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Recovery is not 

only possible, it is 
expected. 

Hope is the 

foundation on which 
recovery is built. 

Empowerment 
is not a privilege 
bestowed … but a 
right 
acknowledged. 
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To ensure a regional perspective – urban, rural, and remote – membership across the region included 
South Island, West Coast, Central and North Island, Port Alberni, and Salt Spring Island.  
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An essential part of our shared 
human experience is the ability to 
learn and grow from the decisions 
we make, and this is no different 
for people living with mental 
health problems and illnesses  

MHCC, 2015, p. 26 
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Vision  

Recovery-Oriented Philosophy of Practice 
This framework fosters a Mental Health and Substance Use (MHSU) system that is holistic, person-
centred and directed, and treats all people with dignity and respect. It 
provides a strategy to create a system which views people living with mental 
health and/or substance use problems as having fundamental aspirations, 
hopes, and needs, and which builds on the strengths of those individuals, 
their loved ones, and their cultures and communities. Finally, this framework 
supports a recovery-oriented system that is founded in, and fosters, the 
belief that recovery is not only possible, but that it should be expected.  
 
Consistent with the Mental Health Commission of Canada (MHCC) Guideline 
for Recovery-Oriented Practice, there are two pillars of a recovery-oriented approach to mental health 
and substance use services: 

1. Recognizing that each person is unique, with the right to determine their path toward mental 
health and wellbeing; and 

2. Understanding that we live in complex societies where many intersecting factors (including 
biological, psychological, social, economic, cultural and spiritual) have an impact on mental 
health and wellbeing 

Declaration 
In 2016, the MHCC released a renewed Recovery Declaration as a call to action for individuals and 
organizations to make recovery-oriented mental health systems a reality across Canada. The Declaration 
commits to: 

 Learning from people with lived experience by acknowledging and valuing their experiential 

knowledge, and by engaging them in all aspects of service planning, delivery, research, and 

evaluation 

 Promoting recovery as primary work, not as an optional or supplementary goal 

 Promoting full citizenship by building service partnerships that support recovery both within and 

outside of the mental health sector 

 Learning and continuously improving by embracing new work 

practices and keeping up to date on emerging best practices. 

In British Columbia, Vancouver Coastal Health Authority has been the first to 

lead the way and sign the Recovery Declaration as an organization. In Fraser 

Health, leadership and the Executive Director have signed as individuals. 

While Fraser Health does not yet have an organizational strategy to sign the 

declaration, they have incorporated recovery-orientation into their MHSU 

strategic planning. Similar to Fraser Health, Interior Health has not 

implemented a regional initiative to sign the declaration, but individuals have 

signed. 

“Human beings respond to 
kindness, respect and 
compassion. The recovery 
model outlined here 
seems to be aligned with 
this simple fact.” 

MHSU service user 

[Recovery] is 
nurtured when 
our voices are 
heard, and we get 
to speak our 
stories of courage 
and resilience. 
Recovery is about 
hope. 

- MHCC, 2015, p.6 
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Principles of Recovery-Oriented Practice 

Common language 
The term “recovery” within Island Health MHSU, refers to 
individuals’ abilities to guide their own wellness journeys, and live satisfying, 
hopeful, and contributing lives, even though mental health and substance 
use problems may cause ongoing limitations.  Recovery-oriented practice 
puts service users at the forefront of their care by promoting empowering and collaborative 
relationships. This includes respecting people’s strengths and experiences, adapting to people’s goals, 
and providing a holistic approach to people’s wellbeing. 
 
One hurdle to overcome is agreeing to a common understanding that when we speak ‘recovery’, we are 
speaking the same language.  A long history in the substance use field equates recovery with abstinence 
(a term within itself that holds a variety of perspectives). In the context of this framework and the 
recovery-oriented culture we intend to create within Island Health, the mental health and substance use 
principles of recovery are complimentary.   
 

“They both: 

 Acknowledge the multidimensional nature and complexity of issues 
 Appreciate that recovery is a personal journey, with goals defined by the 

individual 
 Recognize the significance of family, peers, workplaces, and a community of 

support 
 Understand the need for collaboration across sectors, particularly in relation to 

social determinants 
 Are founded upon hopeful, strengths-based approaches in pursuit of well-being, 

quality of life and full citizenship” 
MHCC, 2015, p. 13 

 

Dimensions of Recovery-Oriented Practice 
The MHCC states the six dimensions of recovery-oriented practice as: 

1. Creating a culture and language of hope: 
Hope stimulates recovery, and nurturing hope is the starting point 
for building a system that fosters recovery. Communicating positive 
expectations within the organizational culture and directly to people 
receiving service allows individuals to feel valued, welcomed and 
safe.  
 

2. Recovery is personal: 
Each person is a unique individual with the right to determine – to the greatest extent possible – 
their own path to mental health, well-being, and a life of value and purpose. This dimension 
views a person’s life holistically, and puts people at the centre of mental health practice, 
affirming their autonomy within collaborative relationships.  

“The crisis nurse told 
us we were in the right 
place and we would 
get help.” 

Family member of MHSU 
client 

“I can’t get better 
without me, but I still 
need help to do that.” 

MHSU service user 
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3. Recovery occurs in the context of one’s life: 
Family, friends, neighbours, local community, schools, 
workplaces, spiritual and cultural communities all 
influence mental health and support recovery. 
Recovery-oriented practice works with people to 
sustain their relationship to the world around them 
and to participate as equal citizens in the social and 
economic life of their community.   
 
4. Responsive to the diverse needs of everyone: 
The principles that inform a recovery orientation – such as fostering hope, 
enabling choice, encouraging responsibility and promoting dignity and respect –
must be consistent with culturally responsive, safe 
and competent practice. They must be responsive to 
needs across the lifespan, responsive to the needs of 
immigrant, refugee, ethnocultural and racialized 
(IRER) communities, and responsive to gender 

differences and the needs of lesbian, gay, bisexual, transgender, 
intersex, and two-spirited people, as well as their families and 
communities of choice.  Appreciating diversity is essential in 
respecting the choices people make throughout their recovery 
process and in determining how best to adapt services to meet their 
needs.  
 

5. Working with First Nations, Inuit, and Metis: 
There is common ground between recovery principles and shared 
Indigenous understandings and knowledge of wellness that provides a rich opportunity for 
learning and for strengthening mental health policy and practice. At the same time, recovery-
oriented practitioners must recognize the distinct cultures, rights and circumstances of First 
Nations, Inuit, and Métis, and understand how recovery for Indigenous peoples is uniquely 
shaped by Canada’s history of colonization. 
 

