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Abstract

While mental health (MH) services are expected to support client recovery, very little is known
about services provided by MH teams in relation to this goal. This study explored relationships
between a comprehensive collection of team effectiveness variables and the perspectives of MH
professionals regarding the recovery orientation of their teams. A model developed by path
analysis revealed eight team-related variables that were significantly and positively associated with
recovery-oriented teams: primary care versus specialized MH services; greater proportions of
clients with severe mental disorders or with suicide ideation on caseloads; knowledge sharing and
knowledge production among team members; team climate; work role performance; and trust in
coworkers. Results underline the importance of building knowledge and professional competence
on MH teams, and the need for a positive team climate that offers flexibility and innovation for
addressing the complex needs of people in MH recovery living in the community.

Introduction

First introduced by consumer-survivors, recovery may be described as living a satisfying,
hopeful, and contributing life despite limitations caused by mental disorders (MD).1 Recovery
among service users is strongly associated with positive outcomes, such as quality of life,
continuity of care, and met needs.2–5 The recovery vision has driven international mental health
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(MH) policy and system reforms in developed countries for over two decades.6–11 Recovery-
oriented systems ultimately aim to promote MH services and practices that better support the
personal recovery of individuals with MDs.12,13 To this end, the innovative 2013 Australian
national recovery framework established a series of core principles around organizational
commitment and workforce development.11 A particularly important contribution of this document
was recognition of the need to equip, train, and support MH teams in strengthening the recovery
orientation of their service delivery and practices. MH professionals increasingly work as members
of multidisciplinary teams, which have been described as a hallmark of recovery-oriented service
delivery.14,15 The Australian framework also recommended team-level assessments of recovery
orientation using standardized measures.

In Canada, Quebec stands out as the first jurisdiction to introduce recovery into MH policy in the
context of the 2005–2015 MH reform,16 which equated recovery with personal empowerment,
community integration, and the inclusion of MH clients in working partnerships. Coinciding with a
major restructuring of the Quebec healthcare system, the MH reform aimed to strengthen the
functioning of clinical teams, particularly within primary care services, through the integration of
highly skilled and experienced MH professionals from specialized psychiatric institutes or general
hospitals. Furthermore, the addition of new staff as well as organizational links and partnerships were
encouraged among local service organizations and networks.17 Shared care initiatives, notably the
introduction of respondent psychiatrists to support primary care MH teams, were also implemented.18

In addition, the Quebec reform introduced a number of clinical best practices and system-
level elements that have been identified in various studies as promising for client recovery.
Collaborative relationships between clients and MH professionals, individualized treatment
planning, and better continuity of care were encouraged.19–21 Clinical best practices were also
introduced, such as cognitive behavioral therapy, motivational interviewing, strength-based
approaches, illness self-management, and stepped care.22 Other key features of the new
recovery-enhancing MH system for Quebec included the development of integrated service
networks, training for MH professionals, more adequate financing, and the use of
standardized assessment tools.18,23–27 Yet, how to reconcile client-driven recovery with
traditional clinical treatment protocols continued to represent a fundamental challenge for MH
service delivery.27

Certain models originating in other healthcare fields have been used to describe categories of
variables associated with team work and team effectiveness. According to the Input-Mediator-
Output-Input (IMOI) model from organizational psychology, individual characteristics (e.g., age,
gender, type of profession) are viewed as nested within the team context (e.g., size, setting,
composition), and, in turn, within the organizational environment (e.g., structure, culture,
interactions with other teams or organizations).28,29 All of these variables are considered inputs
that influence other mediating variables within one of two categories: team processes (i.e.,
conditions affecting team work such as knowledge sharing and collaboration) or emergent states
(i.e., motivating factors such as team climate and trust); both of which directly affect the ability of
team members to work together and produce the desired outcomes (outputs).29

