed a lack of confidence in their
ability. Indeed, expecting a more positive outcome may have been over aspirationa 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.

Tsal J. et d in ther 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 equa 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-socia'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 aso
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 nationa 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 genera health settings and the wider community, including schools and

community networks.

. The Community Mental Hedlth directorate should be developing a national
mental health recovery collaborative to put recovery at the heart of al mental

health provision through Local Recovery Implementation Groups.

. Inclusion of recovery principles, values and practicesis central to undergraduate
and postgraduate education curricula that prepare mental health practitioners to
work in mental health servicesin 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.

. Study of the effectiveness of WRAP on the patient with different menta
disorder should be considered.
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Annex (1).
Map of Palestine

Gaza Governorates

Primary Health care Health Centers - PHC

Sources:

- MOP

- Palestinian Heatth Infarmation Center
Grid: Old Palestinian grid 1923
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Annex (2)
location of community mental health center

Source:
-MOGS
-Palestine Health Infor mation Center
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Annex (3): Arabic questionnaire
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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
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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

assi stants.

Thank you
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Date: ....[..../2010

Per sonal | nformation:

(for Resear cher's use)

Please, put x mark in the appropriate box.

1 Age ..coeennee years.

2. Sex: Male.

Female.

3. residency:

North Governorate

4. Marita Status:

Single

Widower

Gaza Governorate Middle Governorate

Khanyounis Governorate Rafah Governorate

Married
Divorced

5. Number of Family Members: ....cceeeeiiniiennennne.

6. Monthly Salary (NIS): .

7. Education:;

diploma

Master Degree

8. Yearsof Experience: ...

9. Work Setting:
Psychitric hospital

Service department

------------------------

Bachelor's Degree
PhD

Rehabiltation department Sraining department

10. Job: asrecorded inthe MOH: ...l
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58| g g 8 | 38
No. item 55| 5 7 g | 5§
& ° © < S no
Knowledge
11 | | believel have sufficient knowledge on the subject
of the psychological recovery of the psychiatric
patient
12 | | know theimportance of the recovery processasa
means that can help the patient to return to control
over his life
13 | | can distinguish between different cases of the
psychiatric patient's
14 | | believein theimportance of giving hopefor the
psychiatric patient's
15 | | can help the psychiatric patient to recognize the
strengthsthat he has
16 | | know what are the meansthat can help the patient
to engage in the process of recovery
17 | | know thereasonsfor the success of the psychiatric
patientsin overcoming timesof crisis
18 | | know thereasonsfor thefailure of the psychiatric
patient to overcomethecrisis
19 || know effective steps of recovery process
20 | I think | need atraining cour se on the process
of recovery
21 | I'mtryingto identify all new in thefield
of rehabilitation of the psychiatric patient and
Integrate him into the community
22 | | know that good follow-up of the early warning
signsof relapse help to protect the patient from
the psychological setback
23 | | believetheimportance of encouraging mental
patient to participatein the planning of the
treatment process
24 | | believetheimportance of encouraging mental
patient to make decisions concer ning his per sonal
life
25 I know that reducing the stigma associated with
mental illnessin the society isthe most important
toolsthat help the patient'sin therecovery process
26 | | know how I record stages of intervention with the
patient progressively
olay)
27 | Recovery (wellness) from mental illnessis something
possible, regardless of the cause of the disease
28 | Thecorrect understanding of mental illnesshelp in
recovery from it
29 | Torecover you need thefaith
30 | Therecovery could happen even with the presence

of symptoms
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31 | Peoplein recovery is sometimes exposed to relapse

32 | The people differ in the ways of their recovery from
mental illness

33 | Recovery from mental illness can be done even without
the help of professionasin the field of mental health

34 | All the people who suffer from severe mental illness
can succeed in recovery

35 | Peoplerecovering from menta illness who are not
mentally ill in thefirst place

36 | Therecovery process need for hope

37 | Stigmaassociated with mental illness can hinder the
recovery process

38 | Therecovery from the consequences of mental illness
sometimes be harder than the recovery from the disease
itself

39 | Family may need to recover from the impact of mental
disorder of one of its members

