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Executive Summary

The purpose of this report is to present the results of Stage Two of the development of the Recovery
Oriented Service Self-Assessment Toolkit (ROSSAT).

Recovery and recovery-oriented practice

The emergence of the concept of recovery and recovery-oriented practice is heralded as the most
significant development in mental health since the deinstitutionalisation movement, and in Australia,
every state and territory has incorporated the concept of recovery into relevant policies and
documents. However, there is no single, simple definition that can readily be translated into the
everyday practice of mental health services, and recovery oriented service provision is yet to be fully
realised in practice. Further, there is no agreed appraisal process to assess the recovery orientation
of a service and only a small number of recovery oriented quality improvement tools have been
developed, which means that any service is then capable of calling themselves ‘recovery oriented’
regardless of its actual approach in practice (Slade 2010).

Therefore, as a measurement based quality improvement tool, the Recovery Oriented Service Self-
Assessment Toolkit (ROSSAT) fills an important gap to assist organisations and workers to embed a

recovery orientation into practice in Australia.

The Recovery Oriented Service Self-Assessment Toolkit
In 2009 and 2010, the NSW Consumer Advisory Group (CAG) in collaboration with the Mental
Health Coordinating Council (MHCC) established a project with the aim of developing a resource to

assist mental health Community Managed Organisations in delivering recovery oriented services.

The NSW Ministry for Health Infrastructure Grant Project funded Stage One of the ROSSAT Project
which comprised of the following activities:

1. Aliterature review
Consultations with consumers, families and carers and mental health service providers
Development of the ROSSAT Tool for Organisations (T40) and Tool for Workers (T4W)
Cross referencing the ROSSAT T40 with the National Standards for Mental Health

a > 0N

Trialing the ROSSAT within four mental health services.
Specifically, the ROSSAT assists organisations and staff to:

1. Assess their level of recovery oriented service provision;

ROSSAT Implementation Project Report: Psychometrics and Validation
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2. Reflect on individual practice and organisational systems and processes in relation to
recovery oriented service provision; and

3. ldentify and develop a plan to work on areas requiring improvement.

The current project

The ‘bottom up’ process of developing the ROSSAT, based primarily on the consumer and carer
voice and ‘expertise through experience’, establishes the ROSSAT as a tool consistent with a
recovery orientation in itself. However, attention must also be given to the validity of the tool. In
addition, while ROSSAT users have expressed that the ROSSAT tools have great value and play an
important role in supporting an organisation and its workers to become more recovery oriented in

their practice, there has also been feedback to suggest that it would be beneficial to:

1. Revisit the format, layout, length and structure of the tools
2. Review the content to ensure there are no gaps or repetition, and

3. Explore the clarity of the evidence and rating system.

As such, a Stage Two project was funded by the NSW Ministry of Health to address these
considerations. The research study was developed and conducted by MHCC in partnership with the

University of Sydney and NSW CAG, and with support from a Reference Group.

The aim of the study was to investigate the face validity, content validity and response process
validity of the ROSSAT, including the T40 and the T4W. Specifically, the study aimed to answer the

following questions:

1. Does the tool reflect current literature on recovery and recovery oriented practice?
2. Does the tool have good face validity?
3. Does the tool have good content validity?
4. Does the tool have good response process validity?
(See page 22 for a definition of face, content and response process validity).

Method

This Stage Two Project employed a mixed methods approach to test the validity of the ROSSAT

T4W and T40. Each component of the method is outlined in more detail below.

ROSSAT Implementation Project Report: Psychometrics and Validation
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Establishment of a Steering Group and Reference Group
A Steering Group and Reference Group was established to oversee the project and ensure ongoing

consumer, carer and service provider input into the project.

Ethics
Ethics approval was given through the University of Sydney Human Research Ethics Committee.

Focus groups

A qualitative study using focus groups was undertaken to investigate the face validity and the
response process validity of the ROSSAT T4W and T40. Four focus groups were facilitated with
consumers, carers, frontline workers and managers and each group had a different focus, according

to who would be using which tools.

Specifically, focus group participants were asked for their opinions regarding the following:
Overall impression of the tool(s)
Relevance of the items
Completeness of the constructs and tool(s)
Strengths and weaknesses, and
Usability.

An Expression of Interest recruitment process was used to identify participants for the consumer,
carer, frontline worker and manager focus groups. The sessions were transcribed and analysed

initially according to the key questions followed by thematic and content analysis.

Expert Survey
A quantitative study was undertaken using structured questionnaires with content experts to
establish the content validity and explore the response process validity of the T40 and the T4W. A

guestionnaire was developed for both the T40 and T4W in Survey Gizmo and included:

1. An overview of the construct (one construct at a time)

2. Questions on each individual item in each construct asking about item importance, the need
for revision and the type of evidence required

3. A section on the overall tool including a question on the completeness of content,

identification of gaps and the appropriateness of the rating, scoring and evidence system.

ROSSAT Implementation Project Report: Psychometrics and Validation
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For the expert survey a purposive sampling approach was used, including identification of
organisations and workers that had used the T4W and T40 and people with expertise in relation to

recovery oriented practice and tool development.

Three methods were used to calculate the content validity of the T4W and T40 including calculating:
1. The universal agreement among experts (Lyn, 1986)
2. The average of all of the Item Content Validity Index scores (Polit et al., 2007)
3. A Kappa statistic to determines the index of agreement between raters (Polit et al., 2007).

Establishment of a Working Group
A Working Group was established to review all feedback and any suggested revisions and issues

arising from the study results to ensure that the revisions process itself was rigorous and valid.

Results

Overall, the results indicate that the T4W and T40 have very high face and content validity. The
content in each of the tools is considered to be comprehensive, relevant and important by people
with expertise in recovery and recovery oriented practice, and by those who would be using the tools
including consumers, carers, frontline staff and managers. In addition, the results suggest that both
tools have moderate response process validity. Some gaps in content were identified in both tools
and suggested revisions were largely regarding repetition or rewording existing items. However,
despite these positive results a number of strong themes emerged that indicate the need to
undertake revisions to both tools and the ROSSAT User Guide.

Tool for Workers (T4W)
Face validity
Overall the findings from the consumer and staff focus groups indicate that the T4W has a
high level of face validity. The results suggest that the T4W is relevant, comprehensive and
useful and that there are few perceived gaps in the content. Specifically, a number of
themes regarding the strengths of the T4W emerged from the staff and consumer focus
groups including:

The value and need for the tool

Establishing practice standards

Facilitating quality improvement

Supporting consistency, and

Embedding critical components of recovery oriented practice.

ROSSAT Implementation Project Report: Psychometrics and Validation
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Very few weaknesses were reported overall, with only a small number of additions to
content suggested including:
The training needs for the worker, consumer and/or carer in areas related to specific
characteristics, for example people with a hearing impairment or acquired brain
injury
Ensuring consumers have awareness and understanding of personal recovery
Ensuring that consumers are aware of the information available to them from the

organisation.

Content Validity

The results from the expert survey indicate that the T4W has a very high level of content validity. All
items in the T4W received a Content Validity Index score of 0.80 or above and nearly all items were
reported to be important by all expert raters (98%). In addition, the average rating of importance was
3.98 out of 4 overall. These findings suggest high agreement amongst all expert raters that the items

in the T4AW are important. Further, revisions were suggested for six out of the 27 items (14%).

Response Process Validity

The results from the frontline staff and consumer focus groups and the content survey suggest that
the T4W has moderate response process validity, that the layout, presentation, structure and flow
and instructions are all satisfactory and that the T4W is user friendly, however it could possibly be
shorter, would benefit from a review of language and requires additional clarification regarding the
Evidence Category sections.

In addition, broader issues regarding the implementation of the T4W arose with a clear lack of clarity
regarding its purpose and use. Specifically, it was not clear whether the tool should be used for self-
reflection only, or for performance management, how often it should be used and with whom it
should be completed. In addition, concerns regarding accountability were discussed and it was
suggested that an independent review of the completed T4W would be necessary to ensure that it is

used appropriately and effectively.

Finally, while there was clear consensus that the majority of items in the T4W require either
documented or anecdotal evidence to be provided, there was also consistent feedback that the type
of evidence expected and the process of gathering evidence was unclear and that additional

information and guidance would be beneficial.

ROSSAT Implementation Project Report: Psychometrics and Validation
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Tool for Organisations (T40)

Face validity
Overall the findings from the consumer, carer and manager focus groups indicate that the

T40 has a high level of face validity. The results suggest that the T40 is relevant,
comprehensive and useful and many strengths were identified in relation to each Key
Indicator Area. Rich conversation occurred in the focus groups about each of the Key
Indicator Areas, and around additional themes including:

Distrust of the system (and how the ROSSAT will be used in practice)

The support triangle between consumers, carers and service providers

Explicitly differentiating between recovery and the medical model

The recovery journey, and

Medication management.

A number of gaps in content were identified in relation to some of the themes as outlined
above, and specifically in respect to:

Physical health

Trauma informed care and practice

Education and training for consumers and carers

Diversity.

Content Validity

The results from the expert survey indicate that the T40 has a very high level of content validity. All
items in the T40 received a Content Validity Index score of 0.80 or above and nearly all items were
reported to be important by all expert raters (95%). In addition, the average rating of importance was
3.91 out of 4 overall. These findings suggest high agreement amongst all expert raters that the items
in the T40 are important. Further, all experts agreed that the content in all constructs were complete
except for two gaps in content regarding the peer workforce and individual preferences regarding

participation in meaningful activities.

However, revisions were suggested for 79 per cent of the items in the T40 overall, and the vast
majority of these suggestions were in relation to repetition. Qualitative information provided by
expert raters also indicates a significant issue regarding the repetition within and between Key
Indicator Area constructs, and a preference that items be representative of the construct as opposed

to exhaustive.

ROSSAT Implementation Project Report: Psychometrics and Validation
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Response Process Validity

The results from the consumer, carer and manager focus groups and the expert survey suggest that
the T40 has moderate response process validity. While the results suggest that the T40O layout,
presentation and instructions are satisfactory, the length and structure and flow of the tool require
attention. While the tool was reported to be mostly user friendly there are some additional aspects
that could be incorporated to improve the language and the usability of the tool, particularly for

consumers.

As with the T4W, broader issues regarding the implementation of the T40O arose with a clear lack of
clarity regarding its purpose and use. Specifically, it was not clear whether the tool should be used
for accreditation or for quality improvement and there was concern about how an organisation would
be motivated to use the tool and overcome the ‘tick and flick’ mentality to ensure that the T40 is
being used appropriately and effectively. These results suggest that clarity regarding the

implementation of the T40 would be beneficial.

Further, it was identified that the evidence required for the items in the T40O includes either
documented or anecdotal evidence. However the results also indicate that the evidence source, type
and sufficiency are not currently clear enough. In particular, more guidance is required around what
would be considered an appropriate type of evidence and who the evidence should be collected
from. Clarity is also required around the collaborative evidence gathering process, including the
involvement of consumers and carers. A clear recommendation was also made to remove the
evidence source column and provide examples of what evidence is expected. Finally, the rating
scale was queried and a suggestion was made to replace the current rating system with a

‘competent’ and ‘not competent’ option instead.

Recommendations

1. Determine the recommended purpose of the T40 and T4W
The recommended purpose of the T40 (quality improvement or accreditation) and the T4W
(self-reflection or performance management) must be determined by the Steering Group in
collaboration with the Reference Group. This includes deciding on how the tools should be

implemented with a clear purpose of the T40 and T4W depending on its use.

2. Establish a Content Expert Working Group to revise the tools
The purpose of this working group will be to review all of the suggested revisions and issues
arising from the project results to ensure that the revisions process itself is rigorous and

valid. This Working Group should consist of:

ROSSAT Implementation Project Report: Psychometrics and Validation
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Members from the research team
A consumer
A carer
A service manager, and
An expert in recovery and recovery oriented practice.
Each of these participants should be selected according to their involvement in the Stage

Two Project to ensure that there is a high level of knowledge about the ROSSAT tools.

3. Restructure the T40 around Evidence Categories rather than Key Indicator Areas
This recommendation addresses feedback regarding the repetition within and between
constructs in the T40, and the fact that this repetition exists at the item but also the structural
level. This restructure process includes:

Removing all items that are repeated across Key Indicator Areas
Combining similar items across all Key Indicator Areas
Removing repetition across the Evidence Category areas once the restructure is

complete.

4. Remove unnecessary items in both tools
The recommendation was for the T4W to be slightly shorter, and for the T40 to be
significantly shorter. Specifically, the T40 should have under 100 items. It is expected that a
significant proportion of item reduction will occur due to the T40 restructure however the

results provide guidance around additional unnecessary items.

5. Undertake revisions line by line according to detailed feedback
This process will include the following recommended revisions:
Rewording items and adding wording
Combining similar items

Clarifying the meaning of items.

6. Undertake a full examination of the language used in the tools
At the same time that line-by-line revisions are being made, a full examination of the
language used in the T4W and T40 must be undertaken to address feedback that items are
currently not accessible or clear. Specifically, more complicated words and jargon should be

replaced with plain English.

ROSSAT Implementation Project Report: Psychometrics and Validation
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7. Consider adding items to the tools and strengthening existing items to address

suggested gaps and needs

The gaps identified include:

Overall
Responding to diversity
The peer workforce
Trauma informed care and practice
Physical health

Supporting consumers to rebuild a positive sense of identity

T4W
Training in specific characteristics e.g. acquired brain injury, hearing impairment
intellectual disability or other disabilities
Consumer and carer education, including personal recovery
Ensuring consumers are aware of the information available to them from the
organisation
Worker attributes to care for consumers and have their best interests at heart
Staff maintaining personal and professional boundaries in a respectful way

T40

Staff relating authentically

Responding to diversity

Strengthening the differentiation between personal and clinical recovery
Understanding the recovery journey as unique to each individual

Education and training for consumers and carers.

8. Determine the rating system for both tools
Specifically, this includes the need to:
Define and consider a ‘competent’ or ‘not competent’ rating scale

Determine whether to attach a number to the rating scale to enable scoring.

9. Develop examples of evidence required
The results clearly indicate that the items in the T4AW and T40 require either documented or
anecdotal evidence. There was also a clear recommendation that examples of evidence be
provided. The following process is suggested:
Remove the evidence source column in the T40

Task the Reference Group with generating examples of evidence

ROSSAT Implementation Project Report: Psychometrics and Validation
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Add in examples of evidence at the top of each Evidence Category in the T4W and

T40 to provide guidance on what evidence is required.

10. Redevelop the User Guide
The redevelopment of the User Guide will need to include the following components:

An explanation of the T4W and T4O0 reflecting decisions regarding the recommended
purpose and implementation mechanism for each tool
Detailed guidance regarding sufficiency of evidence for each item
Specific guidance regarding the collaborative evidence gathering process, and who
information can/should be sourced from
Provide specific instructions around establishing accountability regarding how the
tools are being used, and to ensure that the tool is used in such a way as to drive

genuine cultural, structural and practice change.

11. Reformat the ROSSAT to improve its usability
Reformat the ROSSAT to ensure that the numbering/bullet points are consistent, each
section is colour coded and looks appealing and there is sufficient space to write in evidence

for each item.

ROSSAT Implementation Project Report: Psychometrics and Validation
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1. Introduction

The purpose of this report is to present the results of Stage Two of the development of the Recovery
Oriented Service Self-Assessment Toolkit (ROSSAT).

1.1. Recovery and recovery oriented practice

The emergence of the concept of recovery and recovery-oriented practice is heralded as the most
significant development in mental health since the deinstitutionalisation movement (Gordon & Ellis
2012). A recovery orientation is increasingly embedded in mental health policy including in Australia,
New Zealand, USA, Canada, UK, Scotland, and Ireland, and has recently expanded into Germany
and Israel (Slade 2010; Gordon & Ellis 2012; Smith-Merry et al. 2011; Boardman & Shephard 2011).
In Australia, every state and territory has incorporated the concept of recovery into relevant policies
and documents. See Box 1.

Box 1. Main Australian Policies and Documents incorporating recovery

The Fourth National Mental Health Plan 2009-2014 outlines ‘Social Inclusion and Recovery’ as the
first of five priority areas and Action Four calls for “the promotion and adoption of a recovery oriented
culture within mental health services”. In this Plan recovery is defined as:

“A personal process of changing one’s attitudes, values, feelings, goals, skills and / or

roles. It involves the development of new meaning and purpose and a satisfying,

hopeful and contributing life as the person grows beyond the effects of psychiatric

disability. The process of recovery must be supported by individually identified

essential services and resources” (Australian Health Ministers, 2009, p. 26)

The National Standards for Mental Health Services 2010 includes Standard 10.1, which dictates that
‘the mental health service incorporates recovery principles into service delivery, culture and practice
providing people with access and referral to a range of programs that will support sustainable
recovery’ (p. 21). The principles are:

The uniqueness of the individual

Real choices

Attitudes and rights

Dignity and respect

Partnership and communication

Evaluating recovery.

ROSSAT Implementation Project Report: Psychometrics and Validation
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The National Mental Health Statement of Rights and Responsibilities 2012 is a component of the
National Mental Health Strategy and Part Four emphasises that mental health consumers have the
right to access services that “facilitate or support recovery and wellbeing” and that services have the
responsibility to “be responsive to the mental health consumer, and to facilitate and support their
recovery” (p.12).

The Roadmap for National Mental Health Reform 2012-2022, endorsed by the Council of Australian
Governments, includes Priority One: Promote person-centred approaches which states that:

“To ensure that mental health outcomes are as appropriate, effective and long-lasting
as possible, policy makers and service providers need to adopt a person-centred,
recovery-oriented approach. This approach allows people flexibility, choice and control
over their recovery pathway, and responds to each individual’s unique needs,

circumstances, life-stage choices and preferences” (p. 14).

The National Practice Standards for the Mental Health Workforce 2013 draw on the National
Framework for Recovery Oriented Services and includes recovery principles. Specifically, Standard
2 specifies how to work with people, families and carers in recovery-focused ways and Standard 10

on Quality Improvement includes a recovery standard.

The recent development of a National Mental Health Core Capabilities framework (2014) identifies
skills and behaviours expected across services, disciplines and particular roles in the mental health
workforce. In particular the new framework aims to facilitate a universal recovery orientation, and
ensure a coordinated and consistent approach to professional development and service
improvement. The Guiding Principles of the Capabilities are:

1. Person-centred

2. Responsive to family and carers

3. Recovery-focused
4. Evidence-based
5. Flexible

6. Inclusive

7. Useful

8.

