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The concept ofecovery is not about curing illness (Anthony, 1993) an@sloot simply
involve concepts of regeneration or sustaineshission of symptoms, but includes the process
of transforming the affected individual into a neelf as part of the recovery (Deegan, 1988).
Recovery from disability is not just an improvemensymptoms and from psychiatric disabilities
based on objective and clinical viewpoints but isaghievement of meaningful life and valued
sense of integrity, based on subjective and inda&lid/iewpoints (Liberman, 2008). In Japan, the
currently employed methods utilizing the concept re€overy include assertive community
treatment (ACT) and peer support. As ACT, a psydeiaocial worker, an occupational therapist, a
doctor, and a nurse visits individual homes to ewisiting medical care and lifestyle support to
people with untreated disabilities or withsevere disabilities for which treatment has been
discontinued at their homes (Mishina, 2013). Pespert also utilizes the concept of recovery,
encouraging people with disabilities to learn, d@rand grow through an interactive relationship,
whereby they can talk about their experiences twerst (Japan mental health peer support
specialists kensyuu kikou, 2015). Through the immgatation of ACT, the effects of utilizing the
concept of recovery are having a significant impastseen by decreased hospitalization frequency
and hospital stay, improved social lifestyle fuans, and decreased dosage of antipsychotic drugs
(Nishio et al., 2012). The significance of peerup lies in providing the ability to live a unique
life through interactions with other people andntake use of themselves for the happiness of
others (Hamada, 2015). However, hospitalized treatris still the main form of psychiatric care in
Japan. To provide the already hospitalized patifiesmeans to live a meaningful life in their
community by being discharged early, there is adniee the expansion and implementation of
methods such as ACT and peer support that usetteept of recovery.

In contrast to the concept of recovery that isizéd in local communities, medical specialists in
psychiatric hospitals mainly employ a medical moatedl tend to focus on clinical results such as
the patient's symptoms and psychiatric disabilitittowever, it has been documented that

pharmacotherapy-focused treatment at hospitalsgbheof physical restraints and isolation rooms,



involuntary hospitalization, etc. actually suppreéiss recovery of the patient (Rapp & Goscha,
2006; Tanaka, 2008). Being viewed as a “sick” dsdtlled” person by medical specialists causes
the person’s identity to become the illness itsel§ulting in the loss of their humanity, futureda
positive thinking (Deegan, 1988). Compared to otbeuntries, the duration of hospitalization
tends to be longer in Japan and many psychiatrgpiteds mainly offer hospitalization-based
treatment. As hospital doctors, nurses, etc. implanearly support for community life from the
time patients are hospitalized, they must undedstha state of the community life of the person
with the disability and the importance of moving thatient into their community (Ministry of
Health, Labour and Welfare; MHLW, 2014). Therefoa¢,present, in Japanese hospitals, a shift
from a medical model to a new support model utilizihe concept of recovery is needed. However,
no specific initiatives for improving the undersdamg of the concept of recovery among medical
specialists working at hospitals have been implagaten

The purpose of this study was to implement anduet@ an experience-based program
for understanding the concept of recovery amonghiayric nurses working at a hospital. The goal
was to obtain basic materials for nursing suppionireg for patient recovery, which can be utilized
in hospitals, and a working model for such suppsra recovery-oriented practice. Another goal is
to implement such support as recovery-orientedtipeacnodel systems early for community life in

hospitalized patients and to link this to theidiabto lead significant community lives.

M ethods

Study Design
This study was an evaluation study model. Evatumasitudies clarify how well a specific

program or practice is being implemented (Polit &cB, 2004; Kondo, 2010). The aim of the
program implemented in this study was to promotdeustanding of the recovery in people with
disabilities among psychiatric nurses working dtospital. This evaluation was performed both
quantitatively and qualitatively. Quantitative evaion involved intersubject comparison analysis
before and after the program, with a recovery taiton measurement scale as an index. For
qualitative evaluation, qualitative, descriptivesearch, comprehensively summarizing phenomena

and events while focusing on study participantscdbes the program experience as close to



reality as possible (Sandelowski, 2000).