6. Recovery is about transforming services and systems: 
Achieving a fully integrated recovery-oriented mental health system is an ongoing process, and 
recovery is a journey not only for people living with mental illness and their families but for 
everyone involved in providing support and service. The commitment to recovery needs to find 
expression in everything an organization does, including ensuring support for a workforce that 
has the skills and resources required to deliver recovery-oriented practice. 

A fundamental shift 
implied by recovery-
oriented practice 
involves seeing a person 
and their family not as 
the “object” of service 
but as a collaborative 
“partner” in a journey of 
recovery  

MHCC, 2015, p. 79 

6 Dimensions 
1. Creating a culture 

and language of hope 
2. Recovery is personal 
3. Recovery occurs in 

the context of one’s 
life 

4. Responsive to the 
diverse needs of 
everyone 

5. Working with First 
Nations, Inuit and 
Metis 

6. Recovery is about 
transforming services 
and systems 

“Collaboration means 
asking what are my goals, 
not just what the service 
provider assumes I want. 
Recovery isn’t dictated.” 

MHSU service user  



5 
 

 

  
[Recovery] does not necessarily 
mean regaining the life and 
person we were before. Often, 
recovery is a journey towards a 
new life that better reflects our 
identity, our needs, and our 
deepest desires/ Recovery can 
bring us precious and unexpected 
gifts. 

MHCC, 2015, p. 7  



6 
 

Putting it into Practice  

Scope  
The scope of this framework applies to all MHSU services in Island Health, inclusive of: 

 Child, Youth and Family, Adult and Seniors MHSU services 
 Island Health provided services 
 Island Health funded services 

 
As the principles of recovery-oriented practice reach beyond mental health and substance use, we also 
hold a responsibility to be messengers beyond our program area to the whole of health care.  This 
framework encourages embracing opportunities to influence and build upon other initiatives to embed 
recovery practices throughout an individual’s care journey (e.g. integrated care plans). 

Service user experience of care 
What should service users and their families expect to see/experience in 
their care when we embrace recovery?  
 
The relationship between practitioner and client/patient provides the 
foundation for recovery-oriented practice. Within their relationship with the 
practitioner, clients/patients can expect service delivery that emphasizes1: 

 Openness 

 Mutual respect and client/patient collaboration in recovery as an 

equal 

 A focus on client/patient inner resources and strengths 

 Reciprocity 

A relationship founded on inspiration and hope will be supported through 
using positive language, focusing on strengths, building resources, and helping clients/patients sustain 
relationships. Individual recovery plans will also provide the opportunity for individuals to express their 
goals and preferences.  As such, individuals and families should expect to be asked about their 
skills/strengths, goals, desires and participate actively in self-directing their care in a way that considers 
their life circumstances and integrates their community of supports.  

Psychosocial rehabilitation (PSR) and recovery  
Psychosocial rehabilitation (PSR) approaches include programs, services, and practices which facilitate 
community integration, and satisfactory quality of life. They are collaborative, person-centered, and 
individualized, and build on individual skills and strengths. PSR approaches include a wide variety of 
services and supports across domains including housing, employment, education, leisure, and wellness 
and living skills and are used by many health care professions.  Because of their demonstrated 
effectiveness, recovery-oriented psychosocial rehabilitation services are essential tools leading to 
recovery from mental illness and substance use.  

                                                           
1 Dr. Ian Dawe, Advancing and Implementation of a Recovery Care Environment, 2016 

“Years ago mental health 
was a cold director of my 
life. I was offered no 
choice and did not have 
input into my treatment. 
As a matter of fact, it 
seemed like I had no say 
whatsoever in my 
recovery process. I’m 
glad this has changed.” 

MHSU service user 
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The core principles and values of PSR/RPS Canada are consistent with those proposed in 
this framework, including:  

 Conveying hope, respect, and the belief that all individuals have the capacity to learn and 
grow 

 Recognition that culture and diversity are central to recovery and that services and supports 
need to be responsive to diverse needs 

 Engaging in processes of informed and shared decision-making and facilitated partnerships 

 Building on the strengths and capacities of individuals receiving services and supports 

 Support for full integration of people in recovery into their communities 

 Services that are person-centered, designed to meet the distinct needs of individuals 
consistent with their values, hopes, and aspirations 

 Promotion of self-determination and empowerment  

 Facilitation of the development of personal support networks by utilizing natural supports 
within client chosen communities and families 

 Practices that help individuals improve the quality of all aspects of their lives including social, 
occupational, educational, residential, intellectual, spiritual, and financial 

 Practices that promote health and wellness and encourage clients to develop and use 
individualized wellness plans  

 Services and supports that emphasize evidence-based best practices that produce outcomes 
congruent with personal recovery 

 Services and supports that are readily accessible, coordinated, and integrated  

Substance Use 
This framework seeks to take an integrated approach to mental health and substance use, 
acknowledging them as part of the same system of care, and recognizing the high prevalence of co-
occurring disorders. Despite some differences in approaches to proving support and treatment, the 
vision and principles for recovery in substance use and mental health are complementary and 
overlapping.  

The MHCC Guidelines for Recovery-Oriented Practice (2015), as well as the 
Island Health Substance Use Services System Review (2014), have identified 
consistencies in philosophy and vision of recovery. Mental health and 
substance use both: 

 Acknowledge the multidimensional nature and complexity of issues 
 Appreciate that recovery is a personal journey, with goals defined by 

the individual 
 Recognize the significance of family, peers, workplaces, and a 

community of support 
 Understand the need for collaboration across sectors, particularly in 

relation to social determinants 
 Are person-centred and founded upon hopeful, strengths-based approaches in pursuit of well-

being, quality of life and full citizenship.  
 Commit to services that are accessible and responsive to the range of equity and diversity issues 

which affect recovery  
 Recognize both the unique needs and strengths of First Nation, Metis, and Inuit populations 

It is necessary to adapt the 
way in which recovery 
principles are applied to 
reflect the realities of 
people’s backgrounds, 
contexts, and changing 
objectives they move 
across the lifespan  

MHCC, 2015, p. 54 
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There are multiple possible pathways to recovery in both mental health and substance use.  Respect for 

choices, autonomy, dignity, and self-determination are applied across mental 

health and substance use services within a recovery-oriented framework. 

