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Summary
BACKGROUND – The inadequacy of hospitalized mental health care in low and middle income countries

(LMICs) has led to the emergence of community mental health initiatives who aim to fill the treatment
gap affecting mostly rural areas. In India, community-based mental health care has played a big role in
providing basic mental health care to those most in need and relieving the burden on families as
informal caregivers. One of these initiatives is Mental Health Action Trust (MHAT), who has been
providing mental health care and rehabilitative services to the economically backward in several
districts in northern Kerala. The lack of reportage on mental health in LMICs calls for an evaluation of
mental health models, as to contribute to knowledge on community based mental health care. The
MHAT model was evaluated according to a new movement that has emerged from the West, focusing
on the holistic recovery of mental health patients beyond symptom remission. This approach aims for
mental health programs to incorporate norms, values and services that will facilitate the individual
recovery process of the patient. While the principles of the approach are based on Western studies,
they show correspondence with the aim of multiple community based care services focusing on
rehabilitation of people with mental health problems in LMICs. Current research into the recoveryoriented approach in LMICs is limited, sparking interest into the applicability of this approach in low
socio-economic community-based settings, specifically rural India.
OBJECTIVE – The objective of this study is to evaluate the recovery-orientation of MHAT and gain insight

into the applicability of recovery-oriented principles in rural Indian context by measuring patient
satisfaction of recovery-oriented principles in MHAT’s services and exploring how patients value these
principles.
THEORY – Ten principles were operationalized for this research based on a framework formulated by

Davidson et al., (2005): renewing hope and commitment, redefining self, incorporating illness,
involvement in meaningful activities, overcoming stigma, assuming control, becoming empowered and
exercising citizenship, managing symptoms, being supported by others, and dignity and respect.
METHODS – The research design involved a case study using the Recovery-Self Assessment (RSA)

questionnaire assessing patient satisfaction on the incorporation of principles into MHAT’s services,
and consequently focus group discussions to explore patients’ own conceptualizations of recovery.
RESULTS – The results show satisfaction for the majority of the principles and patients value most of

these principles as well, of which overcoming stigma, being involved in meaningful activities and being
supported by others were most important.
DISCUSSION – Important insights into the cultural applicability of the principles in rural Indian context

are shown. Recommendations for improvement of MHAT’s recovery-orientation include efforts to
fight social stigma, help with employment and other non-mental health activities. This study provides
insight into how different aspects of MHAT’s model are important for different parts of the patient’s
recovery. Ultimately, this contributes to knowledge on holistic and dignified community based mental
health care services and makes a start on research into the applicability of the recovery-oriented
approach in India and other LMICs.
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Introduction
There is a large burden of severe mental illnesses worldwide, especially in low and middle-income
countries LMICs (Patel, 2007). However, the expenditure of mental health is generally no more than
2% of the total health budget in LMICs, causing many deficits in the mental health care systems
(Kleinman, 2009). This lack of adequate mental health services constitutes a major treatment gap
(WHO, 2008), meaning that as much as 90% of the people in LMICs who are in need mental health
services are not being provided the appropriate care (Kleinman, 2009). Insufficiency of the mental
health care system has many aspects including a lack of mental health policy, a lack and unequal
distribution of professional health workers and no integration of mental health into primary care
(Saxena, 2007). The main type of service provided in LAMICs is in the form of mental hospitals, but
these are often of poor quality and are inaccessible to many people with mental illness. The treatment
gap has led to several public health issues, of which the most important ones are suicide, the burden
on informal caregivers and exclusion of people with mental illness from the community (Mathers et
al., 2008; WHO, 2001).
The growing need for adequate mental health care in LMICs has led to emergence of mental health
initiates in local settings, called community-based care (Saraceno et al., 2007). Characteristics of
community-based care include active screening, engagement of community members, involvement of
family, nearby accessibility, none to low costs for treatment, referral services and monitoring of
patients (Thornicoft et al., 2010). Community-based care serves as a good alternative or
complementation to hospitalized care. Some of its benefits include cost-effectiveness, reduction of
stigma on treatment and the focus on individual needs of care (WHO, 2001). Community-based care is
important because it is a feasible way of providing basic mental health care to the people most in need.
Factors contributing to feasibility include collaboration with community members and volunteers to
set up programs needed for the community, training of non-professional workers and co-operation
with other community actors and organizations (Kakuma, 2011). Development of implementable and
sustainable models of community-based care greatly contributes to improving mental health care in
LMICs.
In India, community-based care has been a great response to the inadequacy of the governmental
mental health facilities and has seen many developments in the last decades (Padmavati, 2005). The
treatment gap has caused families of people with mental health problems to take on the role of
informal caregivers, imposing a great burden on them (Avasthi, 2010). To fill the treatment gap and
relieve the burden on informal caregivers, multiple organizations have initiated community-based
mental health programs. Mental Health Action Trust (MHAT), an NGO located in Kozhikode, Kerala has
been providing community mental health care with a multi-disciplinary team in 5 districts since 2008.
The aid provided is centered around socio-economically disadvantaged families. So far, more than
3000 clients have been treated. This calls for an evaluation of the work that MHAT has been doing, in
order to further improve the care provided in these communities. Moreover, this study will contribute
to the reportage on mental health in LMICS, as under 10% of the studies into mental health are
conducted in LMICs, while they comprise more than 80% of the world population (Patel, 2007; Saxena
et al., 2004).
This evaluation will take on the theory of the recovery-oriented approach, a new perspective on
psychiatric care that emerged from the consumer movement in the late 20th century (Anthony 2007;
Slade 2009). The consumer movement expressed their critique with the traditional model of
psychiatric care, in which physicians assess patients in clinical terms such as symptom remission,
relapse and hospitalization, which are terms mainly used in physical health (Schrank & Slade, 2007).
5

Medical treatments are important but the focus on merely clinical outcomes is deficient because no
attention is given to rebuilding a person’s life and reintegration into the society (Jacobson & Greenley,
2001). For people with chronic mental health problems, it is important that while they might not being
able to achieve full remission of symptoms, that they gain a sense of control over their life and restore
to a satisfactory level of functioning (Davidson et al., 2005). This process of recovery can be of great
added value to their lives and to the community as well. To support the process of recovery, mental
health services can assume a recovery-orientation in their services, meaning they use different norms,
values, services and tools in order to aid the patients in their recovery process.
The potential of a recovery-oriented approach in LMICs lies in its focus on rehabilitative mental health
care and use of community resources, which has been one of the main models of mental health care
in LMICs (Saraceno, 2007; Wiley-Exley, 2007). Recovery-oriented community-based interventions have
been named as a critical element of the development of integrated mental health in low-income
countries, as to avoid a purely medical approach to mental health problems and ignoring important
community dynamics (Ventevogel, 2014). However, research into the use of the recovery-oriented
approach in low-income countries and community settings so far is very limited. This study will
contribute to this and more specifically add to knowledge on the cultural applicability of the recoveryoriented approach in rural Indian context. The evaluation is done from a patient’s perspective, based
on the experience of chronic patients with the services they have been receiving at MHAT. In the
mental health field, consumer feedback is viewed as critical to evaluative research and the further
development of services and moreover, a particularly important element of recovery-oriented care
(Coates, 2016).

Research aim
The objective of this study is to evaluate the recovery-orientation of MHAT and gain insight into the
applicability of recovery-oriented principles in rural Indian context by measuring patient satisfaction
of recovery-oriented principles in MHAT’s services and exploring how patients value these principles.

6

Contextual background
India demographics and mental health system
India is the second most populated country of the world with a population count of 12521 million
(OECD, 2017). Its economy is one of the fastest growing, with a growth rate of approximately 7,7%
(OECD, 2017). India also had success in fighting poverty, with the poverty rate declining more than 10%
in within the last decade (World Bank, 2015). However, challenges still remain to keep the growth
sustainable and discrepancies between urban and rural areas persist, as it has been harder for the
economic growth to reach the rural areas (OECD, 2017). With a primarily rural population, many issues
remain for people in these areas considering low socio-economic status and low education are one of
the main determinants of mental illness (Patel, 2007). The health system has been in development but
still only 5% of government expenditure is allocated to health care (WHO, 2014). There is no separate
budget for mental health care, this is incorporated in the limited regular health care budget. Deficits
show in many complications such as lack of manpower and infrastructure, inadequacy of primary
health care services, many hospitals without the required personnel, resources or proper treatment
and inefficiency of services leading to increasing expenses (Khandelwal et al., 2004).

Culture and perceptions of mental health in India
India is a country of many different communities and religions. The majority of the people are Hindu,
other main religions are Sikhism and Buddhism, and smaller religions include Islam and Christianity
(Khandelwal et al., 2004). There are multiple alternative forms of care including Ayurvedic medicine
and traditional healers, the latter of which is the main source of treatment for mental health in rural
areas where there are no other services available. It is seen that when modern health care becomes
available, people will make use of it (Khandelwal et al., 2004). However, traditional care remains an
important aspect of mental health care, as it has been shown to provide great social and mental
support and is a beneficial complementary service to community mental health care (Raguram et al.,
2012; Shields et al., 2016).
Mental health care in India is distinctly family-based, as the family tends to make the main decisions
on the treatment and the patient is ultimately the family’s responsibility (Avasthi, 2010). The family
mostly goes along to any outpatient or even inpatient care. The family-based mental health care stems
from the interdependent culture that is inherent to India. Additionally, the treatment gap for a large
proportion of people with mental health problems causes the family to assume the role of informal
caregiver (Avasthi, 2010). While a strong support system in times of need, this poses a burden on
families of not only caregiving but also issues surrounding stigma and discrimination that extent to the
family of the patient (Avasthi, 2010; Kermode et al., 2009).
Individually, stigma has important implications for people’s confidence, self-respect and their
opportunities in society (Corrigan, 2004). Stigma-inflicted harm includes internalized stigma that
causes people to think of oneself less because of being labeled mentally ill, as well as social stigma,
meaning society’s perspective of the person with mental illness as incompetent or un-worthy.
Consequently, the prejudice and discrimination that stigma entails can affect the most essential
aspects of people’s lives such as employment and housing (Corrigan, 2004; Gary, 2005). Ultimately,
stigma forms a great barrier to care as the fear of stigma-inflicted harm withholds many people with
mental health problems from seeking appropriate treatment or continuing treatment (Corrigan, 2004;
Thornicoft, 2006; Crisp, 2000).
Issues with stigma, discrimination and treatment-seeking behavior are maintained by the low levels of
mental health literacy, that exist especially in rural areas (Jorm, 2012; Shidhaye et al., 2013). In a recent
7

study assessing mental health literacy, help-seeking behavior and perspective of mental illness among
youth from rural areas in India, the mental health literacy was found to be noticeably low, suggesting
that informal sources of information such as friends and family shape their perception of mental illness
rather than legitimate resources (Ogorchukwu et al., 2016). Additionally, this study found severely
stigmatizing perceptions embedded in their knowledge. Furthermore, a study into the mental health
literacy of caregivers at a rural outpatient clinic in India showed a distressingly low knowledge of
mental illnesses as well (Poreddi et al., 2015). These studies illustrates the extent to which stigma is
embedded in society, raising the complexity of combating such an issue.

