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Abstract This study examines the influence of recovery-oriented peer events on par-

ticipants’ recovery attitudes and explores who benefits most from such events. Changes in

participants’ recovery attitudes were evaluated (pre, post, follow-up), and compared with

changes of control groups. Distributions of recovery-related values in subgroups were

analyzed descriptively. The results of non-parametric tests (Friedman) showed participants

with significantly higher values in the dimension Recovery is possible directly after the

interventions (P = 0.006), but not 6 months later, and not in comparison with members of

control groups. On a descriptive level, women, participants with schizophrenia and with

two or more episodes of the disorder showed higher recovery-related values compared to

men, participants with an affective disorder and only one episode. Within their feedback,

organizations and peers express a positive view of peer support, but evidence for a positive

impact of the evaluated peer events on recovery attitude is limited.
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Introduction

A more positive, more person- and health-oriented approach in psychiatric services has

recently been gaining ground, namely the Recovery approach, which was first criticized as
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being only ‘‘old wine in new bottles’’ [1, 2]. The growing interest in the Recovery concept

can be seen in the fact that it is widely discussed and implemented in psychiatric services

[3]. Unfortunately, however, it has acquired slightly different meanings [4, 5] and is

implemented differently [6]. In the context of the study at hand, based on the definition of

Slade et al. [5], Recovery is understood as a personal process in which individuals with a

psychiatric disorder live a meaningful, active and content life, even with a psychiatric

disability or ongoing symptoms [5, 7]. Basic to the Recovery concept is the focus on health

and not on symptoms or the length or number of episodes of a psychiatric disorder.

Furthermore, the recovery concept includes the fostering of hope and self-determination of

the person, the acquisition of knowledge about the disorder and the possibilities of

recovering. The aim of life satisfaction and the added involvement of peers [8, 9] are also

mentioned in the according literature. A Recovery oriented approach in the treatment of

persons with a psychiatric disorder starts from the assumption that involving trained peers

or service users who are at a further point in their recovery process compared to those

currently concerned is a promising strategy [10]. Peers are expected to have better social

and emotional access to the individuals concerned than professionals [11]. Peer friendships

can give a sense of connectedness to society, which can be transferred into natural com-

munity settings and activated in a supported employing-process [12]. The realization of a

recovery-oriented practice and the involvement of peers in the treatment of individuals

with a psychiatric disorder was first implemented in English speaking areas [13]. Mean-

while, the number of peer-supported or operated groups and services has outpaced tradi-

tional mental health services in the United States [6, 14, 15].

The forms of peer involvement as well the preparatory training for becoming a peer

vary greatly. They range from no training (just the fact of having experienced a psychiatric

disorder) over training of a few hours to longer training sessions. Two well-known and

widely implemented examples of recovery-oriented peer support are the peer-to-peer

program of the national alliance on mental illness (NAMI), and wellness recovery action

planning (WRAP). The NAMI-project has offered—through its affiliates in 24 states—nine

sessions (2 h each) of peer-to-peer support to mental health consumers in the US since

2000 [16]. Its effectiveness on participants’ level of knowledge and illness-management,

empowerment, confidence and social contacts has been evaluated positively [17]. The

WRAP-project offers an 8–12-week program to consumers (2.5 h a week) for hope and

recovery-orientation [18]. It was designed to help participants identify a variety of internal

and external resources in order to facilitate the recovery process. It has also been evaluated

in several studies and has been found to be effective for the level of recovery-related

attitudes and knowledge [19–21], self reported symptoms and physical health [20]. All the

evaluations mentioned measured recovery-related outcomes solely within a single-group,

pre-post intervention design without comparison to a control group.

