
Pcmr:r

Recoveryis an ongoingact of expressingpower andhas been describedas "a manifestationof

empowennent» Gacobsen& Gu1is,2000,334). It involvesthe rejectionof labelslinked to

psychiatricdisabilitiesand the acknowledgementand recognitionof the personhood retained by the

individualthrough the process of beingill,diagnosed,and in treatment,sufferingand gaining

control over symptoms (Davidsonet al.,in press;Harding & Zahniser, 1994). An outgrowth of the

re-authoringprocess is the recognitionthat personhood entailsthe experienceand expression of

emotions as a normal part of the human experiencerather than a mechanismof the illness (Deegan,

1996;Fisher, 2004). Infonnation and educationabout the illness,availabletreatments and the

possibilityof recoveryare fonTISof infonnation that lead to choice,hopefulnessand power (Deegan,

1996). Participationin consumer self-helpand mutualaid teachesnew copingskillsand methods of

self-advocacyand encouragessituationsof mutual acceptance,support, mentorship and socialization

(Salzeret al.,2002;Smith,2000).

Recovery "has a political as well as personal implication - to recover is to reclaim one's life»

Gacobsen & Curtis, 2000, 334). Connections among peers allow a non-pathologizing community

discourse, less susceptible to judgement, fostering expressions of power and collective social action

(Spaniol & Wewiorski, 2002; Vodde & Gallant, 2002). These efforts serve to counteract the stigma

u:nposed by society and internalized by individuals while instilling meaning in life pursuits. Political

action and community organizing are routes that individuals take to enhance the degree to which

their lives have meaning by challenging discrimination and improving the lives of others (Fisher &

Ahem, 1999; Onken et al., 2002).

0J0Ke A rrT:Jrl6M mniriful Optinns

The ability to freely choose how to live one's life in areas that are important to the individual is the

cornerstone of achieving a self-determined life and a crucial element in the recovery process (Cook

& Jonikas, 2002). A related necessity is tangible supports that meet basic human needs - a safe place

to live, sufficient funds to survive, and access to transportation and effective services (Baxter &

Diehl, 1998; Long, 1994; Onken et al, 2002) - that grant an individual room to consider further

choices in all aspects of life: a university or training program to enroll in, a job to apply for, a person

to date, a child to care for (Doman, Felton & Carpinello, 2000). Real choice is not possible,

14

n--



howeverjwithoutmeaningfuloptions, and the widercommunityplaysa criticalrole in self-

actualizationthrough the provision of such opportunitiesand tangibleresources.

What supports need to be in place for an individualto be able to makesound choicesthat promotes

wellness,mental health,and the fulfillmentof potential? Information about the psychiatricdisability

and treatment options is necessary. A lack of neededresources- communitysupports, family,

friends, and providers - is a barrierto recovery. The notion of "effectivefreedom" comes into play.

Effectivefreedom, first conceivedby Nobel Prize LaureateAmartyaSen (1999),is the notion that

freedom, evenwhen legallycodified,is effectivelyrestrainedwhen there is a lack of psychological,

socialand monetaryresourcesavailableto achievegoalsand livea meaningfullife. Effective

freedom is predicatedon individualvaluesand preferences,and in this regard it is mediated by the

capacitya person has to developand act on meaningfulchoices. Effective freedom is increasedby

creatinga support systemthat is as flexibleas possible,whileprovidingthe assistancenecessaryfor

the person to obtain criticaland deservedresources,includingsocialand psychologicalresources as

well as financialand other materialresources. The notion of effectivefreedoms - that freedoms

guaranteedby laware not necessarilyan accessiblepart of lifeunlessthe environment is one that

includesaccessto the benefitsof such freedoms - is one that reflectsthe criticalrole of social

circumstances in the pursuit of recovery (Sen as cited in Cook, Terrell & Jonikas,2004).

Within the treatment setting, it is indicated that consumers must have the freedom to design their

own treatment plans - often referred to as an individual, consumer-driven, or personal recovery plan

- and to choose with whom they work towards their goals. However, some advocates have called

into question the extent to which choices are provided in most community treatment models

(Unzicker, 1999; Fisher & Ahem, 1999), particularly for people of color (Neighbors, Elliot et al.,

1990; Snowden & Lieberman, 1994). Too often, freely chosen options that are self-determined are

viewed as a privilege to be eamed rather than as a right (Chamberlin & Powers, 1999). People are

often "rewarded" for treatment compliance by being given "opportunities" for self-determination

and choice (Unzicker, 1999). The recovery process is entwined with and moved forward by the

establishment of options in the treatment setting and all areas of life that extend beyond notions of

illness or impairment and are not circumscribed by stigma and discrimination.
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Communi~CemeredElements of Recoverv

Supportive social relationships, circllillStances and opportunities must be in place for recovery to be

fully actualized. Recovery is quite reliant on an environment that provides opportunities and

resources for new or resumed social roles, engagement in relationships with others and meaningful

integration in the larger society. EffortS toward integration are perfonned by the individual and by

those in relationship with the individual, be they family, friends, partners, employers or mental

health professionals.