Development of community-based mental health care

.

The development of community-based care in India initiated through the National Mental Health
Programme (NMHP), which was implemented in all the states of India in the 80s (Ministry of Health
and Family Welfare, 1982; Sahu, 2014). Goals of the programme were to work towards making basic
mental health care available to the whole population, with a focus on vulnerable subgroups with lowsocio-economic status; secondly, to stimulate integration of mental health care in primary health care;
thirdly, development of community based mental health services and stimulation of self-help practices
(Khandelwal et al., 2004). The program booked moderate success, but initiated a community mental
health movement. Since, a large development of community mental health initiates has been seen,
with interventions by non-governmental organizations making up the most vital part (Sahu, 2014).
In the last decade, progress has been made on multiple aspects of community mental health care in
India. For example, several interventions have focused on cost-effectiveness of integration of mental
health care into primary care (Chisholm et al., 2000; James et al., 2002; Murthy et al., 2005).
Furthermore, the value of traditional mental health care was exhibited, as Shields et al., (2016) has
shown a collaboration between traditional healers and modern mental health care to be feasible and
beneficial to mental health patients. Efforts have also been made to examine and improve the mental
health literacy of the rural population (Chowdhury et al., 2001; James et al., 2002; Kermode et al.,
2009). Results of these studies showed the importance of incorporating local views on the concepts of
mental illness into the services for the intervention to be successful (Chowdhury et al., 2001; Kermode
et al., 2009; James et al., 2002). These studies show a promising development of community-based
mental health care in rural Indian settings, with use of different cost-effective and culturally applicable
approaches. However, there are still important barriers to successful implementation of mental health
interventions including problematic integration of mental health care into primary care, low use of
non-formal resources and lack of trained staff (Saraceno et al., 2007). Therefore, research into
successful models on community based mental health must continue to ensure a prosperous future.

Kerala
Kerala is a state stretched along the South-Western coast of India, making up approximately 3% of the
Indian population. The official language is Malayalam and the state is divided in three main religions,
with 56% accounting for Hinduism, 25% for Islam and 19% for Christianity. The state is known for its
relatively prosperous social development. Several indicators such as life expectancy, poverty rate and
female literacy are among the highest of India and even resemble Western figures, and the availability
and accessibility of general health care are considered to be the best of all states (Padmadas et al.,
2000; OECD, 2017). These promising figures make Kerala a leading state for the development of health
care (Varman, 2012; Thankappan et al., 2009). However, mental health services are still lacking with
greatly inadequate numbers of facilities and mental health professionals, which are mostly
concentrated in private services, showing failures of the NMHP in providing mental health care
integrated in primary care and available to all (Praveenlal, 2013). Public health implications of
untreated mental health problems specific to Kerala include increased suicide rates, familial
8

complications and broken marriages (Praveenlal, 2013). In rural areas with lowest accessibility to
services, such mental health related issues can be especially detrimental. Community participation, aid
for the family and follow-up community services are among the main challenges of development of
mental health care in Kerala (Praveenlal, 2013).

MHAT
Mental Health Action Trust (MHAT) is a Charitable Trust in collaboration with the Institute of Palliative
Medicine in Kozhikode, Kerala. Kozhikode, also known as Calicut, is the third largest city of Kerala
located in the North. MHAT has been active since 2008, and developed after a movement from the
surrounding communities seeking help for the inhabitants affected by mental illness. The main aim of
the organization is the provision of mental health care to the people most in need. Additionally,
multiple services are provided to help patients rebuild their lives, including rehabilitative services, day
care, help with housing and attaining government resources. All the services combined aim to achieve
clinical remission, prevention of relapses and rehabilitation.
The organization is active in 52 community clinics across seven districts in North Kerala. These districts
include Malappuram, Wayanad, Palakkad, Thrissur, Kasaragod and Kozhikode. In the district of
Wayanad, service is being provided to the tribal population as well in the form of home visits. The aim
is to continue the development of service locations and MHAT keeps working towards opening more
clinics in areas of need. By June 2017, the amount of registered patients counts nearly 4000. Patients
are predominantly diagnosed with chronic mental disorders, of which the main diagnoses are bipolar
disorder, depression, schizophrenia, psychosis and obsessive compulsive disorder.
Patients are taken care of by a multidisciplinary team including psychiatrists, clinical psychologists,
psychiatric social workers and rehabilitation coordinators. A vital part of MHAT’s model of care is the
collaboration with local partners and trained volunteers. They make use of existing systems of care
and patients attend psychiatric clinics at the same location as where physical health care is being
provided. Trained volunteers function as monitors of patients in the community, acting as their mental
health care coordinators.
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Theoretical background
Recovery-oriented approach
In the last decade, recovery-oriented models have been an upcoming directory for development of
mental health services and has been incorporated in policies on mental health development in multiple
developed countries (Schrank and Slade, 2007). There is growing evidence for a recovery-oriented
approach being a best practice for mental health care (Sheedy & Whitter, 2013; SA Health, 2012). At
the core of the movement lies recognition for recovery beyond symptom remission and a focus on the
long-term and individual recovery of patients rather than merely acute care (Jacobson & Greenley,
2001). Several factors are being recognized that could aid in the patient’s recovery such as active
participation in the treatment plan and involvement of those close to the patient, through peer and
family support programs and community-based organizations (SA Health, 2010; Le Boutillier et al.,
2011). There is not a standard recovery-oriented model but a growing knowledge on recovery-oriented
principles that are important in a person’s recovery. This section will enlighten the concept of recovery
and describes a framework consisting of ten principles proposed by Davidson et al., (2005).

Recovery in mental health
To understand the use of the term recovery in this research, it is useful to discuss the variety of
meanings it has assumed among health fields. For most physical conditions it is possible to achieve a
cure of the condition, and in this sense recovery means a complete restoring of functioning previous
to the event (Davidson et al., 2005; Schrank & Slade, 2007). In the mental health field, the majority of
people affected by mental illness has a chronic condition, making it impossible to restore to previous
functioning. In this case, recovery means regaining a functional and meaningful life in spite of the
presence of symptoms (Davidson et al., 2005; Schrank & Slade, 2007; Jacobson & Greenley, 2001). This
is seen not as an end goal necessarily, but rather as a continuous process throughout the person’s
course of illness (Jacobson & Greenley, 2001). In this process the person has to regain control over his
or her wellbeing and take responsibility for their own life. In the context of recovery, a useful
comparison is that of chronic mental illness as a disability, and recovery meaning the overcoming of
this disability to regain a functional and relatively independent life (Davidson et al., 2005). It is a process
that is very individual and can mean different things to people with chronic mental health conditions.
In order for organizations to stimulate the recovery process of patients, they can create suitable
conditions by applying certain recovery-oriented principles in their services. These principles include
aspects such as their attitude towards patients and various kinds of aid beyond mental health
treatment. These services have been described in literature as external aspects of recovery, that have
an interactive relationship with the internal recovery process of the patient, as these services can
facilitate recovery of the patients (Mental Health Commission, 2008).

Theoretical framework

.

The process of recovery in the mental health field has seen many conceptualizations in literature over
the years. There is not one definition of the concept and most conceptualizations include a broad range
of aspects that are important in the recovery process. However, as stated by Davidson et al., (2005)
who performed an extensive literature study into the bulk of definitions on recovery, there appear to
be three common elements in each definition. These are accepting the condition, having hope for the
future and redefining oneself. Based on these three elements, Davidson et al., (2005) has constituted
a theoretical framework of nine principles. This framework is adapted for this research and one
principle was added. Consequently, the following principles will be operationalized for this research:
renewing hope and commitment, redefining self, incorporating illness, involvement in meaningful
10

activities, overcoming stigma, assuming control, becoming empowered and exercising citizenship,
managing symptoms, being supported by others, dignity and respect. These principles are named as
separate aspects but are rather closely related to each other, as will appear in the following section.
Furthermore, this framework recognizes the reciprocal relationship between the patient’s recovery
and the mental health services they receive. This means that the principles describe the aspects of
importance in the internal recovery process of the patient as well as the ways in which organizations
can aid in these aspects.

Recovery-oriented principles

.

Renewing hope and commitment is about having hope for the future and believing in the possibility of
recovery. It is the one of the most described principles in literature (Davidson et al., 2001; Deegan,
1996; Fisher, 1994; Jacobson & Curtis, 2000; Jacobson & Greenley, 2001; Mead & Copeland, 2000;
Roberts & Wolfson, 2004; Noordsy et al., 2002; Whitley & Drake, 2010). It is important for this principle
that hope for the future is instilled by health workers, by telling the patient that recovery is possible,
stimulating and helping to plan for life goals, and holding hope especially when the patient does not
(Fisher, 1994; Deegan, 1996). As such, hope can be attained through support by others who believe in
the recovery of the patient, including family, peers and health workers, showing the principle of being
supported by others (Anthony, 1993; Jacobson & Greenley, 2001; Mead & Copeland, 2001). Hope is
also closely related to having meaningful relationships with others in society, patients must feel the
opportunity to become part of society again (Davidson et al., 2001; Mead & Copeland, 2000).
Recovery-oriented services in this context include peer support groups and family support groups.
Redefining self is an underlying element of recovery, that concerns seeing the illness as only one part
of the self, and finding social roles that can help in redefining the person (Jacobson & Greenley, 2001;
Davidson et al., 2001; Deegan, 1996). It is about the recovery of identity, seeing oneself as a person
beyond mental illness (Ahern & Fisher, n.d.). Redefining self is also related to the principle of
overcoming stigma, as renewed confidence coming from seeing oneself outside of mental illness, can
help them in overcoming the stigma they face in society, leading to a positive spiral of confidence
(Jacobson & Greenley, 2001). The principle of overcoming stigma is about dealing with the
consequences of stigma and gaining coping methods for internalized stigma, as well as dealing with
stigma in society. It has also been described in literature as social recovery (Whitley & Drake, 2010;
Noordsy et al., 2002). Health workers can aid by helping patients overcome internalized stigma and
ultimately, aid in redefining self by combating social stigma in society (Ahern & Fisher, n.d.; Deegan,
1996; Perlick, 2001; Fisher, 1994; Jacobson & Greenley, 2001).
The principles incorporating illness and being involved in meaningful activities are closely related to
redefining self. Incorporating illness is about accepting the condition and allowing growth of
capabilities that will help in achieving life goals despite the illness (Deegan, 1988; Ahern & Fisher, n.d;
Davidson et al., 2001). Gaining back the ability to do certain tasks, even if small, is an important tool in
redefining oneself and attaining confidence. Health workers can aid in this by helping to work towards
these goals. These can be small goals such as exercising more, prioritizing daily tasks, or bigger goals
such as education or employment (Ahern & Fisher, n.d.). This is related to the principle of being
involved in meaningful activities, which is about attaining functional roles in society such as working
or being a student or family member, that can serve as a basis in the community for the person in
recovery (Anthony, 1993, Davidson et al., 2001; Jacobson & Greenley, 2001; Whitley & Drake, 2010;
Noordsy et al., 2002). Health workers can aid in this by help with getting work or an education
(Davidson et al., 2001; Jacobson & Greenley, 2001).
Assuming control is about taking responsibility for one’s treatment and life (Fisher, 1994; Noordsy et
al., 2002; Jacobson & Greenley, 2001; Walsh, 1996). It is about letting a patient become an active
11

participant in their own treatment and valuing a person’s ability of making their own choices regarding
their treatment. In this principle it is important that patients are being offered meaningful choices that
can provide a sense of control and empowerment (Anthony, 1993). The principle of managing
symptoms also deals with a sense of control, responsibility and active participation in treatment. Being
able to control symptoms leads to self-esteem and can let patients develop their personal coping
methods (Deegan, 1996; Fisher, 1994). For this, agencies can let patients have some responsibility over
managing their symptoms, and provide educational activities on how to manage symptoms. Thirdly,
control is an integral part of empowerment, leading to the principle of becoming empowered and
exercising citizenship. This principle is about asking for equal rights and opportunities in society, as a
human being who is entitled to respect and complete citizenship like any other person (Fisher, 1994,
Greenley & Jacobson, 2001; Walsh, 1996; Whitley & Drake, 2010). Health workers can aid in this by
engaging in collaborative initiatives that will help patients in exercising their rights in the community.
Lastly, one principle was added to this framework, called dignity and respect, as an extension to the
principle of overcoming stigma. This principle is about being treated with dignity and respect by health
workers, as well as by others in society (AGHD, 2010; Mead & Copeland, 2000; Ahern & Fisher, n.d.).
This principle also entails combating stigma and discrimination in society. This principle was added to
the framework because the value of patients being treated with dignity and respect is important for
MHAT to incorporate in their services and because of the relevance of stigma and discrimination in
Indian rural communities.
.

