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This qualitative study examines first person accounts of
recovery from psychiatric disability. Common themes and patterns are iden-
tified and findings are linked to narrative and resiliency theories.
Implications for policy, practice, and research are provided.

Until recently, the fact that people
who experience prolonged psychiatric
disability can grow beyond the limits of
their condition and reclaim full lives was
rarely mentioned in professional litera-
ture, perhaps because the idea of recov-
ery is heretical within the dominant
biomedical model (Jimenez, 1988;
Anthony, 1993). Most programs contin-
ue to be primarily oriented toward ei-
ther short-term treatment or life-long
supportive maintenance. This is true,
despite the fact that rigorous outcome
studies from across the globe consistent-
ly demonstrate a substantial proportion
of people with prolonged psychiatric
disabilities either recover or improve
significantly across major life domains
over time (Harding, Brooks & Ashikaga,
1987; Sullivan, 1997).

Research on the process of recovery and
conceptualizations of recovery facilitat-
ing practice are only slowly beginning to
emerge, even though strong empirical
evidence of positive outcomes has been
available for many years. While some
view recovery as an exciting new frame-
work for organizing the mental health
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field (Anthony, 1993; Sullivan, 1994,
1997) it remains a formative or emerg-
ing concept. There is growing concern
that recovery may become the latest
catch phrase used merely to reframe tra-
ditional activities, rather than evolving
into a well constructed paradigm that
can effectively guide policy and practice.
The need for clarity has become even
more pressing since the Surgeon
General’s (1999) landmark report on
mental health called for every mental
health system to assume a recovery oti-
entation.

The field of psychiatric disabilities re-
quires an enriched knowledge base and
literature to guide innovation in policy
and practice under a recovery paradigm.
We must reach beyond our storehouse
of writings that describe psychiatric dis-
order as a catastrophic life event and de-
pict people who experience significant
and prolonged psychiatric problems as
progressively deteriorating, persistently
impaired, and in need of life-long care
(Harding, Zubin & Strauss, 1987;
Jimenez, 1988; Anthony, 1993; Marsh et
al., 1996; Sullivan, 1997).
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First person recovery narratives are im-
portant source materials that can help
us refocus our thinking beyond the my-
opic and outdated deficit perspective.
Autobiographical accounts serve as
strong testaments to the existence of re-
covery and the inherent strengths of
people who face the challenge of psychi-
atric disability. Such writings document
and detail the lived experience of recov-
ery in people who were told they
should hope for no more than a life of
prolonged disability. Recovery narratives
intersect growing interest in narrative in
mental health theory and practice.

Narrative psychotherapy challenges peo-
ple to broaden or change the stories
that they tell themselves about them-
selves, which shape their lives (White &
Epston, 1990). Questioning and refor-
mulating one’s life story can renew a
sense of meaning and possibility (Kelley,
1995). Deconstruction and reconstruc-
tion of one’s personal narrative has
been called “reauthoring” or “restory-
ing” the life project. Movement from a
“problem-saturated” personal narrative
that emphasizes pathology and victim-
ization to one that accentuates latent
strengths can mobilize an individual to
fight against negative life events (Kelley,
1995; White & Epston, 1990). Narrative
practice has been used successfully with
people experiencing many challenging
conditions. Individuals with chronic
medical problems, for example, have
been helped to externalize their condi-
tion and come to view their illness as
something that effects but does not con-
stitute the self (Wynne, Shields & Sirkin,
1992).

Narrative is also an important element
of contemporary social science theory
(Begun, 1993; Borden, 1992; Hartman,
1994; Kelley, 1995; Saleebey, 1994;
1997). Narratives help practitioners un-
derstand and respect diversity within
the value base, culture, lived experience
and life context of people served
(Holbrook, 1995; Kelley, 1995;

Kleinman, 1988). Stories of individuals’
lives can contradict and serve to over-
turn “master narratives”—the socially
constructed stereotypic accounts that
serve to stigmatize and marginalize
groups of people within the social world
(Saleebey, 1994). When the previously
disqualified voices of people whom the
dominant society has maginalized are
honored, submerged issues of justice,
power and abuse of privilege commonly
come forth (Foucault, 1980; Hartman,
1994; Holbrook, 1995; White & Epston,
1990). A revision of discourse may then
occur that serves to empower the op-
pressed group (Foucault, 1980;
Hartman, 1994).

This paper describes exploratory re-
search centered on four accounts of
women who experienced prolonged
psychiatric disability and recovered. The
inquiry was undertaken to learn impor-
tant lessons from individual narratives,
and to determine whether common pat-
terns exist within the lived experience of
recovering individuals. Knowledge
gained in this effort can contribute to
the development of a more complete
conceptual understanding of recovery
that may inform theory, policy and di-
rect practice. The primary questions as-
sociated with this inquiry are: “What do
first person accounts reveal about the
process of recovery from prolonged psy-
chiatric disability?” and “What common
themes or patterns emerge from a sys-
tematic analysis of such narratives?”