Based on the IMOI model, other studies have found that perceived recovery orientation in
services was influenced by individual socio-professional characteristics, including higher age,
greater professional experience, and more advanced education.30–32 Personal optimism among MH
professionals was another associated variable.33 Significant differences in perceptions of recovery
orientation were also identified for different professional groups.33,34 Considering that personal
recovery among MH services users was strongly associated with the presence of strong or enduring
therapeutic relationships between MH professionals and clients, it is possible that employment
status (full-time vs. part-time) may influence the perceived recovery orientation of services, directly
or indirectly, due to such mediator effects.32 An association between the gender of MH
professionals and recovery orientation has yet to be identified.
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Concerning team context, client profile has emerged in the literature as a variable of interest; that
is, MH professionals working with clients affected by serious MDs (e.g., schizophrenia, bipolar
disorder) rated the recovery orientation of their organization more positively than those whose
clients had more moderate MDs (e.g., anxiety, depression).32 A strong working alliance between
MH professionals and clients, paired with a more directive intervention style, also related to better
recovery orientation.32 By contrast, emotional exhaustion and depersonalization (i.e., negative
views toward clients) among MH professionals were associated with negative perceptions of
recovery orientation.35

Other associated variables involved work settings: MH professionals working in community-
based services rated the recovery orientation of their services higher than those working in
hospitals.33 The only known study to focus on recovery orientation at the team level found that the
type of team made a difference in provider perceptions: that is, early intervention teams were rated
more recovery-oriented than adult MH teams.36 Moreover, this study identified a strong association
between team recovery orientation and more positive perceptions of personal recovery among the
clients served.36 Additionally, it is possible that recovery best practices and standardized
assessment tools may have an influence on recovery orientation in services; these practices and
tools have been identified as promising for client recovery, while favoring the acquisition of new
knowledge and skills among MH professionals and improving team effectiveness.22,37,38

The influence of organizational environment on recovery orientation needs to be further
investigated. Research has identified one association for a single type of organizational culture: that
is, the more adhocratic (i.e., flexible and innovative) the organization, the more recovery
oriented.30 Furthermore, as better integration of MH services has been identified in association with
both higher satisfaction among MH professionals and team effectiveness,39 it is possible that the
use of integration strategies, as well as the frequency of interaction between MH teams and
organizations, may also directly or indirectly influence recovery orientation.

Regarding team processes, studies reveal that the implementation of recovery-oriented services
was associated with both knowledge production and knowledge sharing.15,22 Result-oriented
leadership and larger organizational budgets, recognized as dimensions of team support, were also
associated with recovery orientation.30 Finally, a recovery orientation may be associated with team
autonomy, team collaboration, involvement in decisions, and with team reflexivity, as well as the
capacity of teams to adapt their objectives, strategies, and processes to current or anticipated
circumstances.40

Regarding team emergent states, recovery-oriented services were associated with higher job
satisfaction among MH professionals as well as multifocal identification, which is viewed as the
potential of professionals to identify with both their team and profession.35,41,42 Research has also
identified the importance of work role performance, or the capacity of teams to produce effective
outcomes.2,43 Similar to the concept of trust within teams, which has been identified as a protective
factor against burnout and job dissatisfaction among MH professionals, other emergent states
variables may provide possible associations with recovery-oriented services.44 Moreover, the
implementation of recovery-oriented services would likely benefit from a good team climate;
although this association has not been tested.

While highly effective healthcare teams are important for clients, professionals, and healthcare
systems alike, available studies concerned with healthcare teams have investigated very few related
variables.45–47 Studies on the recovery orientation of teams (e.g., team processes and emergent
states) are even more sparse, despite the known importance of team recovery orientation for
personal recovery among clients with MDs. Furthermore, studies have yet to conduct analyses
using standardized measures. In short, little, if any, empirical understanding exists regarding how
team effectiveness, or the organizational environment of teams, may be associated with recovery
orientation. Finally, no known study has assessed relationships between recovery orientation and
possible mediating variables (i.e., team processes and emergent states). A better knowledge of
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these relationships would be particularly important in the context of current MH reforms, which
have had considerable impact on MH practices and the structure and dynamics of MH teams in
Quebec and elsewhere.

