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Introduction

The purpose of this paper is to outline development work and future thoughts about how to measure the recovery orientation of mental health services.  To do this we begin by placing the work into a broader context of recent development of mental health policy and services, and the place of recovery in this.  

The need for valid measures of recovery and the recovery orientation of services is seen as a vital step in the next phase of the national move to recovery based mental health services. The DREEM tool is seen to hold promise for assessing the recovery oriented nature of services to support research in this field and critical reflection for local service improvement.  Pilot work using DREEM is described, along with the insights and lessons learnt from this.  The paper concludes with thoughts on what needs to happen next to fully develop a valid measure based on the DREEM tool. 
Background

The concept of recovery from mental illness is one that has grown out of the experiences of people in recovery from mental illnesses and from a better understanding of the longitudinal nature of diagnosed mental disorders.  The Vermont Longitudinal Studies (Harding et al.1987 and Harrison et al. 2001) have demonstrated that significant numbers of people diagnosed with psychosis do recover over time and supported the lived experience of people diagnosed with mental illness encouraging and enabling them to identify self-management approaches for their experiences.  Self-management has now begun to be accepted by traditional psychiatry and mental health services as an evidence based practice (http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/).

The United Kingdom recovery movement began in the mid-1990s.  A key development was support from what was the West Midlands Regional Health Authority for a series of ‘Directional Papers’ that articulated the direction of future mental health services.  This was followed by support for three pieces of work: a literature review (that eventually became Allott et al. 2002), and the delivery of a narrative research project as well as developing training capacity in Wellness Recovery Action Planning (WRAP – www.mentalhealthrecovery.com).  The latter fired the imaginations of many people who used services (Cullotty, T. 2005 and Williamson, J. 2005), whilst the literature review informed professionals and academics.  At the same time there were a few similar narrative research projects as well as some people beginning to publicly tell their stories (May, Taking a Stand, Radio 4, 6th Feb 2001) and speak about recovery.

The appointment of a ‘Fellow for Recovery’ by the National Institute for Mental Health in England (NIMHE) was an important recognition of the growing importance of the concept of recovery.  The post was intended to stimulate interest in and knowledge about recovery from mental illness and act as a ‘pipeline’ programme within NIMHE and for the development of services.  This led to a number of significant developments over the three years of the post, including:

1. Publication of the NIMHE Emerging Best Practices in Mental Health Recovery Poster - A poster adapted from the same in Ohio, US) with 21,000 printed and distributed throughout England

2. Publication of the NIMHE Guiding Statement on Recovery – a statement defining recovery agreed by NIMHE to guide the development of recovery-oriented services.

3. Publication of the Draft Recovery National Occupational Standard (See MH_94 at http://www.skillsforhealth.org.uk/view_framework.php?id=62) – this is currently a draft competence with Skills for health.

4. The delivery of three Recovery and WRAP Educators courses to train Recovery and WRAP Educators (trainers)

5. The editing of REE (Recovery Enhancing Environment) measure into DREEM (Developing Recovery Enhancing Environments Measure) and subsequent piloting of the measure in 4+ sites.

6. The inclusion of recommendations within the Chief Nursing Officers review of mental health nursing (Department of Health (2006) From values to action: The Chief Nursing Officer’s review of mental health nursing, London: HMSO.))

Recovery and the International Context 

Recovery is now adopted as national policy in most of the developed countries around the world.  The State of Wisconsin, origin of the mental health components of the NHS Plan in England, adopted recovery in 1997 and the Federal Government adopted recovery in 2005 (New Freedom Commission on Mental Health (2005) Achieving the Promise: Transforming Mental Health Care in America, Rockville, MD: U.S. Department of Health and Human Services.).  New Zealand adopted recovery in 1998 (Mental Health Commission (1998) Blueprint for Mental Health Services in New Zealand. Wellington: Mental Health Commission.) and has produced the greatest number of recovery focussed materials outside of the US.  More recently Scotland have invested in recovery through the establishment of the Scottish Recovery Network (www.scottishrecovery.net) including reasonably significant investment in recovery research.  The Republic of Ireland has recently published its ‘Vision for a Recovery Model in Irish Mental Health Services’ in December 2005 ( Mental Health Commission (2005) A Vision for a Recovery Model in Irish Mental Health Services, MHC: Dublin.  

