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Within clinical psychiatry, recovery from severe mental illness (SMI) has classically been defined according to symptoms and function (service-based recovery). However, service-users have argued that recovery should be defined as the process of overcoming mental illness, regaining self-control and establishing a meaningful life (customer-based recovery). Here, we aimed to compare customer-based and service-based recovery and clarify their differential relationship with other constructs, namely needs and quality of life. The study was conducted in 101 patients suffering from SMI, recruited from a rural community mental health setting in Portugal. Customer-based recovery and function-related service-based recovery were assessed, respectively, using a shortened version of the Mental Health Recovery Measure (MHRM-20) and the Global Assessment of Functioning score. The Camberwell Assessment of Need scale was used to objectively assess needs, while subjective quality of life was measured with the TL-30s scale. Using multiple linear regression models, we found that the Global Assessment of Functioning score was incrementally predictive of the MHRM-20 score, when added to a model including only clinical and demographic factors, and that this model was further incremented by the score for quality of life. However, in an alternate model using the Global Assessment of Functioning score as the dependent variable, while the MHRM-20 score contributed significantly to the model when added to clinical and demographic factors, the model was not incremented by the score for quality of life. These results suggest that, while a more global concept of recovery from SMI may be assessed using measures for service-based and customer-based recovery, the latter, namely the MHRM-20, also provides information about subjective well-being. Pending confirmation of these findings in other populations, this instrument could thus be useful for comprehensive assessment of recovery and subjective well-being in patients suffering from SMI.
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INTRODUCTION

Recovery is a concept that cuts across medicine, with particular importance in the context of chronic disease. Clinical definitions of recovery are generally related to reduction or remission of symptoms and return to pre-morbid or full levels of functioning. However, these definitions are variable according to disease or disorder and, frequently, consensus definitions are difficult to obtain. In the contexts of clinical psychiatry, mental health policy and psychiatric research, the concept of recovery from severe mental illness (SMI) has become increasingly relevant (Slade, 2010). This is particularly true for conditions such as schizophrenia, where recovery is very heterogeneous (Lieberman et al., 2008), since there are arguments that stigma and negative stereotyping are self-fulfilling attitudes directly resulting from a misconception of a very limited potential for recovery (Liberman and Kopelowicz, 2005).

The conceptualization of recovery has been challenging for psychiatric disorders, in part because different groups use the term differently. Clinical psychiatry has traditionally defined recovery based on symptoms and several dimensions of function (service-based, objective, or clinical recovery – SBR), while consumer movements advocate for recovery to be defined as the process that involves overcoming mental illness, regaining self-control and establishing a meaningful and fulfilling life (customer-based, subjective, or personal recovery – CBR) (Schrank and Slade, 2007). In patients suffering from schizophrenia, recovery has many predicting factors, including socio-demographic variables, among others (Westermeyer and Harrow, 1984; Wieselgren et al., 1996). Specifically, age and functional status at onset, better cognitive functioning at stabilization, shorter duration of psychosis and early remission seem to best predict functional SBR (Robinson et al., 2004; Lambert et al., 2008). While there is less data for CBR, it has been proposed that subjective well-being at onset and marital satisfaction are associated with increased subjective recovery (Lambert et al., 2008; Tse et al., 2014). In any case, the concept of CBR has gained increasing relevance, given the movements toward promotion of patient-centered medicine and patient engagement in healthcare (Barello et al., 2012; Mullins et al., 2012; Domecq et al., 2014; Richards et al., 2015).

Unfortunately, lack of precision in the definition of these constructs and their dimensions has lead to variable use of these terms within the literature. In fact, CBR has been directly or indirectly equated to other measures of subjective experience, such as quality-of-life (QoL) (Roe et al., 2011), and the degree to which CBR and SBR are separable constructs is not consensual (Resnick et al., 2004; Andresen et al., 2010; Lloyd et al., 2010; Roe et al., 2011, 2012; Norman et al., 2013; Stanhope et al., 2013). To address this question empirically, as we propose here, stringent conceptualizations of these recovery constructs have been considered by several authors. Specifically it has been proposed that the distinction between CBR and SBR should result from the methods according to which the two constructs and their respective measurement instruments are defined and derived (Campbell-Orde et al., 2005; Andresen et al., 2010). According to these conceptualizations, CBR is considered to be recovery defined by users/patients and measured by instruments developed according to the accounts of users/patients (e.g., focus groups, qualitative analysis of patient interviews). SBR, on the other hand, is recovery defined by service providers and experts, and is measured using instruments developed according to the expertise of service providers and experts (Schrank and Slade, 2007). Nevertheless, this approach to distinguish recovery constructs is questionable, and there has been insufficient empirical work to support the distinction between the two.