Ethical Considerations

This study was approved by the nursing reseaicicagtreview board of the Graduate
School of Health Sciences, Okayama University (D@®- Upon distribution of the preliminary
survey, an outline of the purpose and of methodsd ursthis study was explained orally to the head
nurse of each facility and their consent was olethirThe preliminary surveys contained written
explanations of the study outline, purpose, metheids, and returning of the survey by each
individual nurse was considered to indicate theirsent. On day 1 of the program, the participants
were again given written and oral explanationshefdtudy outline, purpose, methods etc., and they
signed a consent form. Participation in the studys wuaranteed to be based on freewill, and
participants would not be subject to any disadvgegaf they did not consent or if they withdrew
their consent. In terms of data management, pergoioamation was protected. The results of the
preliminary survey underwent unlinkable anonymiatiand the results of recovery orientation

measurement and practice records used to evah&pragram underwent linkable anonymization.

Participant Sampling

For sampling, a preliminary survey regarding rexsgvin people with disabilities was
conducted via postal mail. The preliminary survepjscts were nurses working at five different
facilities at which the head nurse agreed to catpeafter the questionnaires were distributed to a
total of six facilities with psychiatric wards ink@ama City. During this preliminary survey, a
program pamphlet was included in the informatioregito participants when they were recruited.
At least 3 years of clinical experience in psydiitatursing was a requirement for recruitment.

A total of 645 preliminary surveys were distributéaliring a 3-week period from the date of
distribution of the questionnaire, 181 responseeweceived (recovery rate: 28.0%). At this point,
12 registered nurses, who had applied to partieipatthe program, were enrolled as subjects.
These twelve nurses participated in this prograsmfthe introductory lecture to the concluding
observational practice on days 1 and 2. Howeveggtkid not participate in the group work from
day 3 onward. Eventually, nine participants who ptated the entire program were enrolled. The

sampling methods described above are shown in &igur



Program Outline

The purpose of this program was to encourage stateting among psychiatric nurses
working at hospitals regarding recovery in peopithwlisabilities. Two ACT specialist facilities at
which activities had been implemented in 2005 arti92 cooperated in the design and
implementation of this program. These two ACTs weggistered as being certified for ACT
functions according to an objective index, andiearksearch using M-GTA proved the quality of
recovery-oriented practice skills focusing on ttrersgth viewpoint rather than on a medical model
(Mishina, 2013). The program was conducted oveaysdit included 5 h of lectures, 9 h of ACT
observational practice, and 2 h of group work. Thecepts of recovery and ACT and the details of
support using specific cases of ACT users wereudised on days 1 and 3. In addition, because of
the importance of family support in recovery (Okamdranigaki, & Nagae, 2014), the lecture on
day 1 of the program focused on family nursing.g@ogram day 2, observational practice aiming
for participants to “further understand recoveryotlgh experiencing ACT for one day” was
conducted. This practical lesson involved partitgrain two ACT team meetings: one in the
morning and one in the evening. Attending visitsdm#o all ACT users were overseen that day by
the ACT staff team (staff), observing all or pafttiee support. On day 3 of the program, group
work using observational practice experiences dinital cases in the hospital and a question and

answer session reviewing the overall training weeneducted (Table 1).

Evaluation
Intersubject comparison analysis using two recovery orientation measurement scales before
and after the program

Knowledge of the participants’ understanding of demcept of recovery was evaluated
two times: once upon starting the program on daypd once after completing the program on day
3. The analysis involved intersubject comparisothwifie Wilcoxon test. The level of statistical
significance was set at 5%. For all tests, the SR8S18 (IBM, 2009) statistical analysis software
was used. In Japan, a measurement scale for ggaipgnknowledge, stance, attitudes, etc. of
medical specialists regarding the concept of regolias not been developed. In the US, however,

such a scale has been developed (Chiba & Miyan2®@9). This scale is used to mainly evaluate