In Europe, peer education or training and subsequent engagement is, apart from smaller

examples, undertaken by the transnational project EX–IN Europe [22]. The project aims at

qualifying persons (in about 300 h of training) with lived experiences in mental health

distress to work as supporters in mental health services. The impact of the EX–IN Europe

training on the training members as well as on their clients has not yet been systematically

analyzed. In Switzerland, peer support in a psychiatric setting has just become known in

the last 2 years. Collaboration between a group in Switzerland and EX–IN Europe started

in 2010. As the first in Switzerland, the Foundation Pro Mente Sana started a project in

2007, training persons (in 40 h of training) with expert knowledge of a psychiatric disorder

to offer group sessions in psychiatric services. This project, whose impact on recovery
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relevant attitudes is analyzed in this paper, will be described in more detail elsewhere in the

paper.

The positive outcomes on recovery-oriented attitudes or the recovery orientation have

been shown with the evaluations of the peer-projects described above and by other lesser

known peer projects [23–25]. However, the evidence for peer-supported services seems to

be weak [6]. Rogers et al. found in their systematic review that peer involvement delivered

in a group context can be helpful for the engagement and retention of persons in mental

health services [6]. But the difficulty remains that the different forms of training and the

form and circumstances of peer-supported groups vary considerably. In addition, most of

the studies conducted so far analyzed only short term effects of peer-to-peer interventions

[17, 19–21, 24]. Thus, it remains unclear, whether observed positive effects of peer

interventions are sustained over time.

The goal of this study was to analyze the influence of recovery-oriented peer inter-

ventions on recovery-related attitudes of persons with a psychiatric disorder. A further aim

was to explore person- and disorder-related specifics to answer the question of whom peer

support benefits the most. The research questions therefore are: Do the recovery-related

attitudes of persons with a psychiatric disorder differ before and after one (or several)

interventions? Do participants of peer interventions reveal more positive recovery-related

attitudes compared with members of a control group? Do the peer interventions have

different effects on different groups of participants or patients?

Methods

Sampling and Study Design

Psychiatric institutions or mental health services in any setting (wards or rehabilitative

institutions for employment, leisure, social functioning or housing) hosted the subsequently

described peer interventions. The participants in the present study represent a convenience

sample, since they were recruited in institutions offering peer-to-peer trainings to their

clients. Persons included were women and men of any age in any kind of psychiatric

institution with different psychiatric disorders and both different durations of disorder and

numbers of episodes. Those excluded were participants with such restriction of cognitive

and language skills as to make it impossible to take part in the peer interventions and to fill

in the questionnaire. Most of the institutions that could be gained for the interventions were

from the outpatient sector. In the in-ward sector—with patients from two psychiatric

hospitals—it was possible to match experimental and control groups due to the fact that

most wards had a kind of twin or comparable ward. The criterion to match was the patient

group concerning main diagnosis, age and therapeutic treatments.

This study uses a quasi-experimental design (control group, but no randomization) with

repeated measures. Measurement points for the experimental group were 1–2 days prior to

(one or several) peer interventions (t1), immediately afterwards (t2) and 6 months later (t3);

for the control group, 1–2 days before (t1) as well as 6 months after (t3) the interventions.

Training and Subsequent Peer Interventions

The Swiss Foundation Pro Mente Sana started a project, training 24 persons (three of them

men) with various psychiatric disorders in 2007. The training lasted 40 h over a period of

3 months. The peers were trained to reflect and report on their own history of illness and
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recovery and to conduct a discussion. They were prepared to offer group sessions in pairs,

for persons with a psychiatric disorder in psychiatric services. The training was goal-

oriented and much shorter than the NAMI, WRAP or EX–IN-trainings, but consisted of

comparable contents, namely reflecting on, recounting and presenting one’s own recovery,

empowering oneself and others, managing crisis and promoting strengths, hope and faith.

The subsequently offered peer-to-peer interventions consisted of a part within which peers

reported on their own health-related life history. Another was a discussion part within

which participants could ask questions and discuss specific issues. The main target of these

peer interventions was to promote hope and increased use of self-help possibilities

according to the Recovery concept. The interventions could be offered by psychiatric

services once or several times. They covered a period from June 2008 to May 2009, with

the follow-up interviews in December 2009.

