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Objective: Alumni of Columbia
University’s Public Psychiatry Fel-
lowship were surveyed to assess
their use of recovery-oriented
practices. Methods: A de novo sur-
vey designed specifically for psy-
chiatrists was developed on the
basis of prior measures and theo-
ries of recovery. A total of 144
graduates completed the survey.
Results: Fellowship alumni re-
ported using a variety of prac-
tices consistent with a recovery
orientation, including asking
about patients’ social support sys-
tems and life goals. To varying
degrees, alumni endorsed a be-
lief in the viability of leverage
practices. A regression analysis
revealed that recovery-oriented
practices were associated with
awareness of recovery concepts
and less authoritarian medication
management. Conclusions: Al-
though some recovery-oriented
practices were used infrequently
(for example, facilitating peer ad-
vocacy), a number of important
practices were endorsed at rela-
tively high levels. The association
of recovery-oriented practices
with awareness of recovery con-
cepts suggests that education and
advocacy may promote such prac-
tices. (Psychiatric Services 59:
100-104, 2008)
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Over the past two decades “re-
covery” has become the domi-
nant ideology among consumers and
others who advocate for people with
severe mental illness. Recovery has
also been a central focus of policy
makers, as exemplified in two recent
federal reports (1,2), and has be-
come identified as a model of care
that an increasing number of profes-
sionals use when working with peo-
ple with severe mental illness, espe-
cially in community settings. These
various groups sometimes use differ-
ent definitions of recovery, but most
people who use the term agree that
it represents a process that encour-
ages people diagnosed as having se-
vere mental illness to feel “hope,
healing, empowerment, and connec-
tion” (3), giving them a sense of con-
trol over their lives toward the goal
of maximizing their ability to func-
tion in the world.

Ideas regarding recovery gradual-
ly emerged both from first-person
accounts of consumer-survivors in
the 1970s and 1980s (4,5) and from
long-term studies of schizophrenia
that began to be published in the
early 1980s, demonstrating partial
or full recovery in 25% to 65% of
each sample (6). These ideas have
increasingly been translated into
mental health practices, including
an array of programmatic, clinical,
and personal aspects of care that
have been identified as supporting
recovery (7-9). Although these re-
covery-oriented practices are het-
erogeneous and have been variously
defined, there is increasing agree-
ment on a number of broad princi-
ples (3,10,11). These include ensur-
ing that services are client driven
(for example, programmatic efforts

to incorporate client preferences in
service design and service provi-
sion), focused on life roles and com-
munity integration (for example,
employment), and designed to max-
imize autonomous functioning out-
side of the mental health system (for
example, independent housing and
peer advocacy).

In an effort to further refine,
measure, and support these prac-
tices, researchers have developed
self-report measures of recovery-ori-
ented practices (12). However, most
or all of these measures have been
specifically designed for frontline
clinicians and program administra-
tors. To our knowledge, no self-re-
port measure of recovery-oriented
practices has been developed for
psychiatrists and there have been
few if any prior investigations of psy-
chiatrists” recovery-oriented prac-
tices. We view the development of a
greater knowledge base on psychia-
trists’ recovery—oriented practices as
a pressing need. Therefore, we de-
veloped a new survey specifically for
psychiatrists. We based our survey
content on previous guidelines for
recovery-oriented practices (13). We
hewed to conventional ideas of re-
covery-oriented practices, focusing
on interventions that seek to en-
hance autonomous functioning and
community integration. Given that
our scale was newly developed, we
described practices for each item in
straightforward descriptive language
to maximize face validity of the scale.

We administered our survey to
alumni of Columbia University’s
Public Psychiatry Fellowship. Since
its inception in 1981, the fellowship
has been training psychiatrists who
have expressed their intention to de-
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vote their careers to working in the
public sector. Previous surveys have
demonstrated that over 95% of fel-
lowship alumni devote their careers
to the public sector, 75% in leader-
ship roles (14,15).

Our primary goal was to ascertain
what recovery-oriented practices are
actually employed by fellowship
alumni who receive specific training
in rehabilitation and recovery. Sec-
ondarily, we explored whether expo-
sure to recovery concepts and atti-
tudes toward leverage practices (for
example, outpatient commitment)
influenced psychiatrists’ recovery-
oriented practices.

Methods

After receiving institutional review
board approval from the New York
State Psychiatric Institute, the first
author disseminated information
about this study via e-mail to all
alumni of Columbia University’s
Public Psychiatry Fellowship for
whom contact information was avail-
able. Included in each e-mail was a
description of the aims of the study,
an invitation to complete an online
survey of recovery-oriented prac-
tices, and a link to the survey instru-
ment. Responses were coded, and
names were removed from the data-
base. Contact information was avail-
able for 172 of 192 alumni (90%),
and 144 of 172 (84%) completed the
survey in the fall of 2005.