METHODOLOGY

Qualitative research methods were used
in this study. Qualitative inquiry is the
appropriate approach when knowledge
is sought concerning complex, little-un-
derstood personal, interpersonal and
social processes. Document analysis of
published topical autobiographies and
constant comparative and narrative data
analytic methodologies were employed.
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Because the study sought to develop
grounded theory (Glaser & Strauss,
cited in Lincoln & Guba, 1985) major re-
search concepts were not defined nor
operationalized a priori. Instead, the re-
covering persons’ own terms shaped the
character and content of the final set of
critical concepts.

First person accounts were found
through computer literature searches,
augmented with searches of two jour-
nals known to have published such ma-
terial. Other recovery narratives were
identified through reference lists con-
tained in published and unpublished
materials. Over 25 recovery narratives
were found. This preliminary inquiry
samples from the universe of published
studies and concentrates on four narra-
tives (Deegan, 1988; Leete, 1989;
Lovejoy, 1982; Unzicker, 1989). These
narratives were selected because they
were “early” or seminal accounts, writ-
ten prior to a strengthened general in-
terest in recovery, and each provide rich
details and thus could serve as an exem-
plary narrative. The remaining accounts
of recovery were held for future study.

The constant comparative method was
used to analyze the narratives (Lincoln
& Guba, 1985). This procedure involved
identifying and extracting significant
statements or “meaning units” from the
narratives; initial identification of mani-
fest themes (clusters of meaning or mo-
tifs); returning to the data to verify
themes; and, the formulation of an ex-
haustive set of descriptions of the phe-
nomenon under study. Data were
manually coded and then grouped by
theme within each narrative. Next, data
were compared, contrasted, and synthe-
sized across the four accounts.
Relationships between themes and ap-
propriate ordering were then deter-
mined; some elements were subsumed
under larger dimensions, and a final
parsimonious set of major themes was
developed.
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Mishler’s (1986) narrative analytic
method was employed to augment the
thematic analysis. This approach identi-
fies the “core narrative.” A core narrative
is the global theme—an interpretive
summary, stripped of all details—drawn
inferentially from an examination of full
texts (Mishler, 1986). This method pro-
tects temporal ordering and the “plot,”
rather than fragmenting a complex uni-
fied meaningful story into many seg-
mented elements. Mishler’s is one
among many approaches available in the
emerging field of narrative research
(Berg, 1995; Lieblich, Tuval-Mashiach &
Zilber, 1998).

FINDINGS

The accounts of recovery from pro-
longed psychiatric disability were found
to share many critical themes and a
common core narrative. The core narra-
tive shifted from one in which people
felt stuck in chronic disability and rele-
gated to a stagnant life situation, to a
much more complex and dynamic life
story that can best be understood using
the metaphor of an ongoing journey.
People had been told, and came to be-
lieve: I have a mental disorder and will
never get better. Once the process of re-
covery was set in motion the core narra-
tive shifted to: I am a unique
individual, struggling with a psychi-
atric disorder, and through my atti-
tudes and daily actions, with the help
of caring others, I can and have re-
claimed a meaningful life. I tell the
story of my ongoing journey of recovery
so that others may recover as well.
Common themes follow; each segment
includes illustrative paraphrases and di-
rect quotations from the narratives
under study.

Recovery Is the Reawakening of
Hope After Despair

A period of despair often follows the di-
agnoses of psychiatric disorders and the
negative expectations and stereotypes
that accompany such conditions.
Deegan (1994, in Anthony & Spaniol)
describes the shattering of her world,
hopes and dreams when she was told
she had an “incurable illness"—schizo-
phrenia. She was informed she would
be disabled for life and should learn to
cope and adjust. Deegan tells us that
she gave up, because “giving up seemed
like a solution when one lives without
hope” (Deegan, 1994, p. 153). She char-
acterizes her deep sense of despair as “a
wound with no mouth, a wound so
deep that no cry can emanate from it”
(p. 153). Unzicker (1989) talks of spend-
ing 10 years in such a state, and de-
scribes this period as “a lifetime of pills,
shrinks, labels, powerlessness, and
hopelessness” (p. 71).

Recovery is characterized by a renewed
sense of hope. Deegan (1994, p. 153)
says she does not remember “the specif-
ic moment when the fragile flame of
hope illuminated the darkness of [her]
despair.” She describes the spark of
hope as “a mystery” and as “grace”

(p- 154). Lovejoy (1982) found her hope
renewed in a program that employed
people who had formerly received the
program’s services. There is proof, in
the presence of other recovering indi-
viduals, that it is possible to regain con-
trol over one’s life and become
independent. In a third narrative, break-
through from hopelessness came
through exposure to another person’s
powerful story of suffering and survival
in the mental health system. Here hope
manifested itself largely as an upsurge of
righteous anger. Unzicker calls her “spir-
it of defiance. . .a perpetual birthday pre-
sent [she is] still uncovering” (p. 71).

The reawakening of hope after hopeless-
ness does not mean that all doubt or
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suffering is overcome. People in recov-
ery come to endure suffering as part of
their transformation, according to
Deegan (1994). Lovejoy (1982) came to
accept that it is all right to feel bad, all
right to feel anger as part of recovery,
that such feelings are not symptoms, but
a natural part of life.