Research questions

.

This study will assess the degree to which MHAT has incorporated the ten recovery-oriented principles
of the framework into their practices. The recovery-oriented approach is a theory that has developed
and mainly been tested in Western countries including the United States, United Kingdom, Canada and
Australia (Kidd et al., 2010; Williams et al., 2012; Brown et al., 2010; Tsai et al., 2010; Livingston et al.,
2012), of which almost exclusively in hospital settings. This creates the need to assess the applicability
of these principles and patient’s own perceptions on concepts of recovery in this low-income, rural
Indian community-based setting as well. Therefore, this study will assess the external as well as the
internal recovery of the theoretical framework. The first research question addresses the external
recovery principles that MHAT can incorporate to facilitate the recovery process of patients.
Consequently, the second research question assesses how patients value these principles. Therefore,
this question concerns patient’s own conceptualizations of the internal recovery process, as well as
their own ideas of the external factors that help in this process.
..
.
.
1. What is patients’ satisfaction on the incorporation of recovery-oriented principles in MHAT’s
services?.
2. How do patients value these recovery-oriented principles?

.

a) What are patients’ own conceptualizations of recovery?
.
b) What are important factors that help in the patients’ recovery process?
.
c) Do patients feel like these factors are incorporated in the services they receive and what are
suggestions for improvement?
.
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Methods
Research strategy
The objective of this research was to evaluate MHAT’s services by measuring patient satisfaction on
the incorporation of recovery-oriented principles in MHAT’s services, and how patients value these
principles. This was done by means of a case study with a combination of quantitative and qualitative
methods. The quantitative method concerns a self-reported questionnaire for patients to rate the
extent to which recovery-oriented principles are incorporated in MHAT according to their experiences.
Consequently, to assess how patients value these principles, patients’ own conceptualizations on
recovery will be assessed in a smaller setting with use of focus group discussions. The combination of
quantitative and qualitative research methods is very useful to explore this subject in this particular
setting. The questionnaire provides statistical data on the organization’s performance on certain
principles, which is needed in order for the organization to develop in a recovery-oriented direction.
Consequently, the focus group discussion provide a deeper insight into how these principles are valued
by patients. This provides insight into the applicability of the concept of recovery in this setting and
adds value to the results of the questionnaire.

Research population
The research population of this study concerns patients who have been receiving MHAT’s services for
at least a year. These patients visit different clinics in which MHAT’s services are being provided in the
districts Kozhikode, Malappuram and Palakkad of Kerala, India.
.

Sampling Design

.

Questionnaire
As MHAT is active in a large area of communities, it was chosen to take a sample with the expected
reach for this questionnaire of at least 100, up to 400 people. Participants for the questionnaire were
chosen by a convenient sample method: patients who visit a certain clinic on one day. Additionally, the
questionnaires were undertaken at clinics in closest proximity to the volunteers, at days convenient to
them. For each volunteer three different clinics were available for them to visit in a week. The following
inclusion and exclusion criteria were maintained:
Inclusion criteria
Patients with MHAT for at least a year
Age group >16

Exclusion criteria
In episode/unstable
Dementia
Unable to engage in process
Bedridden
Table 1. Inclusion and exclusion criteria for selection of patients for focus group discussions.

.

Patients who had been with MHAT for at least a year were included because it is important they have
been with MHAT long enough as a patient to be able to provide a comprehensive evaluation. The age
group was set to over 16 because of the theoretical complexity of the subject. Furthermore, patients
were excluded if they were in any type of episode or were unstable, as they would not be able to give
a reliable and unbiased opinion. Lastly, patients who were not eligible to participate were those with
dementia, those who would be unable to engage in the process and finally those who were bedridden
and physically restrained to visit the clinic.
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Focus groups
A random selection process was used for participants of the focus groups. The same inclusion and
exclusion criteria as for the questionnaires were applied, and consequently clinicians of the concerning
clinics called up patients in a random order.

Tools for Data Collection
RSA questionnaire
The Recovery-Self Assessment (RSA) questionnaire was developed in 2005 by M. O’Connell, J. Tondora,
G. Croog, A. Evans and L. Davidson of the University of Yale (O’Connell et al., 2005). It was developed
to give organizations a tool to measure the extent to which recovery-oriented principles are present
in their organization according to consumers. Consequently, the RSA can provide direct feedback to an
organization about specific aspects that can be changed or strengthened to ensure recovery-oriented
conditions for their patients (AGHD, 2012). The RSA has been tested with individuals diagnosed with
serious mental illness from various ethnic populations and is designed to be used in any type of setting,
including inpatient, outpatient, residential or social programs. Principal component analysis of the RSA
questionnaire exposed five primary factors: life goals, involvement, diversity of treatment options,
choice and individually-tailored services (Campbell-Orde et al., 2005; Burgess et al., 2010). Table 2
shows the principles that each factors operationalizes. The RSA contains a total of 36 Likert scale items.
The RSA shows good internal consistency, strong face validity, and good test-retest reliability (Brown
et al., 2010; Tsai et al., 2010; Williams et al., 2012).
Factor
Life goals

Measures
Principles
How the organization
Renewing hope and commitment,
stimulates patients to reach
redefining self, incorporating illness,
their goals and individual
managing symptoms
interests (i.e. employment,
education)
Involvement
The extent to which patients
Becoming empowered and
are involved in different kinds
exercising citizenship, being
of recovery-oriented services.
involved in meaningful activities
Diversity of treatment options
The extent to which an
Assuming control
organization provides a range
Being supported by others
of treatment options (i.e. nonmental health activities and
peer support)
Choice
How the organization
Assuming control
incorporates preferences of
patients and the extent to
which they are free and
respected in their personal
choices
Individually-tailored services
The extent to which the
Being involved in meaningful
organization offers services that activities
are tailored to their personal
needs and interests, including a
focus on community network
building
Table 2. The five factors of the Recovery-Self Assessment, what they measure and which principles they
operationalize.

RSA-revised and RSA-MHAT
In 2007, the RSA was adjusted to focus more on the experiences of the patients with the organization,
rather than just their perceptions of the practices of the organization, developing the RSA-revised (RSA14

R). Two declarative questions were added at the beginning of the questionnaire, creating the factor
‘inviting’ and several other questions were deleted to shorten the questionnaire. This RSA-R was
adapted for the purpose of evaluating MHAT’s services, creating RSA-MHAT. All items were thoroughly
discussed with research members of MHAT serving as an expert panel for the selection process. Several
items were excluded because they were found to be inapplicable in the context of MHAT’s services.
All items on involvement were excluded. Furthermore, a few questions were added to cover principles
that are important to MHAT. These were four items on dignity and respect and two items on
partnership. The adaptation of RSA-MHAT compared to RSA-R is shown in appendix I. The
questionnaire was translated into Malayalam, and back-translated into English to verify the
translation. The final RSA-MHAT questionnaire contains 23 items, shown in appendix II. The
questionnaire is self-administered, although volunteers were trained to guide the process.
Administration time for the questionnaire was around 10 minutes. After a pilot study showed that the
questions were difficult to comprehend and for patients to understand the theoretical content, the
RSA-MHAT was adjusted to be contain more simplified language use.
.
Socio-demographic forms
.
The second tool that was used were socio-demographic forms. This concerned the socio-demographic
forms in Malayalam that MHAT standardly uses to gain information on their patients. The forms were
not translated into English but administrated by the volunteers in the local language alongside the
administration of RSA.

Data Collection Procedure
RSA-MHAT
Data collection for the questionnaires was performed with five volunteers from communities
surrounding the clinics. A training of multiple days was provided to explain the context of the research
and guide them through the steps of conducting a questionnaire thoroughly, including exercises such
as role play. The duration of data collection was approximately two months. During this period there
were weekly gatherings to discuss any problems that had arisen and to ensure that the data was being
collected properly. Objective feedback of the volunteer’s performance was obtained from staff at the
clinics. Additionally, staff members from the clinics were being checked upon to handle the inclusion
and exclusion criteria correctly. A consent form was presented to the participant before participation
and asked to sign before proceeding. Additionally, a consent form was signed by the volunteers before
data collection stating their voluntary participation for the agreed upon compensation, that they will
handle the information of patients confidently, and be sure to ask for consent from patients before
their participation.
Focus Group Discussions
The goal of the focus groups was to examine patient’s own conceptualizations on recovery and needs
in their recovery process, thereby providing insight into how patients value the recovery principles that
are being assessed by RSA-MHAT. For this, five main questions were asked. Firstly, two engaging
questions on their overall experience with MHAT and thoughts on their recovery process were asked
to make them feel comfortable and get acquainted with the subject of the discussion. Consequently,
three explorative questions were asked to gain deeper insight into what aspects they find important
in their recovery process, how these aspects are incorporated into the services they receive and what
are possible improvements. Lastly, one exist question was asked to round up the discussion and make
sure everything has been said (Krueger et al., 2009). The focus group discussion guide is visible in
appendix III.
.
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The amount of focus groups for both patients and their family was set to four, which was the expected
amount to reach saturation (Rabiee, 2004). The size for the focus groups was set to a minimum of 7
and a maximum of 10 participants, which is described to be an optimal size (Rabiee, 2004). The focus
groups were led by an MHAT team member in Malayalam, for which a training and manual with
elaborate constructions was prepared. Key statements of the discussion were noted, group dynamics
were collected onto dynamic sheets and all the focus group discussion were recorded to allow for
precise transcription. All the participants were asked to sign a consent form upfront. An overview of
the patients is visible in table 3.
Firstly, a pilot focus group discussion was held to check if any issues arose with the developed
questions. After the pilot focus group it was decided that no changes were necessary and therefore
the pilot focus group was included in the eventual results.
Number of
participants
Codes

FGD1
7

FGD2
10

FGD3
9

FGD4
9

11 to 17

21 to 210

31 to 39

41 to 49

Table 3. Overview of the FGD participants.