The mean+SD age of participants
was 42.1+7.8 years. The sample had
an approximately equal proportion
of men (N=73, or 51%) and women
(N=71, or 49%). Respondents were
primarily Caucasian (N=89, or
62%), with African Americans (N=
15, or 10%), Asians (N=24, or 17%),
Latinos (N=10, or 7%), and South
Asians (N=6, or 4%) making up the
rest of the sample. Most respon-
dents worked in either community-
based mental health centers (N=43,
or 30%), hospital-based settings
(outpatient, N=32, or 22%; inpa-
tient, N=26, or 18%; and other hos-
pital-based settings, such as emer-
gency room or consultation liaison,
N=10, or 7%). A minority also worked
in community-based social service or
rehabilitation agencies (N=11, 8%),
in private practice (N=7, or 5%), in

community-based health centers
(N=5, or 3%), for governmental
agencies (N=3, or 2%), and in other
settings (N=4, or 3%) or unspecified
settings (N=3, or 2%).

A survey instrument was devel-
oped de novo to assess practices and
attitudes associated with recovery
orientation. We conceptualized re-
covery-oriented practices as de-
scribed in the introduction, using re-
covery guidelines, prior measures of
recovery, and other source docu-
ments to generate item content. We
assessed psychiatrists’ perceptions of
their own practices and those of the
agency in which they work. We addi-
tionally were interested in psychia-
trists” attitudes about the burden of
mental illness, awareness of recovery
concepts, and attitudes toward lever-
age practices. The resulting survey
consisted of 52 items with Likert and
categorical item response alterna-
tives. [An appendix detailing the
background of the survey and listing
the questions in the survey is avail-
able as an online supplement at
ps.psychiatryonline.org.]

To identify scales we subjected the
37 survey items on the Likert scale to
an exploratory principal components
factor analysis with varimax rotation.
Ten factors with eigenvalues greater
than 1 emerged, but inspection of
the scree plot suggested a more par-
simonious solution of six primary
factors that accounted for 57% of the
variance explained. We described
these factors as agencies’ recovery-
oriented practices, psychiatrists™ re-
covery-oriented practices, recovery
awareness, leverage practices, envi-
ronmental interventions, and per-
ceived burden of mental illness. In
this brief report, we report on psy-
chiatrists” recovery-oriented prac-
tices, recovery awareness, and lever-
age practices because they impinge
on the questions described above.
Future articles will address the other
factors.

Psychiatrists” recovery-oriented
practices were measured by averag-
ing nine items from the survey. These
items assessed the extent to which re-
spondents reported that they focus on
recovery goals, involve significant
others, discuss life goals, seek to
change a client’s environment, pro-

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ January 2008 Vol. 59 No. 1

mote peer advocacy or consumer-run
programs, and ask about support sys-
tems, housing, work, and non-mental
health issues, such as spirituality.

Recovery awareness was measured
by averaging three items assessing
the extent to which the respondent
was aware of the concept of recovery
in mental health; reported an under-
standing of it; and endorsed a belief
in its viability for persons with schiz-
ophrenia. These items were scored
on a 6-point Likert scale ranging
from 0, not at all, to 5, very great ex-
tent. The coefficient a for psychia-
trist recovery—oriented practices was
.89, and for recovery awareness, .90.

Leverage practices comprised four
separate items, which we elected not
to combine into a scale because of
low internal reliability. These items
were designed to assess practices
and attitudes related to authoritarian
medication management, authoritar-
ian decision making, perceived use-
fulness of outpatient commitment,
and perceived usefulness of involun-
tary hospitalization. Items were
measured on a 5-point scale ranging
from 0 to 4, with descriptive content
defining the scale points. For exam-
ple, authoritarian medication man-
agement ranged from 0, “support the
person’s choice, even if I feel it is not
optimal,” to 4, “apply for permission
to medicate the patient involuntari-
ly.” For all four items, higher scores
indicated greater endorsement of
leverage practices.