The need for measures of recovery

Whilst recovery has moved up policy and service user agendas, research into recovery from mental illness is still sparse.  In particular, measures of the recovery orientation and effectiveness (in relation to recovery, rather than traditional outcome measures) of services have not been fully developed and tested.  Resource and methodological challenges are the main issues to be addressed here.  Measures need to exhibit the following features:

· recovery is individual, and dependent on the individual’s personal goals, aspirations and preferences. Therefore the patient perspective must be central, and should carry more weight than professional perspectives about what is in the person’s best interests.

· recovery relates to the whole of a person’s life, as they construct a meaningful and transformative narrative to make sense of their past and engender hope about the future. Therefore a recovery measure needs to talk about the person, not their symptoms (although controlling or reducing symptoms will of course be an important element of recovery for some people)

· recovery is not a once-for-all state but a process, so any recovery measure should consider where the person is on their recovery journey, to avoid engendering a sense of failure

· recovery can be evaluated in relation to individual service users, individual staff, and services. Therefore recovery measures will need to consider the patient, staff and service levels.

There is some guidance available in England about what mental health recovery entails and what constitutes a recovery-oriented mental health system (NIMHE Guiding Statement on Recovery 2005).  However very few research tools have been designed to help services assess their recovery-orientation, either from the perspective of the personal recovery of the people they serve, or from the perspective of the services and supports provided. The Recovery Enhancing Environment Measure (REE) was designed to help fill this knowledge gap and the Developing Recovery Enhancing Environments Measure (DREEM) is its English edition, edited for England, with permission.

Development of REE and DREEM

REE is an instrument driven by the assessment of people themselves of their own state, and their preferences, needs and desires, and assessments concerning the assistance provided by the helping system that support and uphold recovery.
The items in REE were developed based upon: 

· first person accounts by people who had used services of their recovery and the supports that assisted them in that process; 

· an informal review of practices that are believed to promote recovery, i.e. promising practices; and

· a review of literature on factors that promote resilience or “rebound from adversity” in general. 

The instrument is intended to provide an assessment of the service user’s own recovery state, his or her preferences, needs and desires, and a user driven assessment of the recovery assistance provided by services and support systems.
The REE measure was pre-tested and refined based on feedback from people who used services in the Kansas ‘Consumers as Providers’ training programme and other people who used services served by a Kansas Community Support day treatment programme.  Development of the instrument benefited from the extensive input of two established researchers (Patricia E. Deegan, a consumer leader, and Allan Press, a statistician and measure designer). The REE then underwent two large field tests, one in Kansas (Ridgway et al. 2003) and one in Massachusetts (N=500+), and was psychometrically tested and revised before being finalized.  Analyses completed indicated that REE is psychometrically sound with results indicating more than adequate reliability.  Results were presented showing that various scales and subscales can differentiate between high and low performing services and provide evidence that the instrument has criterion-related validity.  Additional analyses were also performed that show that the various scales and subscales show the expected interrelationships (Ridgway et al. 2004).  It was found to have high face validity, good internal consistency (indicated by alpha coefficients of greater than 0.7 for all sub-scales), and adequate criterion validity (in discriminating between services).

The REE is designed for use in relation to US mental health services, so inevitably refers to non-UK structures and concepts. Its cross-cultural validity is therefore limited. DREEM is a version of REE edited to be suitable for use in the UK.  

The DREEM questionnaire asks about individuals’ view of themselves and their recovery, the services they are receiving with respect to their recovery and specific issues of individual needs. It is designed to either be self administered or with assistance of a person not involved in providing that individual with psychiatric care. It has 166 items organised in seven components- 


1) Demographic data

2) Stage of recovery for the individual

3) Elements of recovery services

4) Specific needs of the individual

5) Organisational climate

6) Recovery markers

7) Final questions (qualitative component).

DREEM has been piloted by four mental health services in England.   The results of these pilot studies are now reported.