Practitioners see people’s safety and offer support for harm reduction, 

positive risk taking and continual personal growth (MHCC, 2015). 

Cultural Responsiveness and Appropriateness 
The population served by the continuum of MHSU services is diverse, and 
therefore so are the needs that arise from an individual’s evolution across 
lifespan, abilities, socioeconomic status, sexual orientation, religious beliefs, 
culture, and experiences of discrimination. Recovery-oriented principles 
encourage and respect diversity and promote practices that are culturally 

responsive, safe, and competent. Services must support self-determination and foster choice from a full 
continuum of mainstream, cultural, and traditional practices. Having services which are linguistically 
accessible, responsive and attuned to cultural and experiential diversity will also improve recovery.  
 
Developing a system that is culturally responsive and appropriate brings to the forefront systems of 
oppression and privilege, social determinants of health, and history as factors that affect recovery. 
Services must demonstrate compassion and respect for individuals from diverse backgrounds and 
experiences including immigrant, refugee, and diverse ethno-cultural communities. Recovery-oriented 
practitioners must actively explore how people from varying backgrounds understand mental health, 
substance use, trauma, and recovery.  
 
Cultural safety extends beyond cultural awareness within services and includes reflection on cultural, 
historical, and structural differences and power relationships within the care 
that is provided. This requires practitioners reflect on their own 
backgrounds, beliefs, and assumptions. When working with First Nations, 
Inuit, and Métis communities in particular, practitioners must acknowledge 
how client/patient recovery is uniquely shaped by Canada’s history of 
colonization, as well as the similarities and differences between recovery in 
the MHSU context and the particular meaning of recovery in the 
longstanding Indigenous addictions movement. Further, services must be 
aware of and open to learning about the diversity that exists at the regional 
and community levels within First Nations, Inuit, and Métis populations.   
  

Everyone in Canada 
should have the 
opportunity to achieve the 
best possible mental 
health and well-being  

MHCC, 2015, p. 42 

Affirming each 
person’s right to 
determine their own 
path to well-being 
does not imply that 
they journey on their 
own.   

MHCC, 2015, p. 24 

“I really like this declaration. It gives me a sense 
of assurance and comfort to know that, in the 
future, I will be treated with the respect and 
dignity outlined here.” 

MHSU service user 
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Embracing Recovery – Elements of the 
Strategy 

This section outlines the priority areas of focus and action for Island Health MHSU over the next 3 years, 
to embed recovery-oriented practices throughout the system of care. 

1. Declaring our commitment  
The MHCC Recovery Declaration is a public platform for stating a commitment to recovery-oriented 
practice. Signing the declaration not only signals a commitment to action, it is also an opportunity to join 
a nation-wide, like-minded community of mental health and substance use practitioners and 
organizations. 
 
Recommendation 1.1: Join other leading organizations and sign the national Recovery Declaration 
 
Recommendation 1.2: Quality Council share core messages of commitment to, and expectations of, 
achieving recovery-oriented practice across the system 

2. Education/orientation 
Establishing a foundation of recovery-oriented knowledge and capacity across all services and providers 
is essential. Practitioners must understand what is meant by recovery-oriented practice, what it looks 
like in tangible application, and have tools accessible to support what may be a significant cultural and 
philosophical change in some parts of the system.  Fortuitously, the MHCC, PSR Canada, and national 
practice leaders, have already developed freely-available orientation, education and training materials 
as well as clinical practice tools that could easily be adopted and adjusted to meet the needs of MHSU 
providers.   
 
Recommendation 2.1: The MHSU Quality Council identify recovery-oriented practice as an educational 
and training priority for the next 3 years. 
 
Given that: 
Recommendation 2.2: The MHSU Practice Support Team work with the resources noted above and a 
small advisory group of staff to: 

 identify core orientation modules for all staff 
 identify the competencies required for core positions and the education/training materials 

needed to support building those competencies 
 develop a strategy to support, and benefit from, contracted providers (including physicians) to 

ensure continuity of practice across the tiers of care 
 
Recommendation 2.3: Working with a clinical subject matter expert team, identify a set of core tools 
that supports recovery-oriented practice planning and delivery, including client/patient and family 
directed tools. 
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3. Job descriptions/ contracts 
Island Health can express expectations for recovery-oriented practice in job descriptions and contracts. 
Different contract types – community non-profit providers, housing, and physicians – may need differing 
approaches.  
 
Recommendation 3.1: Island Health MHSU incorporates an expectation of recovery-oriented practice in 
all postings, job descriptions, and interviews (including physicians). 

 Sample job descriptions and posting language are included in Appendix B 
 Sample interview questions are included in Appendix C 

 
Recommendation 3.2: Island Health MHSU incorporates an expectation of recovery-oriented practice 
into all contract language.  

 An updated “Service Delivery Principles and Standards” with recovery-oriented language is 
included in Appendix D 

4. Enhancing PSR Practices 

Regionally 
The British Columbia Psychosocial Rehabilitation (PSR) Service Framework (2014) states that “British 
Columbia health authorities should adopt and promote effective, evidence-based Psychosocial 
Rehabilitation approaches as key elements in the transformation to recovery-oriented programs and 
services, consistent with the recommendations in the BC Healthy Minds, Healthy People report.” 
Furthermore, each health authority should embed PSR services across the continuum of care from 
health promotion to specialized, tertiary services.   
 
Recommendation 4.1: Island Health follows the guidelines laid out in the BC PSR Service Framework 
(2014) to embed PSR services across the MHSU tiers of care and continuum of services. 

Greater Victoria PSR Review 
The Review of Greater Victoria PSR and Recovery-Oriented Services (2015) included many of the 
recovery recommendations proposed elsewhere in this document. In addition, it recommends 
enhancing access to evidence-based PSR services in Greater Victoria and creating social gathering places 
for diverse populations – including teens and young adults – that would connect people to these 
evidence-based services. 
 
Recommendation 4.2: When planning and evaluating PSR services, South Island MHSU considers 
guidance from the South Island Mental Health PSR and Recovery Advisory Team, in particular an 
anticipated framework on social gathering places. 
 