The present study unfolded in the context of a larger evaluation of the 2005–2015 Quebec MH
reform. Considering that this reform implemented a number of tools, practices, and strategies
geared toward enhancing the recovery orientation of services, the Quebec MH service system
represents an interesting context for evaluating variables in connection with recovery that have not
often been studied. Based on the IMOI model that brings together variables related to individual
characteristics, team context, organizational environment, team processes, and team emergent
states, the objectives of the study were (1) to comprehensively identify variables related to the
recovery orientation of MH teams based on the perceptions of MH professionals using path
analysis and (2) to assess covariance among the independent variables introduced into the analysis.

Methods

Study design, sample, and data collection

This study used a cross-sectional and multisite design. Respondents were selected from four
local health service networks that varied in terms of geographic area (three urban, one semi-urban)
and presence or absence of a psychiatric hospital. The selected networks included diverse practice
settings such as hospital units, outpatient clinics, and primary care. Territorial populations ranged
from 135,000 to 300,000 inhabitants. Respondents were MH professionals and managers working
in public primary care or specialized MH services, either inpatient or outpatient settings. They had
to be working in clinical teams with at least three members representing two or more disciplines.
All MH professionals who met these eligibility criteria, and their managers, were invited to
participate in the study.

Data collection took place between October 2013 and June 2014. A questionnaire consisting of
21 standardized scales and six separate questions on socio-professional characteristics was
developed for MH professionals. Fourteen of these scales were used in the present study. The
questionnaire took approximately 45 min to complete. A second questionnaire eliciting additional
information on team settings, client profiles, the time allocated to treatment, use of recovery best
practices, and use of standardized assessment tools was developed for team managers, who
retrieved this information from administrative databases. While managers were asked to provide
administrative information, they did not evaluate recovery orientation. A 12-member research
advisory committee that included representatives from each of the four selected networks provided
oversight for the study and facilitated access to the research sites. The research ethics board of a
MH university institute approved the multisite study protocol.

Conceptual framework, variables, and instruments

A conceptual framework was developed for the study based on the IMOI model and was used to
measure variables associated with recovery orientation of team, the dependent variable.28 The
independent variables were organized according to the five-block IMOI conceptual framework:
namely, professional characteristics, team context, organizational environment, team processes, and
team emergent states (see Fig. 1).

The dependent variable, recovery orientation of team (RSA-team), was measured with the
provider version of the Recovery Self-Assessment Scale (RSA) developed by O’Connell et al.,
which is the most widely used scale for assessing recovery orientation of MH services.48,49 This
32-item instrument includes six domains of recovery orientation related to the performance of MH
programs and staff: promoting life goals, consumer involvement, diversity of treatment options,
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consumer choice, individually tailored services, and inviting environment, with scoring on a 5-
point Likert scale. The RSA has demonstrated good internal consistency, test-retest reliability, and
convergent and discriminant validity.33,48,50–52 Items on the RSA were slightly adapted so that the
responses of MH professionals would reflect recovery orientation at the level of their respective
teams. This is shown in the following statements: Bthe members of my team believe in the ability
of program participants to recover^ and Bmembers of my team regularly attend training sessions on
cultural competency .̂

As for the independent variables, data on professional characteristics were provided by the
professional questionnaire that included: age, gender, type of profession (medical, psycho-social,
and others), years of professional practice, seniority on team (years), and employment status
(full/part time). Team context data came from the manager questionnaire and included: client

Figure 1
Conceptual framework. Terms: MH, mental health; MD, mental disorders; SUD, substance use

disorders
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profiles (e.g., severe MDs, suicidal ideation), time allocated to treatment, use of recovery best
practices (e.g., cognitive behavioral therapy, motivational interviewing), and standardized
assessment tools (e.g., screening tools for MDs, client satisfaction evaluation tools). Recovery
best practices as well as standardized assessment tools were measured with 5-point Likert scales
and were merged into a global score.