Data entry
Alongside the data collection the data entry process was started as soon as the first sheets were
available. In this way, any questionnaires that were filled in incorrectly could be traced back
immediately in the early stage of data collection. Volunteers that appeared to have conducted the
questionnaires incorrectly were asked to redo them.
For entry of the socio-demographic data, a coding template was used. Only the information on the
socio-demographic sheets that was different from standard answers on the template was translated.

Data analysis
Socio-demographic forms
To provide an image of the general characteristics of the research population the most important
information of the socio-demographic forms was analysed using frequency statistics, including gender,
age, religion, caste, employment, income, housing, diagnosis and duration of illness.
RSA-MHAT
The data was tested for internal consistency of the scale with Cronbach’s alpha. A strong Cronbach’s
alpha of at least 0,7 shows a good internal consistency and raises the credibility of the questionnaire’s
outcomes (Field, 2013). Consequently, the Cronbach’s alpha was calculated for all the separate factors
to analyse whether the items belonging to each factor show a good reliability after adjusting the
questionnaire. Since individually-tailored services became a single-item factor in RSA-MHAT, reliability
statistics could not be performed on this factor.
To represent the scores of strongly disagree (1), disagree (2), neutral (3), agree (4) and strongly agree
(5), the frequency of the different scores for each item was calculated. Consequently, to provide results
on the seven different factors in the questionnaire, the frequency of the combined median of the items
within each factor was calculated. For this, it was chosen to calculate the frequency of the median, as
this allows the distribution of the data to remain visible as well, as opposed to calculating the mean
where this would not be possible. To be able to calculate a meaningful combined median, the scores
of don’t know (6) and not applicable (7) were left out, as these do not hold ordinal value.
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Focus group discussions
Recordings from the focus group discussion were transcribed directly into English by a native
Malayalam speaker. Consequently, the transcripts were analysed using open coding to provide three
main overviews: different conceptualizations; factors and/or services that help in patients’ recovery;
and suggestions for improvement of the services (research questions 2a, 2b and 2c respectively). This
allowed insight into similarities, contrasts and associations between findings within each overview.
Consequently, the codes were categorized into overarching subjects, providing a thematic framework
of the main findings for each research sub-question.

Ethical approval
Ethical approval was granted by the Institutional Ethics Committee (IEC) after submission of all the
necessary documents including the research proposal and detailed description of the data collection
procedure, followed by a discussion with all the members of the ethics committee.

Results
This section will provide an integrated presentation of the quantitative and qualitative results. Firstly,
an overview of the quantitative data will be presented, with a description of the socio-demographic
data and consequently a description of the data from the RSA questionnaires. The results on the
combined median of the different factors will be discussed, providing a first insight into how the
organization has scored on different principles. Consequently, an overview of the main focus group
discussion results will be provided. Ultimately, all separate items within the questionnaire will be
discussed in detail for each factor, ordered from highest to lowest score. The focus group discussion
results will be integrated into this section, showing similarities and contrasts between the
questionnaire scores and focus group results as well as providing deeper insight into the results of the
questionnaire.

Recovery Self-Assessment
Socio-demographics
The results of 113 questionnaires are included in this report. The ratio between male and female is
almost 1:1, with females accounting for 52,3% of the participants. The median age is the category of
51-60 years old. The diagnosis of the participants is mainly bipolar affective disorder (46%), other more
infrequent diagnoses are schizophrenia, psychosis, recurrent depressive disorder, obsessive
compulsive disorder and combinations of these. The majority has been ill for less than 5 years (14,2%),
but the duration of illness of the remaining participants ranges up to 50 years. Only 38,1% of the
participants is married and the remaining are mainly single (29,2%) or divorced (22,1%). The largest
proportion is Muslim (67,9%), while Hinduism accounts for 30,1% and only 1,8% is Christian. The large
majority belongs to the caste OBC (85,5%), a social-economically backward class. The remaining belong
to ST or SC, other lower castes subordinate to OBC. The highest attained education is mainly primary
education (52,2%), or secondary school (31%). Many of the participants are unemployed (47,8%) and
therefore also have no current income (50,4%). The jobs of the employed show a great range, including
driver, bus conductor, servant, mechanic and shop owner, of which most earn around 1000 Rupees a
month. The majority has other earning members in the family (74,5%). Furthermore, 41,6% receives
government pension. The large majority does not receive any additional financial help (93,8%).
RSA-MHAT
Reliability statistics are shown in table 4. Reliability of all items within the questionnaire showed a
Cronbach’s alpha of 0,849, meaning a good internal consistency for all the 22 items. Only items 4, 5
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and 7 caused a slightly higher Cronbach’s alpha if deleted, meaning the questionnaire would be more
reliable without these items, however this is a slight change of 0,003 at most. The factors treatment
options and life goals sustained a good reliability with a Cronbach’s alpha greater than 0,7. Newly
added factor partnership showed a Cronbach’s alpha greater than 0,7 as well. The factors inviting and
choice did not maintain a good reliability, showing a Cronbach’s alpha of less than 0,5. Although no
items were excluded or added to the factor inviting, the wording was adjusted, so this could’ve led to
a decrease in reliability. Additionally, the factor inviting was not a result of the original factor
component analysis, but added to the revised RSA, so it is unknown whether it had a good reliability
before adaptation of the questionnaire into RSA-MHAT. Lastly, newly added factor dignity and respect
did not show a good reliability either, with a Cronbach’s alpha of less than 0,5.
Factors
Cronbach’s alpha
All items
0,849
Treatment options
0,792
Life goals
0,720
Partnership
0,706
Inviting
0,499
Dignity and respect
0,477
Choice
0,389
Table 4. The Cronbach’s alpha of all the items in RSA-MHAT, and of each factor separately ordered from highest
to lowest value.
.

Table 5 provides an overview of the combined medians of the different factors, ordered according to
the satisfaction of patients. Patients were most satisfied with feeling comfortable and invited at the
treatment places, as the factor inviting shows 98,3% agreeing, of which 67,3% strongly. Additionally,
this is the only factor that has no percentage being neutral or disagreeing. Secondly, patients were
highly satisfied with the items on dignity and respect, assessing help with stigma and discrimination,
confidentiality and being treated with dignity and respect. The factor dignity and respect had 96,4%
agreeing, of which 32,7% strongly, and it is the only other factor that has no one disagreeing and only
a small percentage being neutral.
Subsequently, the factors choice and partnership both scored well too with a high percentage agreeing
and a small proportion being neutral or disagreeing. For choice, this is 94,7% agreeing, of which 33,6%
strongly, meaning patients are satisfied with being listened to, not being forced in their treatment and
consideration of their personal goals. For partnership, this is 70,9% agreeing, of which 30,1% strongly,
meaning patients are satisfied with help in attaining local and governmental resources.
Furthermore, the factors life goals and individually tailored services scored similar results with 64,6%
and 65,5% agreeing respectively, of which a small percentage strongly. Life goals contains the largest
number of items, assessing if health workers instil hope, encourage to take risks, plan for life goals,
personal goals and other various non-mental health activities. Individually-tailored services contains
only one item, which is about help with being active in the community.
Lastly, the factor diversity of treatment options had 43,8% agreeing of which 5,4% strongly, and the
highest percentage of strongly disagree of all factors (17,9%). This shows a mixed response on help
with connecting to peer support, self-help groups and possibility of discussing sexual interests. The
separate items within each factor will be discussed in detail in the following section alongside the focus
group discussion results. A complete overview of the scores of all items is shown in appendix IIII.
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Inviting Dignity Choice Partnership Life Goals
and
Respect
1
1,5
2
2,5
3
3,5
4
4,5
5
Table

0,9

2,7
5,3
1,8
11,5
8
20,4
20,4
30,1

7,1
1,8
20,4

0,9
4,4
1,8
2,7
7,1
35,4
61,1
64,6
23,9
28,3
0,9
67,3
32,7
33,6
5,3
5. Frequency (%) of combined median of the items belonging

Individually Treatment
Tailored
Options
Services
2,7
17,9
0,9
8,8
4,5
23
52,2

31,3
1,8
38,4

13,3

5,4

to each factor. The median is shown in
numbers 1 to 5 meaning: strongly disagree (1); between strongly disagree and disagree (1,5); disagree (2);
between disagree and neutral (2,5); neutral (3); between neutral and agree (3,5); agree (3,5); between agree and
strongly agree (4,5); and strongly agree (5). The factors are ordered from highest to lowest score.

Focus Group Discussions
The goal of the focus group discussions was to enquire about patient’s personal conceptualizations of
recovery, factors that are important in their recovery process, and which aspects are included or
missing in the services they receive. Several themes arose that provide insight into different recovery
principles that are assessed in the questionnaire. Some subjects of the questionnaire did not come up
in the focus group discussions. It became clear during the focus group discussions that some concepts
were difficult for the patients to grasp or talk about. This also provides insight into the applicability of
the recovery principles discussed in the theoretical framework.
.
The main themes that arose on personal conceptualizations of recovery were taking medication, able
to work, able to control thought and emotion and able to interact with other people and live like others
in society. The main themes that arose on factors that help in recovery were peer support, day care,
educational classes, aid beyond mental health such as finding a job, and non-mental health activities
such as hobbies. There was a large consensus over the key findings on personal conceptualizations of
recovery and factors that help in recovery, as the majority of the patients mentioned these aspects to
be of importance and little contrasting views were found. Additionally, smaller findings from a minority
of participants, that are further elaborated on in the next section, had little contrasting views as well.
Lastly, there was not a great response on suggestions for improvement, this came mostly from one or
a few patients and there were little contrasting opinions as well. Suggestions for improvement included
help with attaining government resources, financial aid, more frequent visits of the senior doctor and
more classes for the family and patient.
All the participants of the focus groups are represented by the data, except for one participant in FGD
2 and three participants of FGD 4, who had trouble speaking up or did not make any relevant
comments. Furthermore, FGD 1 generated the most data and FGD 4 the least, while FGD 2 and 3
contributed equally. Additionally, in each focus group there were a few patients who contributed more
than others. Ultimately, a satisfactory level of saturation was reached, as few new findings arose in the
last focus group. All the findings from the focus groups will be presented in detail below alongside the
quantitative results, structured according to the seven different factors of the questionnaire. The
codes used for the different participants are visible in table 3.
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Inviting
Inviting

1
Health workers
welcome me and
help me feel
comfortable here.

Strongly
disagree
Disagree
Neutral
Agree
16,8
Strongly Agree
83,2
Don’t know
Not applicable
Table 5. Frequency (%) of strongly disagree,

2
The spaces used for
treatment-related
purposes feel inviting
and dignified.

1,8
23
75,2

disagree, neutral, agree, strongly agree, don’t know and not
applicable of items belonging to the factor inviting, with the items ordered from highest to lowest score.

