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Abstract 

 

Objective:  This regional Australian study was designed to assess the extent to which mental health 

professionals’ contact with consumers as colleagues may influence d their attitudes towards Recovery 

oriented service provision.  Methods: A survey of 300 mental health professionals employed in a 

regional public mental health service was conducted.  Results: Respondents reported generally 

positive Recovery attitudes with no significant associations found between groups.  Conclusions: 

Implications for service provision and usefulness of the survey as a training-needs identification tool 

are discussed. 

 

Introduction 

 

The public mental health system is one of a number of providers of mental health care across 

Australia and, it must be said, is not without problems.  Notwithstanding, mental health has been 

notable within the public health sector for embedding the role of the allied health, multidisciplinary 

workforce and inclusion of consumer and carer participation. 

 

A major aspiration of the 4
th
 National Mental Health Plan (2009-2014) is for the public mental health 

workforce to respect and adopt a Recovery philosophy in service provision.  Consumer and carer 

employment in the public mental health setting represents an early step in this direction.  Such 

initiatives require a fundamental shift towards increased power sharing with consumers and carers 

that may however challenge the core values of many mental health professionals. 

   

Consumer-provided services, such as peer support, emerged from the legacy of abuse, 

dehumanization and coercion historically found in traditional mental health service systems 

(Campbell, 2005).  To date studies have primarily investigated the innumerable and undoubtedly clear 

benefits of peer support to mental health consumers (Solomon, 2004).  They have not however 

explored the very real challenge of implementing consumer-provided services in an Australian, 

regional, extremely traditional public mental health service.        

 

Researchers elsewhere have begun to identify barriers that, if not adequately addressed, can impede 

effective implementation of consumer-provided services in existing public mental health services (e.g. 

Happel & Roper, 2006; Kling et al., 2008).  Some have cautioned against potential pitfalls in 

implementing consumer-provided services citing discrimination, stereotyping and stigmatization that 

still exists towards the employment of consumers as colleagues.  Barriers may also include pre-

existing negative attitudes of mental health professionals described in an article by Davidson et al. 

(2006), titled ‘The Top 10 Concerns About Recovery Encountered in Mental Health System 

Transformation’, e.g. beliefs that recovery-oriented care may devalue the role of professional 

interventions and/or expose mental health professionals to greater risk and liability.  There’s been a 

further suggestion that the degree of acceptance of Recovery-oriented principles and practices by 

mental health professionals may be negatively biased relative to the proportion of contacts they have 

with individuals who experience chronic and recurring disorders (Crowe et al., 2006).  Others in the 

field highlight the importance of preparing mental health professionals for the inclusion of consumers 

as colleagues (Baptist Community Services, 2007). 

 



Learning More Together is a funded research project aimed at exploring the impact of a trial peer 

support program on mental health professionals’ knowledge and attitudes towards Recovery-oriented 

practice prior to, and six months after implementation in the acute inpatient, extended inpatient and 

community components of a regional, public mental health service.   It’s been suggested that 

integration of the peer support worker role in existing public mental health services, despite the 

challenges, has the potential to promote constructive dialogues between mental health professionals 

and consumer colleagues as both groups seek ways to reconceptualise mental illness and recovery 

beyond the perceived restrictions of the predominant medical model paradigm (Lawn et al., 2008).  

 

A key issue addressed in the study has been determination of existing attitudes of mental health 

professionals towards Recovery approaches including peer support.  Where adverse staff attitudes 

are found prior to the implementation of peer support roles, additional measures (professional 

development, supervision, mentoring, work-based training) are to be implemented to minimise 

potential difficulties. 

   

Method 

 

Participants 

 

Participation in the study was voluntary, with no incentives offered.  Response rate for return of 

surveys was 27%.  Table 1 summarises the demographic characteristics of the sample. 

