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I am not alone in my belief that mental health services should be focussed
on the Recovery of the person using the service, whatever that means for
them. This may sound obvious. How could services be working towards
anything else? However, the testimony of many people with a lived
experience of using services suggest that we should face, with courage,
the possibility that this may not be the case. Despite our very best
intentions, could we unwittingly be enacting what Tolstoy describes?
‘I sit on a man’s back, choking him and making him carry me, and yet
assure myself and others that I am very sorry for him and wish to ease his
lot by all possible means – except for getting off his back.’ (Tolstoy 1975
cited in Brandon 1976, p6)
Many practitioners are talking about Recovery but there are lots of different
ideas and beliefs about what it means in relation to professional practice.
In my experience, practitioners, although often curious about Recovery
orientated practice are equally uncertain regarding how to go about it.
Some hope for the best that good intentions are enough. Others fear the
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impact of introducing Recovery to people who
are already ‘stuck’ within the system. A few
perceive Recovery as a step too far. That said
the time has come to face up to what Recovery
orientated professional practice entails and to
confront the challenges of working in this way.
It is not my intention here to examine Recovery
as a concept nor to go over its history or the
anxiety about service colonisation of the
concept. Rather this article tries to build on the
Recovery movement without judgement or
critique and to genuinely inquire into what it
offers us as practitioners. It is not proposed as
an end in itself but as a snapshot; a moment in
time, which demonstrates where the journey so
far brings us to, and a call for further progress.
It is a clarion call to practitioners to face headon the challenge to practice in a new way. We
should not underestimate the size of this
challenge. It requires us to stand away from our
professional expert position and to learn how to
be tolerant of our own anxiety and uncertainty.
This requires self-reflection and considerable
personal insight on the part of the practitioner.
Familiar territory for some but by no means all
of us.
The changing emphasis required for Recovery
orientated practice has entered the literature
recently (Davidson et al 2009, Watkins 2007,
Slade 2009, Shepherd et al 2010 for example).
Glen Roberts and Sheila Hollins (2007) suggest
that a Recovery orientation in practice requires
a greater emphasis on coaching, education,
mentorship and facilitation and a reduced
reliance on treatment. This is supported by my
own experience. Conversations I had with
Recovery-orientated professionals during my
own Doctoral research highlighted areas of
practice they felt was characteristic of this
positioning. These characteristics tended to be
focussed not on treatments and clinical
interventions but on how they used themselves
within the relationship and how they paid close
attention to the person, rather than symptoms
and problems. There was an increased focus
on building, or re-building people’s self-mastery