Forward-thinking.

ROSSAT Implementation Project Report: Psychometrics and Validation
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Finally, the Australian Government has recently endorsed the National Framework for Recovery
Oriented Mental Health Services (2013). This is a significant development for mental health services
and an important policy commitment in Australia to improve service delivery. The framework defines
and describes recovery and lived experience and:

Describes the practice domains and key capabilities necessary for the mental health

workforce to function in accordance with recovery oriented principles

Provides guidance on tailoring recovery oriented approaches to respond to the diversity of

people with mental health issues.

It is supported by extensive research and consultation and informed by lived experience.

While the need for recovery oriented service delivery is a clear policy priority in mental health, there
is no single, simple definition that can readily be translated into the everyday practice of mental
health services, and recovery oriented service provision is yet to be fully realised in practice.

Increasingly, attempts to implement and measure recovery oriented practice have been made
internationally and in Australia, and a number of tools which measure either individual consumer
recovery or the recovery orientation of workers or services have been developed. However, the vast
majority of these tools are outcome measures that assess how effectively organisations and workers
are performing (Burgess et al. 2011). These tools do not necessarily assist organisations with the
process of implementing quality recovery oriented practice that requires cultural and structural
change. There is no agreed appraisal process to assess the recovery orientation of a service and
only a small number of recovery oriented quality improvement tools have been developed, which
means that any service is then capable of calling themselves ‘recovery oriented’ regardless of its

actual approach in practice (Slade 2010).

Quiality improvement is a well-established mechanism for implementing particular practices and
facilitating organisational change, and the plan-do-study-act cycle is recommended as a successful
mechanism for supporting sustainable organisational change (Boardman & Shepherd, 2011). In
addition, measurement based quality improvement tools are useful for measuring quality according

to standards, support the ability to benchmark performance and capture change over time.

Therefore, as a measurement based quality improvement tool, the Recovery Oriented Service Self
Assessment Toolkit (ROSSAT) fills an important gap to assist organisations and workers to embed a

recovery orientation into practice in Australia.

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 14



ROSSAT
-________________________________________________________________________________________________________________________________________________

1.2. The Recovery Oriented Service Self-Assessment Toolkit

This section provides an overview of:
The development of the ROSSAT
The purpose of the ROSSAT
Using the ROSSAT.

1.2.1.The development of the ROSSAT

In 2009 and 2010, the NSW Consumer Advisory Group (CAG) in collaboration with the Mental
Health Coordinating Council (MHCC) established a project with the aim of developing a resource to

assist mental health Community Managed Organisations in delivering recovery oriented services.

The NSW Ministry for Health Infrastructure Grant Project funded Stage One of the ROSSAT Project
which comprised of the following activities:
6. A literature review regarding the concept of recovery and recovery oriented service provision
7. Consultations with consumers (n=76), families and carers (n=28) and service providers
(n=19) from mental health services
Development of the ROSSAT Tool for Organisations (T40) and Tool for Workers (T4W)
Cross referencing the ROSSAT T40 with the National Standards for Mental Health (to
ensure that the ROSSAT provides a mechanism for a service to assess and reflect on their
performance under the Standards)
10. Trialling the ROSSAT within four mental health services.

Based on the literature review, consultations, and Reference Group discussions, it was identified
that the resource needed to be:

Innovative (and not a re-creation of a resource that already existed)

Aimed at supporting organisational cultural change

Embedded in a continuous process for reflecting on service delivery

Integrated into current systems and existing continuous improvement activities

Able to maximise consumer and carer participation.

Information obtained from the literature review and consultations also led to identification of six key
constructs that were considered critical for achieving recovery oriented service provision. These
became the ‘Key Indicator Areas’ within the ROSSAT. Both the T40 and T4W assists mental health
services and staff to collectively and individually reflect on these areas, including:

1. Relationships
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Respectful practice
Consumer self-directed focus
Belief in consumers’ recovery

Obtaining and sharing knowledge and information

© g > w N

Participation and social inclusion.

See Appendix A for the definitions of these constructs.

In addition, seven ‘Evidence Categories’ were identified to assist users to understand what aspect of
the organisation the items relate to, who the item is targeting and what type of evidence would be
sufficient. The Evidence Categories are:

1. Values, principles and philosophy underpinning recovery oriented service provision
Recovery oriented service provision
Staff responsibilities, roles and attributes
Leadership
Organisational

Education and training

N o g s~ DN

Evaluation.

See Appendix B for an overview of each of these Evidence Categories.

As shown in Table 1, all seven Evidence Categories are present in the T40 and four are present in
the T4W.

Table 1. Evidence categories in the T40 and T4W

‘ Evidence category T40 T4W
Values, principles and philosophy underpinning recovery oriented service provision  Yes Yes
Recovery oriented service provision Yes Yes
Staff responsibilities, roles and attributes Yes Yes
Leadership Yes No
Organisational Yes No
Education and training Yes Yes
Evaluation Yes No

Finally, a five point rating scale was chosen by which an organisation must assess their
performance, including a ‘Not Applicable’ option. Table 2 presents what level of evidence is required

to achieve each rating.
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Table 2. ROSSAT rating descriptions

Rating Description

Needs significant development Evidence not available for the indicator area

Needs some development Evidence does not entirely meet the indicator area
Competent Evidence meets the indicator item

Outstanding achievement Evidence exceeds the indicator item

Not applicable No evidence as not a part of the particular organisation

1.2.2.The purpose of the ROSSAT

The ROSSAT draws on concepts from recovery oriented service provision, continuous quality
improvement and consumer and carer participation to provide a comprehensive guide for services
that provides clear, practical mechanisms for building a recovery approach into service delivery at
an organisational and individual worker level. It is a tool that can be incorporated into a variety of
service and individual practice systems already in place such as broader quality improvement
processes, consumer and carer participation processes, team and individual supervision, appraisals,

professional development, performance reviews and team meetings among others.

Specifically, the ROSSAT assists organisations and staff to:
4. Assess their level of recovery oriented service provision;
5. Reflect on individual practice and organisational systems and processes in relation to
recovery oriented service provision; and

6. Identify and develop a plan to work on areas requiring improvement.

This is done by bringing the views of service providers, organisational management and
administration and consumers and carers together to consider how well a service is achieving a
recovery orientation. The tools can then be used to identify a range of opportunities for further
organisational, service delivery, professional development and quality improvement activity to

achieve and strengthen recovery oriented service provision.

1.2.3.Using the ROSSAT

The ROSSAT is divided into four sections including:
Section 1: ROSSAT Overview

Section 2: ROSSAT Guide

Section 3: ROSSAT Tool for Organisations
Section 4: ROSSAT Tool for Workers.

P w D P
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ROSSAT Overview
The ROSSAT overview provides background information about the development of the ROSSAT, a
summary of the literature review, and outlines potential future directions for both the resource and

for furthering recovery oriented service provision in the community managed sector.

ROSSAT Guide
The ROSSAT Guide provides information about the concept of recovery and recovery oriented

service provision, and guidance on how to use the Tools.

The Tool for Organisations (T40)

The T40 provides a mechanism for an appraisal of the whole service in respect to recovery oriented
service provision. It can be used at a whole-of-organisation or service-delivery-team level and is to
be completed by selected organisational representatives according to the systems level of the
organisation that is being explored. Completion of the T40 also requires drawing on the expertise of

other people within the organisation, as well as consumers and carers who access the service.

The T40 is organised around the six Key Indicator Areas, so there are six sections overall. Each

Key Indicator Area section includes:

1. A core statement for the Key Indicator Area to orient the user towards the meaning of each

construct

2. Atable that includes:
a. ltems representative of the Key Indicator Area
b. A section in which to document evidence for meeting each item
c. The rating scale to assess level of competence in having met each item, and how

well the Key Indicator Area is being achieved in practice.

3. Atable to determine actions for continuous improvement. This process assists in identifying
and validating areas of organisational competence and organisational processes that support
and maintain a strong recovery orientation within the service as well as areas that require

improvement.

It is suggested in the Guide that approximately two to four weeks be allocated to complete each Key

Indicator Area, or six months be allocated for the T40 in total.
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A number of prompts are also provided in the T40 regarding evidence, including:
A column identifying where evidence or input may be obtained (consumer, carer, worker,
leader, organisation)
An icon which indicates where it may be beneficial for an organisation to develop resources
that can be accessed by staff, and where relevant by consumers and carers as a way of

supporting a recovery orientation.
As shown in Table 3, the T40 has 241 questions and 287 items overall.

Table 3. The number of questions and items per Key Indicator Area in the T40

Questions Iltems

Relationships 39 64
Respectful practice 41 52
Self-directed care 42 42
Belief in consumers recovery 38 38
Obtaining and sharing knowledge and information 43 51
Participation and social inclusion 38 40

Overall 241 287

The Tool for Workers (T4W)
The T4W is a practical tool to assist individual workers to reflect on their own practice and recovery
orientation. The T4W can be incorporated into performance review or supervision processes, or

workers can complete it individually or in groups to reflect on practice.

The T4W integrates items from the six Key Indicator Areas under four Evidence Categories:
Values, principles and philosophy underpinning recovery oriented service provision
Recovery oriented service provision

Staff responsibilities, roles and attributes

O DR

Education and training.
Each Evidence Category section includes:
1. Atable that includes:

a. ltems representative of the Evidence Category

b. A section in which to document practice evidence against each item
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c. The rating scale to assess level of competence in having met each item, and how

well the Evidence Category is being achieved in practice.

2. Atable to determine actions for continuous improvement. This process assists in identifying
and validating areas of worker competence in recovery oriented service provision and areas

that require improvement, including areas that might require additional training and support.

Once the evidence items for each indicator area are considered, staff can develop strategies either
at the organisational level and/or individual worker level to address areas requiring improvement.
This process ensures that the ROSSAT is encompassed within the service’s quality improvement

process as well as within systems regarding the professional development of individual workers.
As shown in Table 4 the T4W has 37 questions and 42 items overall.

Table 4. The number of questions and items in each Evidence Category in the T4W

Questions ltems

Values, principles and philosophy underpinning service provision 1 6
Recovery oriented service provision 13 13
Staff responsibilities, roles and attributes 16 16
Education and training 7 7

Overall 37 42
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2. The ROSSAT Validation Project

2.1 Introduction

The ‘bottom up’ process of developing the ROSSAT, based primarily on the consumer and carer
voice and ‘expertise through experience’, establishes the ROSSAT as a tool consistent with a

recovery orientation in itself. However, attention must also be given to the validity of the tool.

As such, the development of the ROSSAT has taken a recommended mixed methods approach:
“starting with a qualitative methodology (e.g. focus groups with consumers) founded on participatory
principles, where consumers...inform the generation of the initial item bank, followed by

psychometric testing” (Gordon and Ellis 2012, p.7).

In addition, while ROSSAT users have expressed that the ROSSAT tools have great value and play
an important role in supporting an organisation and its workers to become more recovery oriented in

their practice, there has also been feedback to suggest that it would be beneficial to:

1. Revisit the format, layout, length and structure of the tools
2. Review the content to ensure there are no gaps or repetition, and

3. Explore the clarity of the evidence and rating system.

As such, a Stage Two project was funded by the NSW Ministry of Health to address these
considerations. The research study was developed and conducted by MHCC in partnership with the

University of Sydney and NSW CAG, and with support from a Reference Group.

2.2 Aim of the Study

The aim of the study was to investigate the validity, specifically the face validity, content validity and
response process validity of the ROSSAT, including the T40 and the T4W.

Specifically, the study aimed to answer the following questions:
Does the tool reflect current literature on recovery and recovery oriented practice?

Does the tool have good face validity?

Does the tool have good content validity?

P w D P

Does the tool have good response process validity?
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Face validity is a qualitative measure of validity which refers to whether the instrument is perceived
to measure (at face value) what it intends to measure, usually by those who will use the instrument.

When the purpose and relevance of an instrument is clear, and it ‘looks like’ it covers the topic of

interest, it is said to have high face validity (Nevo, 1985).

Content validity is a quantitative measure of validity which refers to the degree to which an
instrument represents the construct of interest. That is, the adequacy with which an instrument
samples the construct that the instrument claims to measure. Content validity is assessed through a
systematic examination of the instrument by content experts to determine how representative the

items in the instrument are (Lyn, 1986).

Response process validity is a qualitative measure of validity that refers to the degree to which the
interpretation of the instrument and the construct by those who are intended to use the instrument
matches the intended interpretation as defined by those who created the instrument. Response
process validity is assessed through qualitative forms of feedback from intended users regarding

their experience of using the tool (Castillo-Diaz & Padilla 2012).
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3. Literature review

As part of Stage One in 2009, an extensive literature review was conducted on the concept of
recovery and recovery oriented service provision to inform the development of the ROSSAT. The
initial literature review explored the historical background to recovery, definitions, concepts and
facilitators of recovery, barriers to recovery oriented practice, principles of recovery oriented practice
and what needs to occur to embed recovery oriented practice in a service or program (NSW
Consumer Advisory Group - Mental Health Inc, 2009). The literature review can be found on the

MHCC website: http://www.mhcc.org.au/media/2498/nsw-cag-mhcc-project-recovery-literature-

review.pdf

The purpose of the literature review in the ROSSAT Stage Two Project was to explore whether the
ROSSAT continues to reflect current literature on recovery and recovery oriented practice.

Specifically, the review aimed to answer the following questions:
1. What new literature has emerged on recovery since 2009?

2. What new literature has emerged on recovery oriented practice since 2009?

The information found was mapped to the Key Indicator Areas in the ROSSAT to determine whether
the tool still reflects current literature. Key findings from this review are presented below.

Recovery
The most prominent definition of recovery identified in the 2009 Literature Review remains the most

commonly cited and broadly accepted one:

“Recovery is a deeply personal, unique process of changing one’s attitudes, values, feelings,
goals, skills and roles. It is a way of living a satisfying, hopeful and contributing life even with
limitations caused by the illness. Recovery involves the development of new meaning and

purpose in one’s life as one grows beyond the catastrophic effects of mental illness
(Anthony 1993, p.13).

Similarly, the literature continues to identify the complexity of the concept of recovery, with many
meanings being created by a diversity of stakeholders (Davidson et al. 2010; Ramon 2011). As
such, developing a shared understanding of what recovery means remains problematic, and there is
still no consensus around how many stages of recovery there are and what comprises the recovery
journey (Weeks et al. 2010 in Hancock et al. 2013).
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While there is no one agreed definition of recovery, the diversity of experience and perspective has
been embraced as an opportunity to reflect more comprehensively on what recovery is (Gordon and
Ellis 2012). More recent research is conceptualising recovery as a multi-dimensional and multi-
staged process with multiple underpinning constructs, pointing to the importance of adopting a
holistic understanding of recovery (Hancock et al. 2013). Further, despite individual differences, a
number of common themes continue to emerge, for example, recovery is:

A process

Best guided by the person with lived experience of mental illness

Does not always involve ‘treatment’ or ‘intervention’ provided by service providers

Does not always involve a reduction in symptoms

A shift from seeing a consumer as a patient to a person with expertise (Slade 2010).

Ultimately, the complexity of recovery can be managed through the recognition that recovery
“belongs” to each individual person. Further, the definition, conceptualisation and operationalisation
of recovery must remain consistent with the human rights movement from which the concept
originated (Davidson et al. 2010 in Roberts et al. 2013).

Since 2009, there has been a significant shift from ideology and narrative evidence to empirical and
systematic studies, with a growing evidence base and increasing number of manuals and guides
(Slade et al. 2012a; Slade 2012b). Based on their systematic review of personal recovery (n=97
articles) Leamy et al. (2011) developed the first empirically based conceptual framework that
included 13 characteristics of the recovery journey and five recovery processes (See Table 5). This
framework is a significant development for advancing understanding of and clarifying what recovery

means.

Table 5. Conceptual Framework of Personal Recovery (Leamy et al. 2011)

Recovery characteristics Recovery processes (CHIME)
Recovery is an active process Connectedness
Individual and unique process Peer support and support groups, Relationships
Non-linear process Support from others, Being part of the
Recovery as a journey community.
Recovery as stages or phases Hope and optimism about the future
Recovery as struggle Belief in possibility of recovery, Motivation to
Multidimensional process change, Hope-inspiring relationships, Positive
Recovery is a gradual process thinking and valuing success, Having dreams
Recovery as a life-changing experience and aspirations.
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Recovery without cure Identity

Recovery is aided by supportive and healing Dimensions of identity, Rebuilding/redefining
environment positive sense of identity, Overcoming stigma.
Recovery can occur without professional Meaning in Life

intervention Meaning of mental iliness experiences,

Trial and error process Spirituality, Quality of life, Meaningful life and

social roles, Rebuilding life.
Empowerment
Personal responsibility, Control over life,

Focusing upon strengths.

Studies continue to highlight the differences between the clinical concept of recovery attached to
illness, and personal recovery attached to social and personal change, self-determination,
participation and hope. The studies point to the importance of taking a holistic approach that
features the consumer perspective and interpretation of their own experience (Piat et al. 2009; Todd
et al. 2012; Wood et al. 2010). Furthermore, clinical measures do not necessarily assess personal
recovery, and clinical recovery or symptom reduction is not necessarily a requirement for personal

recovery (Andresen et al. 2010).

A number of studies have also explored what contributes to personal recovery. Factors identified
include the importance of community participation, meaning, hope, relationships supporting
recovery, a focus on the individual, social support and the organisational environment (Kaplan et al.
2012; Hobbs and Baker 2012; Salzmann-Erikson 2013; Chang et al. 2013).

Stages of Recovery
While there is still no one agreed model of the ‘stages’ of recovery, a number of efforts have been
made since 2009 to further understand what comprises the recovery journey, and there is consistent

agreement that recovery is a nonlinear process.

Leamy et al.’s systematic review (2011) has provided a conceptualisation of the stages of recovery
using a transtheoretical model of change, including: Pre-contemplation; Contemplation; Preparation;
Action; and Maintenance and Growth. Other studies have explored various components of the
recovery journey in more detail. For example, Hancock et al. (2011) found that the later stages of
recovery involve:

Accepting your illness, and gaining control over symptoms

Self-love and optimism

Doing things for, and experiencing, pleasure
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Contributing through meaningful activity
Having a diversity of friendships
Being needed and valued by others

Coming to terms with family relationships.