Recommendation 4.3: South Island MHSU develops an improved service response for 17-19 year olds 
who are socially isolated and experience barriers to accessing support.  Approaches will be evidence-
informed and will promote a safe way for youth to explore their abilities and interests, improve function 
and develop individual capacities within a cooperative framework with peers.  
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5. Recovery Care Plans 
Commitment to recovery is most practically evident in the language and development process of care 
plans.  Recovery care plans are developed collaboratively with individuals to highlight their self-
identified strengths and goals.  Outcome targets are articulated and documented from the client/patient 
and family perspective.  Recovery care plans go beyond merely reviewing a care plan with the individual. 
They are co-created through shared decision making and collaborative evaluation. 
 
Integrated, standardized recovery care plans for MHSU services depend on the supportive functionality 
of iHealth. As such, implementation will not occur in the near future. 

Recommendation 5.1: MHSU services agree on the core elements of a recovery care plan that will be 
standardized across services. 

Recommendation 5.2: Continue to work with iHealth and Community Health and Care colleagues on the 
integrated care plan in hopes of influencing the inclusion of recovery language and processes. 

6.  Peer Support 
Peer support is a model of care based on a relationship between people who have lived experience of 
mental health and/or substance use challenges. It focuses on health and recovery and is compatible 
with traditional clinical care and vice versa. A peer support worker is in a positive state of recovery and 
has developed an ability to provide peer support (Sunderland & Mishkin, 2013). 

The key principles of peer support are respect, shared responsibility, and mutual agreement of what is 
helpful. (Mead, Hilton & Curtis, 2001). Grounded in hope and empowerment, peer support provides an 
authentic example of the possibility of recovery (PSACC National Certification Handbook, 2016). The 
knowledge drawn from lifelong journeys of recovery are an invaluable source of insights, support and 
inspiration for people dealing with chronic and recurring problems (Charter of Peer Support, 2016). 

Recommendation 6.1: Develop guidelines on the definition of peer support for Island Health MHSU.  

 Model of delivery: VIHA employees or contracted service. 

 Purpose and guiding values. 

 Principles and standards of practice 

Recommendation 6.2: Develop an education and leadership strategy to prepare Island Health staff to 
incorporate peer support into the continuum of care.  

Recommendation 6.3: Develop strategy and guidelines for funding peer support across the MHSU tiers 
of care and continuum of services 

Recommendation 6.4: Develop guidelines for the development of peer support. This includes, but it not 
limited to: 

 Job descriptions, roles and competencies 

 Education/training requirements 

 Competency assessment and ongoing evaluation of performance measures 

Please see Appendix C for a more in depth examination of peer support and key strategies for peer 
support programs. 
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7. Enabling Alignments 
There are a number of initiatives already underway within MHSU that can function as enablers to 
further support the reach of our commitment to recovery-oriented practice.   
 
Recommendation 7.1: Take all opportunities to reinforce common language, messages and alignments 
with recovery-oriented practice when implementing MHSU initiatives. These include (but are not limited 
to): 

 Family Engagement Guidelines  
 Accreditation 
 MHSU Discharge Transition Procedures 
 Safe Exit Guidelines 
 Youth Mental Health Transition Protocol Agreement (2015) 
 Ministry of Health Standards and Guidelines for Early Psychosis Intervention (2010) 

 
Non-profit providers and family/community advisory groups have practices that align with this 
framework.  Involvement of those with lived experience in the development of this framework and in 
setting the direction for Island Health MHSU has been minimal.  While intentional2, this will be a 
fundamental gap in any process moving forward, and may be a challenge from a regional perspective. 

Recommendation 7.2:  If this framework is approved, develop a formal structure to embrace family, 

community and service-user experiences to develop action strategies.  This structure should: 

 Seek endorsement/refinement of the framework and expectations 

 Build on already existing structures to advise local actions and implementation 

Recommendation 7.3: Establish a defined process to respond to the recovery-oriented practice 

recommendations from the accreditation survey. 

8. Measurement, Monitoring & Reporting 
Cultural and practice changes of this nature requires a commitment to monitoring and evaluation.  
Continuous quality improvement of recovery-oriented practice requires ongoing evaluation of multiple 
dimension of recovery-oriented practice. Measurement and evaluation is necessary at three levels: 

 Organizational – measures of the organization’s fidelity to recovery-orientation. 
 Service Provider – practitioner self-assessments and client ratings of factors such as 

collaboration, respect, safety, trust, and inclusion in therapeutic relationships. 
 Client/patient – client-driven tools which measure individual’s personal recovery:   experience of 

hope, social connectedness, community involvement, empowerment, purpose, goal 
achievement, employment, contribution to society, etc. 

Recommendation 8.1:  Implement an evaluation process to support continuous quality improvement of 
recovery-oriented practice in these three domains.  

                                                           
2 The membership struggled for a means of providing for balanced input into the Working Group itself and 
therefore built off the experiences/advisement that had been previously received and/or had contributed to the 
national guidelines. 
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Appendix A: Embracing Recovery Recommendations Summary Table  
 

Strategy Element Recommendation 
1. Declaring Our 

Commitment 
1.1 Sign the National Recovery Declaration 

1.2 Quality Council share core messages of commitment to recovery-oriented practice. 

2. Education/Orienta
tion 

2.1 MHSU Quality Council prioritizes recovery-oriented practice education and training.  

2.2 MHSU Practice Support Team and advisory group to identify competencies and develop 
orientation and education strategy. 

2.3 Working with a clinical subject matter expert team, identify a set of core tools that supports 
recovery-oriented care planning and delivery, including client/patient and family directed tools. 

3. Job 
Descriptions/Contr
acts 

3.1 Island Health MHSU incorporates an expectation of recovery-oriented practice in all postings, 
job descriptions, and interviews (including physicians).  

3.2 Island Health MHSU incorporates an expectation of recovery-oriented practice into all 
contract language. 

4. Enhancing PSR 
Practices 

4.1: Island Health follows the guidelines laid out in the BC PSR Service Framework (2014)  

4.2: Considers guidance from the South Island Mental Health PSR and Recovery Advisory Team 

4.3: South Island MHSU develops an improved service response for 17-19 year olds. 

5. Recovery Care 
Plans 

 
 

5.1 MHSU services agree on the core elements of a recovery care plan that will be standardized 
across services. 

5.2 Continue to work with iHealth and Community Health and Care colleagues on the integrated 
care plan in hopes of influencing the inclusion of recovery language and processes. 