and sense of shared ownership and genuine
learning together. I learned a lot from these
conversations. They helped me to understand
that Recovery orientated practice is more than
simply being kind, approachable and sensitive.
Of course these qualities are vitally important,
just not enough alone. Effective Recovery
orientated practice, like effective coaching
requires ‘heart,’ a concept I have borrowed
from Mary Beth O’Neill (2007), balanced with
what she describes as ‘backbone’. Practicing
with heart means staying engaged with the
relationship and reaching out with compassion
and empathy. Practicing with ‘backbone’ means
being prepared to both develop ways of
managing ourselves as we relinquish control
and live with our own anxiety and also to work
purposively with the other person in service of
their development towards self-mastery and
resilience even when this might be
uncomfortable. The professional expertise is
used not in knowing what the person should be
aiming for but in sensing when they are ready
to face the next step in the journey, especially
when it might be hard for them to see it for
themselves. Heifetz et al (2009, p29), who
describe adaptive change, refer to the
‘productive zone of disequilibrium’. Too little
discomfort and I have no motivation to change.
Too much discomfort and the anxiety becomes
unbearable. The professional role seems to be
to work purposively with the individual to enter
together and to stay in the productive zone and
then, also together, to find a way through. It is
not to take the person to where discomfort is
unbearable, but neither is it to prevent them
from entering the productive zone, despite the
challenges it entails.
If we shy away from this challenging work, we
must face the possibility that we not only fail to
contribute to the person’s self-mastery but we
also run the risk of actively contributing to the
problem; we become focussed on maintenance
rather than growth. Imagine if you broke your
arm. The plaster cast is initially necessary to
help the healing process. Imagine if you
became anxious when the time approached to
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have the cast removed. You are worried about
the arm being vulnerable and the pain and
strain involved in re-strengthening it. If the cast
were left on to prevent your anxiety, this would
only be storing up greater problems for later.
Better, then, for the professionals to work with
you to manage your anxiety and to support you
during the challenging period and develop
personal strategies as you regain your selfmastery. Similarly we must have the courage
to ask ourselves whether mental health
professionals, despite well-meant intentions,
might occasionally shy away from those
moments that require backbone balanced with
heart in our practice. Thus inadvertently storing
up problems for later and contributing to
increased dependence, a focus on
maintenance and the potential for the person to
become stuck in the system. We must also face
our own motivations that might be at work in
these situations. If we feel rewarded by
someone’s reliance on us then it is important
that we face up to this and work to find other
rewards. One aspect of Recovery orientated
practice that practitioners were unanimous
about in my research was that working in a
Recovery orientation was far more rewarding
than any other way they had experienced. It
was not felt to be without its challenges, but by
far the most rewarding way to practice.
Similarly none of the practitioners I spoke to felt
that had completely mastered Recovery
orientated practice. Rather they saw
themselves as work in progress, with a
determination to learn and develop. They were
all striving to stay true to their strong value base
and belief system as they journeyed toward this
orientation, in partnership with the people they
were working with. There are perhaps parallels
here between the Recovery journeys people
with a lived experience describe and the
journeys the staff embark on towards new ways
of practising. I am not suggesting that they are
the same or that professionals can know how it
feels to have a lived experience. Rather I
recognise how each journey requires
empowerment, self-belief, learning to problemsolve and making choices, and each relies on
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being supported in new ways and taking a few
calculated and well-managed personal risks. In
my experience practitioners who see these
parallels are also able to apply this insight to
their practice and feeling the reciprocity that is a
feature of practicing in a Recovery orientation.
Recovery orientated practice
There is a growing body of literature, which
starts to examine what Recovery orientated
practice is. Described by Davidson (2009, p33)
as ‘work in progress’ the literature too is on a
journey. From what literature there is, helpful
themes emerge including changing the balance
of power (Shepherd et al 2010), the
development of hope inspiring relationships
(Repper and Perkins 2003) and a need to go
the extra mile (Topor 2001) for example. As a
backdrop to these however, I believe there has
to be purposiveness to our practice. We should
be clear what our actions are intended to be in
service of, to the other person. We should strive
to remain very present in our relationships and
to develop our ‘reflection in action’ ability
(Schon 1995, p30). This is about applying
conscious attention to our own thoughts and
actions, in the moment, alongside how we
might be receiving and interpreting the words
and actions of the other person. It requires us
to pay effortful attention, to remain curious and
stand away from our assumptions and to delve
into our own motivations and intentions. As
practitioners we are more familiar, perhaps,
with examining the motivations and potential
barriers to change from the perspective of the
other person. How often do we ask ourselves
about our own motivation for certain actions
and choices or what potential barriers come
from within us? If I have an overriding need to
be seen as caring and kind, for example, then
my ability to practice with backbone could be
compromised. I am not suggesting that
practicing with backbone is never kind and
caring but if it is not my usual way of practicing
then being perceived this way might be my fear.
‘People took very good care of me but they
didn’t really have any expectation of my taking