 

Table 1:  Summary of participants’ demographic characteristics (N=78) 

Variable Characteristic N Percent 

 

Age 

21-29 yrs 12  15.4 

30-39 yrs 16  20.5 

40-49 yrs 24  30.8 

50+ yrs 26  33.3 

 

 

Profession 

 

Medical 

 

3 

  

 3.8 

Nursing 38  48.7 

Allied Health 35  44.9 

Other 1  1.3 

(not stated) 1  1.3 

 

Work area 

 

Community MHS 

 

21 

  

 26.9 

Acute Inpatient Unit 16  20.5 

Extended Inpatient Service 41  52.6 

 

 

Length of service 

Under 10 yrs 35  44.9 

10-19 yrs 21  26.9 

20-29 yrs 12  15.4 

30-39 ys 8  10.3 

(not stated) 2  2.6 

 

Amount of contact 

with consumers as 

colleagues 

 

Not at all 

 

10 

  

 12.8 

A little 38  48.7 

A moderate amount 11  14.1 

A fair amount 10  12.8 

A great deal 8  10.3 

(not stated) 1  1.3 

 



 

Materials 

 

In addition to obtaining demographic data, the Recovery Practice Survey used in this study included 

the 20-item Recovery Knowledge Inventory (RKI: Bedregal, O’Connell,  & Davidson, 2006).  This 

inventory was designed to measure mental health professionals’ knowledge of and attitude toward 

several aspects of the recovery process.  Items were measured using a Likert-type scale ranging from 

1 (strongly disagree) to 5 (strongly agree).   

 

Four factors were specified for the RKI:  (a) Roles and Responsibilities in Recovery (e.g. item, 

recovery in serious mental illness / substance abuse is achieved by following a prescribed set of 

procedures); (b) Nonlinearity of the Recovery Process (e.g. item, expectations and hope for recovery 

should be adjusted according to the severity of a person’s illness / condition); (c) Roles of Self-

Definition and Peers in Recovery (e.g. item, other people who have a serious mental illness or are 

recovery from substance abuse can be as instrumental to a person’s recovery as mental health 

professionals); (d) Expectations Regarding Recovery (e.g. item, not everyone is capable of actively 

participating in the recovery process).  In accordance with instructions specified by the scale 

developers, some items were reverse-scored when calculating factor scores. 

 

Procedure 

 

Written consent was first obtained from all participants, and this was detached and stored separately 

from survey responses to ensure anonymity.  Survey data was manually input for further analysis 

using the Statistical Package for Social Sciences (SPSS) Version 15. 

 

Data Screening 

 

Missing data was minimal (0.44% of total survey responses), and missing values were replaced with 

the mean scores for each item.  Skewness and kurtosis statistics were acceptable, and there were no 

serious violations of univariate normality or linearity evident in scatterplots or histograms.  There were 

no univariate outliers.  One case was identified as a multivariate outlier, so an extreme value on one 

factor score was modified to reduce its impact, and the case was retained for further analysis.  There 

was no evidence of singularity or redundancy of variables, with only moderate correlations among RKI 

factors, ranging from r =.23 to .56 (see Table 2).   

 

Table 2:  Bivariate correlations of Recovery Knowledge Inventory Factors (N = 78) 

 1 2 3 

1 Roles and Responsibilities in Recovery -   

2 Nonlinearity of the Recovery Process .55** -  

3 Roles of Self-Definition and Peers in Recovery .56** .23** - 

4 Expectations regarding Recovery .44** .42** .38** 

 

Homogeneity of variance-covariance matrices was confirmed using Box’s M test, F = 1.5, ns.  Internal 

reliability coefficients (Chronbach’s alpha) were calculated for each RKI factor as: (a) Roles and 

Responsibilities in Recovery,   = .77; (b) Nonlinearity of the Recovery Process,   = .74; (c) Roles of 

Self-Definition and Peers in Recovery,   = .69; and (d) Expectations Regarding Recovery   = .65.  The 

Means and Standard Deviations of RKI factors for each work area, are shown in Table 3. 