6. Peer Supports 6.1 Develop Guidelines on the definition of peer support for Island Health MHSU 

6.2 Develop an education and leadership strategy to prepare Island Health staff to incorporate 
peer support into the continuum of care. 

6.3 Develop strategy and guidelines for funding peer support across the MHSU tiers of care and 
continuum of services 

6.4 Develop guidelines for hiring peer support staff.  

7. Enabling 
Alignments 

7.1 Take all opportunities to reinforce common language, messages and alignments with 
recovery-oriented practice when implementing MHSU initiatives.  

7.2 If this framework is approved, develop a formal structure to embrace family, community and 

service-user experiences to develop action strategies. 

7.3 Establish a defined process to respond to the recovery-oriented practice recommendations 
from the accreditation survey. 

8. Measurement, 
Monitoring & 
Reporting 

8.1 Implement an evaluation process to support continuous quality improvement of recovery-
oriented practice. 



Embracing Recovery Recommendations Timelines 
 

Month 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 

Declaring Our 
Commitment 

1.1 Declaration                              
    1.2 Messaging                                                           

Education/ 
Orientation 

2.2                                    
 

 2.2 Develop recovery curriculum                         

  2.3 Identify clinical tools                         

            Communicate and implement             
                                                Evaluate, modify and maintain 

Job 
Descriptions, 
Contracts, 
interviews 

  3.1 Change job descriptions                         

  3.1/3.2 Communicate options                         

            Track implementation             
                                                Evaluate, modify and maintain 

Enhancing PSR 
Practices 

4.1 Follow BC PSR Service Framework 

4.2 Consider guidance from SI MHSU PSR and Recovery Advisory Team 

  4.3 Plan                               

    

 

 Pilot                            
                    Evaluate and report                                       

Recovery Plans 
  5.1 Develop                             

      

 

 5.2 Work with iHealth to implement             
                                               Educate and Implement 

Peer Supports     6.1-6.4   Develop service model, leadership strategy, funding strategy and service guidelines         

                    Present to QC                                             

Enabling 
Alignments 

7.1 Align common recovery language across MHSU initiatives 

  7.2 Structure for service user, family and community input               
    7.3 Respond to accreditation                                                 

Measuring & 
reporting 

    8.1 Develop evaluation process                                                 

                        Implement evaluation process                       



Appendix B: Recovery-Oriented Language for Job Descriptions and 
Posting Comments 
 

Job Descriptions 
 
Two job descriptions with recovery-oriented language have already been created and can be used as 
models for other job descriptions. 
 
JOB TITLE: Early Intervention Support Worker  
JOB DESCRIPTION No.: C.CI.81502.004 
JOB SUMMARY: Relevant recovery-oriented language 

 “EI Support Worker will provide an … environment … that promotes recovery and fosters an 
environment of dignity and self-respect.” 

JOB DUTIES: Relevant recovery-oriented language 

 “As determined by the rehabilitation or client plan, communicating with clients and  families and 
relaying their goals and concerns to the client’s Case Manager.” 

 

JOB TITLE: Social Worker – Early Psychosis Intervention 

JOB DESCRIPTION NO.: 60546 

JOB SUMMARY: Relevant recovery-oriented language 

 “… performs professional social work within the organization’s framework and standards, 
including a trauma informed focus and a recovery oriented approach.” 

JOB DUTIES: Relevant recovery-oriented language 
 “ … utilizing principles of client-focused, family-centered and trauma informed care with an 

attachment lens.” 

 

Job Posting Comments 
SUS Outreach Nurse & Homelessness Outreach Support Worker postings in VIHire-Comments section 
“Must have recent street outreach experience assertively engaging with clients who present at risk of 
suicide/violence/chemical dependency/self-neglect/comorbid health care issues. Able to offer variety of 
support services along Harm reduction continuum such as Overdose Prevention Services-including THN, 
safe consumption/observation support; outreach assistance with Housing search; supportive recovery 
and sobering beds. Work from both trauma informed practice & recovery oriented practice thru BPSSR 
principles-coaching life skills ;providing vocational and social/recreational opportunities within broader 
community for quality of life, resource access and citizenship connections.” 
 
ACT Nurse posting in VIHire-Comments section: 
“Must have extensive experience in community assertive outreach case management working with clts 
presenting at risk- suicide/violence; spmi and/or concurrent disorders; forensic involvement. Candidates 
should have strong background in BPSSR and working from harm reduction, trauma informed, and 
recovery oriented practice. Must have BPSSR principles-coaching life skills; providing vocational and 
social/recreational opportunities within broader community for quality of life, resource access and 
citizenship connections.” 
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Housing/Residential Rehab Staff in VIHire -Comments section: 
Experienced residential mental health and substance use rehab staff to work in partnership with 
residents who are presenting with spmi; substance use; comorbid medical conditions; and high risk 
behaviours- violence, self-harm/suicide, self-neglect. Position will require hands on ADL/IADL assistance, 
coaching and mentoring including meal/nutrition support; life skills packages- room cleaning; hygiene; 
laundry. Staff will assist with prog development and creative initiatives such as Residents Social Club; 
Vocational training/job coaching; recreation activities. Able to work solo/alone and within a multi-
disciplinary team 
 
GP4Me Clinician in VIHire -Comments section: 

Experienced clinician working in partnership with primary care physicians, and community agencies 
and services on Gabriola Island. Must have experience working on multidisciplinary team and 
providing wide range of mental health and substance use services- from assessment/treatment to 
triage/intake to case management/outreach to counselling (brief solution).Work from recovery 
oriented practice with clinical diversity & modalities-ranging from psycho social rehab and recovery 
; trauma informed practice; CBT; motivational interviewing ; crisis intervention. Must have experience 
with clients presenting at risk- suicide; violence and substance dependence. Working thru a harm 
reduction philosophy. The clinician will join an existing mental health and substance use service at the 
health centre with a psychiatrist and mental health & substance use nurse. Knowledge of the 
resources and community connections and initiatives on Gabriola Island is desired. Candidates with 
bachelor's level education may be considered if meet all other qualifications- would be paid at Grid 8.  

 

 

 
EIS Residential Rehab Staff in VIHire -Comments section: 
Must have experience with young adults presenting with first break mental illness and/or concurrent 
disorders. Formal training/education in EPI is preferred. Strong background in Recovery Oriented 
practice and BPSRS is required. Able to engage and energize clients with Life skills coaching and 
vocational and recreational pursuits. Rehab and recovery program focus within a residential setting. 
 