40 | Psychiatric patient will need hospitalization again in the

future

Focus Group questions

1. What isyour impression about the model of recovery and the possibility of

its application in practicef®

2. What do you think about the program and whether the program content
and presentation was enough to connect the general concept on therecovery
process ¢

THANK YOU.
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Annex (5): approval from CMHGD- Gaza gover norate

Palestinian National Authority g g aaldll g ihagll dlaluadl

Ministry of Health danall ;154
s3] dnaall dolell §yls¥1

Mental Health General Administration

Date: 12/07/2012 ;‘,ijli

ceealll palat 3l y0ll gt s 1581 1y.30]1 /s Ll

uJL;y i =2 (.Qr rﬂ—J’

Sals domo Jumun'i [ £9dag0ll

Caskd sl gl daae fafall Gl dae gt a2 odlel g opmpdl jagad
il o sie 5 Al Arclally At daaall iuale alisw Gaildl 49318 ik

O laiaV) 5 Crmeadll] Cpailadl) claladl s 48 jaa il o s el e Adlad !
"elidiu) 5 geadl) dles gad

Bty o i LS Apnatinall Apuadil] daaall Chale 6 Ayl o8 5l Bl Gl o ghas Cas
OsSes el (A dadl Aadiae g gy 060 Y Cun @l Cplaladl e A LAWY
aadl 13a el ya) e el o 390l Jend 90 alell Canl @Al paia

coapaadilly oly=inlll §sla Jg_l.‘!.l | PR LY

08.2879845 :uSlili wdill okl idius — g gaall £ L5 — 856 — ulacd

Email : g.d.o.mental health gaza@hotmail.com
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Annex (6): list of control names (alphabetically)

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

Abed Al-Kareem Radwan
Abed Ahamid Afana
Ayish Samour

Khadra Al-Amassy
Mustafa Al-Massary
Omer Al-Buhissy

Samir Quota

Y ousef Awadallah

Mr. Diaa Sayma
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Annex (7):

Correlation between each statement of the field and the total of thisfield

I No Correlation value No. Correlation value I
‘ 11 0.635* * 19 0.744 ** ‘
| 12 0.526 ** 20 0.363 ** |
| 13 0.608 ** 21 0.213// |
|‘ 14 0.650 ** 22 0.399 ** ’l
| 15 0.555 ** 23 0.360 ** |
‘ 16 0.662 ** 24 0.429 ** ‘
| 17 0.390 ** 25 0.475 ** |
\ 18 0.482 ** 26 0.528 ** I
m No Correlation value No. Correlation value H
|‘ 27 0.434 ** 34 0.682 ** ’l
| 28 0.771** 35 0.692 ** |
‘ 29 0.620 ** 36 0.438 ** ‘
|‘ 30 0.692 ** 37 0.678 ** ’l
“ 31 0.369 * 38 0.688 ** H
|‘ 32 0.574 ** 39 0.570 ** ’l
\ 33 0.640 ** 40 0.734 ** I
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Annex (8): Split half

I Dimension No. of items | Correlation | Spearman-Brown equation P value \
|‘ nowledge 16 0.795 0.886 0.000 ‘l
| Attitudes 14 0.709 0.830 0.000 |
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Annex (9): WRAP

WRAP
Wellness
Recovery

Action

Plan

Design by:-
Mohamed. Omran _Abu Shawish

Mohannad Omar Hamdan

Islamic University Gaza
2010
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FORWARD

Wellness Recovery Action Plan (WRAP) was originaly developed by Mary Ellen is an
author, educator and mental hedth 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 Capabilitiesto

be comprehensive guide for students in practical sittings.

Lala & oliss o) ol J ¢ Sual Coiag Ldlal S fiad 5 slEIWY) Jas Adad
@Jﬂ@&ﬁ\ b v g Al Mf-&ﬁuﬂj@ﬁ\ dtg.agéléﬁ.eg.m dadl)
aibes o Bkl (e e o Jgand) Gan Gl g psEEl) ARk (udi () gSliag
@@u\\gél.hauisl.g_\u‘)hc_\m\ Ny« Eﬁi@@a\jé&l&s emw\

Basiall d<laal)

Mohamed Abu Shawish
Mohannad Hamdan
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WRAP INCLUDE

Wellness 4élxl)
The wellness section is a description of what an individual is like when they are well.