peer support programs in countries outside of JéRBabenschlag et al., 2012; Meehan & Glover,
2009; Hutchinson et al., 2006). Recently, usingrtteasurement scale, the viewpoints of nursing
students involved in recovery-oriented services ehdbeen reported (Happell, Byrne, &
Platania-Phung, 2015). In the present study, wd tise Japanese versions of the 7-item Recovery
Attitudes Questionnaire (RAQ-7) (Borkin, Steffen;zkon, Wishnick, & Yangarber, 2000), which
has been frequently used in the earlier studied, the Recovery Knowledge Inventory (RKI)
(Bedregal, O’Connell, & Davidson, 2006). The relidp and validity of the Japanese versions of
these scales has been demonstrated. The RAQ-7heas 40 be identical to the scale used in
previous studies in the US based on an investigatib psychiatric specialists working at
psychiatric clinics, social rehabilitation faciét, psychiatric hospitals, etc. (Chiba, Miyamoto, &
Yamaguchi, 2012), and the RKI has been reporteshamly have good results (Chiba, Umeda,
Miyamoto, Yamaguchi, & Kawakami, 2012). In line Wwithese results, it appears that these scales
could also be applied in Japan.

The RKI includes mainly evaluation scales of remgwperceptions and knowledge. It is
composed of a total of 20 items (15 reverse iteams) four subfactors. It was evaluated on a
five-point scale, ranging from 1 point for “compmét disagree” to 5 points for “strongly agree.”
Higher total scores, in which the reverse itemsefach item have been processed, indicate stronger
recovery orientation. Scores ranged from 1 to Hitgoi

The RAQ-7 mainly evaluates recovery attitudes &ndwledge. This is a shortened
7-item version (no reverse items) of the origin&li@m scale and is composed of two subfactors.
Recovery is described in the instructions. Thegasp scoring method, like the RKI, is based on a
five-point scale. Higher total scores indicaterarsger recovery orientation. Scores range from 1 to

35 points.

Qualitative descriptive research using descriptions of observational practice

Data were collected by asking participants to Ifregescribe their thoughts on their
experience of “further understanding recovery thgfoexperiencing ACT for one day” on a sheet
of B5-sized paper. This task is to be completedrdftie participant accompanies the ACT staff to
all the visits on one day. These descriptions farthe raw data. The analysis procedure involved

first carefully reading through raw data beforerasting quotes from the participants regarding



how they felt, thought about, and considered thed&/@nd actions of staff interacting with ACT

users. Data, comprising extracted quotes from @patit descriptions, were converted into simple
representative codes that clearly transmitted sémaontent while taking care not to lose the

meaning of the context of these extracted portioasplementing subjects, objects etc. Next, data
that were similar to the representative codes weoeiped based on differences and similarities
while taking care not to lose the meaning of thatext, followed by categorizing them while

preserving the participants’ words as much as plessiTo secure analysis reliability, repeated
discussions were held with the research collabosabmtil decisions were reached on codified
extracts and category names and interpretations wafied. The categories were also explained to
two public health nurses at two ACT specialist Ifaes and their consent was received after
confirming the following: “Can you accept that teesnalysis results reflect ACT support as you

and your colleagues daily conduct it for ACT usand their families?”

Terminology Definitions
Recovery from disability in this study was defined as a miagful life and valued sense
of integrity based on subjective and individualwp®ints and the process of transforming into a

new self. Anexperience was defined as what one “felt, thought, and caereid.”

Results

Participants Description

The nine participants included eight women androae. The mean age was 40.56 years
(27-46 years), and the mean duration of clinicglegience in a psychiatric ward was 123.78
months (56—-240 months)lI participants (100.0%) answered “Yes” when qiastd whether they
were interested in recovery and ACT. Although fpaaticipants (55.6%) answered that they had
seen or heard about recovery and four participédds4%) answered that they had not, two
participants (22.0%) answered that they had a rawugterstanding of recovery, whereas seven
participants (88.0%) answered that they did nottHemmore, nine participants (100.0%) answered
that they had seen or heard of ACT and five pgdicis (56.6%) answered that they had a rough

understanding of ACT, whereas four participants. 989 answered that they did not. Six



participants (67.7%) said that they wanted to workACT, whereas three participants (33.3%)

answered that they did not.