The two items of the factor inviting scored the best of all items (table 5). Of the first item assessing
whether health workers welcome the patients and make them feel comfortable, 83,2% of the people
stated to strongly agree and 16,8% agree. The second item that assessed whether the spaces used for
treatment-related purposes feel inviting and dignified has a majority of 75,2% of the participants
strongly agreeing and 23% agreeing. These are the only two items on the questionnaire where no one
is neutral or disagrees. In the focus groups, multiple patients also specifically stated to feel comfortable
at the site of treatment, especially in comparison to previous treatment places (13, 22, 210, 31, 32, 42, 43).
“Getting this kind of treatment is itself a great luck. We will know about its difficulty when we
go to Kozhikode. This is like our own house.” 13
“We must 100% participate in the services from here. Because previously I used to go to
Telecherry and consult. Myself, wife and my small daughter used to go. They will prescribe
many medicine they will only say you must go to work, you must go to work. Otherwise it won’t
get cured. It worsened for me. After coming for the treatment over here it is a stage that life is
there, the illness will get cured.” 22
Furthermore, two patients spoke about being free and having the facility to do anything they like, such
as hearing a certain song or participating in a funeral (42, 43). This is a freedom they haven’t
experienced in previous institutions.
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Dignity and respect
Dignity
and
respect

20

21

19

18

Health workers
treat me with
respect and
dignity.

Health workers
keep information
regarding me
confidential.

Health workers
help me overcome
discrimination and
exclusion.
0,9

Health workers
help me feel good
about myself
despite my illness
0,9

1,8
37,2
56,6

11,5
45,1
41,6
0,9

5,3
17,7
59,3
16,8

4,4

0,9

Strongly
disagree
Disagree
Neutral
0,9
Agree
26,5
Strongly
72,6
Agree
Don’t
know
Not
applicable
Table 9. Frequency (%) of strongly

disagree, disagree, neutral, agree, strongly agree, don’t know and not
applicable of items belonging to the factor dignity and respect, with the items ordered from highest to lowest
score.
.

All four items within dignity and respect scored well, with the majority either agreeing or strongly
agreeing. The scores are visible in table 9, ordered from highest to lowest score. The items (20 and 21)
on being treated with dignity and respect and keeping information regarding the patient confidential
scored best, with the majority of respectively 72,6,% and 56,6% strongly agreeing and no one
disagreeing. The subjects of both these items were not discussed directly in the focus group
discussions. Patients were asked about dignity and respect, but had trouble responding to these
questions. In response to what their thoughts on respect were, one patient stated that respect is
important, but was unable to explain this further (2x). Furthermore, dignity and respect from health
workers showed when another patient talked about a peer support worker standing up for him against
people who were scolding the patient (42). Ultimately, the high percentage of patients strongly
agreeing with both these statements suggests patients do feel respected and dignified, and this shows
correspondence with other subjects such as being listened to, good communication, and not being
treated forcefully, as will be discussed with the factor choice. Furthermore, as discussed with the factor
inviting, patients have a sense of feeling comfortable and dignified at the clinic. However, the
responses from the focus group discussions suggest that further thoughts on the concept of dignity
might be more difficult.
The items (18, 19) on discrimination and stigma received a mixed response. The item (18) assessing
whether health workers help patients feel good about themselves despite their illness scored well with
59,3% agreeing and 16,8% strongly agreeing. However, item (19) assessing whether health workers
help patients overcome discrimination and exclusion scored less, with the majority of 45,1% being
neutral and 41,6% agreeing. From the focus groups it appeared that patients value help from health
workers on these matters greatly. Isolation of people with mental illness from society was one of the
main issues discussed in the focus groups. Firstly, it was stated by multiple patients that being able to
mingle with others is a sign of recovery to them (23, 26, 36, 38). Additionally, two patients specified that
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a state of recovery is being able to live like others in society, having no more feeling of isolation (14,
36).
“When I go for marriages, I used to be isolated. When I go there, I feel that they are watching
me. Now I do not have that.” 14
Furthermore, a good position in society and good rapport and interaction with other people was
mentioned by the great majority of patients to be an important factor helping in recovery (12, 13, 14,
15, 16, 17, 18, 19, 24, 31, 33, 34, 35, 37, 39, 43, 44, 47). It was mentioned by these participants that it is
important to live like other people in society, live like a normal person, have an atmosphere of peace
and receive recognition and love from society. This shows the importance of inclusion as well as dignity
and respect from society. Avoiding disputes with others and hatred from others in society was stated
to be important because it is a trigger for tension and recurrence of symptoms. In this manner, a good
connection with other people serves as a form of prevention of the mental illness.
“When we get position in society, our mind will be happy. Then depression will be reduced. Like
that along with this if we have a job, we will be able to keep depression far.” 13
“When going outside, the other people will make fun of you, like she is mad. They won’t talk to
me and make me feel alone. So while seeing these things I will get tensed.” – 43
A link to the rights of patients with mental illness was also shown when a patient stated that people
with mental illness have equal rights but these rights are affected by social status.
“We have rights, we desire to live like others. But sometimes rights don’t work because we are
people coming from different levels. …. When we are isolated then only there will be a
problem.” 13
The results of the questionnaire show that most patients agree that health workers help them
overcome internalized stigma. However, the scores show room for improvement in help with
overcoming discrimination. Furthermore, the item on help with overcoming stigma (18) mainly deals
with the patient directly and with the consequences of stigma, rather than the causes. The results from
the focus groups show the external stigma and the root of the tensions for people with mental illness.
It could be suggested that help from health workers with stigma therefore should also deal with
perceptions on mental health of the entire communities. Regarding educational programs, patients
have mentioned that there are programs for families once a month at their clinic teaching them about
mental illness and how to deal with the patients, which they find a good service (12, 13, 28). The
importance of family classes in supporting the patient shows as two patients specifically mentioned
that family members can provide relief only if they understand their condition (13, 2x). However, one
patient was not satisfied with the amount of involvement of family in the services and stated programs
for the family should occur more frequently (16). Furthermore, any educational programs on a broader
scope are not implemented in these communities. This means that any help from health workers with
stigma and discrimination happens on a small, personal scale.
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Choice
Choice

4
Health workers do not
use threats, bribes, or
other forms of pressure
to get me to do what
they want.

7
Health workers listen to
me and respect my
decisions about my
treatment and care.

Strongly
disagree
Disagree
1,8
Neutral
6,2
5,3
Agree
34,5
50,4
Strongly
59,3
42,5
Agree
Don’t
know
Not
applicable
Table 8. Frequency (%) of strongly disagree, disagree, neutral, agree,

16
Health workers help me keep
track of the progress I am
making towards my personal
goals.

7,1
18,6
62,8
11,5

strongly agree, don’t know and not
applicable of items belonging to the factor choice, with the items ordered from highest to lowest score.

The best rated item (4) of the factor choice was whether health workers do not use threats, bribes or
other forms of pressure to get patients to do what they want, as 59,3% strongly agreed and 34,5%
agreed with the statement (table 8). In the focus group discussions it was mentioned by patients that
they felt like they were treated well at the clinic, as discussed with the factor inviting. One patient
specifically mentioned that at the previous place of care medicine was given forcefully and was happy
to be with the current clinic because here medicine was not given forcefully (31).
.
Furthermore, positive responses on communication were shown. The item (7) assessing whether
health workers listen to the patient and respect decisions about treatment scored well with 50,4%
agreeing and 42,5% strongly agreeing. Additionally, multiple patients in the focus group discussions
commented positively about the communication with doctors. One patient mentioned there is an
opportunity to discuss with the doctor when the patient is not satisfied about the course of treatment
or presence of illness (17). Two others talked about being able to call the doctor if changes are needed
to the medication (27) and if anytime there is any difficulty the volunteers in the clinic can be contacted
and they will immediately call the doctor (3x). Subsequently, one patient mentioned that the doctor
responds to all the questions about treatment and felt like his/her opinion is minded (1x). Lastly, a
patient talked about the communication and cooperation of doctors when being able to reduce the
medicine if the patient felt too tired (42). These findings shows that several aspects of the principle of
choice are also valued by the patients. However, the patients greatly respect the opinion of the doctor.
As mentioned by multiple participants of the focus groups, one of the factors important in recovery
are following doctor’s instruction and opinion (16, 24, 34, 45, 17).
“Must listen to doctor’s instruction, is very important. Besides what they have said the doctors
instruction in the clinic is very important. It helps in the recovery.” 16
“According to the doctor’s instruction, do what has been told. Live along others in happiness
and respite. Live happily with family.” 34
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Moreover, taking the medication as prescribed by the doctor is one of the main things that was
mentioned to be of importance in recovery (15, 12, 16, 2,1, 22, 24, 31, 36, 37, 38, 39, 46). Getting free
medicine from their place of treatment is a great thing to the patients in itself (11, 12, 21, 23, 24, 28, 34,
35, 43, 46, 49). This shows that not every aspect of choice is of relevance to them, or something they
think about, as following the doctor’s instruction and taking the medication properly is one of the main
aspects in their recovery. Lastly, the factor choice included an item (16) on incorporation of personal
goals in the patient’s treatment, to which 62,8% agreed and 11,5% strongly agreed. However, the
subject of personal goals was not further discussed in the focus groups, so it is difficult to provide
greater insight into what these personal goals are and how they are being helped in this.

Partnership
Partnership 23
22
Health workers listen
Health workers help
and try to resolve
me access and utilize
issues using local
government
resources.
resources.
Strongly
0,9
2,7
disagree
Disagree
14,3
8
Neutral
9,8
15
Agree
24,1
35,4
Strongly
50,9
38,9
Agree
Don’t know
Not
applicable
Table 10. Frequency (%) of strongly disagree, disagree, neutral, agree, strongly agree, don’t know and not
applicable of items belonging to the factor partnership, with the items ordered from highest to lowest score.

The items on partnership scored well with the majority strongly agreeing for both items (table 10). The
item (23) assessing whether health workers listen and try to resolve issues using local resources, had
50,9% strongly agreeing and 24,1% agreeing. The item (22) assessing whether health workers help
patients access and utilize government resources, had 38,9% strongly agreeing. In the focus group
discussions, it showed that partnership is valued by multiple patients as well. It was discussed that the
organization helps with other needs beyond treatment for illness. If there is any difficulty at home,
many times patients will receive help, as stated by two patients (36, 38). Also, patients mentioned how
things such as new dresses for festival days are provided, or rice and other provisions during Ramadan
and Eid (38, 42). The majority of these patients were happy with the help that they received, showing
correspondence with the score on item 23. However, two patients also mentioned that they would like
more help with finding government resources, such as a loan and pension (11, 16), showing that help
with utilizing government resources was not satisfactory for every patient. There was only a small
proportion (10,7%) disagreed with item 23, however this could mean that there is a group of patients
who still need further help with utilizing government resources.
.
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Life goals
Life goals
%

3

5

6

9

17

12

11

13

Health
workers
encourage
me to have
hope for
myself and
my
recovery

Health
workers
believe I
can
recover

Health
workers
believe
that I have
the ability
to manage
my own
symptoms

Health
workers
encourage
me to take
risks and
try new
things

Health
workers
work hard
with me to
help fulfil
my
personal
goals

Health
workers
help me to
find jobs

Health
workers help
me to
develop and
plan for life
goals beyond
managing
symptoms or
staying
stable (e.g.,
employment,
education,
physical
fitness,
connecting
with family
and friends,
hobbies).