B dauay (158 Ll adill el ciuay oo B s

Wellness Toolbox 4lall <l sl s

The wellness toolbox is ageneral 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.

Ly o dup Jalii 5 AT Lgnle Bablasd oaelod Wil (aldl) (5 wilajlaag sl ¢ 8 e

Daily Maintenance 4w sl il jladl)

The Daily maintenance section isalist of things that an individual needs to do daily,
weekly or monthly to stay well.

Lo o Lo saad 5l Lags L) L alill) (addd) gling Jleel g bl

Triggers < Ll

Triggers are external events or circumstances that may make a person feel lesswell. An
individual writes their personal triggers then an action plan of what to do if they were to
occur.

QG g WG addl) daa B adly paddd) el Aama o LA diguh o @i L) oo B ke (A
Ceh ¢ Wae Jalail) Ak

Early Warning Signs 5 Sl 4 3¥1 cildle

Early warning signs are the subtle internal signs of change that indicate to an individual
that they are becoming less well. These persona signs of change are listed with an
action plan of what to do if they occur.

Jdia 8 Lgaa Jalail) Add g A Ao Jia paddl) o ) s Alala il L) g cldle oo B ke (A
& gaal)

When Things Are Breaking Down i 3¥) & & gl xic

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 alist of signs that things are
breaking down for them and an action plan of what to do if they were to occur.

oA el Ae juy G puaill Aalay g g dma La B gl of Y Jadis L3 clisgladl g elsal
Lo g shy da B Lsad) aa Jalaill st Aad ping aa ga)
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Crisis Plan & 3Y) idaa

A crisisplan is a comprehensive plan that is written when the person iswell. It tells
others how they would like to be cared for when they can no longer care for themselves.
There are severa sections to this plan and individuals are encouraged to adapt it to their
needsin atime of crisis.

O i AY) e 3 S L e L) 8 Ly B (adldd) ey ALeld Al 0o 5 le (A
cla ) cdy b Allabin) e caulily Loy Adadl) CipSil (adldd) a9 0 gaclay

Post Crisis Planie ¥ axle 3ad

A post crisis plan is aplan of how others will know when they no longer need to take
over the care of an individua. It also includes a reducing support plan as an individual
starts to take back responsibilities and recover from the crisis.

Aad o g giady iy o) o aodind g basloall Aalay ao) ol A 0 AS g Adad 00 B ke
ol genal) Balatad aa (el il Baslasal) (5 giea (A
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Wellness Recovery Action Plan (WRAP) form

SJardl Al 7z 3 gad —Adlal) Balaiad

Client Name; —------===--m e o sl anl
1- Daily maintenance list Laasd) Jlas¥ daitd -1

Words may help you in developing your list sl o oSay clals
Friendship (d8lxall ) — happy (33eudl) — optimistic (Jstéll) — quiet (s s2¢!))— responsible )
(A sssall — reasonable (431 51 ) — energetic (Ll ) — active (J=@ ) — humorous (el ) —
religiously believed (Axs <laiiae ) — belonging (sWiil) — love («al) )— calm (sl )—
empathic (—klxic )— cooperation (0 sxis).

When I'm all right | like Jeal 1 Ao oot U iy 8] Laaie

Daily activitiesand practicesthat keep mefee well

) S8y j el Ao Aldlaad) e S A il jlaal) g e gal) AdaiY)
(Sleep patter ns(psil kad)- praying(d3uall)- religious ritual S(dxin ousik) — eating(Jsy')-
relaxation(sAsiwdl) — medication(ged) — social activity (delaial clalii) working
(dead))- fun (z4) — having special time(uald <dy e Jgasll)- exer cise (b l):
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2-Triggers gl Jal g -2
(External eventsor circumstances may make you fedl like you
aregetting ill. (ajally clas dlilsy jeds llead A Gl o A LAl Eiaal)

Thingsif they happened may increase my tendency for
deterioration: e g pga¥) &3 8 chan 1Y) el -

Triggers < jisal) Response 4slaiuy)