Changesin Japanese RK | and RAQ-7 scores before and after the program

Intersubject comparison analysis with Wilcoxon'stteevealed a statistically significant
difference for RKI mean score, which was 3.41 mibéfore the program (SD, 0.28) and 3.69
points after the program (SD, 0.24)p004). The mean scores for the four RKI subfactdrf]
roles and responsibilities in recovery, [ll] nodarity of recovery process, [lll] the roles of
self-definition and peers in recovery, and [IV] egpations regarding recovery were as follows: [I]
preprogram 3.89 points (SD, 0.43), postprogram gdifts (SD, 0.46), [Il] preprogram 3.04 points
(SD, 0.45), postprogram 3.35 points (SD, 0.36)]] [preprogram 3.67 points (SD, 0.32),
postprogram 3.98 points (SD, 0.41), and [IV] prepam 2.22 points (SD, 0.91), postprogram 2.61
points (SD, 0.65). Thus, significant differenceseveoted for the subfactors [I] and [II]p.039,
p=.016). No significant difference was noted betwdamean RAQ-7 score before and after the

program (Table 2).

Categories obtained from observational practice experiences

As a result of qualitative descriptive analysi§ 8odes were extracted from the
experience of “further understanding recovery thglowexperiencing ACT for one day” by
accompanying ACT staff on all of their visits arlgserving and participating in some instances of
actual support. Four categories and seven subcésgeere identified in these codes.
Hereinafter, categories are showritadics and subcategories are shown in []. Raw data spaltyf

quoting subjects were enclosed in quotation marks.

Continuing to attend to the need to live in one’®mmunity/home regardless of how bad
psychiatric symptoms become without the use of roiedis.

This category was composed of the two subcategofigEven somebody with such bad
symptoms as a result of non-medication can livéh@r community/at home by means of ACT]
and [Continuing to attend to whatever fundamentglesor needs the person has to facilitate

community life ].



“What | honestly felt the most was that even sondgbavith such severe symptoms (even
somebody appearing to be in such a poor statdlésta live in their community!! [...] They
are actually able to live in their community anchaime.”

“I believe that during both disease monitoring aladly lifestyle, repeatedly working to understand
offered support in accordance with the person’schiadividual lifestyle type and needs while
sharing the patient’s problems with their familysigpport them is important. Refusing to go
to the hospital, refusing medication, and evengiefyi to acknowledge the disease could be
considered the person’s needs. | feel that attgndinhese needs and gradually correcting and
solving any problematic behavior or difficultiesatharise as a result of these needs could

facilitate their being able to live in their comniyri

Viewing the person living their life in a place whe they belong and in their own individual

style.

This category was composed of the two subcategofi§Continuing to believe in and to
find out about the patient’s abilities so that tleey live in a place where they belong in their own
individual style] and [Not being able to patientigspond to the patient at hospitals that offer
medical and pharmaceutical treatment, focusingherpatient’s pathological condition alone].

“It was very surprising for me to see somebody, whwnestly would not be surprised to see
hospitalized, living their own individual lifestyla their natural state. | reaffirmed the fact that
as | go about my job, | forget that a hospitalatually an unnatural place and only treat the
pathological conditions of patients. [...] | wantlelieve in the abilities of patients and their
families and provide care to them in the future.”

“It really made me think of what is demanded of awa person. When | am in the hospital, |
always think of medical care and medication fifdtere are also time constraints, and | am
rarely able to take time with my patients. Althougts truly difficult to think of what patients
need in the place where they belong, | felt thit Was what was most required out of me as a

person.”

Valuing the patient’'s wishes is the slow but surayvo a fruitful relationship.

This category was composed of the one subcatezfdialue the patient’s wishes while



building a steady relationship so that they canerakall for help whenever they need to].

“A relationship was built up so that even if theigat and their family did not recognize the need
for support right now, they could make a call falghif the state of the supporting family
changed or a crisis occurred. Although this takastit will eventually bear fruit.”

