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Background
Provider working conditions are important in mental health ser-
vice delivery.

Aims
To identify variables associated with perceived recovery-
oriented care among mental health professionals.

Method
A total of 315 mental health professionals and 41 managers
across four Quebec service networks completed questionnaires.
Univariate and multilevel mixed-effects linear regressions for
bivariate and multivariate analyses were performed using inde-
pendent variables from the input–mediator–output–input model
and recovery-oriented care.

Results
Recovery-oriented care related to: working in primary care or
out-patient mental health services, team support, team inter-
dependence, prevalence of individuals with suicide ideation,
knowledge-sharing, team reflexivity, trust, vision (a subset of
team climate), belief in multidisciplinary collaboration and fre-
quency of interaction with other organisations.

Conclusions
Optimising team processes (for example knowledge-sharing)
and emergent states (for example trust) may enhance recovery-
oriented care. Adequate financial and other resources, stable
team composition, training on recovery best practices and use of
standardised assessment tools should be promoted, while
strengthening primary care and interactions with other
organisations.
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International transformation to a recovery paradigm in mental
health has involved major policy reform in high-income countries,
including the UK and Canada.1 In Quebec, the 2005–2015 mental
health reform2 defined recovery as personal empowerment, com-
munity integration and the inclusion of patients in decision-
making. The reform aimed to create a well-integrated mental
health system oriented towards recovery by strengthening
primary care and out-patient services, and promoting various insti-
tutional links and partnerships among local service networks made
up of diversified primary and specialised healthcare organisations.
This major reform of the Quebec mental health system provided
the backdrop for the study.

Recovery-oriented care

A number of structural elements and clinical best practices intro-
duced in Quebec have been identified in other policy documents,
and in research studies, as relevant to the ultimate goal of promoting
personal recovery among mental health patients. Key elements
include integrated service networks,3 shared-care initiatives involv-
ing the transfer of expertise from psychiatrists to primary care
providers4 and community-based services offering better patient–
service provider collaboration including individualised treatment
planning.5 The Quebec reform also implemented known recovery-
oriented best practices, such as strengths-based approaches, illness
self-management and stepped care,6 while also promoting patient
evaluation and feedback mechanisms,7 recovery education and

training for mental health professionals,8 and more adequate
funding.9

Support for multidisciplinary teams, and greater collaboration
between mental health teams working in specialised mental health
services and primary care settings, was a particular focus of the
Quebec reform, and a policy interest shared by other countries,
including the UK, for advancing recovery-oriented services. Well-
resourced multidisciplinary teams that promote collaborative rela-
tionships over hierarchy and conflict have been shown to support
the well-being and morale of mental health professionals and to
meet the medical and psychosocial needs of individuals with
mental disorders.10 Yet, tensions also arise in teams where a
culture of recovery challenges the longstanding leadership of
mental health professionals, notably psychiatrists and physicians
accustomed to working from a medical-model perspective where
they enjoy high status;11 tensions also occur when mental health
professionals in multidisciplinary teams seek to retain their distinct
professional roles in working with patients.12

Existing research into recovery-oriented care

A relatively small body of research has assessed mental health ser-
vices in terms of recovery-oriented care. Studies have explored con-
nections between socioprofessional characteristics of mental health
clinicians, their working environments and recovery orientation;
greater age, more professional experience and higher educational
level related to recovery-oriented care.13–15 Professionals working
in community-based services rated recovery orientation higher
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than their counterparts in hospital settings, even while controlling
for age, civil status, education and job tenure.16 Regarding
working conditions and job satisfaction, mental health professionals
with lower job satisfaction scores expressed as emotional exhaustion
and ‘depersonalisation’ (i.e. negative attitudes towards patients)
produced lower scores on recovery-oriented care; whereas greater
job and personal satisfaction produced higher scores.14,17