Moreover, data on organizational environment were also obtained from the manager
questionnaire, and included frequency of interactions (e.g., with psychiatric/general hospital
teams, community organizations) and integration strategies (e.g., liaison officers, service
agreements). The two organizational-level variables were also measured with 5-point Likert scales
and merged into global scores. Team processes were measured with eight standardized instruments,
while team emergent states were measured with five others; all data was provided by the MH
professional questionnaire. Due to the large number of variables included in the study, we used all
available brief versions of the standardized instruments; they represent the instruments most
frequently used by researchers to assess team work and team effectiveness. All standardized
instruments were translated and validated in French, except for the measure of team collaboration,
which was originally developed in French. The standardized instruments are described in Table 1,
and reliability measures are provided.

Statistical analyses

The data were screened for missing values, univariate outliers, and normality assumptions
(skewness and kurtosis). Univariate, bivariate, and multivariate analyses were carried out.
Univariate analyses included frequency distributions, percentages for categorical variables, and
central tendency measures for continuous variables (mean values and standard deviations).
Bivariate analyses included comparison analyses and interclass correlations. Using one-way
ANOVA, tests were performed for differences in RSA-team scores among the three types of work
setting as follows: MH teams in primary care vs. outpatient vs. inpatient services. The same test
was used to compare local networks with a psychiatric hospital (n = 3) vs. a general hospital (n =
1). Interclass correlation was also calculated to account for the nested nature of the variables,
testing for homogeneity within teams and heterogeneity between teams, in association with RSA-
team scores. A clustering into nine types of teams (e.g., hospital, day hospital, assertive community
treatment teams), with an average of 35 respondents each (range, 30 to 55), was calculated using
maximum likelihood ratio with random effects.

Multivariate analysis consisted of a path analysis based on variables from the IMOI model and a
linear regression model that assessed variables associated with RSA-team. The path analysis was
built step-by-step, guided by model quality parameters: chi-square statistics, degrees of freedom,
and goodness-of-fit statistics. The latter relied notably on the root mean square residual (RMR), the
comparative fit index (CFI), the root mean square error of approximation (RMSEA), the p
value close fit (PCLOSE), and the Akaike information criterion (AIC). The p value of the
chi-square statistics reflects agreement between the path analysis model and the data. The
null hypothesis would indicate that the model fits the data, and the chi-square p value should
be non-significant (p 9 0.05).62 The RMR is the amount by which sample variances and
covariances differ from their estimates: the smaller the RMR (i.e., as close to zero as
possible), the better, as it indicates a perfect fit.

In addition, the CFI is the ratio of the model being estimated to the baseline model, based on
discrepancy and degrees of freedom.63 A CFI close to 1 indicates a very good fit. The RMSEA
reflects the residuals in the model estimates; an RMSEA of 0.05 or less indicates a close fit.64 The
PCLOSE is the p value from the assessment of the null hypothesis confirming that the RMSEA is
not greater than an alpha value of 0.05. A non-significant PCLOSE (p 9 0.05) indicates a close fit.
The AIC, as a comparative criterion of fit, takes its meaning from a comparison of different
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models, and reflects the balance between model fit and parsimony. Parsimony is violated when
unnecessary parameters are retained in the model. As such, the AIC indicates improvement in

Table 1
Description of standardized instruments included in the study

Measures References Description Cronbach’s αs
from the
original
validation

Cronbach’s αs
in the
present
study

Dependent variable
Recovery
orientation of
team (RSA-team)

O’Connell
et al.48

32 items; 5 subscales;
5-point Likert Scale;
higher = positive

0.76–0.90 N.A.

