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Introduction 

Mental health and rehabilitation professionals 
can either facilitate or hinder the recovery pro-
cess of people with psychiatric disabilities. Prac-
titioners can inspire hope and empower mental 
health consumers in their efforts to overcome 
the disabling effects of a mental illness or they can instill hopelessness, dependence, 
and helplessness. 

Numerous first-person accounts by consumers describe interactions with mental 
health professionals that have left them feeling disrespected, discouraged, and hope-
less. These accounts provide significant anecdotal evidence about the detrimental im-
pact that practitioners’ negative attitudes can have on people with psychiatric disabili-
ties. Deegan (1990) eloquently describes this phenomenon of “spirit breaking”: “the 
experience of breaking occurs as a result of those cumulative experiences in which we 
are humiliated and made to feel less than human, in which our will to live is deeply 
shaken or broken, in which our hopes are shattered and in which giving up, apathy, 
and indifference become a way of surviving and protecting the last vestiges of the 
wounded self” (p. 352). This phenomenon also explains the development of learned 
helplessness among mental health consumers that has been identified as one of the 
major barriers to recovery (Deegan, 1992; Kramer & Gagne, 1997; Weingarten, 1994). 

At the same time, people in recovery and practitioners have both emphasized the in-
valuable role that practitioners can have in influencing the recovery process (Deegan, 
1997; Minkoff, 1987; Orrin, 1996). There is also a considerable body of research on 
how the therapeutic relationship (e.g., Horvath, 2005; McCabe & Priebe, 2004; Strupp, 
1996; Watson & Geller, 2005), the core conditions of the helping relationship (e.g., 
Aubry et al., 2005; Barrett-Leonard, 1986), and empowering medical practices (Ellison, 
1996), all have an important effect on the outcomes experienced by people in recov-
ery. Based on a survey conducted with persons with psychiatric disabilities, Coursey 
and his colleagues (1995) observed a positive correlation between the extent clients 
felt empowered by their therapist and the process of their recovery: clients who felt 
more empowered in therapy spent less time in hospitals, expected a shorter stay in 
therapy, and knew more about their problems. 

The recovery paradigm, which has become the guiding principle in the delivery of ser-
vices to people with psychiatric disabilities (New Freedom Commission on 

Mental Health, 2003), requires an understanding of the impact practitioners can have 
on their clients (Coursey et al., 2000a; Coursey et al., 2000b; Hoge, Tondora, & Marrel-
li, 2005; Young, Forquer, Tran, Starzynski, & Shatkin, 2000). From this perspective, the 
professional competence of mental health and rehabilitation providers needs to be 
reexamined in the context of the current understanding about the nature and the di-
mensions of the process of recovery. There have been a few recent attempts to define 
the core competencies of mental health providers working with persons in recovery 
(Coursey et al., 2000a; Coursey et al., 2000b; Hoge et al., 2005; Young et al., 2000). 

The Boston University Center for Psychiatric Rehabilitation has developed a new in-
strument designed to assess the recovery promoting competence of mental health and 
rehabilitation providers serving clients with serious mental illnesses (Russinova, Rog-
ers, & Ellison, 2006). Components of the scale measure providers’ skills that promote 
clients’ hopefulness, empowerment, self-acceptance and personhood. 
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The RPRS is a 24-item scale that assesses providers’ recovery promoting competence from the point of 
view of clients served. This competence is measured in the context of a specific client-provider relation-
ship, however can be aggregated across the caseload of a given provider. In addition, the RPRS instrument 
can be used to assess clients’ perceived helpfulness of a specific therapeutic relationship. 

The development of the RPRS instrument was supported by the National Institute on Disability and Reha-
bilitation Research and the Center for Mental Health Services of the Substance Abuse and Mental Health 
Services Administration. 

 

Concepts behind the Development of the RPRS Instrument 

The development of the RPRS instrument focused on identifying and reliably measuring the competencies 
of mental health providers that have a particular impact on the recovery process beyond the management 
of psychiatric symptoms. Its development was informed by a new conceptual model about the structure of 
providers’ competencies titled “the pyramid model of recovery promoting professional compe-
tence” (Russinova, Rogers, & Ellison, 2006). 

This conceptual model examines providers’ recovery-promoting competence as a complex set of attitudes, 
skills and strategies that facilitate the recovery process of persons with serious mental illnesses. It identi-
fies three key components in the structure of mental health providers’ professional competence. 

1) The first component is represented by the provider’s core interpersonal skills necessary to acknowledge 
the client’s personhood and maintain an ongoing positive regard toward this person. In addition to the 
skills that have been traditionally acknowledged as essential in establishing and maintaining a therapeutic 
alliance with the client, this component also includes skills that are specific to working with individuals who 
have been affected by the most disabling mental illnesses, including the provider’s ability to identify and 
relate to the core personhood of a client who might be overwhelmed by psychiatric symptoms and ability 
to maintain and convey a personal confidence in the potential for a given client to pursue and achieve re-
covery. 

2) The second component includes the competencies that are specific to the different modalities of ser-
vices provided to persons with serious mental illnesses such as psychopharmacological management, psy-
chotherapy, case management, rehabilitation counseling, peer support, etc. These competencies are de-
veloped in the context of the discipline-specific training of mental health providers. They are also acquired 
through undergraduate and post-graduate training in specific discipline-related interventions.  