Organisational-level relationships were identified between strong
leadership, larger budgets, and the perceived recovery orientation
of services among mental health professionals,15 some of whom
reported barriers to recovery implementation emanating from
top-down organisational approaches, inadequate change manage-
ment, staff resistance, deterioration in provider-manager relations
and insufficient resources.18

Only three known studies have assessed teamwork, defined as
‘the set of interrelated behaviors and actions that occur among
team members while performing a task’19 in relation to recovery-
oriented care. Teamwork was identified as a facilitator for organisa-
tional transformation to recovery in an implementation study.20

A literature and policy review assessed challenges affecting multi-
disciplinary mental health teams responsible for developing indivi-
dualised service plans for patients.21 In another study, mental
health professionals rated early intervention teams as more recov-
ery-oriented than adult mental health teams; and patient assess-
ments revealed for the first time a strong association between
recovery-oriented care provided by a team and their own personal
recovery.22

This incipient research points to a critical gap in knowledge:
how the actual workings of mental health teams may relate to recov-
ery-oriented care is virtually unknown. More specifically, team
effectiveness depends on team processes (for example conditions
such as knowledge-sharing and collaboration) and team-emergent
states (for example motivation, cognition or emotions among
team members, such as trust).19 These and other variables related
to team effectiveness need to be investigated in association with
recovery-oriented care. Moreover, we have very little understanding
of how the larger organisational environment, or interactions
between teams and mental health organisations, may inform the
perceptions of mental health professionals regarding the recovery
orientation of their work. The use of standardised assessment
tools, which are known to improve team effectiveness,23 presents
yet another line of inquiry for better understanding recovery-
oriented care.

Study aims

The aim of this study was to identify and test a comprehensive range
of variables related to professional characteristics, team characteris-
tics, team processes, team-emergent states and organisational envir-
onment, most not previously examined, for associations with
recovery-oriented care. The study also expands on previous research
by developing a multidimensional conceptual framework rooted in
both organisational science and clinical mental health practice.
Based on theory and research related to recovery, and to team effect-
iveness, and given the strong focus on both elements in the Quebec
mental health reform, we hypothesised that perceived recovery-
oriented care among mental health professionals would be asso-
ciated with: (a) out-patient (community or primary care) versus
in-patient (hospital) settings; (b) team effectiveness, viewed in
terms of multiple team processes (collaboration, knowledge-
sharing, etc)24 and team-emergent states (commitment to team,
trust, etc);25 (c) greater service integration reflected in the frequency
of team interactions with other organisations (for example commu-
nity organisations, general practitioners (GPs)); and (d) the
implementation of recovery best practices (for example illness

self-management, stepped care) and standardised assessment
tools (for example patient satisfaction, mental health/addiction
evaluations).

Method

Study design, sample and data collection

This was a cross-sectional, multisite study. The setting included four
local mental health service networks representing different geo-
graphic areas (urban and semi-urban), with or without a public psy-
chiatric hospital and departments of psychiatry in general hospitals.
Network populations ranged from 135 000 to 300 000 inhabitants.
Each network also included multidisciplinary primary care teams
staffed by GPs, allied health professionals and psychiatrists involved
in shared-care and community organisations offering services such
as crisis centres, day centres, rehabilitation programmes and self-
help groups for mental health patients and families. Private
medical clinics were also available.

Study participants were mental health professionals and man-
agers employed in community-based or in-patient mental health
services, or in primary care. To be eligible for the study, partici-
pants had to work in a multidisciplinary team consisting of
three or more professionals from at least two disciplines in one
of the four selected networks. All mental health professionals
working in primary care or specialised mental health services
who met these conditions, and their managers, were invited to
participate.