Here, we set out to clarify the relationship between CBR and SBR constructs in a population of patients with SMI. Since there are no validated instruments for measurement of CBR in Portuguese patients with SMI, we initially translated and validated the Mental Health Recovery Measure (MHRM) (Bullock and Young, 2003; Young and Bullock, 2005) for use in this patient population. This instrument was chosen because it is one of only two self-rated measures of CBR according to the stringent definition presented above (Campbell-Orde et al., 2005; Andresen et al., 2010), i.e., it was developed according to the accounts of service-users. Furthermore, the MHRM has several versions with excellent psychometric properties (Bullock and Young, 2003; Young and Bullock, 2005; Chang et al., 2013; Armstrong et al., 2014) and has been successfully translated and validated into other languages (van Nieuwenhuizen et al., 2014). Once this instrument was validated, we proceeded to compare customer-based and service-based recovery and clarify their differential relationship with other constructs, namely needs and subjective QoL. The four constructs were assessed simultaneously using either clinician-reported (SBR and needs) and/or self-reported (CBR, needs and subjective QoL) measures.

MATERIALS AND METHODS

Participants

A sample of 101 users of a community mental health service (CMHS) at the Department of Psychiatry and Mental Health of Centro Hospitalar Cova da Beira (CHCB) in Covilhã, Portugal, was recruited. The ethics committee of CHCB approved the study and written informed consent was obtained from all participants, in accordance with the declaration of Helsinki. Individuals diagnosed with schizophrenia or schizoaffective disorder according to the 10th revision of the International Classification of Disorders (World Health Organization, 1993 – diagnostic codes F20 and F25, respectively), were eligible for enrolment and were identified by review of the institutional patient database, with diagnosis confirmed by chart review. Eligible individuals were contacted consecutively from January 2010 to December 2011, to schedule data collection. Exclusion criteria included illiteracy, presence of comorbid dementia or development disorder, acute exacerbation of positive psychotic symptoms, acute intoxication with alcohol or other substances or acute non-psychiatric disease. Patients no longer receiving regular clinical care at the CMHS were also excluded.

Mental Health Recovery Measure

To measure CBR, we used the MHRM, developed by Young and Bullock at the University of Toledo) (Bullock and Young, 2003; Young and Bullock, 2005). The development of this self-report instrument was based on theoretical analysis of qualitative interview data regarding recovery-related experiences of persons with SMI, namely recurrent major depression, bipolar disorder, or schizophrenia spectrum disorders (Young and Ensing, 1999), followed by a series of revisions according to formal psychometric analyses (Young and Bullock, 2005). The current English version of the MHRM includes 30 items (MHRM-30), scored using a five point Likert scale that are added in a total score ranging from 0 (low recovery) to 120 (high recovery). The scale has eight domains: overcoming stuckness, self-empowerment, learning and self-redefinition, basic functioning, overall well being, new potentials, advocacy/enrichment and spirituality. The Flesch–Kincaid reading level is grade 7–8 and the administration time is of approximately 5 min. To develop a Portuguese version of this scale, translation, back-translation and adaptation of the MHRM-30 was performed by a team of three bilingual researchers, with expertise in clinical psychiatry, in order to obtain a final consensus version for application in a Portuguese population. Psychometric refinement of the original scale was performed according to results of an exploratory factor analysis (Young and Bullock, 2005) of MHRM-30 items with adequate item-total correlation, followed by item-reduction for domains with five or more items, following increasing order of item-domain correlations, until effects on Cronbach’s α for that domain were no longer negligible or a minimum number of four items was reached. According to these methods, a smaller 20-item Portuguese version of the MHRM (MHRM-20) was obtained.

Other Evaluation Instruments

Quality-of-life was assessed using the TL-30S, a shortened version of the Lehman QoL scale which has been used extensively in individuals with SMI (Lehman, 1996). A subjective subscale score was calculated by adding scores from Likert scales for satisfaction in eight life domains (living situation, family, social relations, leisure, work, safety, finances, and physical health), as well as general life satisfaction, each rated from terrible (=1) to delighted (=7) (Dixon et al., 2007). The Camberwell Assessment of Need (CAN) assesses the clinical and social needs of people with SMI over the previous month, across 22 mental health and social domains (Phelan et al., 1995). Each domain is rated on a 3-point scale from the absence of need (=0) to the presence of an unmet need (=2), and a total score is calculated by adding the domain ratings. The CAN may be applied separately according to the perspective of the user, a clinical staff member or a caretaker (Phelan et al., 1995). The Global Assessment Functioning Score (GAF) was used as a clinician-rated measure of function-related service-based recovery. This is a global scale to measure psychological, social and occupational functioning on a hypothetical continuum ranging from 0 (maximal dysfunction from mental illness) to 100 (high functioning and health) (Jones et al., 1995), with evidence for concurrent validity to assess functioning in patients suffering from schizophrenia (Startup et al., 2002). Portuguese translations of psychometric instruments, with extensive prior use in patients suffering from SMI (Gago, 1996; Fernandes et al., 2009; Brissos et al., 2012; Talina et al., 2013; Cardoso et al., 2016), were used.

Data Collection

A mental health nurse and a psychiatrist collected demographic, clinical and psychometric data for each patient on a single occasion. One-hundred-and-one individuals were recruited and evaluations were performed when users visited the outpatient clinic of the CMHS, or when the community mental health team visited their home. One team member oversaw the self-administration of the MHRM-30 and TL-30S scales while the alternate team member, thus blinded to the MHRM-30 and TL-30S responses, interviewed the participant to obtain clinical data, apply the CAN scale and assess the GAF score. In a convenience subsample of 40 participants, the MHRM-30 was applied again approximately 3 months later, to assess test-retest reliability. Participants in this subsample were slightly younger than the remainder of the sample (48 ± 14.9 vs. 55 ± 12.4 years, p < 0.01), but not significantly different regarding education or duration of disease (p > 0.05, t-tests, data not shown), nor regarding gender, marital status and substance abuse status (p > 0.05, χ2 tests, data not shown).