Coordinator in VIHire-Comments section: 
Clinical Coordinator required with extensive experience with Outreach mental health and substance use 
case management services ranging from Strengths based Case Management to ACT. Must have strong 
background/experience and training in BPSSR and working with and mentoring multi-disciplinary 
teams in recovery oriented practice- rehab & recovery as primary focus with community 
integration/citizenship as goal. Clinical experience working with clients presenting with high acuity and 
complexity- may include spmi concurrent dx; poly-substance dependency, homelessness and at risk- of 
violence , suicide, neglect 
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Appendix C: Reflective Practitioner sample interview questions 
 

Question Key Responses/Evidence 

1. Recovery is a 
collaborative 
process between 
clients/patients 
and clinicians. 
Describe the 
strategies you 
would use to 
support 
client/patients in 
recovery. 

 (MHCC Guidelines) Acknowledgement that each person’s journey is both unique and 
complex 

 Assist people to maximize their ability to direct and manage mental health themselves 

 Create a culture and language of hope 

 Affirm autonomy and self-determination 

 Recovery is person-first and holistic 

 Focus on strengths and personal responsibility  

 Recognize value of family, friends, and community 

 Address stigma and discrimination 

 Respond to diverse needs  

 (King 2007) Recovery requires client/patient to be able to: 
o Hold hope 
o Believe MH is not a permanent state and need not control or decide future 
o Reach out to others when needed  
o Recognize entitlement to dreams and aspirations 
o Appreciate strengths  
o Make active choices to meet self-identified needs 
o Recognition of ability to manage illness 
o Engage well parts of self despite feeling overwhelmed and distressed 
o Use experiences to build knowledge of impact of MI on life, what helps and hinders 
o Remain connected to roles, responsibilities, and relationships 
o Overcome stigmatizing self-doubts in order to reclaim citizen space (re-establish 

their place in society and community) 

  (Slade 2009) The role of the clinician is to: 
o Believe in the ability of the person to recover 
o Work as though recovery is always a reality 
o Provide environments that are supportive of individual recovery efforts  
o Not stand in way of individual’s recovery process. 

 Five main aims of self-management skills: medication, physical health, stress and coping, 
symptom management, drug and alcohol use 

2. Describe an 
example of how 
you have built a 
strong 
therapeutic 
alliance with a 
client/patient 
who may be 
apprehensive or 
slow to engage. 

 Identify client/patient interests and goals  

 Openly explore barriers, concerns, etc. 

 "Roll with resistance” 

 Attempt to tailor recovery plan to fit client/patient’s learning style and provide opportunity 
for meaningful client/patient input 

 Establish effective communication through validation, empathy, and non-judgement  

 Being present 

 Offering choice 

 Ensuring understanding- paraphrasing, checking-in, etc.  

 Collaborative approach/ shared decision making 

 Value client/patient’s perspective 

 Strengths based approach 
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3. Describe how you 
might support a 
client/patient and 
their family 
around concerns, 
non-support of, 
or exploring 
alternatives to, 
prescribed 
medications. 

 Provide unbiased empirical evidence 

 Listen to concerns 

 Recognize the choice is ultimately theirs 

 Explore issues behind their choice: side effects, uncertainty about effectiveness, autonomy, 
links with coercion  

 Use motivational interviewing strategies to explore the issues 

 Identify stage of change and associated MI strategies 

4. Describe how you 
would facilitate 
client/patient  
involvement in 
recovery care 
planning, 
particularly those 
who may be 
struggling to do 
so 

 Provide information about the process and purpose of recovery care planning 

 Assess barriers to participation 

 Ask client/patient to identify difficulty- get their perspective 

 Address cognitive barriers if present- simplify/restructure process if necessary  

 Engage in motivational interviewing: identify ways their illness is impacting them, explore 
client/patient strengths, hopes, and dreams, and reflect change talk 

5. How would you 
describe a 
recovery-oriented 
system of care? 
(MHCC 6 
Dimensions of 
Recovery-
oriented practice) 
 

 Creating a culture and language of hope- Recovery is possible for everyone; Communicate 
positive expectations and optimism; See beyond problems to possibilities; Focus on living a 
life of meaning and purpose even with limitations caused by illness. 

 Recovery is personal- Person-centred and holistic; Affirms autonomy and self-
determination; Focuses on individual strengths and goals; Build collaborative relationship. 

 Recovery occurs on the context of one’s life- Recognize value of family, friends, community; 
Addresses stigma Builds partnerships with community Natural supports; Community 
integration 

 Responds to diverse needs- Respectful, culturally responsive and safe practice; includes 
lifespan, ethno-cultural, LGBTQ, etc.  

 Recognizes distinct cultures, rights and circumstances of the First Nations, Inuit and Metis 
and how recovery is uniquely shaped by Canada’s history of colonization. 

 Transforms service and systems. Involves everyone providing care and everything an 
organization does. Includes organization vision, commitment, culture, service user input, 
partnerships, workforce development, evaluation and quality improvement. 

 Describes any PSR principles not included in the MHCC dimensions. i.e. readily accessible 
services, including all domains of a person’s life, etc. 

6. Describe a time 
when you used 
recovery-oriented 
principles in your 
practice. What 
challenges were 
present? 

 Using language of hope, fostering hope in client/patient, promoting culture of hope 

 Developing a collaborative relationship, respecting self-determination, focussing on 
individual strengths and preferences 

 Including natural supports, integration with community, addressing stigma 

 Showing respect and understanding of diversity 

 Awareness of personal barriers (need for education, self-reflection, personal development.) 

 Awareness of health system barriers (workplace culture, organizational barriers) 

 Awareness of cultural barriers (stigma, poverty) 

 Strategies to address barriers 
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Appendix D: Recovery-Oriented Contract Principles and Standards 
If approved by the Quality Council, the following bolded recovery-oriented language will be added to 

the existing contract service delivery principles and standards.  

 
1. SERVICE DELIVERY PRINCIPLES AND STANDARDS 
The Service Provider and VIHA affirm that in entering into this Agreement the Services will be provided 

in accordance with the following service delivery principles and standards: 

(a) the Services provided shall be appropriate to address the Residents’/Client’s strengths, abilities, 
needs and foreseeable risk; Recovery-oriented practice and trauma-informed practice should be 
inherent in every aspect of service delivery. 