Data collection occurred between October 2013 and June 2014.
A total of 466 mental health professionals representing 49 mental
health teams were invited to participate. Professionals completed
a 222-item questionnaire that brought together 18 standardised
scales covering multidimensional aspects of team effectiveness,
with 9 separate questions on participant socioprofessional charac-
teristics. Managers of the mental health professionals (n = 49)
were also invited to participate in the study; they completed a sep-
arate questionnaire on: (a) patient profiles, (b) team composition,
(c) use of recovery best practices, (d) use of evaluation procedures,
(e) use of integration strategies, and (f) frequency and satisfaction
with organisational and network interactions. Managers provided
administrative information, but were not asked to evaluate recov-
ery orientation. Questionnaires for mental health professionals
and managers took 45 and 120 min, respectively, to complete.
A 12-member research advisory committee assisted with selection
of the networks, recruitment and validation of the instruments;
they also facilitated data collection. The research ethics board
of a mental health university institute approved the research
protocol.

Conceptual framework, variables and instruments

The conceptual framework for the study was adapted from the well-
known input–mediator–output–input (IMOI) team performance
model26 originating in occupational psychology (Fig. 1).
Independent variables were organised within five conceptual
blocks: professional characteristics, team characteristics, team pro-
cesses, team-emergent states and organisational and territorial
context. The IMOI model conceptualises individual variables
(such as age, gender, profession) as nested within team-level vari-
ables (such as setting, composition), and, in turn, within the organ-
isational context (such as structure, culture, interactions).25 The
variables are viewed as so many inputs affecting team processes
(actions directed at accomplishing tasks) and team-emergent
states (cognitive, motivational or affective mediators), with
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implications for the ability of team members to work together and
produce desired results.

The dependent variable, recovery-oriented care, was measured
with the Recovery Self-Assessment Scale (RSA) developed by
O’Connell et al.28 The RSA is a 32-item instrument based on
six domains of recovery orientation: promoting life goals, consumer
involvement, diversity of treatment options, consumer choice,
individually tailored services and inviting environment, with
scoring on a five-point Likert scale. Multiple versions of the RSA
are available including the version for service providers and admin-
istrators used with mental health professionals in this study.
The RSA has demonstrated good internal consistency, test–retest
reliability, and convergent and discriminant validity;16,28,29 it is
the most widely used instrument for assessing the recovery orienta-
tion of mental health services.30 Mental health professionals were
invited to respond to questions on the RSA in terms of the care

provided by their respective teams. Details on the RSA and the
other 17 standardised instruments used to measure independent
variables in the study, including their reliability measures, are pre-
sented in Table 1.

Data analysis

Since missing values were fewer than 5%, they were replaced by the
variable means. Normality assumptions were assessed for the
dependent variable, recovery-oriented care, which was found to
be normally distributed. Bivariate and multivariate analyses were
conducted using multilevel mixed-effects linear regression to
account for both fixed effects and random effects for clustering at
the team level. The Akaike Information Criterion (AIC) was used
to compare multiple linear regression models. Forward selection
was performed for the mode selection based on the variables

2 Team characteristics:

Mental health professional questionnaire

Perceived team functioning:
– Familiarity among team members
– Team interdependence
– Team support

Manager questionnaire

Team settings:
  – Primary care
  – Specialized mental health services
      In-patient
      Out-patient

Client profiles
– Comorbid mental health/
substance abuse disorder
– Comorbid mental health/
chronic physical illnesses
– Suicide ideation

Clinical activities
– Use of recovery best practices:
   Strengths-based approaches
   Illness self-management
   Stepped care

– Use of standardised assessment tools:
    Evaluations for mental health problems
    Evaluations for substance abuse disorder
    Client satisfaction evaluations

1 Professional characteristics:

Mental health professional questionnaire

Age
Gender
Type of profession
Years of professional practice

5 Organisational and

territorial context:

Manager questionnaire

Organisational culturea

– Family/clan culture
– Hierarchical culture
– Entrepreneurial culture
– Market/rational culture

Frequency of interaction with
organisations

Recovery-oriented
care

4 Team-emergent statesb

Mental health professional questionnaire

– Belief in multidisciplinary collaboration
– Job satisfaction
– Affective commitment towards team
– Trust
– Team climate (participatory safety;
support for innovation; vision; task
orientation)