“As people who live alone have their own individliééstyle, | was able to see that the patient’s

wishes were valued and help was only offered wheg tvere truly in trouble.”

“The patient’s ‘walls’ can be broken down by spemgmore time together bit by bit. It is important
to make connections with them even if they are entyall ones. [...] It is difficult to attend to
patients when they do not want you to.”

“| felt that taking users who could not drive theatves on their own could improve their mood and

relax them, making it easier to talk with them.”

Become familiar to the patient and their family'sféstyle by carefully listening to the family’s

feelings.

This category was composed of the two subcategofi§Sffering security and support
by spending time close to the family so that thitiepaand their family could live together, keeping
a certain amount of distance] and [Reducing farsiisess by listening carefully to them and
offering help when they are tired or weak].

“| felt that as the patient continued to live alatespite having an iliness that was not beingédgat
the involvement of ACT made their daily lifestylmgother and helped them to live while
keeping a certain distance from their family.”

“Although | feel that living in the community plasex heavy burden on the family and does tire
them out, being attended by an ACT staff gives tlaesense of security and supports them as
a truly familiar presence.”

“As situations tend to be considered from the péBeviewpoint at hospitals, | felt that the family
can be somewhat isolated. Support in the commuh#y prevents the burden from being
concentrated on the family needs to be offered.”

“Even if you cannot talk to the patient, the farslgtress can be reduced by listening carefully
to them. This makes it possible for the family loaespond to the patient calmly.”

“As the family is often tired or weak, preparing emvironment that compensates for the patient’s



lack of skills or weakness in their daily lifestydan facilitate future treatment.”

Discussion

The purpose of this study was to evaluate and ampht a program to facilitate
understanding of the recovery of people with digs among psychiatric nurses working in a
hospital. Nine nurses who completed all of the enhbf this program, involving lectures on the
concepts of recovery and ACT, observational pracéit regional specialized ACT facilities, and
group work, evaluated the program. The resulthefintersubject comparison analysis of recovery
orientation indicated that RKI scores increasecdifigantly after the program. Based on the
observational practice experience of “further ustierding recovery through experiencing ACT
over one day,” the categories displaying the seimaontent of “The 10 Fundamental Components
of Recovery” (Substance Abuse & Mental Health SssiAdministration, 2007), as defined by
experts including mental health patients, theirifi@s specialists, and researchers, were obtained.
Evaluation of this program indicated that learnatgput the concept of recovery in people with
disabilities and experiencing support based onpghigram was effective for spreading awareness
of the concept of recovery in daily nursing praetiasnong hospital-based nurses. Hereinafter, with
subcategories shown in [], with some of the comptsef recovery shown in quotation marks, we
will now discuss the efficacy of our program.

Experiences of participants in this program ineldidEven somebody with such bad
symptoms as a result of non-medication can liveheir community/at home by means of ACT],
not making the patient’s pharmacotherapy and symgtihe top priority but [Continuing to attend
to whatever fundamental style or needs the perasridfacilitate community life], [Continuing to
believe in and find out about the patient’'s podisigs so that they can live in a place where they
belong in their own individual style] in their owmome or household rather than a hospital,
[Reducing family stress by listening carefully teetn and offering help when they are tired or
weak] even if communication is difficult and thetipat is negative, and making sure to [Value the
patient’s wishes while building a steady relatiapsto that they can make a call for help whenever
they need to]. Rather than being focused on symptand medical treatment, these experiences

were “individualized and person-centered” and “stidi’. They can be interpreted as support that



increased the person’s abilities by “empowering®enth and enabling them to implement
“self-direction” so that they could live their owifiestyle in an independent manner. Meanwhile,
participants reviewed their own daily nursing pi@etat psychiatric hospitals and realized that they
were focusing on symptoms and medical treatmentvaeid in a state of [Not being able to
patiently respond to the patient at hospitals ti&r medical and pharmaceutical treatment,
focusing on the patient’s pathological conditioarad]. These participant experiences demonstrated
that the nurses understood that the targets wdrgusiopatients but people who were worthy of
“respect” and what they should be aiming for asasiwas a “strength-based” approach, taking the
person’s basic lifestyle and wishes into accoudttheir needs, hopes, and abilities. Thus, multiple
instances of the concept of recovery could be digtkfrom the categories obtained from ACT
support experiences of participants. It appearskianabling nurses to gain an understanding of
the concept of recovery and to experience actudl pctice, this program taught nurses specific
methods in practices aiming for recovery and helfrean to realize the current limitations of
nursing support in hospitals.