(b) the Services shall be delivered in a manner which promotes hope and optimism, recognizes the 
dignity and worth of each Resident/Client and which provides the highest possible quality of life. 

(c) Residents/Clients, whether their needs are simple or complex, short or long term, will receive 
timely, appropriate, and effective assistance within the limits of the available resources. 

(d) The Services shall be delivered through collaborative partnerships with Residents/Clients in a 
manner that respects and promotes Residents’/Clients’ independence and self-determination. 

(e) the Services shall be delivered in a safe, efficient, and cost effective manner. 
(f) the Services shall enhance and be an integral part of the system of health services in VIHA, for the 

benefit of the public and the Residents/Clients it serves. 
(g) the Services will be designed and undertaken so as to encourage and facilitate a cooperative 

working relationship between VIHA and the Service Provider. 
(h) the Services shall be provided based on established and identified funding allocations. 
(i) The Services will be provided in a manner that respects diversity and demonstrates an 

understanding and commitment to cultural competency and ensures cultural competency principles 
and practices are incorporated into the delivery of Services. The Services will be delivered within the 
framework provided by the Human Rights Act and the Multiculturalism Act. 

(j) The Service Provider will ensure that Clients will be entitled to independence from the Service 
Provider’s religious beliefs or religious affiliations. 

(k) The Service Provider will comply with all federal, provincial, regional and municipal legislation and 
regulations, as may be amended from time to time, that are applicable to the provision of Services, 
including, but not limited to, the following: 
i. WorkSafeBC and the related Occupational Health and Safety Regulations. 
ii. The Canada Health Act. 
iii. Policies and standards of the Ministry of Health Services. 
iv. Policies and standards of the VIHA.  
v. The BC Community Care and Assisted Living licensing standards and requirements.  
vi. All applicable health and safety standards, including internal policies and procedures to address 

occurrences such as infestations. 
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Appendix E: The value of Peer Support – it’s Evidence Based! 

Based on work by the Mental Health Commission of Canada, specifically the reports, Making the Case for Peer 

Support (Cyr, McKee, O’Hagan & Priest, 2016) and Guidelines for the Practice and Training of Peer Support 

(Sunderland & Mishkin, 2013), the following evidence for peer support was derived. 

These works are based upon a vast literature review, input from peers, peer support 

workers, and clinicians, from across Canada. Face to face consultations; focus 

groups; online surveys; and a working group of peer support leaders was also 

utilized. 

 The Mental Health Strategy for Canada recognizes that peer support for people living with mental health 

challenges and illnesses can help to reduce hospitalization and symptoms, offer social support and 

improve quality of life.  

 We (MHCC) found that the development of personal resourcefulness and self-belief, which is the 

foundation of peer support can not only improve people’s lives but can also reduce the use of formal 

mental health, medical and social services. By doing this peer support can save money. 

 Research knowledge as well as the knowledge gained from the lived experience of people who take part 

in peer support, shows the remarkable improvements in people’s lives that can occur even with relatively 

small investments. 

 Peer support workers can inspire hope and demonstrate the possibility of recovery. They are valued for 

their authenticity because they can relate to the challenge and have found their way to recovery.  

 Goal Five of the Mental Health Strategy for Canada, calls for people to have “equitable and timely access 

to appropriate and effective programs, services, and supports that are seamlessly integrated around their 

needs.” This goal recognizes the range of services and supports, such as peer support, which may provide 

benefit.  

 Peer support can help a person better navigate the sometimes complicated maze of treatments and other 

forms of assistance. 

 (Family-based peer support) - The family member’s path to their own wellness or recovery is likely to be 

enhanced by a better understanding of their loved one’s illness and through the development of more 

effective coping skills. Greater confidence, accepting the situation, and having hope for their loved one 

will help them to be more effective caregivers and supporters, while also helping them to sustain their 

own wellbeing. 

 Empowerment and recovery orientation are crucial elements of peer support. The empowerment that 

results from a greater sense of hope and kinship is supported by studies showing that the most powerful 

themes in recovery are people’s own personal resourcefulness and relationships, or roles that reinforce 

their belief in themselves.  

Benefits to the people being supported 
Evidence from peer reviewed journals and other sources are as follows: 

 Connecting with another person who has lived with similar problems, or is perhaps still doing so, can be a 

vital link for someone struggling with their own situation (Creamer et al., 2012). 

 Peer support can be an effective prevention strategy, can moderate the effects of life-challenging events 

(Figley & Nash, 2007). 

 Peer support can provide a sense of empowerment (Corrigan, 2006; Dumont & Jones, 2002; Resnick & 

Rosenheck, 2008). 

“[My Peer Support 
Worker] was helpful and 
an inspiration.” 

MHSU service user 
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 Peer support can help a person gain control over their symptoms, reduce hospitalization, offer social 

support and improve quality of life (Ochocka, Nelson, Janzen & Trainor, 2006). 

 The authenticity of peer support helps create a shift in attitude and results 

in greater feelings of empathy and connectedness with the peer support 

worker than what normally occurs in a patient-therapist relationship 

(Provencher et al, 2012; Chinman et al, 2006; Coatsworth et al, 2006). 

 Family members, or those in a person’s circle of care, benefit from peer 

support in a variety of ways, such as improving their understanding of the 

mental health system and their ability to support their loved one’s recovery, 

as well as their ability to care for themselves (Thomson et al, 2004; Pickett-Schenk et al, 2008; Dixon et al, 

2004). 

 The addition of trained peers can improve the subjective quality of the service, reduce coercion and the 

use of restraints in acute inpatient teams (Repper, 2013). 

Benefits to the peer support worker 
 They feel empowered in their own recovery journey (Salzer & Shear, 2002). 

 They have greater confidence and self esteem and a more positive sense of identity, they feel less self 

stigmatization, have more skills, more money and feel more valued (Ratzlaff et al., 2006; Bracke et al., 

2008). 

 Being employed as a peer worker is generally seen as a positive and safe way to re-enter the job market 

and thus resume a key social role (Mowbray et al., 1998). 

Benefits to the teams in which peer support workers work 
 The introduction of peer workers is a powerful way of driving forward a recovery-focused approach within 

a team. Just as peer workers provide hope and inspiration for others experiencing mental health 

problems, they challenge negative attitudes of staff and provide an inspiration for all members of the 

team (Repper, 2013). 

 Peer workers facilitate a better understanding between people providing the service and those using it 

(Repper & Watson, 2012). 