S a:id OmntrtainesslRrlatiDnships

Human connection playsa large role in the healingprocess and recovery (Ahem & Fisher, 1999;

Baxter & Diehl, 1998;Beale& Lambric, 1995;Deegan, 1998;Onken et al.,2002). It is important for

the individualand her or his network of family,friends, and serviceproviders to recast the healing

process in a waythat promotes further functioning. Support of others in the form of relationships

built on love,patience,and trust are a requisiteto recoveryas wellas an outgrowth of the recovery

process, as individualsare able to (andwish to) rebuild relationshipsand take on responsibilities

associatedwith familialand partnership roles (Chrtis,1998;Deegan, 1998). Intimacyis a necessary

elementin a sociallyconnected lifestyle,and can signala levelof recoveryachievedas well as foster

further steps towards recovery(Andreasen,Oades & Caputi,2003;Baxter & Diehl, 1998;Harding,

1994;Liberman & Kopelowicz,1994;Spaniol& Wewiorski,2002;Townsend, Boyd & Griffin,

1999).The wider environment is criticalin offeringopportunities for such relationshipsto develop.

Sa:id Cirrumtana:sIOppartunitie;

None of the elements of recovery are possible in a vacuum of valued opportunities. To consider the

steps necessary to achieve a modicum of control over one's symptoms, basic needs must be met in

terms of safe housing, adequate food and clothing, sustainable income, and adequate health care in

order to free the individual and helping professionals to focus on building a healthy life and

approaching complex dreams and goals (Baxter & Diehl, 1998; Long, 1994). The environment must

include some amount of social supports in the form of friends, family and peers, as well as

opportunities to access alternative therapies and formal supports including medications and mental

health providers as well as peer groups (Chrtis, 1998; Jacobsen & Greenley, 2001; Onken et al.,

2002). A sense of trust that the mental health provider, family member or community group be
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openregardingthepossibilityof lifeprogressingbeyond the current constraintsof the illnessis a

pan of an effectivepartnership (Ahem & Fisher, 1999;Deegan, 1998;Ralph, 1999). Conversely,a

lackof trust linkedto havingbeen treated disrespectfullyor differentlydue to the illnesscreates a

barrierto positivechange(Deegan,2004;Johnson, 2000;Markowitz,2001;Onken et al.,2002).

Stigmais a barrierto socialopportunities on manylevels.The stigmaassociationwith mental illness

maykeep an individualfrom a deservedjob opportunity, a romantic relationship,or an apartment

(Beale& Lambric,1995;Onken et al.,2002). Furthennore, stigmacan be internalized,

compromisingthe individual'sself-esteem,and leavingher or him with the idea that she or he is

lesserthan others, unworthy of variousprotections, and belongsoutside the bounds of community

life (Markowitz,2001).On the other hand, it is alsopossible that the experienceof being stigmatized

can inspirea greaterdeterminationto beat the illnessand the societalrestrictionson behavior

(Spaniol,Koehler & Hutchinson, 1994).One mayspeculatethat areperiods of time when an

individualis motivatedby the experienceof beingstigmatizedand other times when stigma becomes

a hurdle difficultto overcome (Townsend,Boyd & Griffin, 1999).

Integration

The abilityto panicipate fullyin the communityby buildingon strengths and reintegrating is another

facet of recovery(NewFreedom Commissionon Mental Health,2003;Johnson, 2000),and one's

closesocialnetwork and the communityat largebecome resourcesin the recoveryprocess (Miller,

2000). Integration is necessary- both of the illnessinto a senseof self and of the individualinto a

welcomingcommunity(Harding,1994;Onken et al.,2002). A person with a psychiatricdisabilityis

as capableof livinga full life as anyoneelse,workingcollectivelywith others in their communitiesto

achievedesiredgoals (Stephenson,2001). The abilityto liveamong (and interactwith) others,

mutualpositive interdependence,is a hallmarkof communityand an underpinning of the recovery

process aohnson, 2000;Lapsley,Ntkora & Black,2002). Conversely,community sanctioned

otherness and labelingare dehumanizingforms of oppression and violence (Deegan,2004).