Currently, in the US, a 5-year plan is underwarytfee development and realization of
teaching methods to cultivate recovery-orientedtfimas among mental health nurses involved in
acute care nursing. Analysis of the current situmindicates that hospital nurses need to learn
more about recovery and put this into practice nabée the spread of the concept of recovery
throughout daily nursing practices and continuevtwrk to form partnerships with people with
disabilities (U.S. Department of Health and Humamviges, Substance Abuse & Mental Health
Services Administration, 2011). However, few nureage undergone basic education or training
regarding recovery orientation (Cleary, HorsfallH@ra-Aarons, & Hunt, 2013). It has been
indicated that knowledge and education regardicgwery in individual nurses is related to how
strong the degree of recovery orientation is at fiwlity (e.g., hospital), where each nurse is
working (Mcloughlin, Wick, Collazzi, & Puntil, 2033In Japan, the state of recovery orientation in
hospital-based nurses and education and practedated to recovery orientation is unknown.
However, this program appeared to increase nuirsesest in recovery by means of autonomous
initiatives, utilizing the free time of the parfieints during which they continuously engaged in
activities such as going out into communities, @mya in observational practices of ACT,

describing their experiences, and participatingrisup work. As this program was able to facilitate



understanding of the concept of recovery amongesuend demonstrate specific methods for
practice aiming for recovery, it could contribute dstablish the concept of recovery in hospitals
that tend to rely on the medical care model andlerdaily nursing practice from a “strength-based”
viewpoint.

The possible reasons for no significant differanbeing observed in RAQ-7 scores for
changes in recovery orientation after the prograenas follows: past research showed that while
RKI scores increased significantly for specialistso participated in peer support training, RAQ-7
scores exhibited no significant changes. Howevampgarison of scores in a low score group and a
high score group indicated that a significant iaseewas only noted in the low RAQ-7 score group
(Yokoyama, 2011). Furthermore, past research cangaesults by subject attributes found that
the RAQ-7 scores of specialists and individual$experience in recovery or who had undergone
relevant training were significantly high (BorkiBteffen, Krzton, Wishnick, & Yangarber, 2000).
The fact that our results for recovery orientatiended to be higher than those in previous studies
suggests that the RAQ-7 score is easily influenmgdhe individual’s original knowledge and
attitude regarding recovery but that it is lessilgasfluenced in people who originally have a
strong recovery orientation. Furthermore, in Japarhas been shown that though there is a
significant, albeit not particularly strong, coagbn between RKI and RAQ-7 scores, RAQ-7 is
less reliable compared with RKI. This aspect ardf#tet that there is a small number of items and
some issues related to expressions in the Japaaesen (Chiba & Miyamoto, 2009) may be one

of the reasons influencing the results.

Limitation
This study had some limitations. Firstly, the sdmpize was small with only nine

participants ultimately included in the study besmamong the 12 initial participants in this study,
three could not participate on the final day. Theak sample size implies a possibility of biased
analysis results. However, no previous study haantipatively and qualitatively evaluated an
experience-based program for hospital-based nwikshe aim of understanding the recovery of
an individual and meaningful life for people witbvere mental disability. Hence, we would like to
emphasize the significance of the present studw filois viewpoint. Secondly, the low recovery

rate of the preliminary sampling survey for pagation in the experience-based program and the