3 Team processes

Mental health professional questionnaire

– Team autonomy
– Involvement in decisions
– Team reflexivity
– Knowledge-sharing
– Informational role self-efficacy
– Team conflict
– Knowledge production
– Knowledge integration
– Team collaboration

Fig. 1 Conceptual framework.
aScammon et al.27 describe the four cultures as follows: family/clan culture (internal focus, high employee involvement); authoritarian culture (stable, rule-based, efficient);
entrepreneurial culture (external focus, innovative, risk tolerant); and market/rational culture (external focus, competitive, results oriented).
bTeam “emergent states” are defined as elements that facilitate or impede the ability of team members to use their abilities in ways that generate the expected performance
outcomes.25
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identified as significant (with alpha set at 0.10) in the bivariate ana-
lyses. The model with the smallest AIC was chosen for the multi-
variable analysis. Stata version 15 was used to conduct the analyses.

Ethics approval and consent to participate

All procedures performed in this study involving human partici-
pants were in accordance with the ethical standards of the institu-
tional committee and with the 1964 Helsinki declaration and its
later amendments or comparable ethical standards. Informed
consent was obtained from all participants, each of whom signed
a consent form. The multisite study protocol and consent form
were approved by the Ethics Board of the Douglas Mental Health
University Institute: MP-IUSMD-11-037.

Results

Of the 466 professionals invited to the study, 315 (67.60%) from 49
teams participated. There were no significant differences between
participants and non-participants on distributions for team
setting (χ2(1,n = 466) = 0.79; P = 0.68), or gender (χ2 (1,n = 466) =
0.03; P = 0.87). Mean age was 43 years and the mean tenure on
teams was 3 years. Women outnumbered men by more than two
to one (70% v. 30%). In total, 56% worked in out-patient mental
health services; 32% in primary care and 12% in in-patient mental
health services.

Regarding managers, 41 of 49 (84%) participated in the study.
Their mean age was 44 years, and 71% (n = 29) were women; 63%
(n = 26) worked in specialised mental health services and 37%
(n = 15) in primary care, with an average seniority of 4 years.
Comparison analyses revealed no differences between respondent
and non-respondent managers on gender (Pearson χ2 = 0.966;
d.f. = 1; Fisher’s exact test two-sided P = 0.663) or team setting
(Pearson χ2 = 1.861; d.f. = 2; Fisher’s exact test two-sided P = 0.245).

Analyses were conducted for 312 participants from 47 teams,
after 3 participants from two teams were eliminated because of
small team size (n < 3, and a mean of 6.64 observations per team
(range 3–16)). There was an effect of clustering at the team level
(intraclass correlation coefficient 15.00%, 95% CI 6.56–30.62).
The dependent variable, recovery-oriented care, had a mean score
of 3.64 (range: 1.54–4.89, s.d. = 0.49) and was normally distributed
(Skewness: −0.50; Kurtosis: 4.20).

Variables significantly associated with recovery-oriented care in
the bivariate analysis (Table 2), were used to build the multiple
linear regression model (Table 3). Eleven variables were identified
in the multiple regression model as significantly and positively
related to recovery-oriented care. They included five variables
from the team characteristics block: the two team settings variables
(primary care versus in-patient mental health services; and out-
patient mental health services versus in-patient mental health ser-
vices), which confirms our first hypothesis, and three other team
characteristics variables: team interdependence, team support and
individuals with suicide ideation. Variables from the team processes
block included knowledge-sharing, and team reflexivity, which was
marginally associated with the dependent variable. Within team-
emergent states, belief in multidisciplinary collaboration, trust and
vision, a subset of team climate, emerged as associated with recov-
ery-oriented care, confirming our second hypothesis. Finally, under
organisational and territorial context, frequency of interaction with
other organisations was associated with recovery-oriented care,
which seems to confirm our third hypothesis.