Health
workers
help me to
get
involved in
nonmental
health
activities
such as
education,
sports,
hobbies, or
social
groups

2,7

2,7

5,5

20,4
26,5
38,1
11,5

15,9
45,1
26,5
9,7

14,5
40,9
32,7
5,5

Strongly
0,9
0,9
0,9
disagree
Disagree
1,8
2,7
8,8
9,7
Neutral
5,4
14,3
23
23
Agree
56,3
55,4
40,7
52,2
Strongly Agree 36,6
23,2
23,9
14,2
Don’t know
3,5
2,7
Not applicable
Table 6. Frequency (%) of strongly disagree, disagree, neutral,

5,3
31
52,2
11,5

0,9

0,9

agree, strongly agree, don’t know and not
applicable of items belonging to the factor life goals, with the items ordered from highest to lowest score.

The items within life goals showed a variety of scores, with the majority of the participants either
agreeing or being neutral (table 6). Items (3, 5) assessing whether health workers instil hope for the
patient and their recovery and believe patients can recover had the two best scores of life goals, as the
majority of respectively 56,3% and 57,4% agreed, and furthermore respectively 36,6% and 23,2%
strongly agreed. The concept of hope did not come up very frequently during the focus group
discussions but was mentioned by some patients to be of importance. One patient stated that is
important to have a belief that the illness can be cured or that life can go on normally and move
forward (25). Another patient also stated that the expectation that everything will be alright helps in
recovery and the reason for starting treatment at the clinic was because the clinicians also promised
this (36). Furthermore, personal conceptualizations of hope and a positive attitude in recovery were
shown, but only by two patients, as they mentioned that thinking positive thoughts and avoiding bad
thoughts was important in recovery (42, 44). However, hope might be drawn from spiritual support as
well, as prayer was named as an important factor helping in recovery (15, 12, 16, 17, 34, 31). Two patients
specified that the belief that God can help in recovery helps (12, 16) and one patient explained that
during praying difficult or tensed thoughts will not come to mind (31).
“Will be careful about the prevention of illness. Our beliefs. Our beliefs about god, participate
in such programmes. Go to mosques, read the holy book, spend time with children and family.
All these are very important for recovery.” 34
The third best rated item of life goals was about whether health workers believe that patients have
the ability to manage their own symptoms (item 6), as the majority of 41,8% agreed and 24,5% strongly
agreed. In the focus groups, multiple patients mentioned that they can ask for the medicine to be
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reduced when symptoms improve, or when the medication causes too much tiredness (21, 27, 34, 42).
At one clinic, the doctor only visits on Tuesday. If any other day illness gets worse, patients have to call
the clinicians who will consequently inquire the doctor about adjusting medication (22, 24). This can
also be important for other recovery aspects, as tiredness can withhold the patient from working (34).
These findings suggest that patients value being able to manage their own symptoms and are satisfied
with the options for this. However, one patient complained that reduction of medicine takes time
because the doctor needs to be inquired first (3X).
Subsequently, the items (9, 17) on taking risks and fulfilling personal goals also scored well. The
majority of 52,2% agreed with health workers encouraging patients to take risks and try new things
and an additional 14,2% strongly agreed. Consequently, the majority of 52,2% agreed that health
workers work with patients to reach their personal goals and an additional 11,5% strongly agreed.
However, these subjects did not come up during the focus group discussions, so insight into how
patients value personal goals and taking risks cannot be provided.
Furthermore, the item (12) assessing whether health workers help patients find jobs scored a majority
of 38,4% agreeing and 11,6% strongly agreeing. A proportion (20%) also disagreed and a small 2,7%
strongly disagreed. Having a job was raised as a pivotal point in the focus group discussions. Patients
named able to work as one of the main aspects of being in recovery (23, 31, 32, 33, 34, 35, 37, 38, 39, 43)
and having a job was frequently named an important factor helping in the recovery process (13, 24, 31,
35, 37, 38, 39).
“When I say illness is cured, I must be able to go out and work.” – 31
This means being stable enough to work but also given the opportunity to do work at the clinic or help
to find a job. Three patients mentioned that they were happy with being offered to work at the clinic
(13, 31, 44). Some patients were also happy when they were able to do household work at home (22, 26,
37). Furthermore, having a job was named as a helpful activity mentioned for patients to keep busy,
feel like they are doing something useful and having distractions to keep bad thoughts away (14, 3X,
37). Although the majority was satisfied with health workers helping to find a job (item 12), a
proportion also disagreed, which might mean that patients desire more help, or could not be helped
with a job.
The items (11, 13) on life goals and non-mental health activities had the lowest scores of the factor life
goals, with the majority having a neutral opinion. The majority of 45,1% was neutral about health
workers helping patients to develop and plan for life goals beyond managing symptoms or staying
stable including helping with employment, education, physical fitness, connecting with family and
friends and hobbies (item 11). Subsequently, the majority of 41,3% was neutral about health workers
helping patients to get involved in non-mental health activities such as education, sports, hobbies, or
social groups (item 13). As discussed, help with finding a job might be something that patients desire
more than is being done. Going for education was not discussed in the focus groups and this might not
be an applicable life goal considering the socio-economic status of the patients. However, hobbies and
other activities that a person likes to do were mentioned as being important for recovery, as well as
spending time with children and family, mainly in the sense of keeping busy and keeping your mind off
of things so disturbing thoughts will not arise (14, 34, 3X).
“50% medicine and rest our effort. The illness will get cured. It is the anxiety. If I sit at home
thinking that I have anxiety, have the experience that anxiety will increase, but when we go out
there is reduction in it … Do something in the courtyard, involve in reading, singing, watch TV,
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perform the prayer, visit marriage function where you can mingle. If we move forward like this
our illness will get cured.” – 21
This is associated with being able to control thought and emotion, which was named by multiple
patients as a definition of recovery (14, 22, 17, 38, 43, 47). It was stated that relief comes when there is
no trouble in the mind, when difficulties and anger go away and when fear is reduced and makes way
for confidence. Multiple activities were mentioned to be of help in this such as work, going to the
mosque, reading the newspaper, watching movies and mingling with others. Furthermore, several
non-mental health activities provided by the organization were mentioned to be important. Day care
was often mentioned (12, 13, 14, 21, 22, 23, 16, 31, 34, 38) and furthermore educational classes (21, 22, 23,
38) and art programmes (16, 17). This suggests that there are non-mental health activities that are
successfully incorporated in the services. This is a contrasting result from the questionnaire results on
help with getting into non-mental health activities (item 13), however this focused on sport and
hobbies, suggesting that help with getting into these specific activities could be improved.

Diversity of treatment options

.

Diversity of 14
10
15
treatment
options
Health workers
I am given
Health workers help me
introduce me to
opportunities to
connect with self-help,
people in recovery
discuss my sexual
peer support, and other
who can serve as role
needs and interests
groups and programs
models or mentors
when I wish
Strongly
19.5
16,8
10,6
disagree
Disagree
3,5
4,4
15,9
Neutral
17,7
38,1
44,2
Agree
45,1
27,4
21,2
Strongly
11,5
7,1
6,2
agree
Don’t know 2,7
5,3
1,8
Not
0,9
applicable
Table 7. Frequency (%) of strongly disagree, disagree, neutral, agree, strongly agree, don’t know and not
applicable of items belonging to the factor diversity of treatment options, with the items ordered from highest
to lowest score.

Within the factor diversity of treatment options, the item (14) assessing whether health workers
introduce patients to people in recovery who can serve as role models or mentors, showed the best
score with 45,1% agreeing and 11,5% strongly agreeing (table 7). In the focus group discussions,
availability of a peer support worker has also been mentioned as a helping factor in recovery by
multiple patients (16, 1x, 44). One patient mentioned that there is a peer support worker present in the
clinic who is under remission from mental illness himself and the patient has good discussions with
him about medicine and how to take medicine (16). A patient from another clinic told how the peer
support worker there teaches how to stay away from illness and how to interact with people (44).
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“Here they told me how to keep away from illness ... One Mr. from support, he told me how to
interact with other people. So I got that skill … First he was a patient here. Then his illness cured.
That’s how he is … He told how to take precautions to illness. That’s why” – 44
The same participant (44) mentioned positive thinking to be important, suggesting that the peer
support worker instils hope. This relation of peer support to the concept of hope is supported by
another patient who stated that seeing a peer support worker in a good state can make the patient
believe that he/she can get there too (1X). Additionally, there are the programs from families that occur
once a month at the clinic that teach the families how to deal with the patients, as discussed in the
factor dignity and respect. One patient has suggested that it would be better if these meetings occur
more frequently (16). Furthermore, support by others showed through day care, as this gives the
opportunity to share experiences and feel accepted, as mentioned by one patient (16).
The item (15) assessing whether workers help patients connect with self-help, peer support, and other
groups and programs scored less well, with a majority of 44,2% being neutral. This could mean that
patients are not being helped enough with self-help and other supportive groups and programs.
However, this subject did not come up in focus group so it is difficult to provide further insight into
whether patient would also value help in this. Lastly, the item (10) assessing whether patients are given
the opportunity to discuss sexual needs and interests when they wish, had a majority of 38,1% being
neutral. This subject also did not come up in the focus group discussions, so it cannot be stated whether
this is also of importance to the patients. This could be a subject that patients do not feel comfortable
to speak about as well.

Individually-tailored services
Individuallytailored services

8
Health workers regularly ask me
about my interests and the things I
would like to do in the community.

Strongly disagree
Disagree
Neutral
Agree
Strongly Agree
Don’t know
Not applicable
Table 10. Frequency

2,7
8,8
23
52,2
13,3

(%) of strongly disagree, disagree, neutral, agree, strongly agree, don’t know and not
applicable of item belonging to the factor individually-tailored services.

The majority (52,5%) of the participants agrees with item 8 stating that health workers regularly ask
patients about their interests and the things they would like to do in the community. This suggests
satisfaction of patients on these aspects, however patients did not talk about activities in the
community during the focus group discussions. This subject could be seen as related to the result of
patients finding a job, hobbies and daily activities important in their recovery, as previously discussed
in the factor life goals. As such, activities in the community could be important as a social role as well
as a distraction from disturbing thoughts, however this was not discussed in the focus group
discussions so no further insight can be provided.
.
.
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Discussion
Firstly, the main findings will be discussed and linked to the theoretical framework as well as literature.
Consequently, this will provide insight into the applicability of the recovery principles in rural Indian
context. Furthermore, feedback on the methodology will be provided. Ultimately, implications of the
findings will be discussed in a broader context, providing a vision on the future of the recovery-oriented
approach in India and other LMICs.