In addition, a study by Clarke et al. (2012) assessed the types of goals consumers make across
stages of recovery and found that people in later stages of their recovery journey set more
‘approach goals’ (to move towards or maintain a positive or desirable outcome) as opposed to
‘avoidance goals’ (to move or stay away from a negative or undesirable outcome). They also tended
to be in regards to broader life roles than those in earlier stages. This supports the concept that

recovery involves movement towards a meaningful and enhanced self-identity.

Also, Glover (2012) put forward a model comprising five recovery processes including:
From passive to active sense of self
From hopelessness and despair to hope
From others’ control to personal control and responsibility
From alienation to discovery

From disconnectedness to connectedness.

Overall, a common continuum between models can be identified from passivity and feeling

overwhelmed to a sense of control and action (Hancock et al. 2013).

Recovery and factors influencing recovery
“The diverse concepts behind the term ‘recovery’ reflect their evolution from different
perspectives, historical contexts, and communities of interest; all based on different values,
principles and meaning; and therefore, resulting in different goals and practical implications”
(Gordon and Ellis 2012, p. 1).

Given the increasing emphasis on being holistic and continuity of mental health care, it is clear that
recovery oriented systems must involve service coordination across human services to ensure that
an individual’s strengths, needs and goals are responded to and supported in an integrated fashion
(SAMHSA 2009).

While service systems have traditionally operated in silos, increasing attempts are being made to
understand what recovery means in different contexts and across different population groups.

Specifically a number of studies have been conducted to identify the relevance of recovery to the
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following factors:

Alcohol and other drugs

Ageing populations

Cultural diversity and specifically Aboriginal and Torres Strait Islanders
Physical health

Trauma informed care and practice

Lesbian, Gay, Bisexual, Transsexual and Queer people

Homelessness.

Overall, these studies (Dodge et al. 2010; O’Connell et al. 2005; Gagne et al. 2007; McKay et al.
2012; Tepper et al. 2013; Daley et al. 2012; Jacobson and Farah, 2012; Slade et al. 2012a; Slade et
al. (2012b; Slade et al. 2012; Clarke et al. 2012; Kezelman and Stevropoulos 2012; Das 2012)
indicate that there are some differences in needs across particular population groups, and it is clear
that specific issues must be considered in order to be responsive to each individual and their
particular needs (see full literature review for details). Equally, many similarities have been
identified, for example a focus on being person-centred, strengths based, respectful, inclusive and
collaborative. These studies provide early support for the applicability of recovery to a range of
people, situations and environments.

Recovery oriented practice
“The recovery orientation of services refers to the extent to which mental health staff and
services attempt to facilitate or promote personal recovery, and encompasses different
aspects of service delivery and practices that are believed to do this” (Williams et al. 2012, p.
1828).

“Recovery-oriented practices identify and incorporate a person’s own goals, interests and
strengths in the effort to support the person’s own efforts to manage his or her condition

while pursuing a meaningful life in the community” (Davidson et al. 2009, p. 326).

An ongoing challenge involves uncertainty around how to translate recovery principles into clear
practice approaches (Kidd et al. 2010; Ramon 2011; Boardman and Shepherd 2011). It is argued
that there has been little progress at the practice level to embed a recovery orientation into service
provision, with consumers reporting that it is largely only rhetoric without the necessary structural
and cultural change (Slade 2010; Slade 2009; Smith-Merry et al. 2011). As a relatively new

approach to practice, there has not been enough information to identify what comprises genuine
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recovery oriented practice, nor how recovery values can or should be delivered in practice
(Davidson et al. 2009; Smith-Merry et al. 2011).

“The policy imperative to support personal recovery has developed ahead of a clear
evidence base of what makes a service recovery oriented. This lack of evidence stems partly
from the lack of clarity regarding the definition of recovery and how it is conceptualised”
(Williams et al. 2012, p. 1828).

Genuine efforts to guide the implementation of recovery oriented practice are occurring, however
most attempts target systemic structural change and workforce development with a focus at the
organisational or management level as opposed to the frontline worker level, and often little
explanation is provided as to the process required to deliver the change (Ramon 2011). It is also
apparent that the most work concerning transformation of service provision to recovery oriented
practice has occurred in community mental health settings, and far less on hospital settings, despite

acute care being a considerable component of the continuum of care (Tsai et al. 2010).

An increasing number of frameworks have been developed since 2009, which provide
comprehensive information on the implementation of recovery-oriented practice. Each of these
documents highlight the importance of commitment and transformation at every level of an
organisation including: organisational principles; policies; recruitment and supervision processes;
guality and performance management processes and a consistent reflection of recovery orientation
in the language used and values espoused and acted upon by the organisation. They also
emphasise the importance of consumer participation and satisfaction, and training and education for
staff.

In Australia, two frameworks have been developed including the Victorian Department of Health
Framework for recovery-oriented practice, and the National Mental Health Recovery Framework (as
discussed above). Both take a similar approach by outlining key domains and key areas critical to

implementing a recovery oriented approach (Table 6).
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Table 6. Frameworks for recovery-oriented practice developed in Australia

Craze (2013) National Recovery-Oriented Vic Dept Health (2011) Framework recovery
Mental Health Practice Framework Project oriented practice
Domains Domains
Person 1° and holistic Promoting a culture of hope
Enabling and supporting recovery Promoting autonomy and self-determination
Organisational commitment and workforce Collaborative partnerships and meaningful
development engagement
Action on social inclusion and social Focus on strengths
determinants of health, mental health and Holistic and personalised care
wellbeing Family, carers, support people and
significant others
Community participation and citizenship
Responsiveness to diversity
Reflection and learning

In addition, a qualitative analysis of international recovery oriented practice guidance (n = 30) was
conducted by Boutilier et al. (2011). The aim was to identify key characteristics of recovery oriented
practice across a diversity of sources, and to develop a conceptual framework to assist with the
implementation of a recovery orientation into practice. The conceptual framework comprises 16

themes separated into four practice domains:

1. Promoting citizenship

a. Seeing beyond ‘service user
b. Service user rights

c. Social inclusion

d. Meaningful occupation

2. Organisational commitment

a. Recovery vision

b. Workplace support structures
c. Quality improvement

d. Care pathway

e. Workforce planning

3. Supporting personally defined recovery

a. Individuality
Informed choice
Peer support

Strengths focus

© oo o

Holistic approach
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4. Working relationship

a. Partnerships

b. Inspiring hope.

Further, an increasing number of studies have been published since 2009 on the implementation
and evaluation of recovery-oriented practice (Brown et al. 2010; Clossey et al. 2011; Olmos-Gallo et
al. 2012; Piat and Lal. 2012; Ramon 2011, Kleintjes et al. 2012; La Boube et al. 2013). This includes
a focus on implementation process, facilitative factors and outcomes. They demonstrate how an
organisation can become recovery-oriented to make work more meaningful, and how it requires

commitment, a vision, and an ability to recognise and use every opportunity for change.

Some identified ways to support recovery in practice included:

Building strong relationships

Embedding values and changing culture

Leadership support

Strengths based assessment

Action planning

Supporting self-directed care and increasing person centred care

Planning for crisis together

Sharing information, providing choice and supporting decision making

Changing the way ‘risk’ is understood

Education and training

Quiality improvement, and

Consumer participation in the design, delivery and evaluation of services
(Brown et al. 2010; Clossey et al. 2011; Olmos-Gallo et al. 2012; Piat and Lal. 2012; Ramon
2011; Kleintjes et al. 2012; La Boube et al. 2013).

Workers, training and competencies
“The workforce training and development is fundamental to the rollout of a recovery
orientation and that all sectors of the mental health workforce require training to enable them
to work within a framework that supports the empowerment of consumers” (Boardman and
Shepherd 2011).

There is growing support for the incorporation of recovery concepts in training, and increasing efforts
to identify recovery oriented practice competencies empirically for a range of practice settings (Chen

et al. 2013; Razzano et al. 2010). Becoming recovery oriented involves a shift for workers to
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become a coach, mentor, facilitator and partner (Boardman 2010 in Feeney et al. 2013), and
involves a greater awareness of power differentials and ensuring partnership, participation and

choice (Roberts et al. 2013).

Since 2009, there has been an increase in studies investigating the effectiveness of recovery
training for staff, each confirming the importance of recovery training and the difference it makes to
staff knowledge, attitudes and practice approaches, including higher optimism for consumer
recovery and more holistic approaches (Tsai et al. 2011; Salkeld et al. 2013; Feeney et al. 2013;
Wilrycx et al. 2012).

These findings point to the importance of training to the facilitation of change and to embedding a
recovery orientation into practice. The importance of consumer involvement in training is also

highlighted, to ensure that training is grounded in lived experience.

Overall, there has been a substantial increase in studies which support many of the same themes
and factors associated with recovery and recovery oriented practice as identified in the initial
literature review in 2009 (NSW CAG 2009). While developments have been made regarding
knowledge of specific factors related to recovery, the core of recovery is still understood to be
unique to each individual and consistencies regarding critical components of recovery, and

recovery-oriented practice, have remained.

The full literature review presents the findings regarding whether the ROSSAT continues to reflect
current literature on recovery and recovery oriented practice. In summary, this review suggests that
the ROSSAT does continue to reflect current evidence, however a number of gaps were identified
including:

Recognition of diversity, especially Aboriginal and Torres Strait Islander people

Peer support

Trauma informed care and practice

Physical health

Supporting consumers to rebuild a positive sense of identity.
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4 .Methods

This Stage Two Project employed a mixed methods approach to test the validity of the ROSSAT

T4W and T40, including the use of focus groups and an expert survey. Table 7 outlines the project

framework, which maps the study aims and objectives with the chosen research methods and target

groups.

Table 7. The ROSSAT Stage 2 Project Framework
Aim Objectives Method
Face Validity - Explore experand stakehter Focus Groups
perceptiors of whether the tools
measurerecovery oriented practice
and the Key Indicator Area construct

TargetGroups
Consumers
Carers

Managers
Frontline workers

Content - Determine whether thROSSATtems Expert Survey
Validity completely represent thikey
IndicatorArea constructs

Organisations /
workers who have
used ROSSAT
Experts in recovery
and recovery-
oriented practice

Response - Explore the usabilityfdhe tools, Expert Survey and As above
Process including length, language, evidence Focus Groups
Validity and scoring system
Revision of - Revise the ROSSAT according to thi Documented process N/A
the ROSSAT results of the above Reference group
Expert working
group

This section outlines each component of the method in more detail including the:

Establishment of a Steering Group and Reference Group
Ethics
Focus Groups

Expert Survey

o > w N

Establishment of a Working Group.

4.1 Establishment of a Steering Group and Reference Group

A Steering Group was established to oversee the project. The Steering Group comprised of two

academic advisors from The University of Sydney and representatives from NSW CAG and MHCC

as follows:

1. A/Prof Yun-Hee Jeon, Academic Research Partner, University of Sydney
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Dr Jennifer Chipps, Academic Research Partner, University of Sydney
Dr Peri O’Shea, CEO, NSW CAG

Reena Masrani, Senior Policy Officer, NSW CAG

Tina Smith, Senior Policy Officer/Workforce Development, MHCC
Tully Rosen, Senior Policy Officer, MHCC

Lucy Corrigan, Policy Assistant, MHCC then Project Consultant.

N o g > D

A Reference Group was also established to advise on the Stage Two Project and ensure ongoing
consumer, carer and service provider input into the project. Stage Two Reference Group Members
included:

Anne Francis, Consumer representative
Virginia Divall, Consumer representative
John Goodwin, Consumer representative
Susan Palmer, Consumer representative
Mario Paola, Carer representative
Malcolm Choat, Service Development Manager, UnitingCare Mental Health
Glen Heath, Peer Support Worker, Benevolent Society, Mudgee
Julie Miller, Practice Support Officer PIR, The Schizophrenia Fellowship
Mark Orr, Chief Information Officer, RichmondPRA
. Deb Boyle, Service Improvement Manager, New Horizons

© © N o g wDh R

[
= O

. Dr Grenville Rose, Manager, Innovation and Evaluation, Aftercare

=
N

. Chris Lines, Service Manager, Neami

=
w

. Tracey Lawson, Executive Manager, Operations, On Track Community Programs

4.2 Ethics

Ethics approval was given through the University of Sydney Human Research Ethics Committee.

Standard consent processes were implemented and all study participants providing informed
consent prior to their participation, including for the focus groups to be electronically recorded.
Participants were made aware of the fact that their participation was completely voluntary, and that
they were able to withdraw from the study at any time, without any effect on their relationship with
the University of Sydney, MHCC and NSW CAG.

No information that could lead to the identification of an individual or an organisation has been

included in the dissemination of results.
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There were no anticipated risks associated with this research, to the research team, participants or
organisation. However, MHCC had staff who could provide appropriate support to participants in the
focus groups in the instance that they experienced distress (although the risk of this was minimal).

4.3 Focus Groups

A qualitative study using focus groups was undertaken to investigate the face validity and the
response process validity of the ROSSAT T4W and T40. Three members of the research team
facilitated four focus groups with consumers, carers, frontline workers and managers. The focus

groups ran for three hours and were audio-recorded.

Each group had a different focus, according to who would be using which tools, as follows:
1. The Manager focus group discussed the T40 only
2. The Frontline staff focus group discussed the T4W only
3. The Consumer focus group discussed both the T40 and the T4W
4

The Carer focus group discussed the T40 only.

Specifically, focus group participants were asked for their opinions regarding the following:
Overall impression of the tool(s)
Relevance of the items
Completeness of the constructs and tool(s)
Strengths and weaknesses, and

Usability.
See Appendix C for focus group guides.

It was not expected or required that participants had used the ROSSAT. However, participants were
required to have read the Information Package which was provided to them via post prior to the
focus groups. The Information Package included:

The ROSSAT Tools

The focus group guide

An overview of the six Key Indicator Area constructs, and

A plain English overview of key terms.

This provided participants with the opportunity to familiarise themselves with the ROSSAT T4W

and/or T40 and enabled them to ask the researchers any questions prior to the focus groups.
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4.3.1 Recruitment process

An Expression of Interest recruitment process was used to identify participants for the consumer,
carer, frontline worker and manager focus groups. The criteria for submitting an expression of

interest was:

Consumers and carers who had lived experience of mental illness and recovery
Mental health frontline workers and managers who had an interest in the measurement and

implementation of recovery oriented practice.

The Expression of Interest was distributed throughout the Mental Health Coordinating Council
weekly FYI newsletter (including 700 voluntarily listed recipients), the NSW Consumer Advisory
Group (CAG) fortnightly e-news newsletter (including 900 voluntarily listed recipients) and the
Association of Relatives and Friends of the Mentally Il (ARAFMI) newsletter (including 5000

voluntary recipients).

Interested parties were asked to provide a statement on how they met the criteria, their capacity to
participate and their contact details. The Project Steering Committee reviewed the responses and
made a decision on participants against the selection criteria.

4.3.2 Analysis

The audio-recorded sessions were transcribed and analysed, initially according to the key questions
followed by thematic and content analysis.

4.4 Expert Survey

A quantitative study was undertaken using structured questionnaires with content experts to
establish the content validity and explore the response process validity of the T40 and the T4W. A

guestionnaire was developed for both the T40 and T4W in Survey Gizmo and included:

An overview of the construct (one construct at a time): Due to the different tool structures, the
T4W survey constructs were the Evidence Categories, and the T40 survey constructs were the Key

Indicator Areas.

A page per individual item in each construct: Questions were asked for each individual item,
including:

a) How important the item is to the construct
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Specifically, experts were asked to rate the importance of each item on a four point scale,
including “highly important” (score 4), “somewhat important” (score 3), “not that important”

(score 2), and “not important” (score 1). These ratings were used to calculate the Content
Validity Index (Lyn, 1986).

b) Whether the item should be revised

Experts were also asked to indicate whether any items should be revised (“Yes”, “No”). If the

expert recommended revision, they were asked to identify the way in which the item required
revision.

¢) What type of evidence would suffice for the item

Finally, experts were asked to select whether the evidence provided for each item should be

‘anecdotal’, ‘documented’ or ‘both’.

A section on the overall tool: Finally, experts were asked to provide an overall rating on the
completeness of the content for each of the six constructs and the overall tool, including
identification of whether there are any gaps in content, and the appropriateness of the rating, scoring
and evidence system.

4.4.1 Recruitment process

For the expert survey, a purposive sampling approach was used, including the following two
strategies:

1. Firstly, MHCC worked in collaboration with their members to generate a list of organisations
and workers that had used the T4W and T40. This list informed the distribution of an email

inviting these identified experts to complete the questionnaire

2. Secondly, people with expertise in relation to recovery oriented practice and tool
development were identified and contacted via email, for example academics who had

contributed to recovery or recovery oriented practice tool development.

According to Lyn (1986), the number of experts required to assess content validity is arbitrary but a
minimum of five is recommended. In the current study, five experts completed the survey and an

additional expert partially completed the survey (four out of six construct areas).
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For the expert survey, 28 potential experts were identified and invited to participate in the survey. Of
28 experts approached, 20 refused and two agreed but did not proceed to complete the survey
(21.4% response rate). Five experts completed the entire survey. Such poor response rate was

largely due to the lengthy time required to complete the survey (4 hours).

4.4.2 Analysis

A Content Validity Index (CVI) value was calculated for:

1. Each item (I-CVI)

2. Each construct (C,-CVI), including:
0 The Key Indicator Areas in the T40
0 The Evidence areas in the T4W

3. The overall scale (S-CVI).

For the purpose of analysis, a rating of either three (‘somewhat important’) or four (‘highly important’)
was considered ‘valid content’, while a rating of one (‘not important’) or two (‘not that important‘) was
considered ‘invalid content’, thus collapsing the four point scale into two dichotomous categories
(Lyn, 1986).

As such, the item Content Validity Index (I-CVI) was calculated as the number of experts giving a
rating of either three (‘somewhat important’) or four (‘highly important’), divided by the number of
experts. High agreement regarding item importance was classified as an Item Content Validity Index
of more than 0.80 (Lyn, 1986).

