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Deinstitutionalization in psy-
chiatric and social care has
been occurring at different

rates across Europe over the past 20
years. This movement has shown that
people with severe mental health
problems have multiple residential,
vocational, educational, and social
needs and aspirations (1), which in
turn has generated new conceptual-
izations of how services should be or-
ganized and delivered. The guiding
vision of service provision for this
group has become the recovery mod-
el (1–4), in which recovery is viewed
as a lifelong process that involves an
indefinite number of incremental
steps in various life domains and in
which the mental health problem is
seen as only one aspect of the whole
person.

There is broad agreement among
service users and providers, as well as
among researchers and policy mak-
ers, that key attributes of a recovery-
oriented model include treatment ap-
proaches that are negotiated between
service users and practitioners and
that promote empowerment, self-
management, dignity, and reclaiming
identity (including physical, sexual,
spiritual, group, and cultural identity)
(5). The ethos of a recovery approach
is one of hope and optimism, provid-
ing a context in which individuals are
supported in engaging in meaningful
activity (such as education and em-
ployment), overcoming the stigma of
mental illness, and developing self-
awareness, self-acceptance, and self-
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Objective: Service provision in psychiatric and social care is increasing-
ly guided by recovery principles. However, little is known about the de-
gree of consensus among stakeholders in diverse contexts on the com-
ponents of care that most promote recovery. This study aimed to iden-
tify specific items of care that key stakeholders regard as most impor-
tant in promoting recovery for people with longer-term mental health
problems in institutional care, to measure consensus between and
across stakeholder groups and countries, and to develop a conceptual
framework of the most important domains of care. Methods: Ten Euro-
pean countries in various stages of deinstitutionalization participated in
a series of conventional three-round iterative Delphi exercises. In each
country individuals in four separate expert groups (service users, men-
tal health professionals, caregivers, and advocates) identified compo-
nents of care that they considered important to recovery and then rat-
ed their group’s suggestions in terms of importance. Median and con-
sensus ratings were measured. High-ranking items were grouped into
domains. Results: A total of 4,098 separate items of care were proposed
by the 40 participating groups. Eleven broad domains of care important
for recovery were identified: social policy and human rights, social in-
clusion, self-management and autonomy, therapeutic interventions,
governance, staffing, staff attitudes, institutional environment, postdis-
charge care, caregivers, and physical health care. Consensus between
groups and countries was generally high, but some modest differences
in priorities were noted. Conclusions: The most consistently highly rat-
ed consensus domain was therapeutic interventions. Domains and com-
ponents of care related to recovery principles were also viewed as im-
portant across stakeholder groups. (Psychiatric Services 61:293–299,
2010)



esteem (6–8). However, although the
guiding principles and goals of a re-
covery approach are in place, there is
less certainty about the degree of
consensus among various stakehold-
ers in different contexts—both na-
tional and social—about their relative
weight and importance or about the
specific, concrete components of care
that are most effective in achieving
recovery goals (9). This uncertainty is
particularly tested—but no less rele-
vant—in institutional care settings.

This Delphi study was embedded
in the early phases of a larger project
funded by the European Commis-
sion—the DEMoBinc Project (De-
velopment of a European Measure of
Best Practice for People With Long
Term Mental Illness in Institutional
Care) (10) that involved a consortium
of clinical academics with a specialty
in long-term mental health care (the
DEMoBinc group) in ten European
countries: Bulgaria, Czech Republic,
England, Germany, Greece, Italy,
Netherlands, Poland, Portugal, and
Spain. The research call was to devel-
op a methodology for assessing and
reviewing living situations, care, and

treatment practices in psychiatric and
social care institutions for persons
with mental illness in the European
Union, with a particular focus on hu-
man rights and the protection of the
dignity of residents. The project team
adopted a recovery orientation as be-
ing the most appropriate overarching
framework for these purposes.