Discussion

Main findings

This study identified 11 variables in relation to recovery-oriented
care in mental health services across four of the five conceptual
blocks in our adapted IMOI framework, as follows: team character-
istics (5 variables), team processes (2 variables), team emergent
states (3 variables), and organisational and territorial context
(1 variable). Only the provider characteristics block failed to
produce significant findings, likely as a result of the effects of intro-
ducing a large number of team processes and team-emergent states
variables into the model. We may presume that team processes and
team-emergent states were linked to recovery-oriented care by a
shorter causal chain than provider characteristics, and that they
had a more direct influence.45 Results for the global score on recov-
ery-oriented care (mean: 3.6, s.d. = 0.49) were comparable with
those obtained by the authors of the RSA,28 and nearly identical
to results reported in Leamy et al,22 which evaluated recovery orien-
tation among different types of teams.

Community care

Our first hypothesis, that mental health professionals working in
primary care or in out-patient mental health services would rate
recovery-oriented care in their services higher than professionals
working in in-patient (hospital) settings, was confirmed. This
result reaffirms the basic recovery principle that mental health ser-
vices should be anchored in the community, and lends particular
support to studies suggesting that primary care or out-patient
mental health services are more normalising, or less stigmatising,
for patients,46 as well as for professionals. By contrast, professionals
whose experience with mental health patients occurs largely in
in-patient settings may overlook, or even disavow, the possibility
of recovery.47 Another explanation for this finding may be that
in-patient mental health services lack the biopsychosocial approach
characteristic of community-level services such as primary care,
especially in treating mental health patients whose risk factors for
comorbid substance use disorders, as well as physical morbidity
and mortality, are very high.

Team support

Financial and material support, key components of team support,
is another positive factor in recovery-oriented services, and was
found to be associated with larger per capita budgets.15 This

Table 1 Description of standardised instruments included in the study

Measures and descriptions
Cronbach’s alpha
coefficients

Dependent variable
(1) Recovery-oriented care;28 32 items, 5 subscales 0.76–0.90

Independent variables
(2) Familiarity among team members;24 5 items 0.78–0.88
(3) Team interdependence;31 20 items 0.77–0.88
(4) Team support;32 4 items 0.84–0.85
(5) Team autonomy;33 3 items 0.76
(6) Involvement in decisions;33 3 items 0.88
(7) Team reflexivity;34 3 items 0.79
(8) Knowledge-sharing;35 5 items 0.93
(9) Informational role self-efficacy;36 5 items 0.93
(10) Team conflict;37 9 items 0.93–0.94
(11) Knowledge production;35 5 items 0.95
(12) Knowledge integration;38 9 items 0.95
(13) Team collaboration;39 14 items 0.77–0.91
(14) Belief in multidisciplinary collaboration;40 5 items 0.92
(15) Job satisfaction;41 20 items, 5 subdimensions 0.60–0.82
(16) Affective commitment towards team;42 5 items 0.86–0.92
(17) Trust;43 4 items 0.90
(18) Team climate;44 19 items; 4 subdimensions 0.60–0.84
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stands to reason, as recovery practices are highly individualised,
labour intensive and complex in terms of service delivery. The
preponderance of financial and material components in the
team support variable (team characteristics), confirms this and
indirectly supports the contention that insufficient financial
resources impede recovery implementation in mental health
systems.18 However, ‘human’ or clinical support, the fourth
element in the team support measure, was also crucial. Research
confirms that clinical supervision plays a major role in controlling
dimensions related to the work environment, such as interper-
sonal relationships within teams, the integration of good practices

and other innovations that help alleviate the stress of frequent
patient interactions, and protect mental health professionals
against burnout.48

Team interdependence

To our knowledge, studies to date have not assessed the relationship
between team interdependence and recovery-oriented care; yet the
positive association identified in this study seems reasonable.
A high level of interdependence among mental health professionals
working as team members positively influences team

Table 2 Bivariate analyses with recovery-oriented care (n = 312)