Three methods were used to calculate the Construct Content Validity Index (C,-CVI) and the Scale
Content Validity Index (S-CVI):

1. The first method was to calculate the universal agreement among experts, defined as the
proportion of items in a construct and the scale which achieved a rating of three (‘somewhat

important’) or four (‘very important’) by all experts (C,-CVlya and S-CVlya) (Lyn, 1986).

2. The second method was to calculate the average of all of the Item Content Validity Index
scores for each of the constructs and the overall scale (C,-CVleand S-CVl,e) (Polit et al,
2007)
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3. The third method was to calculate a Kappa statistic (K). This statistic determines the index of
agreement between raters, with K as fair (0.4 -0.59), good (0.60 -0.74), or excellent (>0.74).
This test is used to counter the perceived limitations of the Content Validity Index, including
potential inflation of proportional agreement due to the lack of a value representing ‘no
agreement’ (Polit et al, 2007).

4.5 Establishment of a Working Group

A Working Group was established to review all feedback and any suggested revisions and issues
arising from the study results to ensure that the revisions process itself was rigorous and valid. This
Working Group consisted of participants who were selected according to their involvement in the
Stage Two Project to ensure there was a high level of knowledge about the ROSSAT tools. The

members were;

Tully Rosen, Senior Policy Officer, Mental Health Coordinating Council
Dr Peri O’Shea, CEO, NSW CAG
Malcolm Choat, Service Development Manager, UnitingCare Mental Health

Dr Nicola Hancock, Lecturer, University of Sydney

o~ w e

Lucy Corrigan, Project Consultant.
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5.Results

This section presents the results from the focus groups and the expert survey. The characteristics of
the participants in the project are presented, followed by the results according to the research

guestions:

1. The Tool for Workers
o Does the T4W have good face validity?
o Does the T4W have good content validity?

o Does the T4W have good response process validity?

2. The Tool for Organisations
0 Does the T40 have good face validity?
0 Does the T40 have good content validity?
o0 Does the T40 have good response process validity?

5.1 Study Participants

Overall, 36 participants attended the focus groups and six experts participated in the Content
Validity Survey.

5.1.1 Focus Groups Participants

The consumer and carer focus groups both had seven participants, the frontline worker focus group

had ten participants and the manager focus group had 12 participants.

As shown in Table 8, the majority of focus group participants were female except for the participants
in the consumer group who were predominantly male. The majority of managers were between 25
and 44 years old, the majority of frontline workers were between 25 and 34 years old, the majority of
carers were 55 years old or above and the majority of consumers were between 18 and 34 years
old.

In terms of experience, the majority of frontline workers and managers had zero to four years
experience in their role. In addition four managers had over 10 years’ experience, and two

managers had over 21 years of experience.
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Table 8. Characteristics of the focus group participants

Overall Manager  Frontline worker Consumer Carer

sample group group group group
Number 36 12 10 7 7
Gender
Male 10 (27.8%) 1 3 0
Female 26 (72.2%) 11 7 1 7
Age
18-24years 6 (16.6%) 2 1 3 0
25-34 years 12 (33.3%) 4 6 2 0
3544 years 4 (11.1%) 3 1 0 0
4554 years 7 (19.4%) 2 2 2 1
5564 years 3(8.3%) 0 0 0 3
65+ years 3(8.3%) 0 0 0 3
Unknown 1(2.8%) 1 n/a n/a n/a
Experience
0-4 years 14 (63.6%) 6 8 n/a n/a
5-10 years 2 (9.1%) 1 1 n/a n/a
11-14 years 2(9.1%) 1 1 n/a n/a
15-20 years 1(4.5%) 1 0 n/a n/a
21+ years 2 (9.1%) 2 0 n/a n/a
Unknown 1(4.5%) 1 n/a n/a n/a
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5.1.2 Expert Survey Participants

On average, the respondents were 51 years old (range 39 to 60 years) with 17 years of experience
(range 4 to 25 years’ experience). As shown in Figure 1, four respondents were female and four had
a postgraduate degree. Three respondents were academics / researchers working in a University or
TAFE, and three were mental health workers (worker, peer worker, service manager) who worked in
the not for profit sector (n=2) and in the public system (n=1). All respondents were metropolitan

H Male I
B Female
® Academics/

M University/
< TAFE
B Mental health

researchers
M Private (non-
worker

profit)
= Peer worker

based.

B Postgraduate
degree

M Bachelors
degree

™ Diploma/
certificate

= Government/

B Mental health public
service manager

E
C

Figure 1. Characteristics of the expert content survey participants
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5.2 Results for Tool for Workers (T4W)

SUMMARY
Face validity
Overall the findings from the consumer and staff focus groups indicate that the T4W has a
high level of face validity. The results suggest that the T4W is relevant, comprehensive and
useful and that there are few perceived gaps in the content. Specifically, a number of
themes regarding the strengths of the T4W emerged from the staff and consumer focus
groups including:

The value and need for the tool

Establishing practice standards

Facilitating quality improvement

Supporting consistency, and

Embedding critical components of recovery oriented practice.

Very few weaknesses were reported overall, with only a small number of additions to
content suggested, including:
The training needs for the worker, consumer and/or carer in areas related to specific
characteristics, for example people with a hearing impairment or acquired brain
injury
Ensuring consumers have awareness and understanding of personal recovery
Ensuring that consumers are aware of the information available to them from the

organisation.

Content Validity

The results from the expert survey indicate that the T4W has a very high level of content validity. All
items in the T4W received a Content Validity Index score of 0.80 or above and nearly all items were
reported to be important by all expert raters (98%). In addition, the average rating of importance was
3.98 out of 4 overall. These findings suggest high agreement amongst all expert raters that the items

in the T4W are important. Further, revisions were suggested for six out of the 27 items (14%).

Response Process Validity

The results from the frontline staff and consumer focus groups and the content expert survey
suggest that the T4W has moderate response process validity. Expert raters reported satisfaction
with the T4W instructions, structure and flow and layout and presentation. However, two expert

raters were only somewhat satisfied with the length.

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 42



ROSSAT
-________________________________________________________________________________________________________________________________________________

Further, concerns were raised by participants in respect to the implementation of the T4W,
specifically around the tension between performance management and self-reflection, how it is
intended to be implemented and how the workers using the tool would be kept accountable. These
results suggest that clarity regarding the purpose and implementation of the T4W would be
beneficial.

Finally, while there was clear consensus that the majority of items in the T4W require either
documented or anecdotal evidence to be provided, there was also consistent feedback that the type
of evidence expected and the process of gathering evidence was unclear and that additional

information and guidance would be beneficial.

5.2.1 T4W Face validity

Overall, results from the frontline staff and consumer focus group indicate that the T4W has a high
level of face validity. Consumers and frontline staff who attended the focus groups reported that
each section of the T4W was relevant and comprehensive.

| think it is a fantastic tool — Staff

I think it does represent recovery and that model to a tee — Staff
A number of themes regarding the T4W emerged from the consumer and staff focus groups and are
discussed in more detail below. The majority of feedback was received from staff as the T4W was
the primary focus of their focus group, in comparison to the consumer group in which the primary

focus was on the T40.

The value of and need for the tool
Consumers and staff emphasised the value and importance of the T4W overall. Staff spoke of the
practicality and usefulness of the tool, it's applicability to the industry and the perceived need for a

tool to support workers in becoming recovery oriented in practice.
I think it is a really valuable tool and it has a lot of applications for our industry — Staff
I think it is a great tool, it is a good idea, it has been a long time coming I think for something

like this for support workers — Staff
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Establishing practice standards
Staff spoke about the potential for the T4W to establish practice standards by providing clear
guidance around what is expected of staff and how to embed a recovery orientation, and monitoring
worker practice to assess how well they are doing against the criteria.

I think this tool and what will come out of it has the real potential to improve the industry
standard — Staff

Using it to monitor service standards so that everyone is up to date, everyone knows this is the

model we use, and everyone understands how to use it — Staff

In particular, staff emphasised that the T4W provides guidance regarding the fundamental elements
of recovery oriented service delivery. Staff believed that the tool is especially useful for workers who
are not familiar with recovery principles, and that the ‘Values, Principles and Attributes’ Evidence
Category section in particular assists staff to embed the foundational principles and values of

recovery oriented practice into their day to day work.

Even though | don’t have a background or training in a recovery model this sort of
outlines for me, is a guide for me, | have issues understanding the recovery model
however if | am doing these things then it is a guide — Staff

This part is the basis...This is an understanding to the fore work we need for any of our

workers, and so it is definitely a relevant starting point — Staff

Further, staff reported that the strength of the Evidence Category section of ‘Staff Responsibilities,
Roles and Attributes’ is that it outlines the attributes that staff should have in order for them to
achieve in their roles as a mental health worker. Staff believed that this section assists with the
identification of where additional training might be required to ensure that all staff meet the minimum

requirements of their role in a recovery oriented context.

Outlining the attributes of what workers require in this industry — Staff

I think it also helps for identifying avenues for formal training and for all workers in an

organisation to develop — Staff
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Facilitating quality improvement
Consumers and staff also spoke about the value of the T4W in continually improving the quality of

recovery oriented service delivery.

Specifically, consumers reported that the ‘Recovery Oriented Service Provision’ Evidence Category
section is useful for assisting workers to identify what they need to work on in their every day

practice to become more recovery oriented.

Good to look at some of the stuff they haven't done, that is a good strength... identify

what they need to work on — Consumer

Similarly, staff reported the value of gathering evidence against the T4W items to elucidate
how well they actually understand and deliver recovery oriented practice. This process
provides feedback to staff regarding their actual performance based on evidence rather than

their own perception.

One of the strengths would be once the descriptive evidence is gathered to see how

we have an understanding of how to do recovery oriented practice — Staff

Supporting practice consistency

Staff also highlighted the importance of the T4W in facilitating practice consistency across an
organisation and more broadly. Specifically, the ‘“Training and Education’ Evidence Category section
was seen to play an important role in outlining what education and training staff should receive, and

identifying if there are any gaps.

It encourages consistency so everyone is on the same level - Staff

Staff believed that this process will ensure that all staff across the organisation have the knowledge

and competence that is crucial to support recovery oriented practice.

To work effectively you would need training in these areas, it is important for the

recovery process — Staff

Finally, staff emphasised the importance of having the ‘Education and Training’ Evidence
Category section to send a clear message to the organisation that if workers are expected
to adopt a recovery oriented approach to practice, it is crucial that they receive fundamental

education and training to support this process.
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It also drives to the organisation that this is important, if it is an actual section in the
tool - Staff

Embedding critical components of recovery oriented practice
Participants in the consumer focus group discussed a number of items in the T4W that were
particularly important to support a recovery orientation. These included:

Item 17 regarding worker awareness of their own mental health, self-help strategies and
ways to seek support

Item 18 regarding confidentiality
Item 21 regarding stigma and discrimination

Item 23 regarding respectful language at all times.

In addition, consumers highlighted a number of elements that they believed must be included in the
T4W. These elements have been identified in the T4W and the associated item number is in
brackets for each statement.

The use of respectful language (Item 23)
Understanding of individual differences and recovery as a unique journey (Items 1e and 1f)
Responsiveness to personal needs (Items le and 1f)

Workers looking after themselves and engaging in self-care - to ensure that their personal
life does not affect service delivery (Item 17).

Gaps in content
Despite these positive results, a small number of gaps in content were identified in the T4W by
consumers and staff. Specifically, consumers suggested adding an item on:

Worker attitudes to care and value supporting people with a mental illness and have their

best interests at heart

Staff maintaining personal and professional boundaries in a respectful way

In addition, staff suggested adding an item on:
The training needs for the worker, consumer and/or carer in areas related to specific
characteristics, for example people with a hearing impairment or acquired brain
injury
Ensuring consumers have awareness and understanding of personal recovery
Ensuring that consumers are aware of the information available to them from the
organisation.

No other gaps or weaknesses were reported in the consumer or frontline staff focus groups.
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5.2.2 TAW Content Validity

The results from the Expert Survey indicate that the T4W has a high level of content validity.

As shown in Table 9, the Content Validity Index for the T4W was very high. The results indicate high
agreement between expert raters that the items are important (S-CVI), with nearly all items in the
tool being rated as important by all of the expert raters (S-CVly,) and a high average rating of item
importance overall (S-CVlge).

Table 9. Results from the expert survey regarding the overall Content Validity
Overall Scale (S) S-CVI S-CVlya S-CVlae

score (%) (mean, range)
Overall Tool for Workers >0.80 98% 3.98 (1-4)

As shown in Table 10, all constructs had a Content Validity Index of 1.0 (C,-CVI) and there was
agreement between all experts that the items in those constructs were important (C,-CVIy,) except
for the ‘Values, Principles and Philosophy’ Evidence Category items which had a Content Validity
Index of 0.80 or over. In addition, all of the items in the ‘Staff responsibilities, attributes and roles’
Evidence Category and the ‘Education and training’ Evidence Category were rated to be ‘very
important’. The average rating for the ‘Values, principles and philosophy’ and ‘Recovery oriented

service provision’ constructs were 3.91 out of four and 3.98 out of four respectively (C, -CVlaye).

See Appendix D for the items in the T4W that received the lowest average scores. Despite being the

items with the lowest ratings, they were still on average rated to be ‘important’.

Overall, agreement between experts across all ratings was mostly high or excellent. See Appendix E

for the Kappa statistic results.

Table 10. Results from the expert survey regarding Scale and Construct Content Validity

CO“StrUCtS (Cn) Cn'CVI Cn'CVIUA Cn 'Cvlave
(%) (mean, range)
Values, principles and philosophy >0.80 83% 3.91 (1-4)
Recovery oriented service provision 1 100% 3.98 (3-4)
Staff responsibilities, attributes and roles 1 100% 4 (4-4)
Education and training 1 100% 4 (4-4)
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Finally, revisions were only suggested for six out of 37 (14%) of the tool’'s items overall (Table 11).

The suggested revisions to the T4W included:
1. Three suggestions to combine items together
2. Two suggestions to separate an item into two items

3. A comment on the practicality of an item.

Table 11. Revisions suggested by expert raters for the T4AW

Constructs Revisions
(n, %)
Overall 6 (14%)
Values, principles and philosophy 1 (14%)
Recovery oriented service provision 1(7.6%)
Staff responsibilities, attributes and roles 2 (13%)
Education and training 2 (29%)

5.2.3 T4AW Response process validity

The results regarding response process validity are presented according to the:
1. Usability of the T4W
2. Purpose and implementation of the T4W

3. Evidence items and rating system.

The results include the findings from the frontline staff and consumer focus groups and the expert

survey.

Usability of the T4W
The usability of the tool includes consideration of its user-friendliness, language, instructions and
length.
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Expert survey
Expert raters were asked to score the following questions on a four-point scale from ‘Not Satisfied’
to ‘Very Satisfied’ to determine the usability of the Tool for Workers:

How satisfied were you with the layout and presentation of the T4W?
How satisfied were you with the structure and flow of the T4W?
How satisfied were you with the instructions of the T4W?

P w DR

How satisfied were you with the length of the T4W?

As shown in Figure 2, all five expert raters reported being highly satisfied or quite satisfied with the
T4W instructions, structure and flow and layout and presentation. However, while three raters
reported being quite or highly satisfied with the length, two expert raters were only somewhat

satisfied with the length of the tool.

Length

B Somewhat satisfied
Structure and flow

® Quite satisfied

Layout and presentation 1 Highly satisfied

Toolinstructions AN
ootinstructions L B Not satisfied
S

0 1 2 3 4 5
Number of experts (n=5)

Figure 2. Experts reporting on the RPV of the T4W

Focus Groups

The feedback from staff regarding usability suggests that they found the T4W to be user-friendly.

| find it mostly easy to use, as a person with English as a second language, so that is

a good sign — Staff

Staff also made a number of suggestions including:
Checking for the alternating use of tenses throughout the tool
Reviewing complicated language that might be problematic for people with lower levels of

literacy, for example using the word ‘good’ instead of ‘beneficial
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Additional description and clarification of the sub section headings.

However, staff predominantly discussed issues associated with the implementation of the tool, as
discussed in detail below.

Implementation of the T4W

Discussion in the staff and consumer focus groups regarding the purpose of the T4W, and how it
should be implemented, highlighted that there was a lack of clarity regarding what the tool was
designed for and how it should best be implemented. The themes that emerged are outlined in more

detail below.

Performance management versus self-reflection

A lot of discussion occurred around the purpose of the T4W, and the fact that it was not really clear

how it was intended to be used.

| am thinking about the pathway of the tool, the worker fills it out and then it goes to the

manager or supervisor, then where does that actually go from there?- Staff

Specifically, staff identified a tension between using the tool for performance management and using
it for self-reflection. Staff reported concern that if the tool was to be used for performance
management, it may impact on the reflective potential of the tool and reduce staff honesty when self-

rating their competence.

If it is used for an appraisal thing, the chances are you wouldn't be rating yourself as needs

significant improvement i Staff

Implementation options

Depending on the agreed purpose of the T4W, staff reported a number of different options regarding
implementation of the T4W, including completing the tool as a part of a staff appraisal process, for
individual staff reflection and as a part of supervision and other staff support structures. Specifically,

staff suggested the T4W could be completed:

Annually as a part of an appraisal process
Every six months, including once as a part of an appraisal process, and once for personal
reflection

Every six months for personal reflection only, and worked on in supervision.
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However the most popular option discussed by staff was that the completion of the T4W be
incorporated into an appraisal process for the purpose of professional development rather than
performance management. Staff argued that the completion of the tool (yes or no) should suffice,
without judgement of the content in the tool being incorporated into the appraisal process. It was
also agreed that the use of the tool should be embedded within organisational culture and standard

systems in some way.

Similarly, participants in the consumer focus group suggested that if the T4W was aligned with

performance appraisals then it could possibly lesson the burden on team leaders and managers.

Finally, there was agreement amongst staff that the T4W should be provided as a part of orientation
when staff begin their role in an organisation, but not be used as a formal assessment during the
probation period. There was also agreement amongst staff regarding the importance of allocating
sufficient time to complete the tool, to ensure that it is a process that facilitates genuine and deep
reflection. Finally, staff suggested that completing the tool would also assist team leaders and

supervisors with their own professional development as well.

Accountability

Participants in the staff focus group reported concerns regarding how staff would be held
accountable, and how their responses and the way in which they complete the tool would be
validated. Staff believed that it was important for an objective review to be conducted by an
independent person on the evidence provided in order to ensure that the T4W is being used

appropriately.