Independent variables
For team processes
Team support Spreitzer53 4 items; 7-point Likert Scale;

higher = positive
0.72 0.84

Team
autonomy

Campion
et al.54

3 items; 7-point Likert Scale;
higher = positive

0.76 0.81

Involvement
in
decision-making
process

Campion
et al.54

3 items; 7-point Likert Scale;
higher = positive

0.88 0.90

Team
reflexivity

De Dreu55 3 items; 7-point Likert Scale;
higher = positive

0.79 0.90

Knowledge
sharing

Bock et al.56 5 items; 7-point Likert Scale;
higher = positive

0.93 0.86

Knowledge
production

Bock et al.56 5 items; 7-point Likert Scale;
higher = positive

0.71–0.95 0.95

Knowledge
integration

Song and
Xie57

9 items; 7 point Likert Scale:
higher = positive

N.A. 0.95

Team
collaboration

Chiocchio
et al.58

14 items; 7-point Likert
Scale; higher = positive

0.77–0.92 0.83–0.94

For team emergent states
Job

satisfaction
Spector59 20 items; 5 subdimensions;

7-point Likert Scale;
higher = positive

0.60–0.82 0.63–0.78

Trust in
coworkers

Simons and
Peterson60

4 items; 7-point Likert Scale;
higher = positive

N.A. 0.92

Team climate Anderson
and
West61

19 items; 4 subdimensions;
7-point Likert Scale;
Higher = positive

0.60–0.84 0.84–0.93

Multifocal
identification

van Dick
et al.42

12 items; 7-point Likert
Scale; higher = positive

0.65 N.A

Work role
performance

Griffin
et al.43

8 items; 3 subdimensions;
7-point Likert Scale;
higher = positive

0.67–0.92 0.54–0.89
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model fit and parsimony from one model to another.65 When comparing different models, a smaller
AIC indicates a better model.

Results

Description of the sample

Of the 466 MH professionals invited to participate in the study, 315 respondents were included
in the sample, resulting in a 68% response rate. There were no significant differences between
respondent and non-respondent MH professionals on the distributions for gender (χ2 (1, N =
466) = 0.03; p = 0.87) or type of team (χ2 (1, N = 466) = 0.79; p = 0.68). Managers from the 49
teams (clustered into nine types of team) were also invited to the study. Forty-one managers
participated, which produced an 84% response rate. Comparison analyses revealed no differences
between respondent and non-respondent managers in terms of gender (Pearson chi-square = 0.966;
df = 1; Fisher exact test 2-sided: p = 0.663) or type of team (Pearson chi-square = 1.861; df = 1;
Fisher exact test 2-sided: p = 0.245].

Respondent characteristics

The mean age of MH professionals was 43 years, and majority (69%) were female. Thirty-two
percent worked in primary care, 56% in outpatient services, and 12% in inpatient services. The
average seniority on teams was 3 years. The mean age for managers was 44 years, and 71% were
female, 37% worked in primary care, 46% in outpatient services, and 17% in inpatient services.
The average seniority among managers was four years. Other information on respondent and team
characteristics is presented in Table 2.

Bivariate analyses

Results for comparison analyses among the three work settings revealed a single significant
difference: MH professionals working in primary care had significantly higher scores on RSA-team
than MH professionals working in outpatient and inpatient services combined (p = 0.009; p =
0.050). No significant differences were found between the responses of MH professionals working
in outpatient vs. inpatient services (p = 0.145) on RSA-team. Comparison analyses among the three
local networks with a psychiatric hospital vs. the fourth with the general hospital also yielded a
non-significant difference (one-way ANOVA: F = 0.071; p = 0.976), which allowed researchers to
run a path analysis integrating data from the four networks. Interclass correlation for homogeneity
within teams, and heterogeneity between teams, on all variables in association with RSA-team was
found to be elevated (84%); while the effect of clustering, based on the maximum likelihood ratio
with random effects, was not significant (Wald z = 1.377; p = 168). This suggests that the nested
nature of the data, and clustering, did not bring about any added value to the individual-level
model. Finally, RSA-team was found to be normally distributed (skewness, − 0.512; kurtosis,
1.270) with a mean of 3.6 and a range from 1.5 to 4.9 (SD = 0.49).