Data Analysis

Data were analyzed using SAS software (version 9.3, SAS Institute, Cary, NC, USA). All continuous measurements were normally distributed according to skewness, kurtosis and comparison of mean and median. Sequential multiple linear regression models were used to test the association between MHRM-20 and GAF scores, when adjusting for other psychometric scores and for demographic variables. In these models, model assumptions were tested by analyses of the distribution of residuals and influence diagnostics were conducted using Cook’s distance. Data transformations and polynomial models were used to test the better alternative to fit continuous predictors. Data for duration of disease were omitted from these models due to concerns about multicollinearity.

RESULTS

Demographic, clinical and psychometric data are summarized in Table 1. None of the patients invited for the study declined to participate. However, six participants did not complete the MHRM-30 scale, three of which also did not complete the TL-30S scale.

TABLE 1. Description of the data collected for this study.
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Psychometric Properties of the Portuguese Version of the MHRM

Regarding the full Portuguese translation of the MHRM (MHRM-30), while overall internal consistency was high (Cronbach’s α = 0.9), it was medium-low or low for several domains, specifically ‘overcoming stuckness,’ ‘self-empowerment,’ ‘basic functioning,’ and ‘advocacy/enrichment’ (0.36 < α < 0.65). The remaining domains (‘learning and self-redefinition,’ ‘overall well-being,’ ‘new potentials,’ and ‘spirituality’) had adequate internal consistency (0.70 < α < 0.98; Supplementary Table 1). Furthermore, eight items of the full scale had item-total correlations less than 0.40 (Supplementary Table 2). Thus, psychometric refinement of the full scale was performed according to an exploratory factor analysis of the 22 original MHRM items with adequate item-total correlation (Supplementary Table 3). The items were thus assigned to six novel domains, several of which corresponded, at least in part, to the domains in the original scale with higher α, and which were thus similarly named (‘empowerment,’ ‘redefinition,’ ‘identity,’ ‘social functioning,’ ‘overall well-being,’ and ‘optimism’). Item-reduction (see Materials and Methods) resulted in a 20-item revised MHRM scale (MHRM-20), consisting of six domains with adequate internal consistency (α > 0.71; Supplementary Table 1). The revised scale had excellent internal consistency, overall (α = 0.92) and for each of the six domains (0.72 < α < 0.83), as well as adequate item-total correlations (r ≥ 0.40; Supplementary Table 4). Test-retest reliability was assessed in a subsample of 40 participants, approximately 3 months later, according to Pearson’s r correlation coefficient, and found to be adequate (MHRM-20 total score: r = 0.89, p < 0.0001). Validity measures were also calculated and, as expected, were adequate (see below and Table 2). Because socio-demographic variables have been found to modulate the prognosis of schizophrenia (Westermeyer and Harrow, 1984; Wieselgren et al., 1996), discriminant validity was assessed across categories of age, education and disease duration, and found to be robust (Supplementary Table 5).

TABLE 2. Correlations between scores on the MHRM scale and other psychometric instruments.
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Relationship between CBR, SBR, Needs and Subjective QoL

As expected, the MHRM-20 score was positively correlated with QoL (TL30S-subjective) and GAF, and negatively correlated with CAN scores. In absolute terms, correlations for the total MHRM-20 scores were lowest with CAN-staff and highest with GAF (Table 2). We had similar findings when using the scores for the MHRM-30 scale (data not shown).

The association between MHRM-20 and GAF scores was further assessed in sequential linear regression models (Tables 3 and 4), with either MHRM-20 (Table 3, models 1–3) or GAF (Table 4, models 4–6) as the dependent variable. Base models (models 1 and 4) included only demographic (age, gender, marital status, and education) and clinical variables (substance abuse). The base models were first incremented with either GAF (model 2) or MHRM-20 (model 5), and then with TL-30S-subjective (models 3 and 6). In base models, demographic and clinical variables explained only 15% of the variance of the MHRM-20 score (model 1, R2 = 0.15), and 26% of the variance of the GAF score (model 4, R2 = 0.26). When GAF score was added to model 1, the resulting model had a 26% increment in explaining variance of the MHRM-20 score (model 2, R2 = 0.41). Similarly, when the MHRM-20 score was added to model 3, the resulting model had a 23% increment in explaining variance of the GAF score (model 5, R2 = 0.49). However, while the explanatory potential of the MHRM-20 model (model 2) was further incremented by 10% when the TL-30S-subjective score was included in the model (model 3, R2 = 0.51), when the TL-30S-subjective score was included in the GAF model (model 5), this had no impact (model 6, R2 = 0.49). Indeed, while the adjusted association between the MHRM-20 and TL-30S-subjective scores was statistically significant (β = 0.6 ± 0.2, p < 0.0001; model 3), that between the GAF and TL-30S-subjective score was not (β = -0.06 ± 0.2, p = 0.8; model 6).