Distribution Bivariate analyses

Beta P

Professional characteristics
Gender, n (%)

Women 216 (69.23) – –

Men 96 (30.77) −0.026 0.668
Type of profession, n (%)

Medical professions 109 (34.94) – –

Psychosocial professions 170 (54.49) 0.013 0.834
General professions 33 (10.58) −0.048 0.614

Age, years: mean (s.d.) 43.33 (10.51) −0.001 0.664
Years of professional practice, mean (s.d.) 9.06 (10.84) −0.002 0.415
Team characteristics
Team settings, n (%)

Primary care 101 (32.37) 0.222 0.064
Out-patient mental health services 174 (55.77) 0.314 0.006
In-patient mental health services 37 (11.86) – –

Perceived team functioning, mean (s.d.)
Familiarity among team members 5.37 (0.91) 0.176 <0.001
Team interdependence 4.56 (1.04) 0.172 <0.001
Team support 4.83 (1.17) 0.164 <0.001

Patient profiles, mean (s.d.)
Comorbid mental health/substance use disorder 34.24 (23.00) <0.001 0.882
Comorbid mental health/chronic physical illness 34.24 (21.69) 0.001 0.487
Suicide ideation 28.08 (19.87) 0.004 0.036

Clinical activities, mean (s.d.)
Strengths-based approaches 3.29 (1.06) 0.048 0.174
Evaluation for mental health problems 4.11 (1.46) 0.048 0.053
Evaluation for substance use disorder problems 3.60 (1.17) 0.035 0.272
Patient satisfaction evaluations 3.10 (1.28) 0.056 0.048

Team processes, mean (s.d.)
Team autonomy 4.92 (1.26) 0.078 <0.001
Involvement in decisions 5.01 (1.36) 0.154 <0.001
Team reflexivity 4.58 (1.25) 0.155 <0.001
Knowledge-sharing 5.73 (0.90) 0.231 <0.001
Informational role self-efficacy 81.01 (14.43) 0.010 <0.001
Team conflict 3.00 (0.97) −0.106 <0.001
Knowledge production 3.99 (1.23) 0.168 <0.001
Knowledge integration 4.25 (1.13) 0.182 <0.001
Team collaboration 4.82 (0.96) 0.219 <0.001
Team-emergent states, mean (s.d.)
Belief in multidisciplinary collaboration 6.23 (0.73) 0.195 <0.001
Job satisfaction 4.95 (0.72) 0.249 <0.001
Affective commitment towards team 4.85 (1.23) 0.131 <0.001
Trust 5.19 (1.16) 0.183 <0.001
Team climate: participatory safety 5.16 (0.95) 0.229 <0.001
Team climate: support for innovation 5.15 (1.05) 0.221 <0.001
Team climate: vision 5.05 (0.96) 0.241 <0.001
Team climate: task orientation 5.09 (1.00) 0.181 <0.001
Organisational and territorial context, mean (s.d.)
Frequency of interaction with organisations 95.38 (31.36) 0.004 <0.001
Organisational culture

Family/clan culture 209.93 (66.12) −0.001 0.236
Entrepreneurial culture 117.01 (33.04) <0.001 0.879
Market/rational culture 108.87 (39.32) 0.002 0.083
Hierarchical culture 176.67 (53.03) <0.001 0.971

Results in bold are significant.
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effectiveness,25 which should have a bearing on their capacity to
deliver recovery-oriented care. Interdependence is particularly
important in mental health teams, which require mental health pro-
fessionals to collaborate in amultitude of tasks.49 Mental health pro-
fessionals also need to transcend the boundaries of their disciplines
in order to provide person-centred biopsychosocial services and
integrated care.21