Path analysis

The path analysis model (see Fig. 2) produced a nearly perfect fit with the data. AMOS achieved
a minimum chi-square of 23.499, df = 16, p = 0.101; these results indicated that departure of the
data from the model was non-significant. The goodness-of-fit estimates were as follows: RMR =
0.538; CFI, 0.994; RMSEA, 0.039; PCLOSE, 0.688. Single-headed arrows represent associations
between the exogenous (or independent) variables and endogenous (or dependent) variables.
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Double-headed arrows represent the magnitude of mutual effect, or covariance, between two
exogenous (or independent) variables.

Regarding standardized regression weights (see Table 3), eight variables were significantly
associated with RSA-team. In the team context block, primary care was associated with RSA-team
as compared with specialized MH services. Two client profiles also emerged as significant: having
greater proportions of clients with severe MDs or suicidal ideation were associated with higher
RSA-team scores. In the team processes block, knowledge sharing and knowledge production were
positively associated with RSA-team. Under emergent states, work role performance, team climate,
and trust in coworkers were also positively associated with RSA-team.

Three other variables had an indirect, but significant and positive association with RSA-team:
knowledge integration; reflexivity (team processes); and multifocal identification, a measure of

Table 2
Participant characteristics and responses (N = 315)

Min. Max. n (M) Percent (SD)

Professional characteristics
Age (M, SD) 24 68 43.31 10.48
Gender (n, %)
Female 219 69.5
Male 96 30.5

Type of profession (n, %)
Medical 109 34.6
Psycho-social 172 54.6
General 34 10.8

Team setting (n, %)
Primary care services 101 32.1
Specialized outpatient MH services 176 55.9
Specialized inpatient MH services 38 12.1

Seniority on team (years; M, SD) 0.0 27.0 3.06 4.62
Team context
Proportion of clients with severe mental disorders (M, SD) 2 150 67.52 36.35
Client profilesa

Proportion of clients with suicidal ideations (M, SD) 0.0 95.0 28.07 19.73
Team processesb

Knowledge integration score (M, SD) 1.11 7.00 4.25 1.13
Knowledge sharing score (M, SD) 1.80 7.00 5.73 0.90
Knowledge production score (M, SD) 1.00 7.00 4.00 1.24
Team reflexivity score (M, SD) 1.00 7.00 4.58 1.25
Team emergentb states
Multifocal identification score (M, SD) 12.8 28.0 20.73 2.60
Work role performance score (M, SD) 23.7 42.0 34.65 3.26
Team climate score (M, SD) 7.9 27.8 20.46 3.40
Trust in coworkers score (M, SD) 1.00 7.00 5.20 1.16
Recovery orientation of team (RSA-team) score (M, SD) 1.50 4.90 3.60 0.49

aClient profiles were the only variables for which data were provided by all 41 team managers
bHigher score = positive
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professional and team identification (team emergent states). The association between knowledge
integration and RSA-team was mediated by knowledge production; whereas, the association
between reflexivity and RSA-team was mediated by knowledge sharing. Finally, the association
between multifocal identification and RSA-team was mediated by trust in coworkers. Table 4
presents estimates of the variance explained by the four endogenous (or dependent) variables:
knowledge production (41%), trust in coworkers (15%), knowledge sharing (7%), and RSA-team
(43%).

Discussion

This study tested a broad range of variables across the five conceptual blocks of the IMOI
framework.28 The path analysis model revealed eight significant variables ranging across team
characteristics (n = 3), team context (n = 2), and team emergent states (n = 3). The two remaining
blocks, professional characteristics and organizational environment, did not produce significant
findings. In the case of professional characteristics, this was likely due to the extent and novelty of
the team effectiveness variables introduced, which may have diminished the significance of socio-
demographic variables. Likewise, the variables under organizational environment may have been
too far removed to produce significant results.