TABLE 3. Sequential multiple linear regression models for the MHRM-20 score.
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TABLE 4. Sequential multiple linear regression models for the GAF score.
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DISCUSSION

Here, we have contributed to clarify the construct of customer-based, subjective, or personal recovery (CBR), namely its relationship with another measure of recovery (service-based, objective, or clinical recovery – SBR) and an alternative measure of subjective experience (subjective QoL). Previous literature is not consensual regarding the dimensions within the complex construct of recovery. CBR is typically used to refer to personal experiential dimensions, including aspects such as empowerment and sense of hope (Schrank and Slade, 2007), and is frequently named subjective recovery. SBR is related to more clinical and social indicators, namely symptoms, functionality, participation in community and employment (Lloyd et al., 2010), and is generally equated to objective recovery. The use of such terminology has been misleading, with confusion between subjectivity and self-report resulting in constructs such as QoL to be considered as equivalent to CBR (Silverstein and Bellack, 2008; Lloyd et al., 2010; Roe et al., 2011). The results described here contribute to disambiguate these concepts. In fact, we found that the self-reported measure of CBR was correlated with two self-reported measures (subjective quality of life and a self-reported measure of needs – CAN-user), but was nevertheless better correlated to GAF, a clinician-rated measure of SBR. Linear regression models further confirmed the relationship between MHRM-20 and GAF, even when adjusting for demographic and clinical variables, while also showing that subjective QoL was related to MHRM-20 incrementally to GAF. The contrary, however, was not true, i.e., subjective QoL was not related to GAF incrementally to MHRM-20. Considered globally, these findings suggest that CBR, as evaluated by the MHRM-20 scale, could be used to measure global recovery, while also incorporating aspects of subjective QoL. Furthermore, these findings could contribute toward the reconciliation of clinical and consumer perspectives of recovery, as has been previously proposed (Davidson et al., 2005), while still demonstrating their complementary nature.

In previous empirical research, diverse findings have been reported relative to the relationship between CBR and SBR. Resnick et al. (2004) were the first to address this question. The authors found that, in a large sample of patients with schizophrenia, severity of symptoms, as measured by a shortened version of the Symptom Check List 90, was negatively associated to several dimensions of what was described as ‘recovery as an attitude or life orientation,’ namely life satisfaction, hope and optimism, knowledge about mental illness and services, and empowerment. While this data was used to argue against the polarization of recovery perspectives, it must be noted that these authors did not use CBR measures developed strictly from the accounts of users/patients. However, subsequent research using the two measures of CBR meeting this more stringent definition, i.e., the MHRM-30 and the recovery assessment scale (RAS) (Campbell-Orde et al., 2005; Andresen et al., 2010), have mostly confirmed a negative correlation between CBR scores and symptom-based measures of SBR, namely the Kessler-10 scale (Andresen et al., 2010), the Colorado Symptom Index (Stanhope et al., 2013) and the Scale for Assessment of Negative Symptoms and Scale for Assessment of Positive Symptoms (Norman et al., 2013). Others, using the Brief Psychiatric Rating Scale as a symptom-based measures of SBR, have not replicated this association (Roe et al., 2012), or have replicated it only when restricting analyses to subgroups of patients, according to age at disease onset (Roe et al., 2011).

Research comparing CBR and function-based measures of SBR or needs has been less consensual, motivating the work performed here. Lloyd et al. (2010) found a negative correlation between scores in the RAS and the CAN Short Appraisal Schedule. The strength of this correlation (r = -0.51) is similar to what, we found here between scores for the MHRM-20 and the CAN-user (r = -0.54) or the CAN-staff (r = -0.45). Andresen et al. (2010) found that MHRM-30 and GAF scores were positively correlated, but with a much weaker correlation than what we found (r = 0.24 vs. r = 0.64). Furthermore, in the latter and other studies (Andresen et al., 2010; Roe et al., 2011, 2012), an association between RAS and GAF scores was not found. However, as discussed by the respective authors (Roe et al., 2011), the patient populations where correlations between CBR and function-based SBR were weak or non-existent had particular characteristics. Specifically, patients were selected according to the presence of high support needs (Andresen et al., 2010), or were recruited at psychiatric rehabilitation residential centers (Roe et al., 2011, 2012). On the contrary, here and in the other study finding stronger correlations (Lloyd et al., 2010), patients were recruited from multiple clinical settings or a CMHS, and presumably were more representative of patients with SMI in general. Thus, we propose that our findings support prior research suggesting convergence between CBR and SBR (Andresen et al., 2010; Lloyd et al., 2010; Norman et al., 2013; Stanhope et al., 2013).