“Say you say you complete one section of this and give an example, but your example
isn’t exactly what the question was asking, there is no way for you to pull yourself up on

the way you have interpreted the question” — Staff

However, staff were not clear on whether the person taking on this role could be a staff supervisor, a
colleague, a consumer or carer, or someone else. Staff suggested that a comments section could be

added to the tool for the person who is reviewing the completed tools.

Maybe add another column, whoever marks it off with you, opens up a discussion, make
comments after you have rated yourself...I think as a comment like something you discuss

when you go through it with a supervisor or colleague - Staff
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Evidence items and rating system
This section includes consideration of what types of evidence might be sufficient for each item,
whether the rating system is appropriate and the link between the evidence provided and the rating.

Expert survey
In the content survey, experts were asked to nominate what form of evidence would be appropriate
for each item including:

1. Documented evidence

2. Anecdotal evidence

3. Either documented or anecdotal evidence.

As shown in Figure 3, the majority of experts selected either documented or anecdotal evidence for
the vast majority of items in the T4W (n=41). Very few items were reported to require documented

evidence only (n=2) or anecdotal evidence only (n=3).

Documented 2
Anecdotal 3
Both 41

0 10 20 30 40 50
Number of items (n=46)

Figure 3. Evidence type required for each item as identified by expert raters.

Focus groups
Overall, results from the consumer and frontline staff focus groups indicate that the evidence and
rating system is confusing and requires attention. A number of themes emerged from the focus

groups as presented below.

Type of evidence

Staff in the focus group discussed the types of evidence that would be appropriate for each item.

They reported confusion regarding what evidence would be required and considered sufficient, and
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specifically wanted more guidance about whether they should be providing documentation or
anecdotal evidence. Staff suggested that examples be provided of what would be considered
appropriate evidence for the items to improve clarity.

This one required evidence, this one you can just give an example, you really have a good
look at them and think - which way would you go? — Staff

| was confused about it when | first read it, | was like do you want documentation, do you want

me to give me a scenario, what do you consider evidence? — Staff
Staff were asked about what type of evidence they would recommend for each item. Not all items
were discussed in the staff focus group, however staff reported that the majority of the items that

were discussed required either anecdotal or documented evidence to be provided (Table 12).

Table 12. Frontline staff reporting on required evidence types

Anecdotal Documented

Number of items
] 3 (14.3%) 6 (28.6%) 12 (57.1%)
(% of those discussed)

Staff also made a suggestion that the evidence column heading was ‘too harsh’ and should be
renamed, for example, ‘provide justification for this rating’. It was believed that this was a more
encompassing way to refer to the process of providing ‘evidence’ against each item which may

include both documented and anecdotal evidence.

Gathering evidence

It was noted in the frontline staff focus group that the process of gathering evidence would be
affected by a number of factors. Staff discussed how the nature and type of the mental health
service being provided and the context of the service might impact on what evidence could be
gathered and how. Specifically, factors such as the organisation’s existing data collection

processes, evaluation tools, and general resourcing were raised.

Different services have different materials, some services may not be able to make that
benchmark because of materials or geographical location, and so their ability to get

that benchmark will be severely disadvantaged to others — Staff
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In addition, a concern was raised regarding varying levels of consumer capacity to engage with the
process. It was noted that the service context and the various levels of support being provided to the
consumer may impact on the information able to be collected. Staff suggested that there may be a

need for differing forms of evidence to maximise consumer involvement wherever possible.

Some consumers may have more support services available which increases their

ability to provide evidence, while other consumers don’t — Staff

Rating scale

Finally, staff provided specific feedback regarding the rating scale. Staff discussed whether the
current rating scale was appropriate as it does not always make sense to have an ‘outstanding

achievement’ category for all items - in some instances you can only achieve competence.

Two suggestions were made regarding this concern:
1. That the scale be simplified to just two categories: ‘Competent’ and ‘Needs Improvement’
2. That the items where it does not make sense to have ‘Outstanding Achievement’ as an

option be shaded out in the tool.

Similarly, staff recommended shading out items which have sub-items and do not require a rating

themselves.
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5.3 Results for the Tool for Organisations (T40)

SUMMARY
Face validity
Overall the findings from the consumer, carer and manager focus groups indicate that the
T40 has a high level of face validity. The results suggest that the T40 is relevant,
comprehensive and useful and many strengths were identified. Rich conversation occurred
in the focus groups about each of the Key Indicator Areas, and around additional themes
including:

Distrust of the system (and how the ROSSAT will be used in practice)

The triangle between consumers, carers and service providers

Explicitly differentiating between recovery and the medical model

The recovery journey, and

Medication management.

A number of gaps in content were identified in relation to some of the themes as outlined
above, and specifically in respect to:

Physical health

Trauma informed care and practice

Education and training for consumers and carers

Diversity.

Content Validity

The results from the expert survey indicate that the T40 has a very high level of content validity. All
items in the T40 received a Content Validity Index score of 0.80 or above and nearly all items were
reported to be important by all expert raters (95%). In addition, the average rating of importance was
3.91 out of 4 overall. These findings suggest high agreement amongst all expert raters that the items
in the T40 are important. Further, all experts agreed that the content in all constructs were complete
except for two gaps in content regarding the peer workforce and individual preferences regarding

participation in meaningful activities.

However, revisions were suggested for 79 per cent of the items in the T40 overall, and the vast
majority of these suggestions were in relation to repetition. Qualitative information provided by
expert raters also indicates a significant issue regarding the repetition within and between Key
Indicator Area constructs, and a preference that items be representative of the construct as opposed

to exhaustive.
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Response Process Validity

The results from the consumer, carer and manager focus groups and the expert survey suggest that
the T40 has moderate response process validity. Expert raters reported satisfaction with the T40
instructions, layout and presentation. However, two out of five expert raters were only somewhat

satisfied with the length.

As with the T4W, concerns were raised by participants in respect to the purpose and implementation
of the T40, specifically around the tension between accreditation and quality improvement, how it is
intended to be implemented and how the users of the tool would be kept accountable. These results

suggest that clarity regarding the implementation of the T40 would be beneficial.

Finally, while there was clear consensus that the majority of items in the T4O require either
documented or anecdotal evidence to be provided, there was also consistent feedback that the type
of evidence expected and the collaborative evidence gathering process was unclear and requires
additional guidance. A clear recommendation was also made to remove the evidence source column

and provide examples of what evidence is expected.

5.3.1 T40 Face Validity

Overall, results from the consumer, carer and manager focus group indicate that the T40 has a high
level of face validity. Participants in the consumer, carer and manager focus groups reported that

the items in each Key Indicator Area construct were relevant, comprehensive and important.

Consumers reported that the overall strength of the T40 is the “reflective nature of it”, that it
provides “good, strong guidance”, and that the tool captures what they would like to see in
an organisation. In addition, participants in the carer focus group reported approval of the

content in the T40 and one carer reported not being able to fault it.
What organisations should be doing instead of what they are doing — Consumer

I love the model it is great, | can hardly fault it, if | had to write one | would be proud to

have written it — Carer
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However, carers also reported significant concerns regarding the reality of the mental
health service system and how the tool will be used in practice. This theme is explored in

more detail below.

Feedback regarding the Key Indicator Areas

Participants in the consumer, carer and manager focus groups provided the following feedback
regarding the T40 Key Indicator Areas.

Relationships

In the consumer focus group, there was strong agreement that the ‘Relationships’ Key Indicator
Area section is a very important area. Consumers emphasised that the relationships between
consumers, carers and workers are the most important area in recovery oriented practice. They
acknowledged that the Relationships section is quite lengthy, however argued that it should not be
reduced. Specifically, consumers reported that the strength of this section is its comprehensive

coverage of a wide variety of relationship considerations.

| have always said that the relationships between consumers and service providers are
very important, probably the most important part of service provision is the ongoing
quality relationships that people have with service providers...most definitely what we

want them to be measuring...the content is all relevant - Consumer

It covers a wide aspect and ranges from the start of the relationship to the very end of the

relationship so you can get all of this information in one big chunk — Consumer

Carers also emphasised the view that a critical component of working with a consumer is ‘the
connection’. That is, that the worker learns about the consumer and who they are as an individual,
and cares about them. Carers expressed concern that the essence of a genuine connection was not
captured in the tool. Carers reported concerns that listing all of the requirements of organisations
and workers runs the risk of narrowing a workers role to ‘tasks’ rather than genuine engagement.
Carers believed that staff might tick off all of the items without ever actually having engaged with the

person in front of them.

What doesn't come through here is the relationship and warmth...some human
connection and warmth, to me you can tick all of these things off without engaging

with the person, the staff must develop a personal relationship — Carer
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There is a whole lot of things that this is what staff should do, but if there are too many
things that they should do - once they have done that they feel they have provided the
service, they have ticked all the boxes this is our job done, but in some ways the service
is the connection, and the assistance to the client is the connection and all these jobs
can give the impression that the jobs are the service, but the service is the connection —
Carer

In order to address this, carers recommended that a new item be added that says “staff relate
authentically as people and regard consumers and carers as equals”. In addition, carers
emphasised the importance of staff acknowledgement of their own recovery from mental illness in

this Relationships section.

Respectful Practice

Respect and respectful practice was raised by consumers and carers a number of times in relation
to different aspects of service delivery. Consumers reported that the strength of the ‘Respectful
Practice’ Key Indicator Area section was simply that if an organisation was truly committed to the

items, then it would be an appealing service for consumers.

However, participants in the carer focus group spoke about the need for an example of respectful
practice to be provided in the tool to illustrate what respectful practice might look like for a consumer

and for a carer.

Carers also discussed the need for workers to respect diversity, and argued that workers need to be
prepared to work with culturally and linguistically diverse carers with relatively poor literacy as well.
This includes making an interpreter available where required in a timely fashion so that the delay

does not negatively impact the consumer.

Finally, managers identified that an important part of respectful practice is about maintaining
confidentiality which is not currently in this ‘Respectful Practice’ Key Indicator Area (although is in

other Key Indicator Areas).

This section doesn’t actually include maintaining confidentiality and to me respectful

practice is very much about maintaining confidentiality - Manager
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Consumer Self Directed Focus
In the consumer focus group there was strong agreement that the ‘Consumer Self Directed Focus’
Key Indicator Area section is an important area for supporting recovery, and that it encourages

positive self-reflection.

This area is so important for many of us consumers — Consumer

Itis also quite reflective as well, it makes me think that if the organisation is actually
doing that...like items 11 and 12, if the organisation is actually helping with that...then
the organisation is really focused on helping me become independent - Consumer

Participants in the consumer focus group emphasised that workers must understand that consumers
need to be supported to take responsibility for their own recovery journey and that it is the role of the

worker to provide an environment conducive to this.

In a therapeutic relationship, workers have to be responsible for providing an
environment where recovery can happen, a respectful environment where recovery
can happen, but consumers still have to be responsible for their half of the relationship

- Consumer

Obtaining and Sharing Knowledge and Information

Consumers reported the importance of the ‘Obtaining and Sharing Knowledge and Information’ Key
Indicator Area section and spoke about how challenging it can be to access the right information.
Consumers reported that the provision of information is valuable, and that this section supports

appropriate referrals and an understanding of what options are available.

Every person is going to end up wanting to know something at some point...even trying

to find a service...| want to be able to have information - Consumer

In addition, consumers specifically reported the importance of a number of items including:

The UN Convention on Persons with Disabilities (Item 6), however it was noted that this item
required clarification in terms of the relevance of the convention to practice
Confidentiality and privacy (Item 7)

Access to your own information and control of that information (Item 8).
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Participation and Social Inclusion
Finally, consumers discussed how the ‘Participation and Social Inclusion’ Key Indicator Area is a
valuable construct that supports consumers to access mainstream services and other community
activities. Specifically, consumers reported that this section is critical for facilitating improved quality

of life.

| believe everyone has the opportunity to reach a quality of life of their choosing, despite the

illness...there is always the opportunity for recovery... - Consumer

If recovery is seeking quality of life and being full citizens in this country, accessing
services outside mental health specific services is tremendously important and the
support provided in being able to do that is so important. Not just to access something
but to own the experience of being involved - Consumer

However, it was also noted that consumer participation may need to be defined more clearly.

Just a sound knowledge of consumer participation, it is misunderstood a lot what participation
is. Participation is engagement in the process of developing a service rather than you turning
up for a BBQ, and | think a sound knowledge of consumer participation is very important -

Consumer

Key themes
Throughout the consumer, carer and manager focus groups, a number of key themes also emerged

and are reported on below.

Distrust of the system

In the carer focus group, a significant amount of time was spent discussing the failings of the mental
health system and previous experiences that have led to a deep distrust of the system and the
workers within it. Carers spent the first part of the focus groups sharing stories about their
experiences of the system to establish an understanding of context before being able to consider the

content in the tool.

There are things that stick in my core and | feel like | will be able to concentrate more if | say

them, and | think most carers probably relate to them — Carer

It is important to talk about it, | have been a carer for 17 years and it has been 17 years of

bitter experience and it is worse now than it was, so you know it is hard to go through this
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process when you think the system is so intransigent, we are just having a little fantasy here if

we think those staff are going to do this stuff — Carer

Specifically, carers discussed issues concerning workers’ lack of interest in cultural change and their

ability to prevent genuine change from occurring.

They are happy for us to go in crazy circles trying to make it better, thinking we are making it

better and they are happy that nothing ever changes — Carer

The professionals have the power to prevent that — Carer

The concern expressed by carers in relation to the ROSSAT tools was that it cannot be assumed
that workers will implement the tool in the way it is intended. They emphasised the importance of
including strategies to ensure the tool being used to transform practice.

In the middle you have employees that implement it, that is your problem...I just know they will
tick all the boxes and add in their phrases that make it look like they did that, and | don’t mean
to be discouraging but I think that you can have the best model in the world, unless you have
some really clever strategies for changing workforce, then there will be nothing but a nice idea
that sits on the shelf and we all say what a nice idea that was — Carer

Unless you address those issues, you might as well not worry — Carer

It is persuasive but it has no teeth — Carer

As reported on in more detail in the response process validity section regarding the T40
implementation, carers felt strongly about the need to build in accountability regarding how the tool

is being used.

In addition, carers spoke about wanting to build in additional items to the tool to ensure that there is
a form of proof that staff are working in a particular way, for example carers suggested that there
should be an item asking for evidence that consumers and carers have signed off on their plans and

goals that are documented in support plans.

The support triangle
Carers also emphasised the importance of the ‘support triangle’ between consumers, carers and

service providers. They reported the need to ensure that this was factored into the ROSSAT in

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 61



ROSSAT
-
terms of key decisions and processes, because many carers have had the experience of being

excluded.

The care triangle between the carer and consumer and the organisation, that needs to be
emphasised on every decision, on everything, because they should have equal importance,
and opinions should be valued — Carer

We are blocked out of the system more or less — Carer

Carers spoke about the power imbalances in the system, and their experience of mental health

workers who are in their role so that they can have power over others.

| think in some of these too...people who need power not very good in their own confidence
tend to join things where they have power over more vulnerable peopleé | certainly
encountered the same kind of behaviours of workers in the public sectors and in the NGOs

who really want power over those vulnerable people - Carers

Carers raised the need for workers and carers to have an understanding of the power imbalances in
these different relationships, including between the worker and the consumer or carer and between

the consumer and carer as well.

There needs to be specific questions to be put to the worker to show how they understand
the difference in power,because often peopStaF dondt realise

Educating the families and consumers...sometimes that helps the family to understand — Carer

The importance of carer input and participation must be emphasised in the ROSSAT User Guide,

and items must reflect the importance of the support triangle and associated dynamics.

Explicitly differentiating between recovery and the medical model

Carers also reported that it was necessary for the tool to explicitly state that principles underlying the
medical model do not apply to the recovery model. That is, while it is important to discuss what
should be done, it is also important to clearly articulate what should not be done and what is no

longer appropriate in a recovery oriented context (i.e. the medical model approach).

In mental health we need to recognise that the principles of the medical model should

not apply, in the medical model that doctor is the expert and in the recovery model the

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 62



ROSSAT
-________________________________________________________________________________________________________________________________________________

consumer is the expert and that is correct and how it should be, but unless there is a
conscious abandonment of the principles of the medical model, then you are stalling
before you start...workers have the medical model in their heads and their hearts -
Carer

Understanding the meaning of recovery journey
Both consumer and carer focus group participants reported the importance of workers

understanding the recovery journey and the fact that it is an individual and non-linear process.

Consumer participants emphasised the importance of workers recognising that it is human to have
faults as people grow in recovery and come to terms with their experiences. It was raised that staff
must be supportive and be accepting of the emotions and complexity that comes with the recovery
process.

Recognising that people grow in their recovery, they pass a period of being unwell... |
had psychosis and | had to come to terms with the fact that | was wrong in terms of my
beliefs and | think that needs to be recognised as part of the recovery process as well,
that individual recovery when you are talking about the human side of it has to be
recognised because it is not linear, and it is not without things like shame and loss and
grief and all those things people have to deal with in their lives...that has to be

recognised — Consumer

Similarly, carers spoke about the need for workers to recognise and celebrate positive change, no
matter how small, and understand that relapse is a part of recovery and should not be seen as

‘failure’.

That concept of staff celebrating achievement, positive reinforcement, positive

encouragement and celebration — Carer

Carers reported that consumer goals should be optimistic and flexible, and that staff need to
understand that progress will inevitably involve ‘baby steps’ over time. In addition, it was raised that
consumers may share goals with their carers that they do not necessarily share with their workers
and as such it is important for a carer to be involved in discussions regarding goals where

appropriate.

If you put goals down, they have to evolve, they must be ever evolving. How many

steps are there, helping a person planning the steps to the goal, there are a lot of
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steps...it depends on where a consumer is at, they might express goals and they
must be flexible, and at the same time they might be expressing a goal to a carer but

not a worker — Carer

Finally, managers raised the concern that the tool was prescribing what recovery should
look like for everyone by including very specific information in particular items which could

in fact be used as evidence instead.