The Delphi study had three main
objectives. First, we wanted to identi-
fy the specific items of care that key
stakeholders regard as most impor-
tant in promoting recovery of people
in long-term institutional care. The
second objective was to measure con-
sensus between and across stakehold-
er groups and countries regarding the
relative importance of those items in
promoting recovery. Third, the study
aimed to organize items of high im-
portance and on which consensus was
high into a conceptual framework of
domains of care.

Methods
The study used a Delphi methodolo-
gy. This is a well-established and sys-
tematic way of collecting, organizing,
reviewing, and revising the opinions

of panels of individuals who generally
do not meet face to face (11,12), al-
though some studies conduct an in-
troductory meeting for participants or
a feedback conference at the end of
the process. It is an iterative process
that allows equal weighting of partici-
pants’ views and renders the process
of determining priorities transparent.
The method involves gathering the
opinions of each of the panel’s mem-
bers independently, usually by a
questionnaire, and then providing all
this information to each panel mem-
ber as feedback (13). Individuals have
the opportunity to refine their judg-
ments on the basis of the feedback.
Participants’ anonymity is generally
preserved to avoid undesirable psy-
chological effects. The method has
been used frequently with expert
panels and is especially useful as a
tool for governing effective commu-
nication in a group of people, unin-
hibited by group dynamics, and for
assessing consensus about an issue in
a time-efficient way (14).

The study employed a series of con-
ventional three-round Delphi exercis-
es with four separate expert groups
(service users, mental health profes-
sionals, caregivers, and advocates) in
each of the ten participating Euro-
pean centers (total of 40 groups). This
enabled us to compare the independ-
ent opinions of the stakeholder
groups across countries. Researchers
aimed to recruit ten to 12 respon-
dents for each group. In the first
round of the exercise, each respon-
dent was asked to suggest ten answers
to a specific, structured question: “In
your view, what most helps recovery
for people with long-term mental
health problems in institutional
care?”

Individual responses generated in
this round were then fed back to the
respondent group, and members rat-
ed their importance. Finally, the re-
spondents rated the items again in
light of information about their
group’s response as a whole.

Participant inclusion criteria
Participants were selected on the ba-
sis of their broad experience of psy-
chiatric or social care institutions. As
far as possible, in keeping with the
project’s overarching framework, par-
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ticipants selected were known to have
a recovery orientation—that is, a view
of the institutional setting as an envi-
ronment that supports people in mov-
ing back into the community. In each
country researchers sought as repre-
sentative a population as possible.
The mental health professionals
group was multidisciplinary. When
possible, service users and caregivers
were selected on the basis of their ex-
perience in representing national or
regional organizations relevant to
service users or caregivers. Advocates
were defined as individuals who cam-
paign and advocate for the rights of
service users and caregivers, often
with a wider organizational responsi-
bility for advocacy.

Procedure
Ethics approval for the study was
sought but deemed not to be re-
quired by relevant ethics committees
in the ten countries. The study was
carried out between August 2007 and
March 2008. Potential respondents
were identified by a cascade method
of known contacts and direct ap-
proaches to relevant organizations—
statutory, professional, and independ-
ent. Delphi questionnaires were cir-
culated by e-mail, post, or fax. Re-
searchers at each center listed the
items from the completed round 1
questionnaires for each group sepa-
rately so that participants could see
their own group’s overall list and their
individual list within it. At this stage,
grouping similar items was avoided
because it would have involved the
researchers’ personal judgments and
might have guided respondents.

To preserve subtle nuances of
meaning, items that appeared similar
were retained unless the wording was
identical. When a particular item was
unclear, the participant was asked for
clarification. Items that were too
lengthy or otherwise unsuitable for
rating on the round 2 questionnaire
were edited by use of three criteria:
singularity, maximum length, and
maximum fidelity. For singularity,
when a single response contained two
suggestions, for example, “flexible vis-
iting hours and a pleasant family-
friendly visiting environment,” they
were separated into two items. A
maximum length of 1.5 lines was usu-

ally achieved by retaining the con-
crete recommendation for practice
but excluding the longer explanation.
For example, “having a fairly rigid
ward routine, I really appreciated the
ward policy of having a bedtime or
‘lights out’ time. This gave a sense of
structure and was very different to
what I’d experienced on acute wards”
was shortened to “having a fairly rigid
ward routine to give a sense of struc-
ture.” Finally, items were edited for
clarity, applying a principle of maxi-
mum fidelity to the original wording
and idea.