The convergence found, in this population, between CBR and function-based measures of SBR could be explained by different mechanisms. One possibility is that the distinction between CBR and function-based SBR is artificial, and that these two visions of recovery from SMI are actually reflections of a common and unitary construct. An alternate interpretation, however, is that CBR and SBR have common determinants, conditioning co-variation of their respective measures. One interesting possibility is that social factors, critical in the context of mental health (Fisher and Baum, 2010; Allen et al., 2014), determine aspects of both SBR and CBR. In fact, this possibility is partially supported by prior data, since there is evidence that social factors influence measures of CBR as well as GAF, even if to a lesser degree (Corrigan and Phelan, 2004; Hendryx et al., 2009). Several mechanisms are thought to underlie social influences on mental health, including social influence, self-esteem, sense of control, belonging, companionship, purpose and meaning, and perceived support availability (Thoits, 2011). Such proposed mechanisms are actually in line with many of the elements underlying the CBR construct, further supporting the connection between social factors and recovery. In fact, the hypothesis that common determinants, namely social factors, underlie the correlation between CBR and SBR, could explain why this finding is not common to all patient populations, as described above. In patients that have high support needs or reside at psychiatric rehabilitation centers (Andresen et al., 2010; Roe et al., 2011, 2012), it is conceivable that specificities of social characteristics, or interventions tailored to promote their modification, could modify the relationship between CBR and SBR. In any case, these hypotheses were not directly addressed with the work described here, and should be tested in the future.

The results of this study should be interpreted in the context of its cross-sectional experimental design. Thus, while the methods are adequate to query the relationship between the constructs of interest, they do not allow for exploration of causal relationships between them. Longitudinal studies are needed to explore the role of customer-based recovery recovery either as a prognostic factor or a measure of outcome. Furthermore, the use of the GAF score to assess functionality has been criticized in the past (Roy-Byrne et al., 1996). Nevertheless, the limitations of the GAF score are not consensual (Startup et al., 2002), and it is of frequent clinical use to assess functionality. Finally, comparisons of these results with those of previous studies are hindered by the fact that the patient sample described here has particular socio-demographic characteristics – patients are older, have low schooling and long disease duration. To the best of our knowledge, this is the first study on recovery from SMI conducted in a rural setting, which could explain such differences. However, the relationship between GAF and MHRM-20 does not seem to be dependent on the specificities of our sample, since it was mostly unchanged after adjustment for age, education level and duration of disease in linear regression models. Importantly, while the nature of the patient population in this study hinders the comparison with results from previous research, our findings also provide evidence, for the first time, that self reported measures of CBR can be used successfully in rural populations of patients with SMI, with low schooling and long disease duration.

CONCLUSION

Our results demonstrate that, in certain patients populations, constructs for recovery from SMI are convergent, suggesting that recovery can be assessed using tools developed based on the experiences of users (CBR) as well as the knowledge of mental health experts (SBR). Specifically, we found that the MHRM-20, an instrument for self-assessment of CBR, assesses SBR and QoL, in addition to CBR, in chronic and elderly patients in a rural community mental health setting. Thus, when considering the ease of application and scoring of the MHRM-20 scale, relative to measures depending on user interview, such as the CAN scale, or on clinical evaluation, such as the GAF score, this measure gains appeal as an inexpensive tool for broad use in CMHSs, and possibly even in e-health instruments (Graffigna et al., 2014). Furthermore, given its underlying customer-based philosophy and development, the use of the MHRM-20, or similar measures, as tools for evaluation or assessment of outcome, holds promise to stimulate and further develop collaborative patient-clinician environments (Barello et al., 2012; Mullins et al., 2012; Domecq et al., 2014; Richards et al., 2015), firmly rooted in a recovery-oriented model for mental health services. Under a patient engagement framework, promoting transition from a more authoritative to a more collaborative model of healthcare provision (Graffigna et al., 2015), we expect that active monitoring of clinical outcomes using self-rated and patient-developed tools, such as the MHRM, will potentiate patient participation, involvement and empowerment, hopefully leading toward strengthening of the therapeutic alliance between patients and caregivers, and ultimately improving outcomes of clinical care (Barello et al., 2014; Graffigna et al., 2015).

AUTHOR CONTRIBUTIONS

AO-M, CM, and JG conceived and designed research. CM and MP acquired data. AO-M and MC analyzed data. AO-M, CM, MC, and JG interpreted data. AO-M and MC drafted the work that was critically revised by CM, MP, and JG. All authors approved the version to be published.

FUNDING

This work was supported by Fundação para a Ciência e Tecnologia through a Junior Research and Career Development Award from the Harvard Medical School—Portugal Program to AO-M (HMSP/ICJ/0020/2011) and an unrestricted research grant from Lundbeck Portugal to AO-M and JG.

ACKNOWLEDGMENTS

The authors would like to thank Cheryl Clarke, from Brigham and Women’s Hospital and Harvard Medical School, Boston, MA, USA, and Jennifer Haas, from Brigham and Women’s Hospital, Harvard Medical School and Harvard School of Public Health, Boston, MA, USA, for guidance in data analysis and preparation of this manuscript; and Liliana Laranjo, from Escola Nacional de Saúde Pública, Universidade Nova de Lisboa, Lisbon, Portugal, for review of an earlier version of the manuscript.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: http://journal.frontiersin.org/article/10.3389/fpsyg.2016.01679/full#supplementary-material

REFERENCES

Allen, J., Balfour, R., Bell, R., and Marmot, M. (2014). Social determinants of mental health. Int. Rev. Psychiatry 26, 392–407. doi: 10.3109/09540261.2014.928270