Dignity and respect and overcoming stigma
One of the main definitions of recovery mentioned by patients were interacting with other people in
a positive and meaningful way and living like others in society, showing the high applicability of the
principles dignity and respect and overcoming stigma in the context of this research. Stigma and
discrimination were shown to be important stressors for the patients’ mental health and recovery. The
hampering effect of stigma on recovery is shown in studies performed in various developed countries
(Sirey et al., 2001; Corrigan, 2004; Ilic et al., 2012; Rüsch et al., 2009). However, in this study the
principles of dignity and respect and overcoming stigma might have added importance because of the
magnitude of stigma and discrimination related issues in rural India, which could have a greater effect
on the recovery process of the patients (Jorm, 2012; Shidhaye et al., 2013). Moreover, people from
lower castes to which the research population of this study belong experience increased stigma and
related low self-esteem as compared to higher castes (Jaspal, 2011). RSA scores showed that patients
were satisfied with the extent to which they are helped in overcoming stigma. However, this deals with
internalized issues, while societal aspects are essential in overcoming stigma and recovery cannot be
achieved merely by coping with internalized stigma (Angermeyer & Shomerus, 2012). Additionally, RSA
results suggested a need for improvement in overcoming discrimination. It could therefore be
recommended for MHAT to initiate activities such as educational programs on community level to
actively fight against stigma and discrimination in the community and their causes, to be able to
improve the incorporation of the principles dignity and respect and overcoming stigma into their
services. Although implementation of anti-stigma projects in developing countries has proved to be
challenging, certain facilitating factors have been shown such as incorporation of religious and cultural
elements, peer support networks and taking into account popular perceptions of mental health
(Mascayano et al., 2015; Shibre et al., 2001).
..

Redefining self, being involved in meaningful activities and incorporating illness

.

One of the main findings was the importance of being able to work and having a job. Being able to
work while on medication shows ways to incorporate the illness. Additionally, it is a meaningful activity
that provides a functional social role in society and allows patients to redefine themselves as more
than a mental health patient. The importance of social functioning and being able to work as a concept
of recovery was demonstrated in other LMIC studies as well, in which employment was even prioritized
over remission of symptoms or seeking treatment at all (Read, 2012; Abayneh et al., 2017). Besides
social relevance, unemployment could have a direct effect on recovery, as reliable evidence exists of
the effect of unemployment on psychological distress, as shown by several Western studies (Paul &
Moser, 2009; Murphy & Athanasou, 1999). This study shows a similar finding that having a job as well
as other non-mental health activities such as hobbies, programs and day care were important for
keeping the mind busy and finding distraction from disturbing thoughts. RSA scores suggest that help
with finding a job and getting involved in non-mental health activities such as hobbies and sports could
be improved, and it is therefore recommended to MHAT to look into the possibility of this.

Being supported by others and renewing hope and commitment

.

Being supported by others was named as an important factor in the recovery process. The presence of
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peer support workers helped the patients by teaching them how to deal with mental illness. The
programs for family educating them on mental illness and how to deal with the patient also increase
the support by those close to the patients. This shows applicability of the principle of being supported
by others, and it can be seen as having added cultural importance in India due to the interdependency
in communities and the involvement of the patient’s family in mental health treatment (Avasthi, 2010).
The benefits of family involvement and psycho-education in mental health care in India are supported
by literature, showing better skills of the family in managing the patient, improved connection
between patient and family and ultimately better outcomes for the patient including frequency of
relapses (Ponnuchamy et al., 2005, Dixon et al., 2001). The benefits of peer support in community
mental health have not reached a consensus in literature, as peer support can decrease the
detrimental effect of stigma on self-esteem, but stigma can act as a barrier to the benefit of peer
support as well (Verhaeghe et al., 2008). Furthermore, peer support has shown improvements in hope
and empowerment, but also reached insignificant effects in others studies (Tse et al., 2014; Vally &
Abrahams, 2016). The results of this study however do suggest a benefit of peer support. Patients
mentioned hope to be instilled by peer support workers, who serve as role models for recovery, as
well as by the organization by giving the expectation that the illness can be treated. This shows the
relation of support by others to the principle of renewing hope and commitment, which is described
in the theoretical framework as well.
The RSA scores showed that patients were satisfied with help in connecting to peer support and being
instilled hope by health workers, suggesting the principles of being supported by others and hope is
successfully incorporated in MHAT’s services. However, few patients mentioned to have hope
internally in the focus group discussions, suggesting the need of further insight into the concept of
hope in this research population, as hope is mentioned in literature as one of the most fundamental
aspects of recovery (Jacobson & Greenley, 2001). Also, patients were less satisfied with help
connecting to self-help groups, which includes coping with negative thoughts (Shrinivasa et al., 2017),
so this might be a valuable addition to MHAT’s services to instill hope in patients internally, rather than
solely through others. Lastly, our findings show prayer was raised as an important factor in recovery,
which can also be an important source of hope (Jacobson & Greenley, 2001). This might mean that
incorporation of spiritual elements in the services would be helpful, although this was not assessed by
RSA-MHAT.

Assuming control and managing symptoms

.

Patients valued good communication with the doctor and being able to ask for a change in doses of
medication to manage symptoms or side-effects. This active participation in their treatment can
provide a sense of control and increase their self-esteem according to the theoretical framework.
However, in this study the findings show that the purpose of managing symptoms is mainly being able
to perform functional tasks such as going to work while on medication, rather than having
responsibility or control. The concept of responsibility in recovery has also been criticized in literature
as placing too much pressure on the patient and setting them up for failure, and the applicability is
especially debatable in a culture of interdependency (Deegan, 1988; Cox & Webb, 2015). Furthermore,
in the context of this study the concept of assuming control has a certain limitation because of the
hierarchy in medical settings in India (Nilchaikovit & Holland, 1993). This is illustrated by our finding
that patients believe that listening to the doctor, following their instruction and having a good medical
routine is one of the most important factors in recovery. However, treatment without any form of
pressure, feeling listened to and able to manage symptoms are applicable in this setting, and RSA
scores show that patients were satisfied with how theses aspects were incorporated in the services.
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Becoming empowered and exercising citizenship
This principle about demanding equal rights and responsibilities in the community shows a relation to
the principle of dignity and respect. One of the consequences of stigma and discrimination is that it
affects the opportunities for people with mental illness in society (Corrigan, 2004). As a patient stated,
he or she feels like people with mental illness have the same rights and desire to live like others in
society, but it does not always work like that in practice. Other patients had trouble responding to the
concept of rights, suggesting this is something they do not think about often or they have difficulty
talking about. The RSA items on becoming empowered and exercising citizenship were in the factor
involvement which was excluded from the questionnaire, as these items assessed involvement in
programs or aspects that were not applicable in the setting of this research, suggesting that this
principle is less applicable in this setting. However, empowerment can be important for raising
awareness, fighting stigma and self-help (Hanlon, 2017), suggesting the need of examining ways to
incorporate empowerment of patients into the services more.

Applicability of principles
The framework constituted by Davidson et al., (2005) is based upon three underlying elements of the
different conceptualizations in literature and it can therefore be argued that it grasps the core of what
is important in the theory of recovery. According to the findings in this study on the applicability of the
principles, the framework could be adjusted to improve suitability in rural Indian context. However,
this theoretical framework and the RSA tool have been adapted from Western studies, and we must
not exclude that other theoretical frameworks of recovery might be more suitable to the context of
this research. Other models of care that have incorporated some recovery values in LMICs include
Community Based Rehabilitation (CBR) for schizophrenic patients in Ethiopia (Asher et al., 2015) and
the Emerald program implemented in six LMIC countries which recognizes stigma and discrimination
as important barriers to overcome for the success of an intervention (Semrau et al., 2015).
Moreover, the extent to which Western concepts on mental illness should be adopted by research in
LMICs could be discussed. Cox & Webb (2015) expressed their concern about applying Western terms
such as recovery in LMICs as it could overlook cultural significances when applied in settings of LMICs.
Our findings show that most of the principles in the theoretical framework hold a certain degree of
applicability in the context of this research. It can be suggested that principles such as redefining self
and hope possibly hold universal value, due to their fundamental role in recovery according to the
theoretical framework. The theory behind the recovery-principles is based upon psychological theories
and social dynamics and moreover it is based on the fact that recovery is a very individual process
(Jacobson & Greenley, 2001). While complicating the development of a uniform model of recovery,
these arguments do advocate for the applicability of recovery concepts in a variation of settings
(Davidson et al., 2005). However, it remains a valid and important argument to keep in mind the
interdependent culture of India in incorporating recovery principles in practice. The cultural dimension
appears to add importance to certain principles, such as overcoming stigma and discrimination, and
being supported by others. Contrarily, the applicability of the principles choice and empowerment are
debatable. Ultimately, it can be suggested that mental health organizations can respond to the
recovery needs of their patients in different cultural and socio-economic settings, after careful
assessment of the applicability of the concepts.

Recovery-Self Assessment
The RSA-MHAT scores compared to previous studies using the original RSA shows a great
correspondence, suggesting good utility of the tool in this setting. The results of the RSA-MHAT
questionnaire show an overall good score for the incorporation of recovery-oriented principles into
the services of MHAT, with all but one factor scoring a majority of agree. Similar results were found in
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previous western studies using the original RSA. Studies done by study the Connecticut Department of
Mental Health and Addiction Services of 329 persons in recovery and by San Diego County Mental
Health Service of 326 persons in recovery both showed an average score of agree on every factor of
the RSA as well (DMHAS, 2002). However, in the Connecticut study the factor life goals scored best,
showing a difference from the RSA-MHAT scores, in which life goals had mixed results.