Pilots of DREEM

DREEM has been piloted, with data collection and some reporting, in four English sites.  The following is a summary of each pilot, followed by a discussion of collective points from the sites.

i) Sefton Recovery Group Network

A number of people who had all been using mental health services for at least one year agreed to complete the DREEM, either individually or through an interview with a member of the Network.  Despite some apprehensions about the tool (such as length and some options on the multiple choice questions) they all fully completed it, providing preliminary evidence of feasibility.  Some people found it hard to keep their responses focused on a specific local mental health service/team and sometimes replied about the whole (local) system.  People who were keen to provide their views welcomed the opportunity to elaborate on their views in the open-ended questions.  

At the time of writing this summary, the data for the Sefton pilot had not been analysed.  Those who undertook the pilot concluded that the DREEM tool provided a good ‘dashboard’ summary of local services and issues needed to be addressed to make them more supportive of recovery, indicating face validity.  The team recommended that the tool be developed to provide more focused data, which can be summarised in indicators to help individuals and organisations plan local service development.

ii) Derbyshire

In the Derbyshire pilot, 12 questionnaires were completed by residents of a local residential facility for people with long term mental health difficulties.  Respondents were supported in completing the questionnaires by an independent, external facilitator.  Given the small sample size, the data from the Derbyshire pilot has not been aggregated, but reported as individual case studies of responses.  Respondents responded “strongly agree” or “agree” to between 78 and 95 per cent of the questions on the DREEM tool.  It is not clear whether or not this is a facet of the people included, the environment they were in, the manner of doing the data collection, or of the tool itself.  The team undertaking the study did, though, question some psychometric attributes of the tool i.e. the fact that all questions are so worded that a positive view is always associated with the answers “strongly agree” or “agree”, and that the format means that these answers are always to the left of the scale.  The team did find some early, tentative findings about a group of questions on the tool which may indicate their validity, reliability and usefulness.

The team concluded that in its present form the questionnaire is long and so would require huge numbers of subjects to validate it.  They felt that the nature of the intended client population means that assistance is necessary to support completion – quite probably influencing responses.  On the other hand, they felt some of the more tentative findings can possibly be exploited as indications of how it might be either reduced in volume or used to support a more investigative, qualitative analysis of the intended phenomena.

iii) Devon

A team in Exeter used the DREEM tool as a focus for staff and service development in the local in-patient service.  Service users assisted residents of the service (n=10) to complete three components (1, 3 and 7 in the list above) of the tool.

The results from service users were analysed and used as part of a staff development day, at which staff (n=26) also completed DREEM and had their results presented to them.  The combined results were used to inform discussion on service development.  The results of the data analysis demonstrated that:

· both staff and residents rated all identified factors of the DREEM as important in their own or their service users’ recovery. 

· both groups appeared to show significant compatibility in their ratings of the factors as important, seen as demonstrating a shared vision of recovery.  It suggests a high level of compatibility of understandings about recovery and a convergence of views of what a recovery service ought to be doing. This provides preliminary evidence of construct validity.

· there was more significant discrepancy between staff and residents in how well they felt the service met some identified needs, with staff generally rating the aims as more achieved than the residents. 

· several areas of deficit were identified. This included areas of spirituality, sexuality, providing role models and addressing service users’ rights and knowledge around their illness and treatment.

An action plan for service development was developed in collaboration with staff and residents through a further series of meetings and is in the process of being implemented.  The results have also been shared with the local Rehabilitation and Recovery Service.

The quantitative analysis of responses to this data has been useful to the local services, but is based on small numbers to fully test the validity and reliability of DREEM.  However, specific factors were rated by residents as being particularly important to their recovery, including a sense of identity, self-managing one’s own illness, a sense of control and a feeling of hope.  These could be focal issues for revising DREEM.  The qualitative responses also provided local focus for development initiatives, and provide insights into what may be key aspects to include in a revised DREEM.

The team acknowledge that the results of the pilot need to be treated with caution as the DREEM has not been validated, and the impact of daily fluctuations in service user attitudes towards services is unknown as no level of test-retest reliability is given.  Further, the tool is not designed to be completed by staff, which required them to interpret some questions.  The team also offered insights into using DREEM, including concern about how long it is (hence they only used 3 of 7 sections), a need to ensure the tool as a whole, and its sub-sections, are clearly focused on the things they are trying to measure, being mindful that how the tool is administered might be important and that this is an intervention in itself, the need to review the language of the tool and any preconceptions behind questions, and provide more guidance on how to analyse the tool and interpret meanings.  They conclude with the following list of current strengths and weaknesses of DREEM:

	Strength 




	Weakness

	Engaging




Offers a model of recovery

Promotes reflection



Valued by patients and staff


Educational

Repeatable-auditable

Hospitable to co-working
	Too inclusive


Generated too much data for analysis

Interpretation uncertain

Some elements ambiguous and confusing

Lacks discrimination – everyone agrees with everything (as important).
                                              

Some findings = questions in need of clarification

Long and diverse.
                                      


iv) South London and Maudsley (SLAM) Mental Health Trust.  