Knowledge sharing and reflexivity in teams

Our second hypothesis on a possible association between favourable
aspects of team processes and emergent states and recovery-
oriented care was also confirmed. Concerning knowledge-sharing
and reflexivity in teams (team processes), and recovery-oriented
care, our results partially support those of a recent study,50 which
found that knowledge integration was significantly related to
patient-centred services in teams; knowledge-sharing was, in turn,
a necessary first step before undertaking knowledge integration.
Reflexivity, or ‘the extent to which team members overtly reflect
upon the group’s objectives, strategies, and processes and adapt
them to current or anticipated endogenous or environmental cir-
cumstances’34 was associated with team learning. Moreover,
studies indicate that reflexivity and knowledge-sharing are both
associated with team interdependence.34

Trust and shared vision and beliefs

Similar to our finding on trust (team emergent states) and recovery-
oriented care, other research has demonstrated that mutual trust is
a significant protective factor against emotional exhaustion, deper-
sonalisation and burnout among mental health professionals,
factors inversely related to recovery orientation.17 Furthermore,
vision refers to grand objectives that heighten motivation among
teammembers.44 The higher the vision, the more professionals gen-
erally strive to achieve their objectives. Not surprisingly, a clear and
shared vision focused on recovery orientation favours the

implementation of relevant values and practices.51 Finally, a
strong facilitating factor in multidisciplinary collaboration involves
a belief in its accrued benefits for various professionals and their
patients.12

Interaction between mental health teams and other
organisations

Our third hypothesis on the value of frequent interaction between
mental health teams and other organisations for recovery-oriented
care was confirmed. Such interactions allow mental health teams to
influence the values and skills of their organisational partners, facili-
tating the diffusion of a recovery approach to local service net-
works.13,20 The inability of single teams to provide the full range
of services essential to patient recovery underscores the importance
of interorganisational interactions from a shared recovery perspec-
tive.20 By the same token, the lack of collaboration among health
providers emerged as an important barrier to the integration of
recovery-oriented care.18

In Quebec, the nature of collaboration between public and com-
munity organisations reflects a systems-focused management style
that seems to auger well for implementing a recovery orientation
in services. The 2005 mental health reform mandated greater inte-
gration within local service networks, and a more comprehensive
response to patient needs, particularly increased collaboration
between public and community organisations. Among public orga-
nisations, for example, addiction rehabilitation centres are working
increasingly with mental health teams in response to the needs of
individuals with co-occurring disorders. Other integration strategies
include cross training, service agreements and deployment of addic-
tion liaison nurses in hospital emergency rooms to ensure more
timely and appropriate patient referral.4 Community organisations
play another crucial role, providing a normalising context for the
delivery of primary healthcare services to deinstitutionalised indivi-
duals, while addressing their basic subsistence needs for housing,
employment and food. Community organisations promote personal
empowerment, mutual help and the creation of social networks.

Use of standardised assessment tools

Our fourth hypothesis proposed a relationship between the imple-
mentation of recovery best practices and standardised assessment
tools and recovery-oriented care. Surprisingly, no results emerged
in the model for the various recovery-oriented best practices and
standardised assessment tools tested. We might presume that
further work was still needed in the networks to more fully integrate
these measures, at the time the research was conducted. Another
study has critiqued the Quebec reform for focusing on structural
changes, without providing sufficient guidelines on the use of clin-
ical approaches or standardised assessment tools,52 which may
explain why they were perhaps underused or took longer than
expected to implement in services.

Suicidal ideation and 24 h crisis services

Finally, a significant finding emerged outside of the four study
hypotheses, namely the positive relationship between higher pro-
portions of individuals with suicide ideation on case-loads (team
characteristics) and recovery-oriented care. This finding is not sur-
prising, as mental health professionals working within a recovery
philosophy expect to provide intensive, personalised service
adapted to the needs, and uneven recovery process, of individuals
with suicide ideation. As well, mental health professionals in
Quebec working with patients who were suicidal were able to
avail themselves of additional support from the 24 h crisis services
offered by community organisations. Relationships between mental