Methodological feedback
The questionnaire generated clear figures on patient satisfaction of recovery principles. Alternately,
the focus groups explored how patients value the principles that are being assessed by the
questionnaire. A drawback of this methodology is that the principles assessed in both research
methods do not show complete alignment. However, a benefit is that this provided insight into the
applicability of all the principles assessed in the questionnaire, which can be used to improve the
questionnaire and clarify what it is measuring. The fact that the majority of the principles assessed
within the questionnaire appeared to be of value to the patients as well, underlines the relevance of
using RSA as an evaluative tool and the validity of the RSA results in this study. However, the two
research objectives focusing on the external as well as internal recovery was quite extensive, and while
serving as a useful explorative study, the theoretical framework should be specified for further
research.
The questionnaire was adapted to the setting of this research. This caused an alteration in the amount
of items belonging to each factor. Also, this led to exclusion of the factor involvement and left the
factor individually-tailored services with merely one item. The questionnaire showed a good reliability
of all the items, demonstrating an aspect of validity of RSA-MHAT. However, statistics performed on
the separate factors showed that not every factor within the questionnaire remained reliable after
adaption. While it was not within the scope of this research to perform a factor component analysis
on the gathered data, this is definitely recommended for further research in order to generate more
reliable factors. Furthermore, demographic data was collected separately from questionnaire data,
which prohibited inferential statistical analysis of the questionnaire. This should be done in further
research to gain insights into the differences between results from subgroups within the research
population. Additionally, this is important for insight into the difference in results between various
diagnoses, as the recovery process and applicability of different recovery principles could differ
between types of mental illness. It could therefore also be recommended for further research to focus
on a specific mental illness such as bipolar disorder which was the main diagnosis in this study.
The goal of the focus groups was to initiate a discussion between patients on their conceptualizations
of recovery and factors facilitating their recovery process. However, it appeared difficult for patients
to lead their own discussion on these subjects. Therefore, the method used might be considered as
group interviews where the moderator has a more central role of asking specific questions to each
patient (Rabiee, 2004). As many patients had trouble with answering every question elaborately, the
inclusion and exclusion criteria could be adjusted to include patients who have been with the
organization longer and stable for a longer period, or include more practical examples of recovery to
elicit a greater response. Furthermore, an independent moderator could be assigned as patients might
have been hesitant in their honesty towards the MHAT team member who led the focus groups. The
RSA was anonymous and conducted by volunteers so this should have yielded more unbiased results.
Lastly, socio-demographic data should be collected from the focus group participants was well to
provide important background information such as diagnosis and gender.
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Future of recovery-oriented approach in LMICs
The objective of this study was to measure patient satisfaction of the incorporation of recoveryoriented principles in MHAT’s services, and secondly, explore how patients value these principles. The
results demonstrate a good recovery-orientation of MHAT, as satisfaction was shown of the great
majority of the RSA items. Patients were most satisfied with the incorporation of the principles inviting
and dignity and respect. Additionally, it was shown that patients valued most of the principles assessed
by the RSA, of which overcoming stigma, being involved in meaningful activities and being supported
by others were most important. The main recommendations for improvement of the recoveryorientation of the organization are efforts to combat social stigma and discrimination on societal level
and help with employment and other non-mental health activities that are important in the recovery
process.
The results of this study can set an example for recovery-oriented community based care as it is shown
how different parts of the services aid in different aspects of the patient’s recovery process. As stated
by Jacobson & Greenley (2001), more research evaluating recovery-oriented services needs to
demonstrate which services have the strongest effect on recovery. Community-based interventions of
MHAT that proved to be helpful in recovery were peer support workers, educational and support
programs for the family, day care, art programmes, and educational classes for the patient.
While demonstration of the effect of recovery models on functional recovery and social integration is
important, there remains a need for cross-country comparative studies into effective approaches to
holistic rehabilitative mental health care that can be scaled up, to provide evidence of the sustainability
of recovery-oriented methods of care in LMICs (Hanlon, 2016).
Finally, it is important to mention that recovery-oriented care serves as an addition rather than a
replacement of medical care. As Davidson et al., (2005) stated, it would be difficult to perform outcome
research that combines medical and recovery-based outcomes. The true addition of the recoveryorientated approach is a change in perspective of the potential of people with mental illness. This can
lead to reintegration of people with mental illness in the community, whether in remission or not. By
assuming functional social roles and forming interdependent relationships in the community, both the
people with mental illness and the society benefit from their recovery (Jacobson & Greenley, 2001;
Whitely & Drake, 2010). Ultimately, using a recovery-oriented evaluation can ensure a focus on the
patient’s needs, making a step towards dignified and holistic care (Le Boutillier, 2011). Evidence for
applicability of the recovery-oriented approach in LMICs still needs to grow, although promising
studies exist on the feasibility and effectiveness of the community-based services used by MHAT to
deliver recovery-oriented care. Moreover, many of the features of community-based care that have
been a wave of improvement to the mental health system in India show correspondence with the
principles of the recovery-oriented approach, such as a focus on rehabilitation, individual needs and
community and family involvement (Ventevogel, 2014). As the recovery-oriented approach recognizes
recovery and participation in the community before full symptom remission, while tools such as the
RSA provide practical operationalisations of principles important in this process, research into
recovery-oriented care could contribute to the development of guided and effective community-based
mental health care in LMICs.
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Appendix I. RSA-MHAT compared to RSA-R
Question
Inviting
Health workers welcome me
and help me feel comfortable
here.
The spaces used for treatmentrelated purposes feel inviting
and dignified.
Life goals
Health workers encourage me
to have hope and high
expectations for myself and my
recovery.
Health workers believe I can
recover.
Health workers believe that I
have the ability to manage my
own symptoms.
Health workers encourage me
to take risks and try new
things.
Health workers help me to
develop and plan for life goals
beyond managing symptoms
or staying stable (e.g.,
employment, education,
physical fitness, connecting
with family and friends,
hobbies).
Health workers help me to find
jobs.
Health workers help me to get
involved in non-mental health
activities such as adult
education, sports, hobbies or
social groups.
Health workers work hard with
me to help fulfil my personal
goals
Diversity of treatment options
I am given opportunities to
discuss my sexual needs and
interests when I wish.
Health workers introduce me
to people in recovery who can
serve as role models or
mentors.
Health workers offer to help
me connect with self-help,

RSA-R

RSA-MHAT

1

1

2

2

3

3

7

5

8

6

12

9

16

11

17

12

18

13

28

17

15

10

20

14

21

15
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peer support, or consumer
advocacy groups and
programs.
Choice
Health workers do not use
threats, bribes, or other forms
of pressure to get me to do
what they want.
Health workers listen to me
and respect my decisions
about my treatment and care.
Health workers help me keep
track of the progress I am
making towards my personal
goals.
Individually-tailored services
Health workers regularly ask
me about my interests and the
things I would like to do in the
community.
Dignity and respect
Health workers help me feel
good about myself despite my
illness.
Health workers help me
overcome discrimination and
exclusion.
Health workers treat me with
respect and dignity.
Health workers keep
information regarding me
confidential.
Partnership
Health workers help me access
and utilize government
resources.
Health workers listen and try
to resolve issues using
community resources.

6

4

10

7

27

16

11

8

-

18

-

19

-

20

-

21

-

22

-

23
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Appendix II. RSA-MHAT

MHAT Evaluation

Recovery-Self Assessment (RSA)
Please circle the number below which reflects how accurately the following statements describe the
activities, values, policies and practices of this program.

N/A = Not Applicable
D/K = Don’t Know
1. Health workers welcome me and help me feel comfortable
here.
2. The spaces used for treatment-related purposes feel inviting
and dignified.
3. Health workers encourage me to have hope for myself and
my recovery.
4. Health workers do not use threats, bribes, or other forms of
pressure to get me to do what they want.
5. Health workers believe I can recover.
6. Health workers believe that I have the ability to manage my
own symptoms.
7. Health workers listen to me and respect my decisions about
my treatment and care.
8. Health workers regularly ask me about interests and the
things I would like to do in the community.
9. Health workers encourage me to take risks and try new
things.
10. I am given opportunities to discuss my sexual needs and
interests when I wish.
11. Health workers help me to develop and plan for life goals
beyond managing symptoms or staying stable (e.g.,
employment, education, physical fitness, connecting with
family and friends, hobbies).
12. Health workers help me to find jobs.
13. Health workers help me get involved in non-mental health
activities such as education, sports, hobbies or social
groups.
14. Health workers introduce me to people in recovery who can
serve as role models or mentors.
15. Health workers help me connect with self-help, peer
support, and other groups and programs.

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5
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2

3

4

5
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D/K
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2

3

4

5
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D/K
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2

3

4

5
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D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3
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5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K
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16. Health workers help me keep track of the progress I am
making towards my personal goals.
17. Health workers work hard with me to help fulfil my personal
goals.
18. Health workers help me feel good about myself despite my
illness.
19. Health workers help me overcome discrimination and
exclusion.
20. Health workers treat me with respect and dignity.
21. Health workers keep information regarding me confidential.
22. Health workers help me access and utilize government
resources.
23. Health workers listen and try to resolve issues using local
resources.

1

2

3

4

5

N/A

D/K

1

2

3

4

5

N/A

D/K

1

2
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D/K
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D/K

1

2

3

4

5

N/A

D/K
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3

4
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N/A

D/K
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5
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D/K
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4

5

N/A

D/K
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Appendix III. Focus Group Discussion Guide
Introduction of researchers and purpose of the discussion. Obtaining informed consent. (05:00)
1.

What is your overall experience with MHAT’s services? Engaging question
The first question assessed their overall experience with the services they have been receiving, in which
participants were asked about the all the different kinds of services such as clinical or rehabilitation etc.
They were also asked to think about positive and negative experiences. (20:00)

2.

What are your thoughts on your personal recovery process? (Have you thought about your values,
rights, preferences etc.) Engaging question
The second engaging question opens up the discussion on recovery as a concept. The participants are
asked if they understand what their personal recovery process means. If having trouble comping up with
thoughts about their recovery, they are asked about specific aspects such as values, rights, preferences
and individual needs. If anything is missing in their understanding, the moderator will try to complete
the picture for them in order to go deeper into the subject in the upcoming questions. (30:00)

3.

When you think about it, what are aspects you find important in your recovery process? Exploration
question
In this first explorative question the participants are invited to get deeper into the subject of their
recovery process. If they have trouble comping up with aspects, moderator will name examples of
recovery-oriented principles. Again, participants can be asked to think about values, rights, preferences
and individual needs as well. (40:00)

4.

Can you think of how these aspects have been incorporated in MHAT’s services (according to your
experience)? Exploration question
In this second explorative question, participants are asked about their experience with MHAT and if they
feel that their values, rights, preferences and individual needs are met. They are also asked about
particular aspects of the services, such as clinical or rehabilitation etc. (50:00)

5.

Can you think of any improvements that should be made to MHAT’s services, that will help to fulfil your
needs? Exploration question
In this last explorative question, participants are asked about which of the aspects they just came up
with that they find important, that are still missing from the services they receive. Consequently, there
is room to discuss how these aspects should be incorporated if they have any suggestions how this could
be realized and how these will be of practical help. (1:00:00)

6.

Is there anything important you would like to add that hasn’t been discussed yet? Exit question
At last, an exist question is presented to make sure nothing has been left out and to round up the
discussion. (1:05:00)
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Appendix IIII. Overview of scores of all items
1

2

3

4

5

6

7

8

9

10

Strongly
0,9
0,9
2,7
0,9
16,8
disagree
Disagree
1,8
2,7
8,8
1,8
8,8
9,7
4,4
Neutral
1,8
5,4
6,2
14,3 23
5,3
23
23
38,1
Agree
16,8 23
56,3 34,5 55,4 40,7 50,4 52,2 52,2 27,4
Strongly
83,2 75,2 36,6 59,3 23,2 23,9 42,5 13,3 24,2 7,1
agree
Don’t
3,5
2,7
5,3
Know
Not
0,9
Applicable
Frequency (%) of strongly disagree, disagree, neutral, agree, strongly agree, don’t
applicable of items 1 to 12. The highest percentages are in bold.

13
14
15
16
17
18
19
20
21
Strongly
5,5
19,5
10,6
0,9
0,9
disagree
Disagree
14,5
3,5
15,9
7,1
5,3
5,3
11,5
Neutral
40,9
17,7
44,2
18,6
31
17,7
45,1 0,9
1,8
Agree
32,7
45,1
21,2
62,8
52,2
59,3
41,6 26,5
37,2
Strongly
5,5
11,5
6,2
11,5
11,5
16,8
0,9
72,6
56,6
agree
Don’t
2,7
1,8
0,9
4,4
Know
Not
0,9
Applicable
Frequency (%) of strongly disagree, disagree, neutral, agree, strongly agree, don’t
applicable of items 13 to 23. The highest percentages are in bold.

11

12

2,7

2,7

15,9
45,1
26,5
9,7

20,4
26,5
38,1
11,5

0,9
know and not

22
2,7

23
0,9

8
15
35,4
38,9

14,3
9,8
24,1
50,9

know and not
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