good care of myself.... But things really started
to change when I had a change of psychiatrist
and a change of CPN. [They] had expectations
of me. High expectations. I used to go to
professionals with a whole list of things that I
couldn’t do and they started to expect me to
come with some solutions and they explored
those solutions with me.’ (Munt 2009)
Practicing in a Recovery orientation requires
us to ‘out’ the fears and beliefs that limit our
ability to focus on what the other person
requires of us in service of their self-mastery. It
requires us to surface what might be our own
hidden motivations and to confront their
potential impact. Owning our place in the
relationship is arguably as important as any
clinical intervention that might be prescribed.
Professional tolerance of discomfort
The Heifetz et al (2009, p29) ‘productive zone
of disequilibrium’ which is that generative
space of possibility, applies as much to
professionals as it does to the person
receiving services. Working in this zone
requires us to actively strive to maintain our
sense of self and our relationships, despite
being pulled by the forces of our own fear and
anxiety and that of others. If we don’t achieve
this then we risk simply reacting; losing our
own sense of presence and internal balance
and simply responding in an automatic,
unthinking way (O’Neill 2007).
Holding the space of Creative Tension
Practicing with the balance between
‘backbone’ and ‘heart’ I have framed in my
own research as ‘holding a space of creative
tension,’ where practitioners perform a careful
balancing act between compassion, empathy
and kindness and the encouragement and
promotion of self-mastery and selfdetermination. At the heart of this way of
practicing lie belief and curiosity. Remaining
curious enables practitioners to avoid
assumption and complaisance. In a Recovery
orientation, practitioners need to hold their
professional expertise lightly and walk
alongside the person as an equal, valuing
them as the experts in their own lives.
Curiosity allows the practitioner to find out

about the unique qualities of the person, their
life and their hopes and aspirations, as well as
their distress and how it impacts on their life.
Belief is often referred to as ‘holding the hope’
but in my experience this can cause us to
focus on encouraging the other person rather
than surfacing our own beliefs. If I as a
practitioner harbour a belief that certain people
do not have the potential for personal growth
and development or an improvement in their
quality of life then this belief will undoubtedly
contribute to this being the case.
“We must ourselves believe that everyone can
grow within and beyond the limits of their
problems if we are to foster this belief in
others.” (Repper and Perkins 2003, p77)
In order to foster hope, practitioners need to
believe in the person, their strengths and their
ability to regain self-mastery. This belief needs
to hold firm even when the person may have
little belief in himself or herself and we must
beware unwittingly offering invitations into
positions of despair perhaps based on wellintentioned protective instincts. Belief can also
refer to the need for professionals to hold a
belief that things can get better and to
communicate that belief authentically.
From my research, it seems to me that the
components of creative tension are: ‘straight
talking’ about the challenges ahead; ‘tough
love’ or backbone - being prepared to be
challenging when it is appropriate and
required; ‘panning for agency’ which involves
bearing witness to the person’s self-righting
efforts, however small they might be and
‘letting go’ of the need to control and take
responsibly for the person’s Recovery. The
role of the practitioner then becomes ‘holding
the space of creative tension’. This might
sound rather linear and in a fixed order
whereas, in reality, practitioners employ the
facets in a variety of orders and combinations
(diagram 1). This is not offered as a rigid
framework; rather it is more of a guide, which
can serve as a reminder of the facets of
Recovery orientated practice. It also reinforces
that the most effective practice is not always
www.promise.global