The resulting list formed the basis
of the round 2 questionnaires. Partic-
ipants were asked to rate each of the
listed items generated by members of
their group on a scale of 1, unimpor-
tant, to 5, essential, in terms of the
item’s contribution to recovery. In ac-
cordance with Delphi methodology,
median scores were then calculated
for each item. In round 3, participants
were provided with their own ratings
from round 2 along with their group’s
median rating for each item. They
were then asked to rate each item
again in the light of the information
on median ratings and to comment
when their new rating differed from
the median by more than 2 points.

Analysis
A database template in SPSS Version
15 for Windows was developed and
circulated to all centers. Items from
each center were collated by type of
stakeholder group, and median and
consensus ratings were determined
for each type of group. Respondents
were considered to be in consensus if
their score was within ±1 of their
group’s median. Each center received
feedback on its own results. Items
rated essential (score of 5) or very im-
portant (score of 4) with at least 80%
within-group consensus were then or-
ganized into domains by using a
heuristic method reinforced by clini-
cal judgment and experience. Each
item was reviewed by the first two au-
thors. Those judged to fit well were
grouped into clusters, overarching
themes or domains were identified to
describe clusters, and domains con-
tinued to be identified until all items
were placed. The resulting domains
and their item allocation were dis-

cussed and agreed upon with the
London authors (at St. George’s, from
where the Delphi study was being co-
ordinated, and at University College,
from where the wider DEMoBinc
Project was being coordinated).

All qualifying items were subsumed
into one or more of the chosen do-
mains. When an item clearly be-
longed in two domains, it was includ-
ed in both; for example, “Being treat-
ed with respect by staff, as an equal
person rather than a diagnosis” was
included under both the “human
rights” and the “staff attitudes” do-
mains. Finally, to focus on the most
important domains, we identified
items rated essential with 100% with-
in-group consensus and explored the
domains that were included by use of
this highest threshold of importance.

Results
All countries recruited the required
number of participants who met in-
clusion criteria for all groups. The
overall participant retention rate
over the three rounds of the Delphi
was 87% (Table 1). Data on respon-
dent characteristics are presented in
Table 2.

Generation of domains
From the 4,098 items of care con-
tributed by the Delphi respondents,
3,187 (78%) achieved median scores
of 4 or 5 with at least 80% group con-
sensus. Notwithstanding the high me-
dian and consensus ratings, 39% of all
items received a score of 1 or 2, indi-
cating that participants were willing
to use the full spread of ratings when
they deemed it appropriate. Service
users employed a wider spread of re-
sponses than any other group (51% of
items were rated 1 or 2); advocates
used the narrowest spread (32% of
items were rated 1 or 2). Items
achieving high median ratings plus
high consensus ratings—many of
which were similar across groups—
were organized into 11 broad do-
mains of care: social policy, human
rights, and advocacy; social inclusion;
self-management and autonomy;
therapeutic interventions; gover-
nance; staffing; staff attitudes; institu-
tional environment (physical and cul-
tural); meeting needs after discharge;
involvement of caregivers; and physi-
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cal health care. [A table listing the 11
domains and the components of care
allocated to them is available as an
online supplement to this article at
ps.psychiatryonline.org.]

Ratings by country 
and stakeholder group
There was strong cross-country con-
sensus about the importance of all the
domains. Although individual items
varied across groups and countries, at
least one of the four stakeholder
groups in all ten participating coun-
tries reached at least 80% consensus
on items that were rated as essential
or very important in each of the 11
domains.