Andresen, R., Caputi, P., and Oades, L. G. (2010). Do clinical outcome measures assess consumer-defined recovery? Psychiatry Res. 177, 309–317. doi: 10.1016/j.psychres.2010.02.013

Armstrong, N. P., Cohen, A. N., Hellemann, G., Reist, C., and Young, A. S. (2014). Validating a brief version of the mental health recovery measure for individuals with schizophrenia. Psychiatr. Serv. 65, 1154–1159. doi: 10.1176/appi.ps.201300215

Barello, S., Graffigna, G., and Vegni, E. (2012). Patient engagement as an emerging challenge for healthcare services: mapping the literature. Nurs. Res. Pract. 2012:905934. doi: 10.1155/2012/905934

Barello, S., Graffigna, G., Vegni, E., and Bosio, A. C. (2014). The challenges of conceptualizing patient engagement in health care: a lexicographic literature review. J. Particip Med. 6:e9.

Brissos, S., Palhava, F., Marques, J. G., Mexia, S., Carmo, A. L., Carvalho, M., et al. (2012). The portuguese version of the personal and social performance scale (PSP): reliability, validity, and relationship with cognitive measures in hospitalized and community schizophrenia patients. Soc. Psychiatry Psychiatr. Epidemiol. 47, 1077–1086. doi: 10.1007/s00127-011-0412-6

Bullock, W. A., and Young, S. L. (2003). The mental health recovery measure (MHRM). Paper presented at the 111th Annual Meeting of the. Toronto, ON: American Psychological Association.

Campbell-Orde, T., Chamberlin, J., Carpenter, J., and Leff, H. S. (eds). (2005). Measuring the Promise: A Compendium of (Recovery) Measures, Vol. II. Cambridge, MA: The Evaluation Center @ HSRI.

Cardoso, G., Papoila, A., Tome, G., Killaspy, H., King, M., and Caldas-de-Almeida, J. M. (2016). Living conditions and quality of care in residential units for people with long-term mental illness in portugal–a cross-sectional study. BMC Psychiatry 16:34. doi: 10.1186/s12888-016-0743-7

Chang, Y. C., Ailey, S. H., Heller, T., and Chen, M. D. (2013). Rasch analysis of the mental health recovery measure. Am. J. Occup. Ther. 67, 469–477. doi: 10.5014/ajot.2013.007492

Corrigan, P. W., and Phelan, S. M. (2004). Social support and recovery in people with serious mental illnesses. Community Ment. Health J 40, 513–523. doi: 10.1007/s10597-004-6125-5

Davidson, L., Lawless, M. S., and Leary, F. (2005). Concepts of recovery: competing or complementary? Curr. Opin. Psychiatry 18, 664–667. doi: 10.1097/01.yco.0000184418.29082.0e

Dixon, L., Medoff, D. R., Wohlheiter, K., DiClemente, C., Goldberg, R., Kreyenbuhl, J., et al. (2007). Correlates of severity of smoking among persons with severe mental illness. Am. J. Addict. 16, 101–110. doi: 10.1080/10550490601184415

Domecq, J. P., Prutsky, G., Elraiyah, T., Wang, Z., Nabhan, M., Shippee, N., et al. (2014). Patient engagement in research: a systematic review. BMC Health Serv. Res. 14:89. doi: 10.1186/1472-6963-14-89

Fernandes, L., Goncalves-Pereira, M., Leuschner, A., Martins, S., Sobral, M., Azevedo, L. F., et al. (2009). Validation study of the Camberwell Assessment of Need for the Elderly (CANE) in Portugal. Int. Psychogeriatr. 21, 94–102. doi: 10.1017/S1041610208008041

Fisher, M., and Baum, F. (2010). The social determinants of mental health: implications for research and health promotion. Aust. N. Z. J. Psychiatry 44, 1057–1063. doi: 10.3109/00048674.2010.509311

Gago, J. S. (1996). Avaliação de Necessidades em Reabilitação Psicossocial. Master thesis, Faculdade de Ciências Médicas da Universidade Nova de Lisboa, Lisboa.

Graffigna, G., Barello, S., and Triberti, S. (2015). Patient Engagement: A Consumer-Centered Model to Innovate Healthcare. Warsaw: De Gruyter.

Graffigna, G., Barello, S., Triberti, S., Wiederhold, B. K., Bosio, A. C., and Riva, G. (2014). Enabling eHealth as a pathway for patient engagement: a toolkit for medical practice. Stud. Health Technol. Inform. 199, 13–21.

Hendryx, M., Green, C. A., and Perrin, N. A. (2009). Social support, activities, and recovery from serious mental illness: STARS study findings. J. Behav. Health Serv. Res. 36, 320–329. doi: 10.1007/s11414-008-9151-1

Jones, S. H., Thornicroft, G., Coffey, M., and Dunn, G. (1995). A brief mental health outcome scale-reliability and validity of the Global Assessment of Functioning (GAF). Br. J. Psychiatry 166, 654–659. doi: 10.1192/bjp.166.5.654

Lambert, M., Naber, D., Schacht, A., Wagner, T., Hundemer, H. P., Karow, A., et al. (2008). Rates and predictors of remission and recovery during 3 years in 392 never-treated patients with schizophrenia. Acta Psychiatr. Scand. 118, 220–229. doi: 10.1111/j.1600-0447.2008.01213.x