A client satisfaction survey was conducted using DREEM of the recovery enhancing working practices at a resource centre.  The complete DREEM was used as a tool to establish the extent to which the services were seen by clients to be supporting their potential for recovery, and the aspects of the service, if any, which required changing to support them better. 

Fifty-five clients from the ward (n=20) or community (n=35) were invited to take part in a survey.  All invited persons had active mental health symptoms which affected their social functioning and lives generally.  All potential respondents were offered the chance to either complete the questionnaire as part of an interview, or to complete and return it themselves.

Responses were received from the wards (n=7) and the community (n=7).  (The fact that another survey was sent out at the same time as this work is likely to have adversely affected the response rate.  The length of DREEM was felt to have potentially reduced response too.)  Most of the respondents were male, between 46 and 55 years of age, White English, and mainly unemployed.  Most were thinking about recovery but did not feel they were actively involved in the recovery process.
All 24 elements of the recovery scale were rated as important by the majority of respondents, but some variation in replies was identified.  The majority of respondents felt the service was meeting their needs in terms of most of the recovery elements, but again variation in responses was identified.  For five recovery elements, for example, only a minority of respondents felt their needs were being supported. Only 14 percent of respondents felt they were directing their own treatment, a factor rated ‘important’ for recovery by 93 percent of respondents.

On the basis of the survey, tentative insights were developed into the relationships between the staff and clients and possible means of improving the service.

Conclusions

The pilots of DREEM have provided helpful insights into its organisation and application.  Very preliminary evidence has been established in relation to several important psychometric properties: face validity, construct validity, and feasibility. Issues highlighted for further development include the length, the focus, and the difficulties in using the same instrument for multiple uses.

It is recommended that a staged development process now be undertaken as set out in the appendix.
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Appendix

On the basis of the existing scientific work in the US and pilot work in the UK, the next phase of development is justified. This involves two stages:

Stage 1: Measure amendment

In the light of the pilot studies, three draft versions of DREEM will be developed: User-DREEM, Staff-DREEM and Service-DREEM. The aim of User-DREEM will be to identify the patient’s perspective on their current level of recovery. The purpose of Staff-DREEM will be for staff to assess the extent to which they are working in a recovery-focussed way with patients on their caseload. The aim of Service-DREEM will be to assess the extent to which the service as a whole is promoting recovery.  For each measure, relevant items from the existing DREEM will be extracted, with appropriate item-reduction techniques employed. Three approaches to shortening the questionnaires will be used;  First, statistical data reduction techniques based on the available pilot data;  Second, user-led consultation with patients and their representatives and Third, consultation with experts in questionnaire design.

Stage 1 will cost approximately £65,000 (£4,000 statistical consultancy, £45,000 for RA1B.6 researcher for 1 year (including on-costs and overheads) to undertake user consultation, £2,000 data management, 5 x £1,000 expert consultation, £4,000 project supervision, £5,000 contingencies)

Stage 2: Evaluation

The three measures will then be tested in a formal reliability and validity trial, using standard approaches to establishing adequacy of psychometric properties. This will include multi-site testing of the measures in routine use, augmented with questionnaire surveys to establish content validity.

Stage 2 will cost approximately £160,000 (£135,000 2 x RA1B.6 for 18 months (inc. on-costs and overheads), £6,000 project supervision, £3,000 statistical support, £2,000 data management, £6,000 service user involvement, £8,000 contingencies)

Although presented as separate stages, it is recommended that they be commissioned as a single piece of work.

The study could be co-ordinated by Dr Mike Slade, Head, Section of Community Psychiatry (PRiSM), Health Service Research Department, Institute of Psychiatry. Dr Slade has extensive experience in development of standardised measures, and is Borough Lead Psychologist for Recovery in Croydon.