Thingsthat | can doif my triggers come up to overcome this
trigger: Lo il L) < Jaall oda s 1Y) gy ALl iiCay 1) LY
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3- Early Warning Signs and action plan: Jeadl dbad g Suall AN claMe -3
Areinternal and may be unrelated to reactionsto stressful
situations indicate that you may need to take some further action.

o 9 Apanl) i) gal) o Jadll a8 ABe L s Y O OSan g Adala @l L) A
s AY) Spl Y Gy JAT Y zliag 8 el ),

Early Warning Signs action plan

Sl AN cldle Jand) ddad
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4- Breaking down signs: LR Lo Jsdn clos -4

Breaking down signs action plan

ilalad Jand) ddad

Very uncomfortable feeling like the situation is serious and even
dangerous but you are still able to take some action in your own

behalf. sas o 5/,08 §5 ¥ cis o<1y La ¥ ey ool iagh Jiba Al gy je g
dalil) islas u& el Y pan
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5- Crisis planning:- 4o 33 laladil) -5
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.

QIS 8 Y Lasie Saelun LES o GaAY) ML) ) ciags i 0 s8) Ladie Lgis) Aladl) o8
5 baaadly BlEGAY) o Saslad g

What I'm like when | feel well (you my refer to the part one of
(WRAP):  (Aaddl cpe ¥ ¢ 3l Alaia) dliCay ) 1098 Ul iy ¢y 681 Lanic

SUpPOrters (c=14) ( persons you wont to take over for you, family
member, friends, care provider): § <ilile (pa & gasbuy &) &8 &l Galdldl
(Oudleall ) SlilBaaj

Dedicated Role Telephone Number
BYC Csalil) a8

M edications: -4 5aY)

Name
GM\
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Treatment (z>):( list treatment modalities you would like and

those you wont to avoid including alter native):
Iy )8 e b S Y AN gAY 5 WAL o) Juals ) gl ciliity qudlud

Treatment and alternative therapies| Treatment and alter native therapies

you would like Wi A qullud) “you wouldn't likelgdadi ¥ Al cullad)

Community resour Ces (dsaisall siladll ): ( list what resources may
help you are available in your community like ( home, community
care)):

(& cAaainad) Lo ) ¢ Jial) Jie daclod B A dlaaiaa 85 hgial 3 sal) daild
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Help from others: CRAY e BasLal)

' List things othersdo for
would help wouldn’t help or make you wor se

Siacbual (AN Gl Lelady o 4 5 e Ldl Sl LY o AY) ol Lptady o W 3 Y sl
I o a¥) & 3

Signsindicatesthat | returned control over my wellness:

5 Ao b g dle carial A ) sadd A cladlal)
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I'm recovered from thiscrisis, | would liketo fed!:

r il ) o) caad Ul daaJY) amy Sldle et a8
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 per spective may

have changed in thiscrisis)
da V) ey GRS o) Say ) gadd S5 a5 ) LA CAMAYY Sl g ddad) (e J oY) ﬁ#‘&d‘h@%&:";&"

Signsthat thispost crisisphaseisover and can return to using my daily maintenance
plan that might help prevent acrisisin thefuture:
e () (S (A Aga gl (AURLES A jlaal 3981 o)) aadaiiaal g Cagliil 3B daJY) daale Ada ya ) () i clladle
AN s

Post recovery supporter list
da ¥ daila Aa ja (B A e lay O ol Galdld)

| would likethe following peopleto support meif possibleduring thiscrisistime:

‘ Telephone sl | What | needthemtodo o x) 13
o Islxi
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6- Post Crisis Plan da V) ag laddad -6

What did | learn from thiscrisis? da ¥ Cpa Caalad 13a

Changes | want or need to make in my life as aresult of what | have learned and
when and how will | make these changes? ;
Ol il 03¢ o sl (S5 e 5 Aa )Y (e Caalri e o suia B e O 2y ) s A oL

Changes when and how will | make these changes
<l il JETRI WA

Timetablefor Resuming Responsibilities bl gimall 3alaind 41 gan

R Sy Who has been doing this Plan for resuming this
onsibility:
=P / duringcrisis responsibility

da Y ol gy a gl S ) (e Lgiatatia) ddad

i ghanal)

Signature Date
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