Lehman, A. F. (1996). Measures of quality of life among persons with severe and persistent mental disorders. Soc. Psychiatry Psychiatr. Epidemiol. 31, 78–88. doi: 10.1007/BF00801903

Liberman, R. P., and Kopelowicz, A. (2005). Recovery from schizophrenia: a concept in search of research. Psychiatr. Serv. 56, 735–742. doi: 10.1176/appi.ps.56.6.735

Lieberman, J. A., Drake, R. E., Sederer, L. I., Belger, A., Keefe, R., Perkins, D., et al. (2008). Science and recovery in schizophrenia. Psychiatr. Serv. 59, 487–496. doi: 10.1176/appi.ps.59.5.487

Lloyd, C., King, R., and Moore, L. (2010). Subjective and objective indicators of recovery in severe mental illness: a cross-sectional study. Int. J. Soc. Psychiatry 56, 220–229. doi: 10.1177/0020764009105703

Mullins, C. D., Abdulhalim, A. M., and Lavallee, D. C. (2012). Continuous patient engagement in comparative effectiveness research. JAMA 307, 1587–1588. doi: 10.1001/jama.2012.442

Norman, R. M., Windell, D., Lynch, J., and Manchanda, R. (2013). Correlates of subjective recovery in an early intervention program for psychoses. Early Interv. Psychiatry 7, 278–284. doi: 10.1111/j.1751-7893.2012.00371.x

Phelan, M., Slade, M., Thornicroft, G., Dunn, G., Holloway, F., Wykes, T., et al. (1995). The camberwell assessment of need: the validity and reliability of an instrument to assess the needs of people with severe mental illness. Br. J. Psychiatry 167, 589–595. doi: 10.1192/bjp.167.5.589

Resnick, S. G., Rosenheck, R. A., and Lehman, A. F. (2004). An exploratory analysis of correlates of recovery. Psychiatr. Serv. 55, 540–547. doi: 10.1176/appi.ps.55.5.540

Richards, T., Coulter, A., and Wicks, P. (2015). Time to deliver patient centred care. BMJ 350, h530. doi: 10.1136/bmj.h530

Robinson, D. G., Woerner, M. G., McMeniman, M., Mendelowitz, A., and Bilder, R. M. (2004). Symptomatic and functional recovery from a first episode of schizophrenia or schizoaffective disorder. Am. J. Psychiatry 161, 473–479. doi: 10.1176/appi.ajp.161.3.473

Roe, D., Mashiach-Eizenberg, M., and Corrigan, P. (2012). Confirmatory factor analysis of the brief version of the recovery assessment scale. J. Nerv. Ment. Dis. 200, 847–851. doi: 10.1097/NMD.0b013e31826b6d4a

Roe, D., Mashiach-Eizenberg, M., and Lysaker, P. H. (2011). The relation between objective and subjective domains of recovery among persons with schizophrenia-related disorders. Schizophr. Res. 131, 133–138. doi: 10.1016/j.schres.2011.05.023

Roy-Byrne, P., Dagadakis, C., Unutzer, J., and Ries, R. (1996). Evidence for limited validity of the revised global assessment of functioning scale. Psychiatr. Serv. 47, 864–866. doi: 10.1176/ps.47.8.864

Schrank, B., and Slade, M. (2007). Recovery in psychiatry. Pychiatr. Bull. 31, 321–325. doi: 10.1192/pb.bp.106.013425

Silverstein, S. M., and Bellack, A. S. (2008). A scientific agenda for the concept of recovery as it applies to schizophrenia. Clin. Psychol. Rev. 28, 1108–1124. doi: 10.1016/j.cpr.2008.03.004

Slade, M. (2010). Measuring recovery in mental health services. Isr. J. Psychiatry Relat. Sci. 47, 206–212.

Stanhope, V., Barrenger, S. L., Salzer, M. S., and Marcus, S. C. (2013). Examining the relationship between choice, therapeutic alliance and outcomes in mental health services. J. Pers. Med. 3, 191–202. doi: 10.3390/jpm3030191

Startup, M., Jackson, M. C., and Bendix, S. (2002). The concurrent validity of the Global Assessment of Functioning (GAF). Br. J. Clin. Psychol. 41(Pt 4), 417–422. doi: 10.1348/014466502760387533

Talina, M., Thomas, S., Cardoso, A., Aguiar, P., Caldas de Almeida, J. M., and Xavier, M. (2013). CANFOR portuguese version: validation study. BMC Psychiatry 13:157. doi: 10.1186/1471-244X-13-157

Thoits, P. A. (2011). Mechanisms linking social ties and support to physical and mental health. J. Health Soc. Behav. 52, 145–161. doi: 10.1177/0022146510395592

Tse, S., Davidson, L., Chung, K. F., Ng, K. L., and Yu, C. H. (2014). Differences and similarities between functional and personal recovery in an Asian population: a cluster analytic approach. Psychiatry 77, 41–56. doi: 10.1521/psyc.2014.77.1.41

van Nieuwenhuizen, C., Wilrycx, G., Moradi, M., and Brouwers, E. (2014). Psychometric evaluation of the Dutch version of the mental health recovery measure (MHRM). Int. J. Soc. Psychiatry 60, 162–168. doi: 10.1177/0020764012472302