the easiest option for practitioners who need to
develop the resilience and courage needed to
hold this space.
Straight talking
Straight talking is about neither adopting a
position of unhelpful pessimism nor one of
unrealistic optimism, but should honestly
prepare the person for the journey ahead. Not
promising it will be easy but suggesting it will
be worth it. A biomedical approach might give
the impression that all the person has to do it
take their medication and that everything will
be fine. This can lead the person to adopt a
passive role and to underestimate the part
they can play in their own Recovery. In a
Recovery orientation there is a focus on the
person’s inner resources and self-righting
ability (Glover 2010) along with other
resources already available to them, including
friends, family, complementary therapies, for
example, which complement the support that
might be available from mental health
services. This straight talking might be more
challenging than being given a
pharmacological solution alone but it is more
realistic and has the potential for an increased
sense of control and self-efficacy and a more
sustainable Recovery.
Panning for agency
By agency, I mean the capacity of a person to
make choices and decisions in order to act in
the world. This notion of agency is central to
the concept of Recovery and I believe that all
people have agency and it is not possible to
have no agency even if it is difficult,
sometimes, to see it. Practitioners need to
confront any hidden belief they might harbour
about whether or not a person has agency.
Recovery orientated practice is not about
trying to get someone to have more agency,
rather it is about mining or ‘panning’ for
existing agency and helping the person to
recognise and utilise their own agency.
Practitioners need to refocus their efforts away
from doing things to people and towards being
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a witness to the person’s agency and igniting
their ability to bear witness to their own
agency. This is especially important when
there might appear to be little movement or
progress or when the person might feel a
complete lack of agency. Practitioners must
develop sensitivity to notice and amplify even
those smallest, gossamer threads of existing
agency, which might be easily missed.
Noticing and responding to the smallest
glimpse of effort becomes a therapeutic
intervention in itself. Practitioners must be
willing and able to be curious about and
recognise the self-righting efforts (Glover
2010) and self-mastery that the person already
has and to support them to build upon it. This
must be balanced with practitioners being
mindful not to take responsibility for the
person’s Recovery. An invitation to face the
challenge leaves the choice and control with
the other person – the agency belongs to
them.
Tough love
Tough love, or practicing with backbone, along
with mining for agency sits right at the heart of
creative tension. Although it might be easier
for practitioners and indeed service users not
to face the challenge, it is essential for growth
in the same way as it is necessary to remove
the plaster cast from a healing limb and to
exercise it to strengthen it. Of course the
challenge can come from within the person or
their close family and friends, but if it doesn’t
practitioners need to introduce opportunities
for people to flex their self-righting ‘muscles’
while still valuing them as they are; inviting
them into the creative tension and taking care
not to take responsibility for their Recovery.

Letting go
Letting go primarily refers to letting go of a
personal attachment to the other person’s
Recovery and the responsibility for the other
person’s Recovery outcomes. It can also
mean stepping away from a need to impose

certain professionally determined goals and
agendas but it is not about abandonment.
Letting go re-orientates the professional to
offer an invitation into a creative space rather
than towards a direction of travel in which the
practitioner holds a heavy personal
investment. We should beware of assumptions
we might hold about peoples’ relationships
with services which we might expect to be very
long or even lifelong. In addition, practice
needs to be focused on mastery of things that
get in the way of the person’s life. That might
include intrinsic aspects of the person’s life like
relationships and core beliefs or fears, or it
may be how services impact negatively on the
person’s life by asset stripping them or inviting
them into a position of despair. It may also
include the person’s own distress getting in the
way of their lives. This invites practitioners to
move away from the traditional focus on
symptom control and eradication. Practitioners
need to let go of the need to take responsibility
for the other person, to let go of needing to
know best and to let go of the relationship
once the person no longer needs it. This
enables the person to remain more in the
driving seat of their life as far as possible and
avoids the more traditional centrality of
professional expertise, making the lived
experience secondary.
Final word
Conceptually simple but not always easy to
apply in practice, ‘Holding the Space of
Creative Tension’ or practicing with heart and
backbone, however you prefer to think of it,
has the potential to assist practitioners to
orientate themselves towards Recovery or
self-mastery. Like all frameworks it works best
when applied flexibly not rigidly and mainly it
offers a lens through which to view
professional practice. It also provides a flexible
framework for reflection in the moment and
post hoc for retrospective learning. When all
aspects are judiciously applied, against a
backdrop of refection in action and dynamic

striving to maintain a sense of self, despite the
tensions, this becomes a powerful
combination. Indeed I try to apply the same
principles in my own practice. I can’t say I am
totally proficient; I have a way to go yet. One
thing I am clear about, though, is that when I
feel stuck or am struggling to offer something
helpful, it is most often my own assumptions,
pre-judgements or automatic responses that
are getting in the way, rarely the framework.
Only by facing these assumptions or automatic
responses can I be sure that I am doing all I
can to make sure I am getting off people’s
backs and not weighing them down with my
need to feel helpful.