fact that only 12 nurses agreed to participatet@ceissues in this study. Perhaps, one reason for
low participation rate could be that the concepteafvery has not yet permeated hospitals and that
there is little recognition of its utility in dailpursing practice. Nonetheless, the reason for auch
small number of participants who agreed to parigps still unclear. Going forward, we will plan
and manage experience-based programs at individagpital levels and examine program
structures for intensive learning while ensuring flavorable aspects of the experience-based
format to encourage as many nurses as possiblartizipate. Thirdly, differences were noted in
RKI and RAQ-7 results. Therefore, we will gathertaddrom comparative studies on basic
education that utilizes the concept of recovenoulgh regional activity experiences and will
investigate their reliability and validity as asseent indices matched to subject attributes. Lastly
the period from program implementation to assessmwas 2 months, indicating that the effects of
understanding long-term recovery orientation weseassessed. Hence, a long-term assessment

study using a large sample size needs to be cadiircthe future.

Conclusions

We implemented an experience-based program tlwaihgied understanding regarding
the concept of recovery from disability among htaghased psychiatric nurses. The results of the
inter-subject comparison analysis indicated thabvery orientation significantly increased in the
nine program participants. Qualitative descriptiveestigation revealed multiple instances of the
concept of recovery in categories obtained frontigipant ACT support experiences. This program
is effective for facilitating understanding of thencept of recovery among nurses, demonstrating
specific methods for practice aiming for recovend &elping them to realize the current limitations
of nursing support in hospitals. The experienceswtes who participated in this program could
contribute to establishing the concept of recoverliospitals that tend to rely on the medical care

model and enabling daily nursing practice fromrargjth-based viewpoint.
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A request was made to distribute the preliminary survey

at atotal of six facilities with psychiatric wards.
The preliminary survey queried subjects on their

interestsin recovery and ACT and whether they wished

to participate in the experience-based program.

Excluded

A

y

Responses to the preliminary survey were returned by
181 hospital-based nurses (recovery rate: 28.0%).

=I One facility that did not cooperate.

Exclusion criteria

A

y

The program was started with 12 participants and was
implemented on days 1 and 2.

The program participation condition of minimum

|3 years of experiencein clinical psychiatry.

No response to the request for participation in the
program.

Excluded

A

y

Inter-participant comparison and qualitative descriptive

research was conducted on nine participants.

A

Three participants who did not attend the final
day of the program. (Two participants had
difficulties accommodating this program in their
schedules, and one participant was absent for
unknown reasons.)

Figure 1. Participant sampling for the experience-based program




Table 1. Outline of the experience-based program to facilitate understanding of the concept of recovery

Lecture

Re-think how to understand families and their characteristics and how to offer family support. Use

90 min specific case examplesto clarify emotional pain of the family and effects on recovery, establish a
Group work . .
support hypothesis, and clarify goals.
Learn about goals and specific content of ACT support at private medical facilities (complete internal
Day 1 . . . . . . .
Lecture 90 min type) including attitudes on recovery, outreach/community care, and ACT characteristics, history,
elements, effects, and issues.
Survey report 30 min Listen to presentations on the results of an interview survey regarding the thoughts of families who are
users of ACT.
Day 2 Observational 540 min Experience of asingle day of ACT. After participating in a pre-visit team meeting, accompany staff on
&y practice providing visiting support to users and receive feedback from staff after completing the practical work.
. Group work and question and answer session on experience presentations and clinical cases after
Group work 120 min . . .
completing the observational practice.
Day 3 Learn about coordination between hospitals and communities, the fundamentals and el ements of
Lecture 90 min community lifestyle support (case management, recovery and strengths, outreach, multidisciplinary

teams, socia inclusion), mental health care centre support systems, public facility (network type) ACT
implementation support goals, and the details and i ssues associated with specific support methods.




Table 2. Changes in Japanese RKI and RAQ-7 scores before and after the program by wilcoxon tests

n=9
The program Mean Z p

Pre 28.00 3.81

RAQ-7 -1.496 n.s.
Post 27.22 3.38
Pre 341 0.28

RKI -2.668 .004
Post 3.69 0.24

ns.:

no significant