3) The third component of mental health providers’ professional competencies is comprised of a complex 
set of skills that specifically target the recovery process of clients with serious mental illnesses. These skills 
determine providers’ ability to use a variety of strategies that promote clients’ hopefulness, empowerment 
and self-acceptance. The development of providers’ skills in utilizing various recovery-promoting strategies 
is a relatively new trend in defining and assessing the professional qualifications of mental health profes-
sionals while the professional skills relevant to the first two components of the presented conceptual mod-
el have been all along part of the traditional state-of-the art mental health education.   

Although all three components of mental health providers’ professional competence are essential for the 
effective delivery of services to persons with serious mental illnesses, their relative importance to the opti-
mal unfolding of the treatment process can be presented in a hierarchical way (Figure 1). Providers’ core 
interpersonal skills constitute the basis for the effective delivery of any mental health intervention specific 
to a given treatment modality. At the same time, the delivery of specific interventions needs to be perme-
ated by the use of relevant strategies that enhance the hopefulness, empowerment and sense of self-
acceptance of clients. Without the provider’s ability to acknowledge the personhood of the client and es-
tablish a solid therapeutic alliance, treatment would be severely compromised especially in services for 
which the provider-client relationship is essential. Without the use of recovery-promoting strategies, treat-
ment would be less than optimal. Providers’ skills in acknowledging the client’s personhood and in pro-
moting his/her hope, empowerment and self-acceptance should constitute the fabric of any intervention 
delivered to persons with serious mental illnesses. They may be incorporated in the context of newer re-
covery-oriented interventions or may need to be added as an adjustable module to established services. 



Pyramid Model of Recovery-Oriented Professional Competencies 

The first and third components of this model which the RPRS specifically measures represent the 
generic components of mental health providers’ recovery-promoting competence that need to be 
integrated with the professional skills relevant to different treatment modalities or specific clinical 
or rehabilitative interventions. Although the frequency and intensity of the use of specific recovery
-promoting strategies may vary across different treatment modalities and interventions, the en-
hancement of clients’ hopefulness, empowerment and self-
acceptance is essential for achieving desired treatment outcomes 
and ultimately for promoting the recovery process of clients with 
serious mental illnesses. 

The RPRS instrument was developed based on findings from an 
anonymous Internet survey inquiring about mental health provid-
ers’ attitudes, skills and techniques that have a particular relevance 
to the recovery process of clients with serious mental illnesses. 
Quantitative and qualitative data about the professional competen-
cies that enhance the recovery process beyond symptom manage-
ment were collected from 603 consumers, 153 consumer-providers 
and 239 providers of mental health and rehabilitation services 
(Roussinova, Rogers, Ellison & Lyass, in press). These findings in-
formed the development of the initial pool of items for the RPRS 
instrument. Consequently, these items were tested and reduced through several rounds of cogni-
tive interviews conducted with persons with serious mental illnesses. 

Structure of the RPRS 

Items are assessed based on a 4-point Agree/Disagree Likert scale. The scale allows for a “Not Appli-
cable” response to allow for adjustment of the instrument to the specificity of different treatment 
modalities and interventions. Conceptually, the “Not Applicable Response” is not relevant to the 
items of the Core Relationship Index. Higher occurrence of “Not Applicable” responses across the 
subscales of the Recovery-Promoting Strategies Index might invalidate the use of certain subscales 
or the whole index since such responses are counted as missing values. 

Since the RPRS instrument measures the generic components of mental health providers’ recovery-
promoting competence, it can be administered in the context of any treatment modality or specific 
clinical intervention. The instrument provides a template of administration instructions that can be 
flexibly modified based on the specific context and purposes for which the instrument is used. The 
administration of the RPRS instrument needs to account for the duration of the provider-client rela-
tionship in which context the practitioner’s recovery-promoting competence is assessed. The items 
constituting the Core Relationship Index can be administered at any time-point during service deliv-
ery, including after the first encounter with the client, since providers’ core interpersonal skills are 
essential for any segment of the treatment process. At the same time, the score for the Recovery-
Promoting Strategies Index is sensitive to the duration of the provider client relationship. A certain 
“dose” or duration of treatment intervention is necessary to allow for the optimal utilization of vari-
ous recovery-promoting strategies. The minimum treatment dose allowing the use of hopefulness, 
empowerment and self-acceptance enhancing strategies needs to be determine based on the speci-
ficity of the intervention in which context the RPRS instrument is administered.  

Conclusion 

This study highlighted the crucial role mental health and rehabilitation practitioners play in pro-
moting the recovery of individuals with serious mental illnesses through the acknowledgement of 
clients’ personhood and clients’ equipment with strategies that foster hope, empowerment, ac-
ceptance and efficient illness management.  It also provided evidence that the client-provider thera-
peutic relationship constitutes the foundation on which any evidence-based and recovery-oriented 
promising practices need to be built. Thus, it emphasizes the need of aligning the training of mental 
health professionals with established recovery-promoting competencies as well as of developing 
sound measures to evaluate the manifestations of these competencies in everyday clinical practice. 

Most Important RPC 
 Ingredients – Con-
sumers’ Perspective 
 

 Having genuine 
respect for clients 

 Helping clients 
develop skills to 
cope and manage 
symptoms 

 Seeing clients as 
persons apart 
from diagnosis 
and symptoms 

 Helping clients 
accept and value 
themselves 

 Listening to clients 
without judgment 

 Believing in cli-
ents’ potential to 
recover 

 Trusting the au-
thenticity of cli-
ents’ experiences 
and accounts 

 Caring about cli-
ents 

 Being accessible 
to clients when 
they need help 

 Understanding 
clients 
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