Table 3 Multiple linear regression model

Coefficient P
95% CI
Low

95% CI
High

Team characteristics
Team settings

Primary care versus in-
patient mental health
services

0.416 <0.001 0.219 0.613

Out-patient mental health
services versus in-patient
mental health services

0.291 0.002 0.106 0.476

Team interdependence 0.052 0.044 0.001 0.103
Team support 0.069 0.001 0.030 0.107
Patients with suicide ideation 0.004 0.009 0.001 0.007
Team processes
Team reflexivity 0.039 0.062 −0.002 0.079
Knowledge-sharing 0.108 <0.001 0.057 0.159
Knowledge production 0.033 0.111 −0.008 0.074
Team-emergent states
Belief in multidisciplinary

collaboration
0.060 0.049 <0.001 0.120

Affective commitment
towards team

−0.035 0.104 −0.078 0.007

Trust 0.089 <0.001 0.045 0.133
Team climate score: vision 0.067 0.023 0.009 0.124
Organisational and territorial

context
Frequency of interaction with

other organisations
0.002 0.024 <0.001 0.003

Results in bold are significant.

Work-related variables associated with providing recovery-oriented care

483
https://doi.org/10.1192/bjo.2018.66 Published online by Cambridge University Press

https://doi.org/10.1192/bjo.2018.66


health professionals working in Quebecmental health teams and the
staff from community crisis services were found to be particularly
strong,53 suggesting that crisis services have benefits for service pro-
viders as well as clients. The availability of 24 h crisis services is
viewed as an important element in recovery-oriented care.54

Limitations

This study had limitations that should be acknowledged. First, as
this is a cross-sectional study, causal inferences about the findings
cannot be made. Second, the study measured provider perceptions
of recovery-oriented care, without making links between recovery-
oriented care and patient outcomes in terms of their personal recov-
ery. Third, the results of this study based on data from four Quebec
regions need to be replicated in other settings, and the perspectives
of patients sought.

Implications

This study was the first to test a comprehensive set of variables
related to team characteristics, processes, team-emergent states
and interorganisational relationships for associations with recov-
ery-oriented care from the perspectives of mental health profes-
sionals. The findings coincide with an incipient, but promising,
body of research on provider issues in relation to recovery-oriented
care. The study is original in focusing attention on team effective-
ness as a topic of concern for the recovery field, where patient
issues and outcomes have tended to take precedence over work-
related conditions affecting those responsible for service delivery.
Future research should continue to focus on team and provider
effectiveness, within the wider operational environment in mental
health systems, as an important pathway for realising conditions
more favourable to mental health recovery.

Findings confirm the greater recovery orientation of primary
care and out-patient mental health services over in-patient
mental health services, and the importance of building relation-
ships among mental health professionals working in various
public and community organisations within local service networks.
The study suggests that primary care services and mental health
out-patient services should be strengthened in response to the
needs of mental health professionals aiming to provide effective
biopsychosocial services for mental health patients living in the
community, particularly indviduals with suicide ideation. Greater
integration between primary care and specialised mental health
services may also support enhanced recovery orientation in
teams, as occurred in the collaboration between mental health
teams and community organisations in this study. Team managers
should foster the diffusion of a clear and shared vision of recovery,
as well as the flexibility and openness needed to support mental
health recovery among patients. Other findings established the sig-
nificance of knowledge-sharing, reflexivity, interdependence,
support and trust as attributes of teams that support greater recov-
ery-oriented care.

Our study suggests that mental health decision-makers should
focus on optimising team processes and team-emergent states
for enhancing recovery-oriented care in mental health teams.
Financial, material and human resources must also be adequate to
support team working conditions favourable to recovery-oriented
care, as well as good clinical supervision. Stable team composition
may facilitate the creation of trust among team members; and a
clear vision favours implementation of innovative recovery-based
practices. Finally, teams would be further strengthened if mental
health professionals were better trained and supported to adopt
recovery best practices and to make use of standardised assessment
tools that reflect a recovery approach to service delivery.
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