Thirty three interventions could be conducted during that timeframe, of which 27 were

in the outpatient sector and six in a psychiatric admissions ward. They were hosted mostly

as one-time-only interventions, with a second intervention occurring only 3 times and a

third, only once. Each session lasted 2.5 h. The number of participants ranged from 4 to 50

people, but took place mostly with ten participants (mode 10). Professionals could join the

sessions. Out of the 33 interventions, 19 groups could be evaluated, six of them served as

control groups. The control groups received no interventions during the timeframe of the

project.

Study Participants

Participants from 13 experimental groups (n = 115) and six control groups (n = 34) were

surveyed regarding their Recovery attitudes. The sample is described in Table 1.

The experimental and control groups did not differ significantly in any of the variables:

sex (v2 = 1.3, P = 0.51), age (U = 37, P = 0.59), marital status (v2 = 0.54, P = 0.91),

working situation (v2 = 4.1, P = 0.12), living situation (v2 = 2.4, P = 0.65), episodes of

disorder (v2 = 2, P = 0.36), and diagnosis (v2 = 7, P = 0.93).

Data Collection

Questionnaires for Measuring Recovery

The Recovery Attitudes Questionnaire 7 (RAQ 7) and the Recovery Process Inventory
(RPI) were used to assess participants’ recovery attitudes and potential changes in these

attitudes over time. The two questionnaires are described in the following.

The Recovery Attitudes Questionnaire 7 (RAQ 7), developed by Borkin et al. [26]

measures basic attitudes about Recovery with short, understandable items, and allows for

the comparison of different attitudes towards Recovery [26, 27]. It is suitable for assessing

changes in recovery relevant attitudes over time [26]. Factor analysis resulted in seven

items which can be traced back to two underlying factors: Recovery is possible with four

items, and Recovery is difficult and differs among people consisting of three items. The

RAQ 7 has sufficient reliability and validity scores (Cronbach’s alpha for factor Recovery
possible was 0.65, factor Recovery difficult and differs 0.64, and 0.70 for both; Test–Retest

Reliability 0.67, and 54% explained variance of the two factors).

The RPI developed by Jerrell et al. [28] shows psychosocial functioning, symptoms,

satisfaction and recovery and is an outcome-measurement for a psychiatric institution.

Psychometric testing resulted in six factors underlying 22 items: Anguish (8 items),
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Connection to others (3 items), Confidence and purpose (4 items), Others’ care/help
(3 items), Living situation (2 items), Hopeful/Care for self (2 items) [28]. The RPI has

sufficient reliability and validity scores: internal consistency (Cronbach‘s alpha) ranges

from 0.61 to 0.81, and explained variance of the six factors is 47.4%. So far, no study has

been undertaken with the RPI to measure changes over time [28].

Both questionnaires were translated. The reliability of the translated questionnaire RAQ

7 indicated by Cronbach’s alpha was 0.73 (factor Recovery possible), and 0.77 (factor

Recovery difficult) and 0.68 for both; and for the RPI, 0.70 (Anguish), 0.68 (Connection to
others), 0.66 (Confidence and purpose), 0.70 (Other’s care/help), 0.72 (Living situation),

0.69 (Hopeful/Care for self), and 0.95 for all six categories.

Feedback from Institutions and Peers

In addition to questionnaire data, written feedback from the carrying psychiatric institu-

tions and from the conducting peers was collected. They were asked about their satisfaction

with the interventions as well their suggestions for improvement. Feedback from 24

institutions with peer interventions was analyzed descriptively.