Further Reflections regarding Recovery

There is tension between the importance of self-determination to recovery and the impact of

ongoing social stigma faced by individuals with psychiatric disabilities. Stigma persists that casts
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peopleoutside the bounds of normalcy,inscribingtheir lifestorieswith expectationsof failure,and a

lackof future possibilities. The descriptionof recoveryas a uniqueprocess generated by the willing

and strong individualwho combatSthe illnessand emerges in society able to function inadvertently

perpetuates the myth that those who are psychiatricallydisabledmust earn their way back into the

mainstreamof society.

Whilemuch of the recoveryliteratureexhorts the power of the individualin the face of insufficient

servicesand outdated treatmentphilosophies,there is tension between the hope and promise of self-

directedrecovery,and the weightyresponsibilityfor developinga successfulself-careplan borne

disproportionallyby the individual. The livesof people contendingwith overwhelmingsymptoms

and the role of the largercommunityin fosteringthe recoveryprocess are topics that must be

examinedif we areto accuratelyrepresent the shared effort involvedin recoveringfrom a

psychiatricdisability- and overcomingthe barriersimposed not only by the disabilitybut by the

stigmalinkedto the disability.

The "New Paradigm"of disabilityin the field of rehabilitation(DeLong & O'Day, 2000)views

disabilityas an interactionbetweencharacteristicsof an individualand features of his or her cultural,

social,natural and built environmentS(Hahn, 1999). In this framework,disabilitydoes not liewithin

the person but in the interface between an individual's characteristics, such as their functional

limitations or impairmentS or personal or social qualities, and the features of the environment in

which they operate. While the old paradigm of rehabilitation generally views an individual with a

disability as someone who struggles to function because of a limitation, the new paradigm views the

individual as someone who needs an accommodation in order to function and views

accommodations as civil rightS. Using the new disability paradigm shifts the focus away from

recovery solely being the responsibility of the individual to one that makes equally strong demands

of the environment. It highlightS how the environmentS of people with psychiatric disabilities often

are socially inaccessible, economically unaccommodating, legallyexclusionary, and emotionally

unsuppomve (Cook &Jonikas, 2002). It also directS the search for solutions and remedies away

from "fixing" individuals or correcting their deficitSto removing barriers and creating access

through accommodation and promotion of wellness and well-being. Achieving recovery moves

from being measured by the quantity of tasks one can perform by the person, to that of the quality

of life one can have with supports (Zolla 1986). Concomitantly, the source of intervention is no
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longerpredominantlyor exclusivelymentalhealthprofessionalsand clinical!rehabilitationservice

providers but emphasizespeers,mainstreamproviders and consumer advocacyand infonnation

services. Most importantly,in the new disabilityparadigmthe role of the person with a psychiatric

disabilityshifts from being an objectof interventionor apatient to one of a customer, empowered

peer and decision-maker.

The lack of consensusregardingthe definitionof recoveryand the abstractnature of the concept is

in part due to the lackof consensusregardingwhat is mentalillness. This ambiguitycompounds the

myriadof continuedrelevantquestions:Whatis the role for fonnal servicesin recovery? Does the

recoveryprocesshave a specificendpoint? Are certain accomplishmentsrequiredto consider a

person recovered? It is possible that recoverywillremain a flexibleterm to be fleshed by each

person who encountersthe word and givesit his or her own interpretation.

O:mclusion

This paper has endeavored to map the core elements of recovery onto an ecological outline of the

recovery process, beginning with hope and expanding to fulfilling social roles integrated with the

community. Individvals meet challenges associated with each element of recovery throughout the

process, drawing on their internal and external resources to continue to propel themselves between

and among the various elements of recovery as they navigate the challenges imposed by both the

residual effects of the illness and the persisting societal inequality.

In closing, we evoke the words of recovery visionary Patricia Deegan, "Recovery is a process, a way

of life, an attitude, and a way of approaching the day's challenges. It is not a perfectly linear process.

At times our course is erratic and we falter, slide back, regroup and start again... The need is to meet

the challenge of the disability and to re-establish a new and valued sense of integrity and purpose

within and beyond the limits of the disability; the aspiration is to live, work, and love in a community

in which one makes a significant contribution" (1988, p.1S). To which we add that this personal

disposition toward positive recovery must be complemented by a facilitating environment. Much of

the challenges that the disability encompasses are those incurred through living in a society which

remains largely hostile to the needs of people who are in recovery. Recovery relies not only on the

individual's emerging sense of integrity and purpose (first order change) but also on societfs

increasing ability to acknowledge and support that integrity and purpose (second order change).
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