Table 3 shows which domains
achieved the highest threshold of
importance (domains containing
items rated essential with 100%
within-group consensus), by group
and country. Across all 40 groups,
391 items were included in this
analysis. Most domains were repre-
sented by one or more groups from
the majority of countries (median
domains per country, 9.5; range, 4
(Germany) to 11 (Greece). Differ-
ences between the stakeholder
groups were fairly modest; for each
domain, the four stakeholder groups
had similar ratings across all ten
countries. Three domains—thera-
peutic interventions; staffing atti-

tudes; and social policy, human
rights, and advocacy—reached the
highest threshold of importance with
one or more stakeholder groups in
all ten countries. The highest-rank-
ing domain was therapeutic inter-
ventions; it achieved the highest
threshold in 30 of the 40 stakeholder
groups across countries. However,
Table 3 shows that there was consid-
erable agreement with regard to the
importance of most of the other do-
mains as well; all domains were
ranked at the highest threshold of
importance by at least one stake-
holder group in at least seven of the
ten participating countries. The
most notable exception was the
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TTaabbllee  11

Number of participants in four stakeholder groups in a ten-country, three-round Delphi study, by round completed

Czech Nether- United
Bulgaria Republic Germany Greece lands Italy Poland Portugal Spain Kingdom

Overall
Group 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd 1st 3rd rate (%)a

Service
users 14 11 12 11 14 10 12 9 12 12 11 10 13 7 18 11 13 12 12 12 80

Professionals 12 12 16 15 13 13 12 12 16 14 12 12 14 13 14 11 15 12 14 13 92
Caregivers 14 14 12 11 11 10 12 8 11 10 12 11 12 9 13 9 13 12 11 11 87
Advocates 13 11 11 10 14 13 12 10 12 11 11 10 12 10 12 11 14 12 11 10 89
Overall 

rate (%)a 91 90 89 81 92 94 77 74 87 96 87

a N of third-round participants divided by N of first-round participants

TTaabbllee  22

Characteristics of participants in four stakeholder groups in a ten-country, three-round Delphi study, by group and country

Age in years
From ethnic

Male Female minority group 18–30 31–60 >60
Total 

Group or country Na N % N % N % N % N % N %

Advocates 108 40 37 68 63 5 5 10 9 87 81 11 10
Caregivers 105 33 31 72 69 6 6 4 4 49 47 52 50
Professionals 127 51 40 76 60 4 3 16 13 102 80 9 7
Service usersb 107 56 52 51 48 5 5 13 12 89 83 3 3
Bulgaria 48 11 23 37 77 0 — 3 6 38 79 7 15
Czech Republic 47 15 32 32 68 0 — 13 28 31 66 3 6
Germany 48 22 46 26 54 2 4 1 2 39 81 8 17
Greece 39 16 41 23 59 1 3 3 8 28 72 8 21
Netherlandsb 47 29 62 18 38 0 — 1 2 31 79 8 17
Italy 43 16 37 27 63 4 9 2 5 30 70 11 26
Poland 39 12 31 27 69 1 3 13 33 22 56 3 8
Portugal 42 21 50 21 50 0 — 1 2 27 64 14 33
Spain 48 18 38 30 63 4 8 4 8 40 83 4 8
United Kingdom 46 20 43 26 57 8 17 2 4 35 76 9 20
Total participants 447 179 40 268 60 22 5 45 10 326 73 76 17

a Number completing all three rounds
b Data were missing for some respondents on some variables.
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Domains of recovery in long-term institutional care rated of highest importance in a ten-country Delphi study, by 
stakeholder group and countrya

Czech Nether- United
Group Bulgaria Republic Germany Greece lands Italy Poland Portugal Spain Kingdom

Social policy, human 
rights, advocacy

Advocates √ √ √ √ √ √ √
Caregivers √ √ √ √ √
Professionals √ √ √ √ √
Service users √ √ √ √

Social inclusion, informal
support, links with
community

Advocates √ √ √ √ √ √
Caregivers √ √ √ √ √
Professionals √ √ √
Service users √ √ √ √