Results

We first examined the intercorrela-
tions of the identified scales, which
we expected to show moderate to
strong correlations (see Table 1).
Psychiatrists’ recovery-oriented prac-
tices were significantly correlated
with recovery awareness (r=.28) and
negatively correlated with authori-
tarian medication management (r=
—.18). Consistent with expectations,
authoritarian medication manage-
ment was correlated with authoritar-
ian decision making (r=.34) and with
perceived usefulness of both invol-
untary hospitalization (r=.36) and in-
Voluntary outpatient commitment
(r=.28). In addition, perceived use-
fulness of involuntary hospitalization
was correlated with perceived use-
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Table 1

Intercorrelations of variables related to recovery-oriented practices, gender, and age among 144 psychiatrists

Psychiatrists’ Author- Author-
recovery- itarian itarian
oriented Recovery decision medication Involuntary
Variable Mean Gender Age practices awareness making management hospitalization
Gender? — 1
Age 42.1+7.8 -.122 1
Psychiatrists” recovery-
oriented practicesb 3.4+.8 041 049 1
Recovery awareness? 3.5£1.0 —-.034 -.007 .280** 1
Authoritarian decision
makingC 1.0+.7 -097 111 -.091 —.004
Authoritarian medication
management® 2.0+.9 016  -104 -.176* -.074 339 1
Involuntary hospitalization®  3.0+.8 047  -036 027 -071 225** .361** 1
Outpatient commitment® 29+9 —-058 -.013 .001 .010 158 281* 423**

* Referent category is women

b Possible mean scores range from 0 to 5, with higher scores indicating more awareness or practice of the recovery concept.
¢ Possible mean scores range from 0 to 4, with higher scores indicating higher endorsement of leverage practices.

*p=.05
“p=.01

fulness of involuntary outpatient
commitment (r=.42) and authoritari-
an decision making (r=.23).

We were interested in which recov-
ery-oriented practices were used rou-
tinely and which were used more in-
frequently. Thus we examined item-
level mean scores for psychiatrist
practices. The practices that appear
to be most widely employed included
asking about the consumers’ social
support system (4.0£1.0; 77% en-
dorsing the item to a great or very
great extent), asking about their hous-
ing situation (4.0+1.2; 80% endorsing
the item to a great or very great ex-
tent), asking about their work life
(3.9x1.1; 73% endorsing the item to a
great or very great extent), and asking
about life goals beyond medication
(3.7+1.1; 65% endorsing the item to a
great or very great extent). The prac-
tices used to the least extent included
encouraging clients to participate in
peer advocacy (2.8+1.4; 34% endors-
ing the item to a great or very great
extent), discussing non—mental health
issues (3.0+1.2; 35% endorsing the
item to a great or very great extent),
seeking to change a person’s environ-
ment (3.1x1.1; 33% endorsing the
item to a great or very great extent),
and involving significant others in
service planning (3.2+1.3; 39% en-
dorsing the item to a great or very
great extent).
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Psychiatrists reported somewhat
mixed feelings about both involun-
tary hospitalization and outpatient
commitment. Mean scores (3.0+.8
and 2.9+.9, respectively) indicated
that participants generally consid-
ered these interventions necessary
but not always beneficial. Regard-
ing authoritarian medication man-
agement, psychiatrists indicated a
willingness to apply some pressure
on the patient by bringing the issue
up in every session (2.0+.9). In con-
trast, regarding authoritarian deci-
sion making, psychiatrists indicated
they explain why they prefer a cer-
tain course of action but leave the
person free to choose his or her own
course of action (1.0+.7).

We next examined the association
of recovery awareness, leverage, and
psychiatrists” recovery-oriented prac-
tices. To examine these associations,
we conducted a hierarchical regres-
sion equation, using recovery aware-
ness and items regarding attitudes
toward leverage practices as inde-
pendent predictors and psychiatrists’
recovery-oriented practices as the
dependent variable. This analysis con-
trolled for age and gender and is
summarized in Table 2. Demograph-
ic variables entered in the first step
did not contribute significant vari-
ance to the model. Entry of recovery
awareness and items regarding atti-

tudes toward leverage practices on a
second step resulted in a significant
increase in the proportion of vari-
ance explained, and psychiatrists” re-
covery—oriented practices (pS.OOl),
with recovery awareness (p=<.001),
and less authoritarian medication
management (p<.01) emerged as
unique predictors of recovery-ori-
ented practices. These findings sug-
gest that both exposure to recovery
concepts and less authoritarian med-
ication management are strongly as-
sociated with psychiatrists’ use of re-
covery—oriented practices.

Discussion
The aim of this study was twofold: to
elucidate psychiatrists” practices de-
signed to support their patients’ re-
covery and to explore correlates of
their use of these practices. Psychia-
trists’ recovery—oriented practices
that appear to be most widely em-
ployed included asking about the
consumer’s social support system,
housing situation, work life, and life
goals beyond medication. The prac-
tices used to the least extent includ-
ed encouragement of peer advocacy,
discussing non-mental health issues,
seeking to change a person’s environ-
ment, and involving significant oth-
ers in service planning.