If you are prescribing what recovery is by putting in these fifteen examples, then you
are telling them how they are going to recover and maybe that it not the best for them —

Manager

Medication ‘management’
Carers spent a significant amount of time discussing concerns regarding the following two
statements:
Item 16: Staff are aware of consumers’ medication requirements and support a person in
adhering to their medication regime where this is identified by the consumer as being helpful
in his or her recovery, and
Item 17: Staff support consumers who want to reduce or come off medication by providing

information, exploring options and developing supportive care plans.

Carers reported that it is important for staff to enable consumers to learn about the medication they

are taking, including the risks and options available.

Taking control of the medication...ensuring consumers are educated in medications — Carer

Ensuring they have the right to access information about medication...once again giving them

the power — Carer

However many carers raised concerns that it is not the role of NGO workers to discuss whether a

consumer should or should not take medication.

I am very nervous about an NGO talking a consumer out of taking their medication...these

NGOs aren’t qualified to comment on medication — Carer

We can't let NGOs discuss whether consumers should or shouldn’t be taking medication -

Carer
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Gaps in content
A number of gaps in content were identified in the T40 by consumers, carers and managers.

Specifically, carers reported that there was a lack of recognition of the importance of physical health,
and no mention of trauma informed care and practice in the T40 despite these being two critical

factors for supporting recovery.

There should be something in here to ask consumers how their physical health

is...because that is so common — Carer

How about how they are engaging consumers in physical fithess or healthy activity and

nutrition - Carer

| didn't notice anything anywhere that makes a clear reference to trauma informed care,
and a great number of consumers whether by accident or war or whatever else are actually

also survivors of trauma — Carer

Staff need to have knowledge of and respect for trauma — Carer

Consumers and carers also raised the importance of ensuring that education for consumers and
carers is addressed in the tool. Currently, the ‘Education and Training’ Key Indicator Area items do

not include a reference to consumers and carers receiving education or training.

Everyone teaches and everyone learns — that has to be the climate — Carer

[In the education and training section] There is no commitment to educate consumers
and carers around mental health issues... there has to be some level of education for
consumers not only the impact of illness... but the philosophy of recovery as well so |

think that needs to be strengthened... The education for recovery principles should be

extended to consumers and carers - Consumer

It was specifically suggested in the consumer focus group that wellness education for consumers
needs to be added to the tool, for example supporting consumers to learn how to manage being

unwell, how to self-manage and how to stay well.
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Wellness education | think should be included in there, and that is about how to deal with
being unwell, what wellness really looks like... | think that is a very important part of

recovery oriented practice to support people to stay well - Consumer

In addition, education regarding the health system, personal rights and choice, self-care, positive
risk taking and life skills are an important part of supporting a consumer to take responsibility for

themselves and their recovery journey.

Wellness education is everything to do with the treatment and overcoming of the iliness, impact
of the illness and recovery planning and engagement in recovery activity to do with the doctors,
willingness to see doctors, willingness to take medication, it might be around personal rights,
personal choice and the fact that some people have never had choice in their life, they have
been institutionalised... and educating around choice is a part of wellness education...taking
ownership and being responsible for choices and being supported in making choices -

Consumers

Finally, managers raised that there is a lack of recognition of diversity in the T40 and while a
number of diverse characteristics are named in some items, some are not, and so these will be

overlooked if they are not also explicitly included.

You are talking about respect of diversity all through here, and if you don’t name the
diversities you overlook them...you have this lovely thing at the beginning of your core
statement and so you can say here that when you say diversity you mean all of these

things and then make reference to it when you talk about respectful diversity — Manager

5.3.2 T40 Content validity

Content Validity
The results from the expert survey indicate that the T40 has a very high level of content validity.

As shown in Table 13, the Content Validity Index for the T40 and each Key Indicator Area was very
high. The results indicate high agreement between expert raters that the items are important (S-
CVI), with nearly all items in the tool being rated as important by all of the expert raters (S-CVly,)

and a high average rating of item importance overall (S-CVl,e).
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Table 13. Results from the expert survey regarding the T40 scale content validity
Scale (S) S-CVlya S-CVlye

% Mean (range)
Overall T40 >0.80 95% 3.91 (1-4)

As shown in Table 14, all of the items in the ‘Respectful Practice’, ‘Consumer Self-Directed Focus’,
‘Obtaining and Sharing Knowledge and Information’ and ‘Participation and Social Inclusion’ Key
Indicator Areas had a Content Validity Index of 1.0 (C,-CVI) and were reported to be somewhat or
very important by all expert raters (S-CVly,). In addition, all items in the ‘Relationships’ and ‘Belief in
Consumers’ Recovery’ Key Indicator Areas had a Content Validity Index over 0.80, and there was
high agreement that the ‘Relationships’ and ‘Belief in Consumers’ Recovery’ items are somewhat or

very important between all experts.

Further, the average Content Validity Index score for all Key Indicator Areas was very high (C,-
CVlae). The ‘Obtaining and Sharing Knowledge and Information’ Key Indicator Area received the
highest average score, and the ‘Belief in Consumers’ Recovery’ Key Indicator Area received the
lowest average score. See Appendix F for a listing of the items in the T4W that had the lowest

average scores.

Finally, the level of agreement between experts across all ratings was mostly fair or good, and the
agreement between two raters was excellent. See Appendix G for the Kappa statistic results.

Table 14. Results from the expert survey regarding construct content validity

Relationships >0.80 92% 3.89 (2-4)
0 -

Respectful Practice 1.00 100% 3.94 (3-4)
Consumer self-directed focus 1.00 100% 3.92 (3-4)
Belief in consumers’ recovery >0.80 79% 3.87 (1-4)
Obtaining & sharing knowledge & 1.00 100% 3.95 (3-4)
information

Participation and social inclusion 1.00 100% 3.93 (3-4)

More variation in responses can be seen when looking at the percentage of items that all expert
raters reported to be very important in each Key Indicator Area. As shown in Table 15, the
‘Obtaining and Sharing Knowledge and Information’ and ‘Respectful Practice’ Key Indicator Areas
had the highest percentage of items that were rated to be very important. The lowest percentage of
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items were in the ‘Belief in Consumers’ Recovery’ Key Indicator Area, followed by the ‘Relationships

Key Indicator Area.

Table 15. Proportion of items reported to be ‘very important’ by all expert raters

Key Indicator Area ‘Very Important’
n (%)
Relationships 33 (52%)
Respectful Practice 39 (75%)
Consumer self-directed focus 26 (62%)
Belief in consumers’ recovery 18 (47%)
Obtaining and sharing knowledge and information 39 (76%)
Participation and social inclusion 27 (68%)

Completeness

Expert raters were asked whether the content in each Key Indicator Area was complete. As shown
in Table 16, all experts agreed that the content the ‘Belief in Consumer’s Recovery’ and the
‘Obtaining and Sharing Knowledge and Information’ Key Indicator Areas was complete. However,
one expert disagreed that the ‘Relationships’, ‘Respectful Practice’ and ‘Participation and Social

Inclusion’ Key Indicator Areas were complete.

Table 16. Expert Rater agreement on item completeness in each Key Indicator Area

Key Indicator Area Construct (C,) Complete
n (%)
Relationships 5 (83.3%)
Respectful Practice 5 (83.3%)
Consumer self-directed focus 5 (83.3%)
Belief in consumers’ recovery 5 (100%)*
Obtaining and sharing knowledge and information 5 (100%)*
Participation and social inclusion 4 (80.0%)*

*Only five expert raters responded to this question in these Key Indicator Areas

The expert who reported that the content in the ‘Relationships’, ‘Respectful Practice’ and ‘Consumer
Self-Directed Focus’ Key Indicator Areas is not complete commented that the gap in each section is

the lack of acknowledgement of the peer workforce.

Relationship with peer or consumer worker, is based on shared experience, empathy and

equality. Nothing here to measure or define this relationship — Rater 6

Peer workers and respectful practice needed — Rater 6

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 68



ROSSAT
-________________________________________________________________________________________________________________________________________________

Role of consumer worker modelling self direction — Rater 6

The expert who reported that the content in the ‘Participation and Social Inclusion’ Key Indicator

Area is not complete provided the following comment:

Participation in things that are personally meaningful to the individual - rather than socially
imposed hierarchy of meaningfulness — Rater 3

In addition, an expert rater selected the “No” response option in order to provide feedback that the issue

is not the ‘completeness’ of the constructs, but instead more of a problem with repetition.

| think it is very thorough - just needed a space to say that the issue is more of repetition than

it is lack of coverage— Rater 3

Nothing missing but again - there is much overlap within this section and even more so

with other sections — Rater 3

This expert suggested that the issue of repetition is not just an item level issue, but a structural issue
with how the content is presented. This expert reported that this would be frustrating for users, and
suggested that the repetitive items be combined.

I think that it is the structure of your Key indicator Areas that is creating repetition.
This will become really frustrating to organisations - make it much less user-friendly
and thus decrease take-up. It feels like there are many/most items that flow across all
areas - can they not be combined? — Rater 3

Revisions

In addition, despite the positive Content Validity Index results, a very high number of revisions were
suggested. Specifically, revisions were suggested for 79 per cent of items in the T40 by at least one

expert rater.

As shown in Table 17, expert rates suggested revisions for the majority of items in each construct,
ranging from 64 per cent of all items in the ‘Respectful Practice’ construct to 91 per cent of all items

in the ‘Consumer self-directed focus’ construct.
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Table 17. Number of revisions suggested by expert raters overall and for each Key Indicator Area

Key Indicator Areas ltems

n (%)
Overall T40 227 (79%)
Relationships 50 (78%)
Respectful practice 33 (64%)
Consumer self directed care 38 (91%)
Belief in consumer recovery 32 (84%)
Obtaining and sharing knowledge and information 39 (76%)
Participation and social inclusion 35 (88%)

As shown in Figure 5, the vast majority of suggested revisions overall were regarding repetition (n=175).
This includes comments that the item was repeated, or suggestions to combine items due to their
similarity. Revisions also included suggestions to add one or more words to an existing item (n=38), the
need for better item clarity (n=18), to reword an existing item (n=12), to add another whole item (n=6) or
remove a whole item (n=2). In addition, a number of comments were made that did not require action

(n=10). See Appendix H for a breakdown of revisions suggested in each Key Indicator Area.

Remove 2
Addition 6
Comment 10
Reword 12
Clarity 18
Add word 38

Repetition 175

0 50 100 150 200 250
Suggested Revisions Overall (n=262)

Figure 5. Revisions suggested by expert raters to the T40 overall

Overall comments

Finally, expert raters were asked whether they had any additional comments about the T40 overall.
Expert (only 5 completed this section) referred to the length of the T40, and the issue of repetition
within the tool. Experts suggested that the length would impact on the users and perhaps the uptake
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of the tool, and that it is in fact better to ensure a representative sample of items in the tool as
opposed to trying to capture all aspects in detail. One rater suggested that the tool requires re-

structuring to ensure that an item covered in one area does not have to be completed again.

All the items are highly important, but the T40O is too lengthy and repetitive. | think this
will alienate workers and organisations and the uptake of the tool will be reduced as a
consequence — Rater 1

Much, much too long. Better to cover key constructs with representative sample of

items. Repetition++ - Rater 2

All of these aspects are important - don't think | said any were not. However, the
structure makes it an incredibly repetitive and thus long process. These constructs are
broad and overlap - | think there would be a better way to structure it (or at least have a
flag system where if an item has been covered in one section it doesn't need to be

completed again and again?) — Rater 3

Very lengthy process for all staff to address — Rater 4

5.3.3 T40 Response process validity

The results regarding response process validity are presented according to the:
1. Usability of the T40
2. Purpose and implementation of the T40

3. Evidence items and rating system.

The results include the findings from the manager, consumer and carer focus groups and the expert
survey.

Usability of the T40

The usability of the tool includes consideration of the user-friendliness, layout and presentation,

structure and flow, language, instructions and length of the tool.

Expert survey

Expert raters were asked the following questions to determine the usability of the Tool for

Organisations overall:
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How satisfied were you with the layout and presentation of the T40?
How satisfied were you with the structure and flow of the T40?
How satisfied were you with the instructions of the T40?

P w DR

How satisfied were you with the length of the T40?

As shown in Figure 6, all five respondents were quite satisfied with the T4QO’s instructions, and its
layout and presentation. However, two out of five expert raters were not satisfied or only somewhat
satisfied with the structure and flow of the T40. In addition, three out of five experts were not
satisfied with the length of the T40 and the other two experts were only somewhat satisfied with the
length of the T40.

Tool instructions 5
B Not satisfied

B Somewhat satisfied

Structure and flow - 3 Quite satisfied
uite satisfie

B Highly satisfied
Layout and presentation 5

0 1 2 3 4 5
Number of expert raters (n=5)

Figure 6. Expert responses regarding response process validity

Focus groups

Discussion in the consumer, carer and manager focus groups regarding the usability of the T40
featured a significant amount of feedback regarding the language in the tool. Specifically the findings
suggest that the language in the T40 requires significant revision. In addition, participants in the
consumer focus group provided valuable suggestions regarding how the T40 could be made more

user-friendly for consumer users.

Language
Consumer participants reported that the language in the T40 is currently not accessible for people
with lower levels of literacy or who have difficulty reading. It was noted that there were presumptions

made about terminology including the presence of a lot of jargon, and that people using the tools are
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not necessarily going to be checking a glossary. The terms ‘liaises’, ‘championing’ and ‘beneficial’

were provided as examples of words that need to be simplified.

I think some of the boxes have a lot of big words that some people might not be able to
understand...they are like big mans wording like someone who is sophisticated —

Consumer

Itis a little bit complicated at times — Consumer

| understand the language, but | work in the industry — Consumer

Consumers continued to explain that even when the words make sense, the intent of the questions
do not always seem clear. The phrase ‘seeing the person first and the illness second’ was provided

as an example.

There is different variance of intelligence that you have to cope with, someone might be
able to understand the whole sentence but to understand what it actually means, the

sentence — Consumer

The words may make sense but the question, what they are asking, is not always clear

- Consumer

Carers also raised the issue of language in the T40 and reported concern regarding how consistent
the language is with a recovery oriented approach. That is, ensuring that the language is not

prescriptive, rigid or reminiscent of the medical model.

| would just like it scrutinised for language that is non-militant, legal, medicalised and

prescriptive — Carer

Further, managers raised the need for language to be reviewed and also provided some specific

suggestions regarding particular terminology in the tool, including replacing:

The term ‘supervision’ with ‘formal structural practices’ or similar
Replace the term ‘treatment’ with ‘support’

Replace the term ‘recovery stages’ with ‘recovery journey’.
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User-friendliness
Finally, consumers reported that the tool was fairly user-friendly overall however it was considered
“not always well organised” and “too long”. A number of changes were suggested by consumers to
improve the usability of the tool including:

Specifying regular breaks in the tool to increase user-friendliness
Combining some of the sub questions into a single item to reduce the amount of items
Adding an overall section after each construct on how the items in that construct have been

met

Adding a section for consumer/carer participants to record their experience of using the tool.

Whether these recommendations get built into the ROSSAT, or whether a new tool specifically for

consumers and carers be developed, needs consideration.

Repetition

Participants in the carer and manager focus groups raised the issue of repetition in the T40.

The tool is repeated a bit, some of the items are very similar — Carer

Substantial feedback was provided by managers that there is quite a lot of repetition within and
between the Key Indicator Area sections in the T40O, and that the T40 was too comprehensive.
Managers reported that items should only repeat across sections if they are intended to be used
separately, at separate times. A number of strategies to reduce the repetition were suggested
including combining items with finer points, and removing items altogether where it can be

reasonably assumed that the item has already been covered by other items.

I think it is too comprehensive, | think you could cut back on a few things, this is a bulky
tool and you have things that double up... having such a solid requirement of data is

going to make me less likely to use it — Manager

For managers, it was important to ensure that the tool would actually be used, and be useful, to staff

and organisations, but also to ensure that adequate attention is given to the items that are there.

If you can look at combining some of those, it makes it a more manageable tool and |
won't be bored by the last three pages going is this worth my attention now because it

seems to have doubled up too much — Manager
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Because there are so many little things you might be more likely to skim over it and go

alright ticking them off, just ticking them off — Manager

Revisions

Figure 4 provides an outline of the number and type of revisions suggested by participants in the
consumer, carer and manager focus groups across the whole tool. The majority of suggested
revisions were regarding added wording to existing items e.g. adding ‘as appropriate’ (n=26),
rewording items e.g. replacing the word treatment with support (n=19), and addressing repetition
(n=17). Few suggestions were made to add a whole new item (n=6), or to remove items (n=9).

Comment 4
New addition 6
Remove 9
Clarity 10
Repetition 17
Reword 19
Added wording 26
0 10 20 30 40 50 60 70 80 90
Number of suggested revisions (n=91)

Figure 4. The number and type of revisions suggested for the T40 by focus group members

Feasibility
While discussing usability, managers also spoke about the feasibility of using the T40, specifically in
relation to the size of the tool. They discussed the tension between the comprehensiveness and

detail of the tool and the feasibility of its implementation.

I am not necessarily convinced it is too long, | think it is a bit of a dilemma because it
will be hard to implement, | actually think that most of it they all ask really important

things — Manager

It is an incredibly detailed and comprehensive tool and that will be problematic in terms

of implementing it — Manager
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They discussed how the implementation of the tool would vary between smaller and larger

organisations, and reported that:

It is not feasible for a small organisation to complete the ROSSAT at its current size

Smaller organisations may need to collapse or use less items to make it practicable

Larger organisations might rate different items differently according to different divisions,
sites and programs, depending on what levels of the organisation it is being used

If smaller divisions of a larger organisation are using the tool, then it would not be feasible to

complete either at its current size.

A desire for an organisation to pick and choose the sections that are most relevant to them was

discussed, as was the possibility of collapsing items into a shorter tool.

If the outcomes could be collapsed for a smaller service that would be really great -
Manager

However, it was also noted that the resource requirements for completing the T40 after the
first time would not be as demanding.

Once you do it the first time you know what you are missing, so once you have those

systems in place you don’t need to go back and start all over again — Manager

Implementation of the T40

There was a significant amount of discussion in the consumer, carer and manager focus groups
regarding the purpose of the T40, and how it should be implemented. As with the T4W, feedback
suggests that there is a lack of clarity regarding the purpose of the T40 and how it should best be
implemented. The themes that emerged are outlined in more detail below.

Accreditation versus quality improvement
Participants in each focus group discussed whether the tool was to be used for accreditation or for

guality improvement.