Self-management and 
autonomy

Advocates √ √ √ √
Caregivers √
Professionals √ √ √ √ √
Service users √ √ √

Therapeutic interventions
Advocates √ √ √ √ √ √ √ √
Caregivers √ √ √ √ √ √ √ √
Professionals √ √ √ √ √ √ √
Service users √ √ √ √ √ √ √

Governance
Advocates √ √ √ √
Caregivers √ √ √ √
Professionals √ √ √ √ √
Service users √ √ √

Staffing
Advocates √ √ √ √ √ √
Caregivers √ √ √ √ √ √
Professionals √ √
Service users √ √ √ √ √

Staff attitudes
Advocates √ √ √ √ √ √ √
Caregivers √ √ √ √ √ √ √
Professionals √ √ √ √ √ √
Service users √ √ √ √ √

Institutional environment
(physical and cultural)

Advocates √ √ √
Caregivers √ √
Professionals √ √ √
Service users √ √ √ √ √

Meeting needs after
discharge

Advocates √ √ √ √ √ √
Caregivers √ √ √ √
Professionals √ √
Service users √

Involvement of
caregivers

Advocates √ √ √
Caregivers √ √ √ √ √
Professionals √ √ √ √
Service users √ √

Physical health care
Advocates
Caregivers √ √
Professionals √
Service users √

a Domains that achieved the highest threshold of importance had components rated essential with 100% within-group consensus.



physical health care domain, which
achieved the highest threshold of
importance in only two of the ten
countries. Two domains that are gen-
erally regarded to be highly associat-
ed with recovery-oriented practice—
social inclusion and self-manage-
ment and autonomy—achieved the
highest threshold of importance in at
least one stakeholder group in eight
of the ten countries.

Discussion
Main findings
Many of the items of care identified
as important by key stakeholders in
this study are closely related to so-
called markers of recovery (15,16)—
for example autonomy and self-man-
agement, social inclusion, dignity,
hope, meaningful activity, maintain-
ing social and intimate relationships,
and overcoming stigma. However, al-
though such themes are clearly rele-
vant to institutional care settings
(17,18), they did not always emerge as
being the most important. For exam-
ple, autonomy and physical health
care achieved the highest threshold of
importance in only 13 (33%) and four
(10%), respectively, of the 40 respon-
dent groups.

It is noteworthy that the domains
that achieved the highest threshold
of importance may be more com-
monly understood as representing a
more conventional, clinical model of
recovery. The domain with the high-
est rating was therapeutic interven-
tions. This finding could be regard-
ed as unsurprising among groups
with considerable experience of se-
rious mental illness in institutional
care settings, for whom components
of care within the domain of thera-
peutic interventions arguably form
the very basis and raison d’être of
health care. Nonetheless, the top
ranking of therapeutic interventions
in the context of stakeholders with a
recovery orientation and in groups
of service users, caregivers and ad-
vocates, and mental health profes-
sionals was somewhat unexpected.
This finding suggests a medically
oriented emphasis on delivering
treatment and addressing symptoms
rather than a broad view of recovery
principles. This impression is lent
further weight by the repeated ref-

erence within this domain, particu-
larly by service users and caregivers,
to the importance of appropriate
and timely psychopharmacological
treatment. Items in this category in-
cluded developing new, more effec-
tive drugs; careful prescribing with
attention to side effects and regular
review of medication; and providing
detailed information to service users
about the benefits and effects of
medication. It should be noted,
however, that the importance of a
whole-person, strengths-based ap-
proach to treatment was also em-
phasized, as were structured and
meaningful occupation and a range
of talking therapies and alternative
specialist interventions.