These findings suggest that al-
though psychiatrists feel comfort-
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able asking about a range of recov-
ery-oriented issues involving their
patients, they are less likely to ad-
dress aspects of functioning that are
external to the treatment setting,
such as encouraging peer advocacy,
involving significant others in service
planning, and discussing non—-mental
health issues. This further suggests a
basic tension between the spirit of
recovery-oriented practices, which
emphasizes environmental interven-
tions and community integration,
and the nature of public psychia-
trists’ recovery—oriented practices.

In our regression analyses, we
found that psychiatrists’ recovery-ori-
ented practices were associated with
recovery awareness and less authori-
tarian medication management. This
finding suggests that more education
and advocacy to improve awareness
of recovery-oriented practices may
increase their use. Moreover, the as-
sociation between less authoritarian
medication management and psychi-
atrists’ recovery—oriented practices
underscores that psychosocial inter-
ventions and prescribing practices are
intertwined and suggests that the
more psychiatrists embrace the
broader suite of practices labeled “re-
covery oriented,” the more they also
will embrace less authoritarian med-
ication management. The pattern of
correlations among the four leverage
items suggests that psychiatrists who
endorse one leverage practice tend to
endorse the others. However, al-
though psychiatrists in our sample
tended not to endorse authoritarian
decision making, they also indicated,
on balance, relatively positive views
of both outpatient commitment and
involuntary hospitalization and gen-
erally endorsed milder forms of au-
thoritarian medication management.
Clearly this group of public psychia-
trists who have received specialized
training in recovery nonetheless view
both involuntary inpatient and outpa-
tient commitment as necessary inter-
ventions under certain circum-
stances. Furthermore, these respon-
dents indicated a willingness to apply
some pressure (by bringing the issue
up in every session) on patients who
relapsed repeatedly as a result of non-
adherence.

In light of the above, we believe

Table 2

Hierarchical regression model predicting psychiatrists” recovery-oriented
practices from recovery awareness and leverage practices, controlling for age

and gender
Variable B SE B
Step 1*
Age 01 01 .06
Gender .08 14 .05
Step 2P
Age 01 01 07
Gender A1 13 .07
Recovery awareness 297 .07 .36
Authoritarian decision making —-.06 10 -.05
Authoritarian medication
management —.21* .08 —.26
Usefulness of involuntary
hospitalization 14 .09 14
Usefulness of outpatient
commitment -.02 .08 -.02

4 F=.30, df=2 and 125, p=.75, R2=.01

b F=3.81, df=7 and 120, p=<.01, R?=.18
“p=.01

#p=<.001

psychiatrists need to educate con-
sumers in advance as to the circum-
stances under which they may initi-
ate specific leverage practices that
might be experienced as coercive
and explore ways to give patients
more options even in these difficult
situations, such as through the cre-
ation of advance directives.

A number of limitations in the
study presented here should be
borne in mind. As mentioned above,
alumni of Columbia University’s
Public Psychiatry Fellowship are
self-selected and are not necessarily
representative of all public psychia-
trists. Another important limitation
is that all of the data are self-report
and are thus vulnerable to problems
with shared method variance. We
further note that we developed a
measure de novo for this study. This
was necessitated by the absence of
extant instruments assessing psychi—
atrists’ recovery—oriented practices.
We would note, however, that the
absence of a validated instrument is
aless serious flaw unless the purpose
is to assess internal constructs or
states, such as psychopathology or
personality variables. In our case, we
were assessing straightforward clini-
cal practices by using items with high
face validity and standard Likert re-
sponse alternatives. Further, our fac-
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tor solution was consistent with ex-
pectations, and the resulting scales
showed predictable internal rela-
tionships and adequate internal reli-
ability coefficients. Thus we consider
our measure a reasonable, if not ide-
al, approach for measuring psychia-
trists’ recovery—oriented practices.

Conclusions

From the standpoint of recovery ad-
vocacy, it is gratifying to learn that
Columbia University’s Public Psychi-
atry Fellowship alumni are address-
ing areas that most recovery propo-
nents would endorse as important.
As the concept of recovery continues
to mature it is to be expected that re-
covery-oriented practices will con-
tinue to expand among all psychia-
trists. However, our findings with re-
gard to involuntary inpatient and
outpatient commitment and authori-
tarian medication management sug-
gest that even psychiatrists who re-
ceive specialized training in rehabili-
tation and recovery are going to be
reluctant to condone medication re-
fusal among patients who have re-
peatedly relapsed as a result of non-
adherence and are going to continue
to be willing to initiate involuntary
commitment when patients” behav-
ior makes them a danger to them-
selves or others. This is self-evident
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to most psychiatrists, but many re-
covery advocates continue to regard
these practices as coercive. These
differing perspectives represent a
potential ongoing conflict.
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