Managers reported that if the T40 was for accreditation purposes it would have the potential
to make a real difference. If the tool was not used for accreditation, one manager reported
that it would be hard to imagine how organisations would be incentivised to resource the

process.
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I think it would be great if it became an accreditation tool, | really think it would drive

change in the sector — Manager

The huge amount of work it would take to complete this as well, the other part of this
sort of thing is what would be the point other than a reflection of your organisation, so

there is an accreditation at the end — Manager

It would encourage organisations to put resources into this if you are able to say, well

you aren’t going to be able to continue this work unless you get the ticks — Manager

Managers also discussed a number of negatives associated with the tool being used for
accreditation. Firstly, they noted that accreditation requires a lot of time for adjustment, and it
might take an organisation five years to adapt to the process. Secondly, managers reported
that if the T40 was to be an accreditation tool then significant changes would be necessary

at the item level of the tool and in relation to the clarity of evidence required.

I think if you are actually going towards an accreditation tool the examples would be
really important so there is no question mark around what it should look like, something

quite standard across the board that people could identify — Manager

If you are saying that it is going to be a part of accreditation process then the items

need to be changed — Manager

On the other hand, if the tool was for quality improvement purposes, managers reported that it would
work as a living document for the organisation and staff to support iterative changes over time.
Consumers also reported the view that the T40 is useful to keep an organisation ‘on track’ in
between accreditation processes through determining whether the service and workers are

providing a high quality service consistent with a recovery orientation.

| think this would be a useful check in between accreditation to maintain focus...and that
is not just for management that is for team leaders to know their support workers are
providing good services to consumers and carers, that is the whole point of it, not just
the tool itself but the feedback from the tool...the workers are providing a good quality

service and the consumers are receiving a good quality service - Consumer
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Accountability
Finally, carers emphasised a strong belief that if an organisation is left to assess themselves, the
tool may be ineffectual and may not have its intended result of challenging and changing culture.
Carers discussed that the evaluation of the service should be conducted by an external and

independent rater, for example an ombudsman, and have funding implications.

I think there is something fundamentally wrong with organisations rating themselves...we know

what happens - Carers
This for me is huge, this is what | have been banging on about for 10 years. My biggest issue
with it is the tick and flick mentality. Is it possible to have an auditor that goes in and checks
the tick and flickers? - Carers
Carers also raised the importance of the service being accountable to the consumers and carers,
including how the tool is used. They believed that cultural change issues could be overcome by
providing consumers with the opportunity to rate the organisation and workers themselves.

You asked who should evaluate this, and my answer is consumers and carers - Carers

Giving consumers a bigger voice... | would be number one asking the consumer how they

would rate the worker themselves. . . {Carer peopl e

Evidence items and rating system

This section includes consideration of the type of evidence required for each item, whether the rating

system is appropriate and the link between the evidence provided and the rating selected.

Expert survey

In the content survey, experts were asked to nominate what form of evidence would be appropriate

for each item including:

1. Documented evidence
2. Anecdotal evidence

3. Either documented or anecdotal evidence.

As shown in Figure 7, the majority of experts selected either documented or anecdotal evidence for
the vast majority of items in each Key Indicator Area (n=253). Only 27 items were reported to require

documented evidence only, and only seven items were reported to require anecdotal evidence only.
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B Documented ™ Anecdotal Both

Relationships 50
Respectful practice 51
Consumer self-directed care 42

Belief in consumers recovery 35

Obtaining and sharing knowledge 5

and information s

Participation and social inclusion 31

0 10 20 30 40 50 60 70
Number of items

Figure 7. Evidence type required for each item as identified by expert raters

Focus groups

Overall feedback from the consumer, carer and manager focus groups indicate that the evidence
source, evidence type, sufficiency of evidence and rating system are not currently clear enough.

Collaborative evidence gathering

Consumer, carer and manager participants emphasised that the column identifying who evidence
could be provided by was inaccurate and unhelpful. It was noted multiple times in all focus groups
that consumers and carers should be given the opportunity to provide evidence against many items
for which they are not currently identified as a source of evidence. A strong recommendation was

made in each focus group to remove this section of the tool.

Managers also reported the need for clarity around how the collaborative evidence gathering
process should work. A clearer way of identifying the multiple sources from which evidence could
come from must be developed to support the T40 user in this process. A couple of suggestions
were made, for example grouping the items together according to where the evidence for those

items should come from.

Explain the information coming from different sources, perhaps for the person

implementing it to get clear information...so it is a bit easier to work through it going back
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and forth between different points regarding who you are getting information from —

Manager

Even grouping the sections where the consumer is the best person to give us that
information, group that information together so it is easier — Manager

Carers also spoke about the collaborative evidence gathering process and highlighted a number of
issues associated with power dynamics that require consideration. Specifically, carers reported that
it is critical that consumers and carers are involved in the process of providing evidence, and that
ultimately the power should rest with the consumer and the carer regarding a decision about
whether the evidence meets the item or not. However, although consumers should be providing a
critiqgue of workers and an organisation, their feedback is generally not taken seriously as ‘evidence’.
This power dynamic is an obstacle to consumer’s expressing their opinions and having a valued role

in this process.

Carers also identified that where there is a disagreement between a consumer and their carer, there

must be a process by which the consumer’s opinion is prioritised over that of the carer.

Type of evidence
Participants in the manager focus group discussed their uncertainty regarding what evidence they
are expected to provide against the items in the T40. Managers reported that it would be beneficial
for the T40 to provide some examples of what evidence could be provided for items, for example:

Case notes

Consumer satisfaction surveys

Organisational values, policy and procedures

Exit surveys

Face-to-face interviews

Trends in case plans/wellness plans toward relationship goals

Training and supervision records

Peer support workers

Consumer representatives, and

Complaint records.

I love the idea of the example evidence, | am sitting here thinking well what would | use —

Manager
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Managers also raised the need to ensure that the evidence being provided reflects different levels of
the organisation, including documented policy level evidence and also practice based evidence, in

order to capture what the organisation aims for and promotes, and what actually occurs at the

coalface.

I think you do need to have the direct and indirect approach [in policies, and from staff

or what is documented and what actually happens] — Manager

In addition, the importance of being able to provide ‘anecdotal’ evidence was emphasised by
consumers, because it is through anecdotal evidence that a consumers’ voice can be heard and

acknowledged.

If my story is not told by the people supporting me, then my story is just not told, and |

think evidence has to include the anecdotal side of it - Consumer

Finally, managers noted that it was important to be careful of how examples given in the items are
worded, to avoid the tool becoming too prescriptive. They indicated that currently items that could be

used as evidence are listed in the tool.

You have the evidence as a goal, rather than the goal itself...some of those things that
you have identified should actually be the things we are providing as evidence not the
goals we are aspiring to, what we should be seeing in the organisational systems for

evidence ...it is taking them out because you are being prescriptive — Manager

Rating scale

Participants in the manager focus group reported that the current rating scale is not clear enough. A
strong recommendation was made that additional clarity and guidance be provided about what
would be considered a sufficient amount of evidence. That is, to clarify not just what the appropriate
type of evidence should be, but also how much of it is considered adequate in order to achieve a

particular rating (it is not clear whether they had seen this information in the User Guide or not).

What evidence qualifies as the right evidence to rate yourself? — Manager

There should be more detailed instructions on what evidence should be sufficient for

these items — Manager
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Managers also suggested that rating performance according to ‘achievement’ may not be all that
helpful to an organisation, and that it could be more useful to rate according to whether the
organisation is ‘competent’ or ‘not yet competent’, and have another column to outline how each

area could be improved regardless of the rating.

There is a bit of an argument to be using these things as a minimum standard and then

anything above that is just happy days — Manager

I am wondering how useful it is to just tick one of those boxes because we are talking
continuous improvement it is not like you get to where you achieve and you tick that off, so
rather than having the tick box maybe there should be something there about well what are we
going to do about this area, no matter what evidence you have brought in...it won’t matter
whether you are outstanding or need significant improvement you can still have a list there of

what you are going to do to improve — Manager
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o.Conclusions

Overall, the results indicate that the T4W and T40 have very high face and content validity. The
content in each of the tools is considered to be comprehensive, relevant and important by people
with expertise in recovery and recovery oriented practice, and by those who would be using the tools
including consumers, carers, frontline staff and managers. In addition, the results suggest that both
tools have moderate response process validity. Some gaps in content were identified in both tools

and the suggested revisions were largely regarding repetition or rewording existing items.

However, despite these positive results a number of strong themes emerged that indicate the need
to undertake revisions to both tools and the ROSSAT User Guide.

6.1 Concluding Statements for T4W

The results indicate that the T4W has high face validity, high content validity and moderate response
process validity. The content was considered relevant, important and complete and many strengths,
few revisions and minimal gaps in content were identified in the T4W. Overall, the results suggest
that the layout, presentation, structure and flow and instructions are all satisfactory and that the T4W
is user friendly, however it could possibly be shorter, would benefit from a review of language and
requires additional clarification regarding the Evidence Category sections.

In addition, broader issues regarding the implementation of the T4W arose with a clear lack of clarity
regarding its purpose and use. Specifically, it was not clear whether the tool should be used for self-
reflection only, or for performance management, how often it should be used and with whom it
should be completed. In addition, concerns regarding accountability were discussed and it was
suggested that an independent review of the completed T4W would be necessary to ensure that it is

used appropriately and effectively.

Finally, it was identified that the evidence required for the items in the T4W includes either
documented or anecdotal evidence, with an emphasis on the importance of anecdotal evidence, and
the rating scale was queried as to whether the ‘outstanding achievement’ rating makes sense for the

T4W items in all instances.
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6.2 Concluding Statements for T40

The results indicate that the T4O has high face validity and high content validity. The content was
considered relevant, important and complete and many strengths were identified in relation to each
Key Indicator Area. However a small number of gaps were identified and a notable number of
revisions were suggested to a large proportion of items in each Key Indicator Area. Specifically, the
results indicate a significant issue with repetition within and between the Key Indicator Areas.
Further, while the results suggest that the T40 layout, presentation and instructions are satisfactory,
the length and structure and flow of the tool requires attention. While the tool was reported to be
mostly user friendly there are some additional aspects that could be incorporated to improve the

language and the usability of the tool for consumers.

As with the T4W, broader issues regarding the implementation of the T40O arose with a clear lack of
clarity regarding its purpose and use. Specifically, it was not clear whether the tool should be used
for accreditation, or for quality improvement and there was concern about how an organisation
would be motivated to use the tool and overcome the ‘tick and flick’ mentality to ensure that the T40

is being used appropriately and effectively.

Further, it was identified that the evidence required for the items in the T40 includes either
documented or anecdotal evidence. However the results also indicate that the evidence source, type
and sufficiency are not currently clear enough. In particular, more guidance is required around what
would be considered an appropriate type of evidence and who the evidence should be collected
from. Clarity is also required around the collaborative evidence gathering process, including the

involvement of consumers and carers.

Finally, the rating scale was queried and a suggestion was made to replace the current rating

system with a ‘competent’ and ‘not competent’ option instead.

6.3 Recommendations

1. Determine the recommended purpose of the T40 and T4W
The recommended purpose of the T40 (quality improvement or accreditation) and the T4W
(self-reflection or performance management) must be determined by the Steering Group in
collaboration with the Reference Group. This includes deciding on how the tools should be

implemented with a clear purpose of the T40 and T4W depending on its use.

2. Establish a Content Expert Working Group to revise the tools
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The purpose of this working group will be to review all of the suggested revisions and issues
arising from the project results to ensure that the revisions process itself is rigorous and
valid. This Working Group should consist of:

Members from the research team

A consumer

A carer

A service manager, and

An expert in recovery and recovery oriented practice.
Each of these participants should be selected according to their involvement in the Stage

Two Project to ensure that there is a high level of knowledge about the ROSSAT tools.

3. Restructure the T40 around Evidence Categories rather than Key Indicator Areas
This recommendation addresses feedback regarding the repetition within and between
constructs in the T40, and the fact that this repetition exists at the item but also the structural
level. This restructure process includes:

Removing all items that are repeated across Key Indicator Areas
Combining similar items across all Key Indicator Areas
Removing repetition across the Evidence Category areas once the restructure is

complete.

4. Remove unnecessary items in both tools
The recommendation was for the T4W to be slightly shorter, and for the T40 to be
significantly shorter. Specifically, the T40 should have under 100 items. It is expected that a
significant proportion of item reduction will occur due to the T40 restructure however the

results provide guidance around additional unnecessary items.

5. Undertake revisions line by line according to detailed feedback
This process will include the following recommended revisions:
Rewording items and adding wording
Combining similar items

Clarifying the meaning of items.

6. Undertake a full examination of the language used in the tools
At the same time that line-by-line revisions are being made, a full examination of the

language used in the T4W and T40 must be undertaken to address feedback that items are
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currently not accessible or clear. Specifically, more complicated words and jargon should be

replaced with plain English.

7. Add additional items to the tools and strengthen existing items to address identified
gaps and needs
The gaps identified include:

Overall
Responding to diversity
The peer workforce
Trauma informed care and practice
Physical health
Supporting consumers to rebuild a positive sense of identity

TaW
Training in specific characteristics e.g. acquired brain injury, hearing impairment
intellectual disability or other disabilities
Consumer and carer education, including personal recovery
Ensuring consumers are aware of the information available to them from the
organisation
Worker attributes to care for consumers and have their best interests at heart
Staff maintaining personal and professional boundaries in a respectful way

T40
Staff relating authentically
Responding to diversity
Strengthening the differentiation between personal and clinical recovery
Understanding the recovery journey as unique to each individual

Education and training for consumers and carers.

8. Determine the rating system for both tools
Specifically, this includes the need to:
Define and consider a ‘competent’ or ‘not competent’ rating scale

Determine whether to attach a number to the rating scale to enable scoring.

9. Develop examples of evidence required
The results clearly indicate that the items in the T4W and T40 require either documented or
anecdotal evidence. There was also a clear recommendation that examples of evidence be

provided. The following process is suggested:
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Remove the evidence source column in the T40

Task the Reference Group with generating examples of evidence

Add in examples of evidence at the top of each Evidence Category in the T4W and
T40 to provide guidance on what evidence is required.

10. Redevelop the User Guide
The redevelopment of the User Guide will need to include the following components:
An explanation of the T4W and T40 reflecting decisions regarding the recommended
purpose and implementation mechanism for each tool
Detailed guidance regarding sufficiency of evidence for each item
Specific guidance regarding the collaborative evidence gathering process, and who

information can/should be sourced from.

11. Reformat the ROSSAT to improve its usability

Reformat the ROSSAT to ensure that the numbering/bullet points are consistent, each
section is colour coded and looks appealing and there is sufficient space to write in evidence

for each item.
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8. Appendices

Appendix A: Key Indicator Areas

Relationships
Meaningful relationships are an essential factor in a person’s recovery journey, whether as a
component of treatment and care or more broadly in a person’s social interactions. ‘Relationships’
can be between:
The consumer and their worker
The consumer, their worker and carer
The consumer and their broader social network, including family and friends and other
people with experience of a mental illness and recovery
The workers
The organisation and other relevant organisations. Strong links are needed with other
organisations and support services to provide the best coordinated and most continuous

care possible for consumers.

Relationships are important in recovery because they impact on a person’s belief in his or her own
goals and future aspirations. They also have a significant role in the way that treatment and care are
provided. Relationships that support recovery are mutual — they provide opportunities for both
people involved to learn from each other and to contribute. Central to recovery-based practice is that
relationships are between equal parties, each possessing the same shared humanity. There is also
an emphasis on seeing beyond a consumer’s iliness to see the whole person, their interests and the

broader context of their life.

Establishing and maintaining relationships that are supportive in a person’s recovery journey are
essential. The significance of the following also needs to be acknowledged:

Confidentiality

Defining boundaries around the relationship

Developing good rapport

Compassion and empathy

Honesty

Respect

Allowing appropriate time to develop the relationship

Fostering goals

Flexibility
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Communicating in a way that all parties are able to understand
Continuity of care, to link an individual to the most appropriate services and programs over
time according to their needs.

Awareness and monitoring of how relationships can hinder a person’s journey of recovery, for
example, relationships that foster dependence rather than encourage independence and self-

responsibility also need to be built into workplace practice.

Respectful Practice
Respectful practice is about ensuring that consumers and carers have equality, human rights and

dignity in service provision. Respectful practice is providing services that are sensitive to:

Cultural differences, including preferred language

Gender, sexuality and age

The stigma and discrimination faced by people living with mental illness
Communicating in a format that consumers, their carers and families understand
Respectful language and not labelling people

The role that carers and family members play in a consumer’s life

Consumer’s views and choices and that the service endeavours to support these.

Respectful service delivery:

Is non-judgemental

Is honest

Has safeguards against abuse in place

Does not discriminate against consumers

Allows people to have their own interpretations of mental illness
Champions human rights

Is supported by an organisation’s leaders and culture.

Respectful practice is underscored by the belief in:

A shared sense of humanity and equality for all people
Ethical practice
The validity and importance of the consumer’s voice in his or her treatment and care.
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Consumer Self-Directed Focus
Recovery-oriented service provision is a tailored response: the provider is responsible for ensuring
that all consumers are able to make decisions about their life direction — and about the type of care
and treatment they receive. This means building service provision around individual consumers’
identified needs according to their own recovery journey. It also acknowledges that recovery exists

now — in the present moment for each person.

Therefore, having a consumer self-directed focus is about providing services that seek to maximise
consumers’ control over their treatment and care preferences and goals for the future at every
opportunity, irrespective of where a person may be in his or her journey. This means that an
understanding of people’s unique histories is gained and their needs and goals are considered. To
do this, workers will listen to consumers’ views, and help them identify and work towards their
aspirations. Where a consumer chooses not to, or is unable to make decisions, then the aim of
service provision is to continue to provide information and choices and to assist consumers to make
decisions. It must never be assumed that a person will never be capable of directing his or her own
care and life choices.