The second most important domain
concerned staff attitudes. This in-
cluded building good therapeutic al-
liances and went further, laying par-
ticular stress on qualities of commu-
nication and interaction that were po-
lite, honest, equal, attentive, respect-
ful, accepting, and understanding. It
is a salutary reminder—and some-
what sobering—that these attributes
needed such prominent emphasis
among respondents and were not tak-
en for granted. Some groups, notably
in Spain and Greece, went beyond
these core qualities to promote client-
professional relationships that are ac-
tively affectionate, tender, and loving.
Similar concerns have been raised
about a failure of health professionals
in general medical services to deliver
sensitive, humane care and to treat
patients with dignity (19). These con-
cerns have led to recent calls in the
United Kingdom to promote a “com-
passionate care agenda” (20).

These findings correspond to those
reported by others. A study aimed at
defining views of various stakeholders
about the characteristics of good
community care found that highest
priority was given to a trusting and
stimulating relationship between
clients and professionals and to provi-
sion of effective treatment tailored to
individual needs (21). A systematic
literature review conducted in rela-
tion to the study presented here
found that the strongest evidence for
components of care that promoted
recovery in institutions was for specif-
ic interventions for the treatment of

schizophrenia (medication, family
psychoeducation, cognitive-behav-
ioral therapy, and supported employ-
ment) and for positive therapeutic al-
liances (22). Although recovery-fo-
cused interventions were among the
critical factors identified as contribut-
ing to the quality of institutional care,
the strength of evidence supporting
them was lower than for other com-
ponents of care.

The modest differences between
the four stakeholder groups were to
some degree predictable; for exam-
ple, caregivers valued caregiver in-
volvement more than other groups,
service users valued the quality of the
institutional environment more than
other groups, and advocates valued
human rights and social inclusion
more than other groups. More sur-
prising were service users’ relatively
low emphasis on autonomy, mental
health professionals’ relatively low
emphasis on factors related to staffing
and postdischarge support, and the
overall low emphasis on physical
health care.

Limitations
Even though we asked study partici-
pants to identify components of insti-
tution-based care that were concrete
and specific, some of the most highly
rated items lacked these characteris-
tics—for example, “high-quality psy-
chiatric care,” “satisfying basic social
needs,” and “empathy.” Such ax-
iomatic items will inevitably attract
high ratings, but their generality
makes them hard to operationalize
and to measure. A further series of
more targeted Delphi studies (for ex-
ample, on social exclusion) could pro-
duce a more close-grained under-
standing. A further and perhaps relat-
ed limitation of the study arose from
participants’ limited use of the full
spread of ratings, despite the specific
request to do so. This is a common
problem in Delphi studies with re-
search-naïve populations.

Another potential limitation is the
subjugation of “minority” items to the
will of the majority. Items that re-
ceived the highest ranking from some
individual respondents (for example,
“having my spiritual needs catered
for” and “being allowed to keep a
pet”) but failed to meet group median
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and consensus threshold criteria were
lost to the final analysis.

Finally, sociodemographic charac-
teristics of participants, particularly
ethnicity, were not sufficiently repre-
sentative of the populations of some
countries, which limits the generaliz-
ability of our findings. It should also be
noted that our results inevitably reflect
the selected orientation and affiliations
of our participants; results may have
been different had we recruited stake-
holders with other kinds of experience.

Strengths of the study
The study systematically elicited broad
practice-based ways of promoting re-
covery in psychiatric institutions and
measured consensus about their rela-
tive importance within and across dif-
ferent national settings and stakehold-
er groups. In giving a voice to stake-
holder opinion, the study has provided
an important counterbalance to the
evidence available from clinical re-
search. The combination of the Delphi
approach and an international litera-
ture review has been one of the main
strengths of the methodology of DE-
MoBinc. The combination made a
useful contribution to the project’s
overall task of providing a means for an
individual service to evaluate its own
practice and enabling a comparison of
practices across institutions and coun-
tries in ways that are valid and mean-
ingful to those involved as well as root-
ed in an empirical evidence base.

Conclusions
Although domains and components
of care related to recovery principles
were viewed as important across
stakeholder groups, the domain that
most consistently received the high-
est consensus ratings was therapeutic
interventions, which included a num-
ber of items associated with the med-
ical model of treatment.
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