Results for the global RSA-team score in this study (mean = 3.6; SD = 0.49) were comparable
with those obtained by O’Connell et al., authors of the RSA; the mean global score for MH
providers in their study was 3.87 (SD = 0.62).48 RSA scores in the present study were also very
close to provider scores in Salyers et al., where the total mean score for hospital staff was 3.30
(SD = 0.54), and for community staff, 3.63 (SD = 0.48).33 Moreover, RSA scores in this study were
nearly identical with the total mean scores for clinicians in Leamy et al. (3.59; SD = .005), who also
used the RSA to evaluate team recovery orientation.36

Regarding the two team context variables (block 2), the finding that teams working in primary
care were more recovery oriented than those in specialized MH services confirms a central
recovery principle that MH services should be anchored in the community and is also supported by

Figure 2
Path analysis model for recovery orientation of team (RSA-team)
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research suggesting that primary care provides a more effective, and normalizing, context for
delivering MH care to people with serious MDs.66–68 A 7-year follow-up study of people with

Table 4
Squared multiple correlations with endogenous variables

Estimate

Trust in coworkers score 0.153
Knowledge sharing score 0.065
Knowledge production score 0.408
Recovery orientation of team score 0.425

Table 3
Regression weights: variables associated with recovery orientation of team (RSA-team),

knowledge production, knowledge sharing, and trust in coworkers

Variable
categories

Exogenous
(or independent)
variables

Endogenous
(or dependent)
variables

Unstandardized
estimates

p
value

Team context
Team
settings

Clinical setting (primary
vs. specialized MH)

→ Recovery orientation
of team score

0.14 0.003

Client
profiles

Proportion of clients with
severe mental disorders

→ Recovery orientation
of team score

0.16 0.001

Proportion of clients with
suicidal ideation

→ Recovery orientation
of team score

0.21 G0.0001

Team
processes

Knowledge sharing score → Recovery orientation
of team score

0.17 G0.0001

Knowledge production score → Recovery orientation
of team score

0.17 0.001

Team
emergent
states

Work role performance
score

→ Recovery orientation
of team score

0.19 G0.0001

Team climate score → Recovery orientation
of team score

0.15 0.028

Trust in coworkers score → Recovery orientation
of team score

0.18 0.001

Team
processes

Knowledge integration score → Knowledge
production score

0.64 G0.0001

Team reflexivity score → Knowledge sharing
score

0.72 G0.0001

Team
emergent
states

Multifocal identification
score

→ Trust in coworkers
score

0.39 G0.0001
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severe MDs living in a rural area reported higher respondent satisfaction with local community
services than with hospital inpatient services. Even in areas with well-staffed community MH
clinics, respondents were more satisfied with their general practitioners, with whom they enjoyed
close and collaborative relationships.69 Integrating MH services into primary care enhanced the
quality of services and promoted recovery for MH clients, particularly those at elevated risk for
comorbid physical and substance use disorders; access to care increased as did client satisfaction.70

The finding that caseloads with greater proportions of clients with severe MDs were associated
with higher RSA-team scores corresponds to findings reported in Osborn et al.32 This finding is
unsurprising, as clinical approaches to recovery-oriented MH care, and the recovery philosophy
itself, have historically been geared toward the complex needs of people with serious and recurring
MDs. What may explain the other positive link between having more suicidal clients in caseloads
and a higher RSA-team score was the substantial support available to MH professionals with
suicidal clients through the 24-h crisis services established under the Quebec MH reform. Working
relationships between MH teams and community-based crisis centers in Quebec were found to be
particularly strong.18 The availability of around-the-clock crisis services has also been identified as
an important prerequisite for recovery among suicidal clients.71 Risk of suicidal mortality was
identified as particularly prevalent among clients with serious MDs.72

Regarding the two team processes variables (block 3), the significance of knowledge production
was underscored in the Australian national MH guidelines, where knowledge production was
designated as a key organizing principle.73 Similarly, knowledge production was viewed as more
important than treatment change for recovery transformation in a large MH organization.15

Knowledge sharing, the other team processes variable, is illustrated by MH Btrialogues,^ or
discussion groups involving MH professionals, clients, and families, which are particularly
widespread in German-speaking countries.74 Slade et al. identified MH trialogues as one of ten
empirically validated interventions that support recovery.22 These findings underline the
importance of knowledge-building activities within, and among, multidisciplinary MH teams for
meeting complex needs of MH clients.