Table 1 Sample characteristics
Experimental
group
(n = 115)

Control
group
(n = 34)

Sex

Male 50 (43%) 12 (35%)

Age mean (sd) 42 (13.3) 43 (14.0)

Marital status

Single 76 (66%) 22 (65%)

Divorced, separated, widowed 20 (17%) 7 (21%)

Married 17 (15%) 4 (12%)

Working situation

Working in primary labor market 23 (20%) 10 (30%)

Working in sheltered workplace 71 (62%) 14 (42%)

Not working 20 (18%) 9 (27%)

Living situation

Living alone 36 (31%) 12 (35%)

Living with partner/child 35 (30%) 10 (29%)

Assisted living 40 (35%) 12 (35%)

Episodes of disorder

19 21 (18%) 10 (29%)

2–59 39 (34%) 11 (32%)

[59 43 (37%) 10 (29%)

Diagnosis

Affective disorder 34 (30%) 13 (38%)

Schizophrenia 47 (41%) 6 (18%)

Others 20 (17%) 10 (29%)

Unknown 14 (12%) 5 (15%)

Psychiatr Q (2012) 83:209–220 213

123



Ethical Approval

After presenting our research project to the study participants, written informed consent

was obtained. The ethical commission of Bern, Switzerland, examined the study protocol

and approved it.

Results

Given the non-normal data distribution, hypothesized changes over time in recovery rel-

evant attitudes of members of experimental groups were analyzed by non-parametric

Friedman tests. Differences between Experiment and control group at baseline as well at

the follow up 6 months later were analyzed with U-tests (Mann–Whitney). Varying effects

of the described interventions on different subgroups were analyzed exploratorily. The

reliability of the translated questionnaires was analyzed with Cronbachs’ alpha on the

factor-related level. The data was analyzed using the SPSS statistical package (version 12).

Differences Between Pre, Post and Follow-up and Between Experiment and Control

Group

The participants of the peer interventions (experimental group) revealed significantly more

positive attitudes in one out of two categories on recovery is possible from the RAQ 7 (mean

ranks t1–t2 = 1.38–1.62, means t1–t2 = 3.66–3.82, P = 0.006**) after the interventions,

but there was no significant effect after 6 months (mean ranks t1–t3 = 1.53–1.47, means

t1–t3 = 3.70–3.64, P = 0.38). For the second factor of RAQ 7, Recovery is difficult and
differs among people; there was no significant change between the measurement points. Also

none of the categories from the RPI questionnaire showed any significance over the mea-

surement times (error probability of 0.05 or less to indicate statistical significance). There was

no overall significant change (questionnaires as a whole) between the measurement times.

The perception that Recovery is possible before the interventions was slightly lower for

members of the control group (t1 median 3.38) compared to members of experimental

group (t1 median 3.75). The perception that Recovery is possible showed nearly no dif-

ference between experimental and control group at the follow up 6 months later (t3 median

exp. Group 3.75, median control group 3.62), (Fig. 1). The difference was seen descrip-

tively: experiment and control group did not differ significantly at baseline (t1 U = 1804.5,

P = 0.075), nor at the follow up 6 months later (t3 U = 48.5, P = 0.943).

Do the Peer Interventions have a Varying Effect on different Consumer Groups?

One of the research questions was to clarify whether the peer interventions show different

effects on different consumer groups. The variables diagnoses, number of episodes of
disorder, and gender and the factor Recovery is possible of RAQ 7 were integrated in an

explorative subgroup analysis. This factor (Recovery is possible) was chosen due to its

significant change in perception after the interventions. The descriptive results follow.

Gender

Women and men did not differ from each other in their view that recovery is possible

before the interventions (t1 women median 3.75; men median 3.75); neither did male and
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female members of the control group differ (t1 women median 3.75, men median 3.75).

Just after the interventions the women’s perception that recovery is possible was more

distinct (t2 median 4) but men’s’ perception did not change (t2 median 3.75). Six months

later, women still perceived a greater chance of recovery (t3 median 3.87) compared with

men (t3 median 3.5), although both values decreased (Fig. 2). Women’s perception of the

possibility of recovery, although not significant, is still higher than before the intervention.