Consumer self-directed focus in service provision comprises:

Delivering services where consumers are directing their own care to their maximum potential
at any point in time

Providing services that foster each consumer’s potential even during relapse

Flexibility, so that support is provided that is tailored to each individual's needs

Having an individual focus, identifying that a person’s focus may change over time, and the
level of support a person needs may change over time

Organisations supporting a culture that is driven by the needs of consumers

Supporting consumer empowerment, for example, by sharing information to assist decision-
making, and sharing documentation and records to assist consumers to work towards their
goals

Encouraging consumers’ personal responsibility and providing options for self-management
of their mental health

Collaboration between workers and consumers in identifying a consumer’s goals and
aspirations and moving towards them

Holistic care and seeing the person’s whole life situation.
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Consumers and carers are seen to have expert knowledge gained through their lived experiences,

which can be used to better understand what helps people in their recovery. This knowledge can

also be utilised by organisations and services to plan, inform and evaluate service provision.

Belief in Consumers’ Recovery

To support the individual’s journey of recovery a full belief in the concept of recovery is essential.
The concept of recovery is not that an individual will ‘recover’ from their symptoms — rather it is a
belief that a person can live a fulfilling life whether they have a diagnosis of mental iliness and/or are

experiencing symptoms or not.

With a full belief in consumers’ abilities to embark on their recovery journeys and live whole,

meaningful lives, staff will be able to support consumers’ recovery adequately by:

Holding and conveying hope for people’s futures

Believing that it is possible that each individual can be in recovery

Believing that it is possible that an individual will at some point be able to manage their own
illness

Seeking innovative ways of working towards people’s goals

Seeing people’s strengths

Seeing opportunities for growth and development and supporting people to take up these
opportunities;

Supporting people to take risks that progress their journey of recovery

Honouring and acknowledging consumers’ expertise.

Staff need to view relapse as a part of the recovery process rather than as a failure of treatment and

care.

Obtaining and Sharing Knowledge and Information

Knowledge and information is essential to assisting consumers to develop insight, take responsibility
and have choices about their care and treatment. The sharing of information is also critical to
continuity of care when people are transitioning between services or accessing more than one

service.

Information is essential in equipping workers with knowledge about:

New developments and knowledge in the areas of mental illness and mental health
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The nature of recovery and mental iliness

The role of medications in recovery

The history of recovery, both as a social movement and in practice
Literature emerging on recovery based practice

Barriers to recovery

Organisations, programs and supports available in the community to enhance recovery.

Sharing this knowledge with consumers, their carers and families is vital in a recovery orientation.
Assisting consumers to seek information and knowledge and develop the skills necessary to do this
is also essential. Information-sharing empowers consumers; it provides autonomy in their recovery

journey and facilitates informed decisions about their care and treatment.

Participation and Social Inclusion

Social inclusion means ensuring that all consumers have the opportunity and support they need to
fully experience an economic, social and cultural life, develop their own potential and be treated with
dignity and respect.

A socially inclusive approach includes an emphasis on social outcomes and participation and
attention to the human rights of people with mental illness. It also includes recognition of citizenship,
equality and justice, and freedom from stigma and discrimination. Stigma and discrimination can be
experienced on many levels whether in the wider community, from the family, or even from the
consumer him- or herself. Organisations can take steps towards challenging stigma and
discrimination within the community and the organisation as well as that held internally by individual

consumers.

There is a creative unity between recovery and social inclusion: recovery both requires and allows
social inclusion and social inclusion helps to promote recovery (Royal College of Psychiatrists Social

Inclusion Scoping Group, 2009).

Consumer patrticipation involves consumers being able to participate in directing their own care and
treatment as well as having involvement in the planning, decision-making about, development,
implementation and evaluation of mental health services and policies. Genuine participation is
viewed as an essential component of the recovery model and is enshrined in the National Mental
Health Strategy and the Australian Charter of Healthcare Rights (The Australian Commission on
Safety and Quality in Healthcare, 2009). Most importantly, consumer participation is crucial in

assisting people in their individual recovery journeys and in ensuring services are recovery oriented.
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Appendix B: Evidence Categories

Values, principles and philosophy underpinning service provision
These items seek to identify systems and evidence that relate to knowledge and belief systems that
inform organisational philosophies and staff practice.

Organisation’s Mission Statement

Organisational Statement of Values

Organisation’s Ethical Charter

Code of Conduct

Recovery oriented service provision
These evidence items relate to the direct service environment where workers interact with
consumers and carers. These items are to be informed by the concepts of recovery and recovery
oriented service provision

Policies and procedures

Staff position descriptions

Staff work plans

Individual staff development plans

Appraisal formats

Minutes of meetings, including management meetings, staff meetings, committee meetings,

board meetings

Consumer’s plans, including recovery plans, individualised care plans, advance directives

Annual report

Financial analysis showing resources allocated to indicator areas

Evidence of use of interpreters

Feedback from consumers and carers, for example, letters of appreciation.

Staff responsibilities, roles and attributes

These items seek to identify systems and evidence that relate to personal responsibilities and
desirable attributes sought in workers who deliver recovery oriented services. It also relates to a
person’s role in providing recovery oriented services and being able to help rather than hinder the
consumer’s recovery journey. In many cases, this is about the expectation that people work above

and beyond what is stipulated in their position description.

Consent forms and specific details around level of carer and/or family involvement in care

Documentation of staff self-assessment
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Position descriptions

Leadership
These items seek to identify systems and evidence that relate to how supervisors, management and
senior management cultivate a recovery orientation within the organisation. This includes
supervision and team-building exercises.
Minutes of meetings, including management
Documentation from disciplinary meetings meetings, staff meetings, committee meetings
Strategic plans board meetings

Documentation of staff self-assessment

Organisational
These items seek to identify systems and evidence at the organisational systems level, such as
those around recruitment, policies and procedures, and keeping informed of innovative and best

practice.

Policies and procedures

Staff advertisements for recruitment

Documentation of staff self-assessment (this may include the use of the ROSSAT Tool for
Workers)

Promotional and advertising materials

Website materials

Funding and performance agreements

Correspondence with funding bodies, consumers, carers, other community managed
organisations, peak bodies, community representatives, etc.

Progress reports

Tender documentation

Strategic plans

Memoranda of understanding

Annual report

Membership of other organisations

Local council community profile to identify cultural groups in the area

List of staff cultural backgrounds, language knowledge

Staff induction/orientation

National and state guidelines and policies relating to recovery orientation that are

incorporated into practice
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Documentation of complaints procedure

Education and Training
These items seek to identify systems and evidence that relate to ongoing opportunities for staff
development through education and training opportunities, as well as education and training for
consumers and carers.

Register of courses and training events attended

Training and education calendar

Program records for external training attended

Tracking system for professional development

Subscriptions to: newsletters, journals, sector resources

Register of how often training and education is provided onsite

In-house training resources

Training curriculum

Evaluation
These items seek to identify systems and evidence that relate to the evaluation of all aspects of the
organisation’s work, including staff self-evaluation, staff performance evaluation and consumer and
carer evaluation of service provision.

Evaluation forms

Evaluation of service delivery reports

Recovery-focussed assessment tools

Evidence of consumer and carer evaluation and feedback

Staff performance development Staff self-assessment processes including the ROSSAT Tool

for Workers

Appendix C: Focus Group Guides

Consumer focus group guide

The focus group will start with a welcome and introductions and will set out the rules for the focus
group which would include: confidentiality, respecting each other’s views, time management, and
the identification of the support person for focus group participants in case of need. The introduction

will be followed by discussion/questioning using the following as a guide:
1. What is your overall impression of the Tool for Organisations (T4O) for measuring recovery-
oriented practice?
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Prompts: Strengths; Weaknesses; Relevance and completeness of specific constructs in
T40 (relationships, respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion).

2. Do you have any other comments or recommendations regarding this tool? If you had an
opportunity to be a Consumer Rater of the Tool for Organisations:

BREAK

3. How user friendly do you think the tool is for measuring recovery-oriented practice in an
organisation?
Prompts: Language, instructions, and length of tool. What are your thoughts on the use of
evidence in relation to rating the tool items? Prompts: Types of evidence. Do you have any
other comments or recommendations regarding this tool?

4. What is your overall impression of the Tool for Workers (T4W) for measuring recovery-
oriented practice?
Prompts: Strengths; Weaknesses; Relevance and completeness of specific constructs
(relationships, respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion); Sections in the Tool (Values, principles and philosophy underpinning service
provision, Recovery oriented service provision, Staff responsibilities, roles and attributes,
Education and training).

5. Do you have any other comments or recommendations regarding this tool?

Carer focus group guide

The focus group will start with a welcome and introductions and will set out the rules for the focus
group which would include: confidentiality, respecting each other’s views, time management, and
the identification of the support person for focus group participants in case of need. The introduction
will be followed by discussion/questioning using the following as a guide:

1. What is your overall impression of the Tool for Organisations (T40) for measuring recovery-
oriented practice?
Prompts: Strengths; Weaknesses; Relevance and completeness of specific constructs in
T40 (Relationships, respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion).

2. Do you have any other comments or recommendations regarding this tool? If you had an
opportunity to be a Carer Rater of the Tool for Organisations:

BREAK
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3. How user friendly do you think this tool is for measuring recovery-oriented practice in an
organisation?
Prompts: Language, instructions, and length of tool. What are your thoughts on the use of
evidence in relation to rating the tool items? Prompts: Types of evidence. Do you have any
other comments or recommendations regarding this tool?

4. What is your overall impression of the Tool for Workers for measuring recovery-oriented
practice?
Prompts: Strengths; Weaknesses; Relevance and completeness of specific constructs
(Relationships, Respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion); Sections in the Tool (Values, principles and philosophy underpinning service
provision, Recovery oriented service provision, Staff responsibilities, roles and attributes,
Education and training)

5. Do you have any other comments or recommendations regarding this tool?

Worker focus group guide
The focus group will start with a welcome and introductions and will set out the rules for the focus

group which would include: confidentiality, respecting each other’s views and time management.

1. What is your overall impression of the Tool for Workers for measuring recovery-oriented

practice?

Prompt: Strengths; Weaknesses; Relevance and completeness of specific constructs
(Relationships, respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion); Sections in the Tool (Values, principles and philosophy underpinning service
provision, Recovery oriented service provision, Staff responsibilities, roles and attributes,
Education and training).
2. Do you have any other comments or recommendations regarding this tool?
BREAK
As a worker in an organisation rating the Tool for Workers:
3. How user friendly is this tool for measuring recovery-oriented practice?
Prompts: User-friendliness of layout, presentation, structure, flow, language, and
instructions; comments on length of tool, time to complete the tool and how often tool should
be completed.

4. What are your thoughts on the use of evidence in relation to the tool items?
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Prompts: Examples of types of evidence; Evidence links to the ratings; Instructions for using
Evidence.

5. How do you see the tool being used in your organisation?
Prompts: Activities such as self-reflection, supervision and performance management, audit,
guality improvement.

6. Do you have any other comments or recommendations regarding this tool?

Manager focus group guide
The focus group will start with a welcome and introductions and will set out the rules for the focus

group which would include: confidentiality, respecting each other’s views and time management.

1. What is your overall impression of the Tool for Organisations for measuring recovery-
oriented practice?
Prompts: Strengths; Weaknesses; Relevance and completeness of specific constructs in
Tool (Relationships, respectful practice, consumer self-directed focus, belief in consumers’
recovery, obtaining and sharing knowledge and information, and participation and social
inclusion).
2. Do you have any other comments or recommendations regarding this tool?
BREAK
As a manager of an organisation rating the Tool for Organisations:
3. How user friendly is this tool for measuring recovery-oriented practice?
Prompts: User-friendliness of layout, presentation, structure, flow, language, and
instructions; comments on length of tool, time to complete the tool and how often tool should
be completed.
4. What are your thoughts on the use of evidence in relation to the tool items?
Prompts: Examples of types of evidence; Evidence links to the ratings; Instructions for using
Evidence.
5. How do you see the tool being used in your organisation? Prompts: Activities such as Quality
improvement, audits

6. Do you have any other comments or recommendations regarding this tool?
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Appendix D: Items with lowest average ratings in the T4W

Items that received the lowest average ratings in the T4W

ltem # Item Mean (range)
Item 1  You are aware of what values, principles and philosophy underpin 3.4 (1-4)
recovery orientation and incorporate these into your practice
Iltem You are aware of a consumer’s medication requirements and supporta 3.8 (3-4)
14 person in adhering to his or her medication regime where this is
identified by the consumer as being helpful in his or her recovery

Appendix E: Kappa statistic results for the T4W

Agreement between Expert Raters on the T4W according to the Kappa Statistic
Rater 1 Rater 2 Rater 3 Rater 4 Rater 5 Rater 6

Rater 1 n/a 0.587** 0.673** 0.571* 0.571* N/A
Rater 2 0.587** n/a 0.714** 0.897** 0.897** N/A
Rater 3 0.673** 0.714** n/a 0.666** 0.666** N/A
Rater 4 0.571* 0.897** 0.666** n/a 1.00** N/A
Rater 5 0.571** 0.897** 0.666** 1.00** n/a N/A

** Significant at p=>0.001

Appendix F: Lowest average scores in the T40

The items that received the lowest average scores (less than 3.8) in each Key Indicator Area.

Iltems Relationships Items Average
(<3.80)
Item 13 Staff are aware of their own mental health and of self-help strategies and 3.67
ways to seek support
ltem 14e  Staff are able to articulate what factors are important in developing and 3.67

maintaining a relationship that supports a consumer’s recovery. This
includes: Effective time management and engagement with consumers
Item 14f  Staff are able to articulate what factors are important in developing and 3.67
maintaining a relationship that supports a consumer’s recovery. This
includes: Flexibility

Item 19 Staff members are acknowledged for good work in relationship building 3.50

Item 20 Team building exercises occur frequently, with the opportunity for sharing 3.50
knowledge around relationship building with consumers

Item 25 Staff meetings acknowledge staff members’ achievements in relationship 3.50
building in a recovery oriented framework

Iltem 26b  Policy and procedures are in place, and staff monitored for compliance, 3.67

that: Note how workers identify and challenge fellow workers who are not
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working in a recovery orientation

Item 29 Where a person is not able to access the organisation’s services, a 3.67
reason is provided along with suggested links to other services

Item 31 Useful skills in relationship building are identified by staff and are shared 3.50
across the organisation

Item 36 Staff are able to evaluate suitability and experiences of training provided 3.67

Iltems Respectful Practice Iltems Average
(<3.80)

Item 26 Team-building exercises occur frequently with the opportunity for sharing 3.50
knowledge around respectful practice

Item 30 Staff meetings acknowledge staff members’ achievements around 3.50
respectful practice in a recovery oriented framework

Item 37 Staff are provided with the opportunity to self-evaluate respectful practice: 3.67

Identifying strengths and areas in need of improvement
Identifying practice that is and is not respectful
Sharing learnt and useful skills with team leaders

Item 38 Staff are able to evaluate suitability and experiences of training provided 3.67

Item 40 Carers are provided with the opportunity to evaluate: 3.67
The level of respect they experience from staff within the
organisation
Their perception of the level of respect that is shown to
consumers from staff within the organisation
Whether there is any evidence of stigma and discrimination being
shown by staff members towards consumers in the organisation

Iltems Consumer Self-Directed Care Items Average
(<3.80)
Item 16 Staff are aware of consumers’ medication requirements and support a 3.67

person in adhering to their medication regime where this is identified by
the consumer as being helpful in his or her recovery

Item 27 Team building exercises occur frequently, with the opportunity for sharing 3.67
knowledge around consumer self-directed focus

Item 39 Staff are able to evaluate suitability and experiences of training provided 3.67

Item 41 Carers are provided with the opportunity to evaluate the degree to which 3.50
staff champion the consumers’ centrality in directing their own recovery
journeys

Items Belief in Consumer’s Recovery ltems Average
(<3.80)

Item 15 Staff ask for assistance from management when more information is 3.33
needed

Item 21 Team building exercises occur frequently with the opportunity for sharing 3.50
knowledge and workshopping concepts relating to belief in consumers’
recovery

Item 23 The organisation promotes public figures who have been successful and 3.50
identify as having experienced mental illness

Item 27 Staff meetings acknowledge staff members’ achievements in working 3.67
towards consumers’ recovery and celebrate successes, no matter how
small

Item 31 Useful skills and knowledge supporting belief in consumers’ recovery 3.67

highlighted by staff are shared across the organisation

ROSSAT Implementation Project Report: Psychometrics and Validation
© Mental Health Coordinating Council 2014 Page 104




ROSSAT
-________________________________________________________________________________________________________________________________________________

Obtaining and Sharing Knowledge and Information Items Average

(<3.80)
Item 33 Innovative ways for obtaining and sharing knowledge and information are 3.60
adopted across the organisation

Social Inclusion and Participation Iltems Average
(<3.80)
Item 18 Innovative ways for obtaining and sharing knowledge and information are 3.60
adopted across the organisation

Appendix G: Kappa statistic results for the T40

Agreement between Raters on the T40 according to the Kappa Statistic
Rater 1 Rater 2 Rater 3 Rater 4 Rater 5 Rater 6

Rater 1 n/a 0.336** 0.368** 0.368** 0.627** 0.461**
Rater 2 0.336** n/a 0.427** 0.875** 0.675** 0.688**
Rater 3 0.368** 0.427** n/a 0.426** 0.356** 0.443**
Rater 4 0.368** 0.875** 0.426** n/a 0.706** 0.679**
Rater 5 0.627** 0.675** 0.356** 0.706** n/a 0.599**
Rater 6 0.461** 0.688** 0.443** 0.679** 0.599** n/a

** Significant at p= >0.001
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Appendix H: Revisions suggested for the T40 Key Indicator Areas

Break down of revisions suggested for the T40 in each Key Indicator Area.

Repetition

Remove
Comment
Addition
Reword
Clarity
Add Word

0 10 20 30 40
Relationships revisions (n=66)

Reword h 2

Clarity

Add Word

0 10 20 30 40
Respecful Practice revisions (n=27)

Comment 2
Addition 2
Reword 2
Clarity 6
Add Word 13
Repetition 30

0 10 20 30 40

Consumer Selbirected Focus
revisions (n=55)

Clarity
Reword
Comment
Add Word

28

0 10 20 30 40

Belief in Consumer's Recovery
revisions (n=36)

Repetition

Add Word 1
Addition 1
Comment 2
Clarity 3

Repetition

0 10 20 30 40

Obtaining & Sharing Knowledge an

Info revisions (n=39)

I

| )

| )

Add word

Comment

Reword

Repetition

Participation & Social Inclusion
revisions (n=39)
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