Benefits to the organization 
 The values and leadership of consumers are driving the shift from a system focused on symptom 

reduction and custodial care to self-directed recovery built on individual strengths…” (SAMSHA, 2005) 

 Where peer workers are active in decision making bodies throughout the organization they can challenge 

negative assumptions, counter risk-aversive behaviour and point out discriminating language and 

excluding practices (Repper, 2013). 

 Having peer support as part of the acute pathway can shorten lengths of admission and reduce re-

admission rates leading to significant savings (Repper, 2013). 

 The development of personal resourcefulness and self-belief, which is the foundation of peer support, can 

not only improve people’s lives but can also reduce the use of formal mental health, medical and social 

services. By doing so, peer support can save money (Cyr, McKee, O’Hagan & Priest, 2016). 

 

  

“Because [my Peer 
Support Worker] speaks 
from the heart, it was 
beneficial.” 

MHSU service user 
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Key Strategies for Peer Support Programs3  

Structure of Peer Support Programs: 
There are two types of peer support: 

1. Peer support for individuals experiencing mental health and/or 
substance use issues 

2. Peer support for families and loved ones who are supporting an 
individual in their recovery 

Peer support programs occur on a spectrum from informal to formal. Formal programs are the focus of 
this framework. They are generally delivered via peer-run organizations or employment of peers in 
formal mental health services either by the organization or through an independent sector agency. 
Independent peer-run organizations play a valuable role in providing direct support and by supporting 
peers working in mainstream settings (Sunderland & Mishkin, 2013).  

Within formal mental health services, peer support roles are compatible across the continuum of care, 
including: inpatient units, ACT, case management, tertiary, recovery centres, and emergency services.  

Key Components of an Effective Peer Support Strategy: 
1. Develop Guidelines on the definition of peer support for the organization: 

 Define the type and format of peer support for the organization 

 Develop Guiding Values- critical elements that ground strategy 

 Develop Principles and Standards of Practice- these further define the 
intent of the support provided.  

2. Create a steering committee and develop engagement and commitment 
across the organization. Include organization stakeholders, service users, 
their families, and local partner organizations (Repper, 2013). The role of 
the steering committee may become advisory as the program is developed 
(MHS, 2001). 

3. Prepare the Teams- build partnerships between professional and peer 
support services (Cyr, et al., 2016; Repper, 2013). Ongoing training for 
professionals to develop the skills to deliver recovery oriented services, in 
partnership with peer providers, is required (Cyr, et al., 2016).  

4. Develop guidelines for funding peer support- enhanced investment is 
needed to offer peer-provided, value-based training to potential peer 
support providers and to provide peer support workers with a living wage.  

5. Develop guidelines to support the development of peer support, including: 

 Templates for worker roles and competencies 

 Education guidelines/curricula for peer support workers 

 Options for affordable training opportunities 

 Consumer led evaluation of peer support 

Other Considerations: 

 Ensure a range of accessibility and rapid engagement with peer support services  

 Leadership from governments and champions from MHSU services can dramatically increase access 
to peer support (Cyr, et al., 2016) 

                                                           
3 (Based on MHCC Guideline for the Practice and Training of Peer Support (2013) and Making the Case for Peer support (2016); and Peer 

support Resource Manual BC Ministry of health Services, 2001 – unless otherwise specified) 

Examples of peer-run 
organizations: 

 The British Columbia 
Schizophrenia Society  

 The Canadian Mental Health 
Association. 

Examples of Guiding Values: 

 Hope and Recovery 

 Self determination 

 Empathetic and equal 
relationships 

 Dignity, respect and social 
inclusion 

Examples Principles and 
Standards of Practice:  

 Honour and encourage self-
determination by co-creating 
recovery options with the 
client, rather than providing 
direction. 

 Share aspects of lived 
experience in a manner that is 
helpful to the peer, 
demonstrates compassion and 
understanding, and inspires 
hope for recovery 
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Appendix F: Evaluating Recovery  
The following are examples of monitoring/evaluating approaches that were identified by the Working 
Group that may assist in understanding the intent of this recommendation. 

Organizational  
The Ontario Shores Centre for Mental Health Sciences implemented the Recovery Promotion Fidelity 
Scale (RPFS) as a tool for measuring recovery-orientation at an organizational level. The RPFS was 
developed to evaluate the extent to which mental health service providers incorporate recovery 
principles into their practice. It includes: 

 12 items 

 5-point Likert scale 

 Measures across 5 domains: 

o Collaboration 

o Participation and acceptance 

o Self-determination and peer support 

o Quality improvement 

o Development  

 Opportunities to merge questions into existing staff and patient satisfaction surveys 

 Gives leadership clear information related to recovery-supporting practices within their service 

to create accountability and provide direction to further advance recovery  

Provider 
Reflective evaluation for practitioners and leadership may also be a useful tool that could be 
implemented either formally or informally. It includes service providers and leadership reflecting on 
their own practice and habits to self-identify their strengths and areas of improvement. For example, a 
practitioner may reflectively evaluate how well they promote a culture of hope and optimism by asking 
the following questions (for comprehensive list of reflective practitioner questions see Appendix A): 

 Do I engagement people early in setting personal recovery goals? 

 How do I model hope and provide ongoing opportunities to discuss, celebrate, and promote 

client/patients’ recovery stories? 

 How do I systematically engage family members, supporters, and caregivers in creating a climate 

of optimism and encouraging positive outcomes? 

Client/patient 
The Personal Recovery Outcome Measure (PROM) is a 30 item measure of personal recovery of people 
who experince mental illness. Personal recovery is defined as “a way of living a satisfying, hopeful, and 
contributing life even with the limitations caused by illness.” The PROM is a new measure of recovery 
that has been developed according to international guidelines for patient-reported outcome instrument 
development. Preliminary psychometric testing(n=1157) using Rasch Measurement methods supports a 
unidimensional set of items (chi-square ≥0.06); Person Separation Index ≥0.91). Traditional 
psychometric also supports the initial 30 item PROM to be reliable (Cronbach’s alpha ≥0.90), valid, and 
clinically relevant instrument for measure recovery in people with mental illness. As well, results from 
six focus groups with patients (n=3 groups), families (n=1), clinicians (n=2) supports strong clinical utility 
of the tool for clinical decision making, self-management, and program evaluation (Barbic, under 
review). 