Diagnosis

The recovery-related values for participants in the experimental group before the inter-

ventions in terms of the variable diagnosis (schizophrenia, affective disorders, others) and

the factor recovery is possible, are slightly higher for those with the diagnosis schizo-
phrenia (t1 median 3.75) compared to other (t1 median 3.62) and affective disorder
(t1 median 3.25). Just after the interventions persons with the diagnosis schizophrenia

perceived the possibility of recovery more distinctly, but again to a lesser extent at the

follow-up 6 months later (t2 med. schizophrenia 4, t3 med. schizophrenia 3.75), (Fig. 3).

The values for persons with another diagnosis (neurosis, personality disorder, addiction)

did not change just after the interventions (t2 median other 3.62), and decreased very

slightly at the follow-up 6 months later (t3 median other 3.5). The perception of partici-

pants with an affective disorder that recovery is possible grew stronger just after the

interventions and remained as strong 6 months later (t2 median affective disorder 3.75, t3
median affective disorder 3.75) (Fig. 3).

Episodes of Disorder

With the variable number of episodes (1x, 2–5x,[5x) the participants with 2–5 and more

than 5 episodes of their disorder perceive a possible recovery at exactly the same level at

every measurement time (t1 medians 3.75, t2 medians 4, t3 medians 3.75). They perceive

recovery as possible more distinctly compared with those with 1 episode (t1 median 3.5,

t2 median 3.75, t3 median 3.5). All values for the perception that Recovery is possible with

the variable number of episodes rose just after the interventions and decreased again

6 months later (Fig. 4).

Fig. 1 Medians exp./control group with factor recovery is possible
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Feedback

The overall feedback from 24 institutions was, without exception, very positive: the

organizer gave the interventions (1 = very unsatisfied to 6 = very satisfied) a mean grade

of 5.5 (range from 5 to 6). They reported the impression that the targeted aims (hope and

health are ‘‘infectious’’) were reached. Two of them suggested discussing other mental

disorders additional to those of the conducting peers. One acute ward stated that the peer

intervention led to a participant’s short-term crisis.

The peers conducting the interventions (n = 12) also mostly reported receiving positive

reactions from their participants. Furthermore, the targeted topics and course of action

could be dealt with in all settings. Twice the peers received feedback from participants that

Fig. 2 Median recovery values t1–t3 and gender, factor recovery is possible

Fig. 3 Median recovery values t1–t3 and diagnoses, factor recovery is possible
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they doubted ever being able to reach the same state of recovery as the peers. For example,

one said ‘‘you were never in such a bad state as I am’’. At every event the peers stated their

preference to conduct the interventions in pairs. The conducting peers described the

presence of professionals at the peer interventions as less positive and at the same time less

necessary in outpatient settings, but more positive and more necessary in in-ward settings.

Discussion

The aim of the present article was to determine the influence of recovery-oriented peer

interventions on recovery-related attitudes of persons with a psychiatric disorder, and to

explore whether the interventions show person- and disorder-related specifics. The events

were analyzed by written feedback and by measuring participants’ recovery relevant

attitudes (pre, post and follow-up 6 months later) by means of two questionnaires. In

addition to changes in recovery-relevant attitudes of the peer-to-peer interventions, as

explored in previous research, participant groups were compared to control groups.

A difference in recovery-relevant attitudes before and just after the peer interventions,

was shown to be significant for one of two factors (recovery is possible, recovery is difficult
and differs among people) from the questionnaire RAQ 7. This backs up the strongly

expressed perception by the participants that recovery is possible, compared to their per-

ception before the interventions. Although experiment and control group did not differ

significantly, the perception that recovery is possible was lower for members of the control

groups at baseline, and their perception of the possibility to recover increased without

interventions during the study time. This reflects probably the fact, that control groups

could be formed out of the inward sector with persons being more acute diseased.