My thanks to Helen Glover for her help and
support in this article.
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Diagram 1: Recovery orientated practice - holding the space of creative tension
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PROMISE: EXECUTIVE SUMMARY
he exercise of force is incompatible with a
vision of recovery. A caring response to
distress underpins dignity and respect and
paves the way for true enablement so people with
mental health challenges can lead a life they want
to lead and be self-determining. This ethos is the
cornerstone of PROMISE (PROactive Management
of Integrated Services and Environments).
PROMISE began as an initiative to support staff
and service users on a journey towards eliminating
reliance on force in mental health services.

T

It maps out the PROMISE change paradigm and
provides a framework for leadership to lean on
while navigating through the complex maze of
service transformation. Within PROMISE we listed
over 200 bottom up initiatives in 2014, an
association can be drawn with the consistent 90%+
scores on patient experience. We are currently in
the process of organising the innovations from the
frontline into a coherent tool kit, The SPACE
Programme, that others can replicate and
contribute to.

Following publication of the MIND report on Crisis
Care in June 2013, PROMISE was conceived with a
clear focus on understanding the scale of the
problem as regards to Physical Intervention (PI)
within Cambridgeshire and Peterborough NHS
Foundation Trust (CPFT). So at inception the focus
was on setting up systems around incident reporting
and continuous auditing i.e. quantitative service
evaluation. Qualitative research into positive and
proactive care grew quickly into a new strand
following publication of Department of Health
guidance in April 2014. Since then PROMISE has
expanded in its scope and has branched out
considerably. Underlying this are some key insights
that we have gained along the way.

PROMISE Local has taken the aspirations from
within CPFT into the local health and social care
economy. We are now bringing together
organisations to commit to a change agenda that
involves:

● From PI to all forms of coercive / restrictive
practice – overt force is the tip of an iceberg,
for truly recovery oriented services the entire
spectrum of force should be challenged.
● From incidents to antecedents – incidents
are a proxy measure for lost opportunities so
the focus shifted to person centred care,
fulfilled staff and healing environments as a
way of reducing PI.
● From inpatients to integrated pathways –
95% of the patient journey is in the
community, thus 95% of lost opportunities
for early assessment and early intervention
is in the community, the best way to
eliminate reliance on the exercise of force is
to provide pathways in which patients do not
get so unwell that they have to give up the
driving seat.
The insights from our journey have been integrated
with contemporary leadership and management
theory into a co-produced model called PROCESS.

● Seamless care that prevents and proactively
detects and delivers appropriate support
● A positive and proactive workforce for the
future
● Communities that are more accepting of
mental health challenges
We are working towards the 9th October to sign the
Cambridge charter. At every level there are unique
opportunities to work across statutory and 3rd
sector, primary and secondary care, commissioners
and providers, health and social care and so on.
Education and training regionally could be changed
to reflect these aspirations. We are in the process of
aligning organisations across these fields.
PROMISE Global hopes to scale up and replicate
these local solutions internationally. Crosspollination between Cambridge, Yale, Brisbane,
Prague and Cape Town has helped PROMISE grow
in its aspirations to create and share knowledge to
ensure that every person receives positive,
proactive and truly person-centred care. We hope
our efforts will blossom into a global vision for local
agendas. The various shapes and guises this might
take will provide a rich kaleidoscope of experiential
journeys to learn from. We will share and learn from
each other’s efforts, struggles and successes and
we will challenge the status quo and be a catalyst
for a new discourse that redefines frontiers of
humane care.
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