Concerning the three associated variables under team emergent states (block 4), work role
performance (e.g., individual/team proficiency), and, more specifically, professional competence
and experience, may enhance RSA-team.43 This finding corresponds to earlier research where MH
professionals who were older, with more education and years of professional experience, rated their
services as more recovery oriented.31 Specific recovery training or the integration of a recovery
specialist was also associated with greater recovery orientation.24,25,50,75 Support for innovation
and task orientation constitute two key dimensions of the second variable, team climate; these
variables were identified with team creativity in a 30-year meta-analysis.61,76 An innovative
climate, also characteristic of Badhocratic^ organizations, provides much-needed flexibility for the
implementation of recovery approaches, particularly when supported by result-based leadership.30

Finally, regarding trust in coworkers, two studies revealed that mutual trust in MH teams was a
significant protective factor against emotional exhaustion, depersonalization, and burnout among
MH professionals; all of which are professional liabilities that were also negatively associated with
recovery-oriented services.35,44 The importance of trust between professionals and clients in studies
of the therapeutic relationship,77 and the finding that professional/client working alliance was
positively associated with recovery orientation,32 support the finding in this study that trust in
coworkers was associated with RSA-team.

Concerning the three endogenous variables in the model, knowledge production mediated the
association between knowledge integration and RSA-team. Knowledge integration is a frequent
topic in recovery policy and research, particularly in relation to training programs for service
providers.24,78,79 Similarly, the relationship between team reflexivity and RSA-team was mediated
by knowledge sharing, both identified as key elements for recovery-oriented workforce
development.73 Finally, the relationship between multifocal identification and RSA-team was
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mediated by trust in coworkers. Multifocal identification, a measure of personal identification to the
team and one’s profession, was identified in a systematic review as an important facilitator for
implementing recovery approaches into MH services.42,80 Finally, it should be noted that, while
recovery best practices included in the conceptual model were tested for associations with RSA-
team, none of these practices emerged as significant in the path analysis model, contrary to
expectation. This outcome was likely due to insufficient implementation of recovery best practices
by MH teams during the initial stages of the Quebec MH reform.

Certain limitations in this research should be acknowledged. First, as a cross-sectional study,
causal inferences about the findings cannot be made. Second, the teams had to be clustered by team
types to perform interclass correlations, as some teams had insufficient numbers of respondents for
this analysis. Third, the findings may not reflect the perceptions of MH professionals in other
regions of Quebec, or other MH systems. Further studies are needed to test variables from the
IMOI model in relation to RSA-team in order to further confirm, and build upon, the results of this
study. Fourth, this study did not include information concerning prior experiences with recovery
among MH professionals. Presumably, those with firsthand experience of successful recovery
among their clients would be more receptive to working from a recovery orientation. Finally, the
perceptions of clients served by MH teams were not sought. The client perspective, particularly
assessments of their personal recovery in relation to RSA-team, and comparative professional-
client evaluations of these variables, are important topics for future research.

Implications for Behavioral Health

This study tested multiple variables based on the IMOI model, addressing a major gap in the
recovery literature around the importance of team effectiveness for recovery orientation. Findings
from the study suggest the potential importance of knowledge-based activities (knowledge
integration, knowledge production, and knowledge sharing) for recovery-oriented teams. Building
knowledge, in turn, suggests that competence and flexibility may enhance professional/team work,
and should be developed. Team climate was also significant in the model, particularly in terms of
providing a climate of innovation for advancing recovery. Trust in coworkers mediated
identification with the team among MH professionals, somewhat similar to the role of trust in
strong therapeutic relationships between MH professionals and their clients. The findings from this
study align with the literature in suggesting that the integration of MH services into primary care
may help create more recovery-oriented MH service delivery. It may be useful for decision-makers
in behavioral health services to focus on creating positive working environments within MH teams,
while promoting knowledge-building activities and recovery training among multidisciplinary MH
professionals, in order to transform MH services in ways that better address the needs of clients in
recovery.
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