Another question of the current study was whether patients with certain characteristics

might profit more than others from the peer-to-peer interventions. In attempting to answer

this question, we analyzed the data on a merely descriptive level to determine whether

patient characteristics like gender, the type of psychiatric diagnosis, or the number of

previous episodes of the disorder have an impact on changes in recovery attitudes. It was

hypothesized that the peers, as persons with an experienced psychiatric disorder, could act

as role models for current patients [29]. Data exploring these person-related effects was

Fig. 4 Median recovery values t1–t3 and episodes of disorder, factor recovery is possible
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analyzed descriptively. Initially, i.e., before the intervention, women and men in the

control and experimental groups perceived the possibility of recovery in the same way. Just

after, and also 6 months after, the interventions women showed higher recovery-related

values compared to men. These differences however, failed to reach statistical significance

and were only observed on a descriptive level. Most of the trained peers in this project

were women, hence it is not known if this fact could have influenced the results. But in line

with our observations, Resnick et al. [30] in their study on recovery-orientations of persons

with schizophrenia, found that being female was positively associated with more hope.

Also Schon [31] found in her qualitative study that being female was related to a more

positive recovery process, since women were more likely to make sense and meaning out

of their disorder, while men tended to focus more on symptom control, occupation and

independence. Taken together, existing evidence implies potential gender differences in

the recovery process that should be taken into account in further studies, as Johnson and

Stewart [32] and others recommend for every intervention involved with mental health.

Again, considered descriptively, for participants diagnosed with the disorder schizo-

phrenia, the impression that Recovery is possible was slightly higher than for participants

with an affective disorder or with another diagnosis (e.g., addiction). The recovery-oriented

values of participants with the diagnosis schizophrenia were more positive just after the

interventions, but decreased again at the follow-up 6 months later. Participants diagnosed

with an affective disorder have the lowest perception of the possibility of recovery before

the interventions, but show a clear increase just after and 6 months after the interventions.

This increase is in line with study results showing a possible association of depressive

symptoms and the recovery-orientation of a person [30].

Participants with two or more episodes of a disorder have a higher perception of the

possibility of recovery compared to those with one episode at every measurement time.

This may indicate that persons with a first episode could particularly benefit from recovery-

oriented peer-interventions. Persons in their first episode of mental disorder usually first

enter a traditional inpatient setting, at least in Switzerland, but recovery-oriented and peer-

supported services are traditionally and still more often found in an outpatient, rehabili-

tative setting [6, 15, 33]. Moreover Tsai and Salyers [4] found that the recovery-orientation

in state hospitals is significantly weaker than in community mental health settings and

could be boosted by a person-centered and shared-decision making strategy [34].

Although this study failed to provide clear evidence for a positive impact of recovery-

oriented peer interventions on clients’ recovery attitudes, the written feedback from the

organizations and the conducting peers themselves all in all express great enthusiasm for

the peer interventions. Only once was it reported that the interventions led to a crisis for a

participant. But since the institutions chose to have such an intervention it could be argued

that they prepared themselves in a positive way and were thus biased. This study has

several further limitations: first of all fewer repeated interventions, especially within the

in-ward context, and fewer control groups than expected could be carried out and evalu-

ated. The power of the results is moreover weakened by the fact that many questionnaires

were returned incomplete or were not filled in at every measuring point, as well as by a too

small sample. The response rate differed between control and experimental group, with

many fewer questionnaires returned by the control group.

Despite these limitations, the results of this study reinforce arguments for recovery-

oriented peer support for persons with a first episode and for the inpatient sector, as well for

peer support with a gender specific approach. This study analyzes—as first in German

speaking areas—peer support within a follow-up design and in comparison with a control

group. Additional research is needed to explore the effectiveness of recovery-oriented peer
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support with regard to participants’ person-related or sector specifics (in-ward or

outpatient).
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