 

 

 

 

 



Table 3:  Means and Standard Deviations of RKI Factor Scores by Work Area 

 

 

Work Area 

Roles and 

responsibilities 

in recovery 

Nonlinearity of 

the recovery 

process 

Roles of self-

definition and 

peers in 

recovery 

Expectations 

regarding 

recovery 

M (SD) M (SD) M (SD) M (SD) 

Community 

MHS (n=21) 

 

3.84 (0.66) 

 

2.90 (0.65) 

 

3.96 (0.66) 

 

2.86 (0.88) 

Acute Inpatient 

Unit (n=16) 

 

3.46 (0.76) 

 

2.40 (0.65) 

 

3.88 (0.64) 

 

2.66 (0.99) 

Extended 

Inpatient 

Service (n=41) 

 

3.75 (0.70) 

 

2.80 (0.73) 

 

3.96 (0.60) 

 

2.99 (0.96) 

 

TOTAL 

(N=78) 

 

3.71 (0.70) 

 

2.74 (0.71) 

 

3.94 (0.62) 

 

2.88 (0.94) 

 

 

Results 

 

Pearson product-moment correlations were calculated for amount of contact with consumers as 

colleagues scores and RKI factor scores.  No significant associations were found (see Table 4).   

 

Table 4:  Bivariate Correlations for Amount of Contact and RKI Factor Scores 

 Amount of Contact 

1 Roles and Responsibilities in Recovery  .05 

2 Nonlinearity of the Recovery Process  -.17 

3 Roles of Self-Definition and Peers in Recovery  .03 

4 Expectations regarding Recovery  -.11 

Note. N=77; all correlations are non-significant (p>.05) 

 

Contact scores were then reassigned into two groups: (a) little or no contact (raw scores 1 or 2), or (b) 

more frequent contact (raw scores 3, 4, or 5).  Correlations between these categories and RKI factors 

were all non-significant (see Table 5). 

 

Table 5:  Bivariate Correlations for Contact (Grouped) and RKI Factor Scores 

 Contact Grouped 

1 Roles and Responsibilities in Recovery  .01 

2 nonlinearity of the Recovery Process  -.11 

3 Roles of Self-Definition and Peers in Recovery  .09 

4 Expectations regarding Recovery  -.16 

Note.  N=77; all correlations are non-significant (p>.05) 

 

In addition, a multivariate analysis of variance (MANOVA) found no significant group (work area) 

differences for any of the RKI factors.  With low statistical power and unequal sample sizes, a 

Bonferroni correction was used to control for familywise error, and Pillai’s criterion was used to test for 

multivariate effects, F(8,146) = .796 (ns).  All univariate effects were also non-significant. 

 

  



Discussion 

 

The sample was equally representative of mental health nursing and allied health professionals 

working in both the acute and community setting and the extended inpatient setting of the mental 

health service.  Anecdotal reports suggesting that clinicians working in the extended inpatient setting 

would be less Recovery oriented were unfounded.  Similarly, anecdotal reports suggesting that older 

clinicians (representing 64% of the sample) would be less Recovery oriented were unfounded. 

 

Overall, the data revealed no significant interactions.  It was generally found that the sample of mental 

health professionals employed in this regional public mental health service ascribed to a relatively 

positive understanding and appreciation of Recovery oriented service provision.  These results 

compare favourably with those recently obtained in a study of metropolitan mental health 

professionals (Meehan & Glover, 2009).  That study also utilized the Recovery Knowledge Inventory. 

 

It was pleasing to find that practitioners who reported higher levels of interaction with consumers as 

colleagues held similarly positive attitudes to those who reported minimal exposure.   Notwithstanding 

the correlational nature of the study where causal attribution cannot be inferred, the evidence 

suggests absence of any detrimental impact on mental health professionals’ attitudes in the early 

phase of implementing peer support within the acute inpatient, community and extended inpatient 

components of this public mental health service.  To the contrary, the findings may indicate mental 

health professionals’ flexibility in adopting and adapting evolving shifts in focus of the predominant 

paradigm into contemporary clinical practice.   

 

Requirement for additional or different type of training is not indicated for practitioners working in any 

one work area, but rather that more advanced training be made available for practitioners who, from 

the data obtained in this study, have considerable knowledge of and positive attitudes towards 

Recovery.  It might also be borne in mind that while there are without doubt practitioners within the 

public mental health service system who genuinely ascribe to Recovery principles, those practitioners 

may find it difficult to practise according to those values within perceived systemic constraints.   The 

survey will be repeated in six months time. 
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