Westermeyer, J. F., and Harrow, M. (1984). Prognosis and outcome using broad (DSM-II) and narrow (DSM-III) concepts of schizophrenia. Schizophr. Bull. 10, 624–637. doi: 10.1093/schbul/10.4.624

Wieselgren, I. M., Lindstrom, E., and Lindstrom, L. H. (1996). Symptoms at index admission as predictor for 1-5 year outcome in schizophrenia. Acta Psychiatr. Scand. 94, 311–319. doi: 10.1111/j.1600-0447.1996.tb09866.x

 World Health Organization (1993). The ICD-10 Classification of Mental and Behavioural Disorders: Diagnostic Criteria for Research. Genova: World Health Organization.

Young, S. L., and Bullock, W. A. (2005). “Mental health recovery measure (MHRM),” in Measuring the Promise: A Compendium of Recovery Measures, Vol. 2, eds T. Campbell-Orde, J. Chamberlin, J. Carpenter, and H. S. Leff (Cambridge, MA: Human Services Research Institute), 36–41.

Young, S. L., and Ensing, D. S. (1999). Exploring recovery from the perspective of people with psychiatric disabilities. Psychiatr. Rehabil. J. 22, 219–231. doi: 10.1037/h0095240

Conflict of Interest Statement: AO-M and JG are recipients of an unrestricted research grant from Lundbeck Portugal. All the other authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2016 Oliveira-Maia, Mendonça, Pessoa, Camacho and Gago. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cover.jpg
, frontiers
in Psychology

The Mental Health Recovery
Measure Can Be Used to Assess
Aspects of Both Customer-Based
and Service-Based Recovery in

theContext of Severe Mental

Iliness





OPS/images/fpsyg-07-01679-t001.jpg
Variable?

Gender (% male)

Marital status (% married?)
Substance abuse (% positive®)
Psychiatric home care (%)
Age (years)

Education (years)

Duration of disease (years)
MHRM-30 (total score)
MHRM-20 (total score)
TL30S (subjective subscore)
CAN user (total score)

CAN staff (total score)

GAF (score)

% or Mean + SD

76.2%
27.7%
34.7%
12.9%
52.2+13.8
6.3+ 3.8
24.4+11.9
748 +15.2
49.4+£125
457 +7.7
8+4.4
9.3+£54
496 £194

Range

18-83
0-16
1-49

43-115

20-78

27.5-60
0-20
0-28

10-90

1Number of observations for all variables was 101, with the exception of MHRM
(n = 95) and TL30s (n = 98). 2Percentage of individuals legally married and not
separated, or cohabiting with a primary partner. 3Percentage of individuals that
self-report abuse of alcohol or illicit substances. Range, Minimum and maximum
values;, mean + SD, Mean and standard deviation.





OPS/images/fpsyg-07-01679-t004.jpg
Age

Male gender
Marital status
Education
Substance abuse
MHRM-revised
TL30S-subjective

P2, R-squared statistic; f5, Beta weight; SE, Standard error of ; p, p-value.

Model 4 (R? = 0.26)

Model 5 (R2 = 0.49)

Model 6 (R2 = 0.49)

B (SE)

-06(0.2)
0.8(4.3)
16.6(3.9)
03(0.6)
-06(38)

<0.0001
0.9

<0.0001
0.6
0.9

B (SE)

-05(0.1)
-2.8(36)
11.5(3.3)
-0.3(0.5)
1.6(3.2)
06(0.1)

P

0.001
0.4
0.001
0.5
06
<0.0001

B (SE)

-05(0.1)
—2.8(36)
115(33)
-0.3(05)
1.6(3.2)
06(0.1)
~0.06 (0.2)

0.001
0.4
0.001
05
0.6
<0.0001
08





OPS/images/fpsyg-07-01679-t002.jpg
MHRM-20

r
TL30S-subjective 0.49
CAN user —0.58
CAN staff —0.48
GAF 0.65

r, Pearson r correlation coefficient; p, p-value.

P

<0.0001
<0.0001
<0.0001
<0.0001





OPS/images/fpsyg-07-01679-t003.jpg
Age
Male gender
Marital status
Education
Substance abuse
GAF
TL30S-subjective

R2, R-squared statistic; , Beta weight; SE, Standard error of §; p, p-value.

Model 1 (R2 = 0.15)

B (SE) P
~02(0.1) 01

57(3.8) 01

8.1(3.4) 002
096 (0.5) 0.06
-35(3.4) 03

Model 2 (R2 = 0.41)

B (SE) P
0.09 (0.1) 05
53(3.2) 0.1
-03(3.1) 09
0.8(0.4) 0.06
-32(28) 03
0.5(0.08) <0.0001

Model 3 (R2 = 0.51)

B (SE) P
0.06 (0.1) 06
43(29) 01
-09(29) 08
0.7 (0.4) 0.07
—2.5(2.6) 03
0.4(0.07) <0.0001
06(0.2) <0.0001





OPS/images/cross.jpg
3,

i





OPS/images/logo.jpg
’ frontiers
in Psychology