Recovery Is Breaking Through
Denial and Achieving
Understanding and Acceptance

Prior to recovery, it is common for peo-
ple to deny their psychiatric problems
or avoid contending with them. Deegan
(1994, p. 152) calls denial “an important
stage of recovery,” and “a normal reac-
tion to an overwhelming situation.” In
recovery, people learn to understand
and accept the challenges posed by their
condition. Several of the narratives de-
scribe how people educated themselves
about psychiatric disorders and became
involved with educating others. On the
other hand, Unzicker (1989) completely
rejects a medical model explanation for
her experiences and feels discouraged
when people call mental health prob-
lems “their illness” as though mental
health were not “inextricably linked to
the human spirit” (p. 75). It is clear that
one does not have to accept an “illness
model” in order to recover. Having a
way to think about and understand
one’s experiences and challenges seems
crucial, the specific content of the ex-
planatory structure appears to be less
important.

Recovery Is Moving from
Withdrawal to Engagement and
Active Participation in Life

Prior to recovery, most narratives tell of
a period of extreme social withdrawal
and a quality of frozen inactivity. During
this time people actively isolate them-
selves and/or experience social segrega-
tion in closed program environments.
Deegan (1994, p. 154) sat for months in
a chair chain-smoking one cigarette after
another between bouts of “drugged,
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dreamless sleep.” She describes this pe-
riod of her life as “a dark night and a
paralysis of the will to do and to accom-
plish” (p. 153). Unzicker (1989, p. 71)
describes this experience as “numb-
ness,” and “a perpetual suspended ani-
mation that is better than never-ending
pain.” “To be a mental patient,” she

writes, is to “become a no-thing, in a no-

world, and you are not” (p. 77).
Lovejoy’s self-isolation began in child-
hood, when others saw her as “differ-
ent” and rejected her. Later, as a
“chronic mental patient” she felt “over-
whelmed by the emptiness of her fu-
ture” (Lovejoy, 1982) and “immobilized
by defeat and despair” (p. 608). She
linked her profound withdrawal to feel-
ing ashamed, helpless, useless and
frightened (p. 606).

In recovery, people break through this
frozen state of suspended animation
and begin to participate actively in life
once again. We learn from these narra-
tives that people often have to push
themselves to move beyond social with-
drawal and into relationship with oth-
ers. “I often have difficulty interacting
with others socially and tend to with-
draw. . .I feel more comfortable, howev-
er, if I socialize with others who have
similar interests or experiences to my
own” says Leete (1989, p. 197).
According to Deegan (1994, p. 156) re-
sponsible action includes being “willing
to try and fail and try again” to involve
oneself in life.

Employment serves as one important
form of active participation in life. Leete
(1989) relates how work motivates her,
provides positive structure for her life,
gives her new skills and something to
look forward to on a daily basis; and
work increases her sense of being ac-
cepted and a part of her community. A
part-time job and having her own
money were important aspects of early
recovery for Deegan (1994). Later, she
returned to school to earn advanced de-
grees as a mental health professional in

order to be of assistance to others.
Unzicker (1989) and Lovejoy (1982) also
went to work, although Lovejoy’s treat-
ment with heavy psychiatric drugs made
it difficult for her to work.

Recovery Is Active Coping Rather
than Passive Adjustment

One hallmark of recovery is the move-
ment from a position of passive adjust-
ment to a stance of active coping. Active
coping has seldom been promoted in
traditional mental health programs.
Formal helpers often encourage passivi-
ty and adaptation to permanent disabili-
ty. Lovejoy (1982), at age 19, was told by
her psychiatrist not to ever think of re-
turning to academic pressures or work-
ing. She was directed to “regard
[herself] as retired and in need of a
long, long rest” (Lovejoy, 1982). She was
trained to view herself as “incurably ill,”
as someone who would “always have to
be taken care of by others” (p. 606).

Recovery involves a resurgence of a
sense of personal responsibility for
one’s own state of being and the return
to active self-help. As part of the recov-
ery journey, people learn to make deci-
sions and choices that are real, take risks
in order to experience growth, and as-
sume primary responsibility for their
own recovery process (Lovejoy, 1982). “I
began to learn I had to be more than a
passive, cooperative patient to recover,”
wrote Lovejoy (1982, p. 607). People
must become “active and responsible
participants in their own recovery proj-
ects” according to Deegan (1994, p.
149).

Active coping requires a high degree of
self-awareness, including acute atten-
tiveness to both sources of stress and
positive resources in one’s environment.
People learn to actively self-monitor
their own state of mind. “I attempt to
keep in touch with my feelings and at-
tend immediately to difficulties,” says
Leete (1989, p. 197). Over time, people
improvise and try out a variety of means
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to contend with challenging aspects of
their disorder. Ultimately, each person
comes to develop a dynamic and highly
personalized set of self-help strategies,
resources and coping skills. They learn
to self-monitor and self-control their
psychiatric symptoms, build important
supports and contend proactively with
stress and challenge, so that symptoms
lessen or do not recur.

Leete (1989) weaves more than 20 per-
sonalized coping strategies throughout
the story of her recovery. Her coping
strategies include: checking out reality
with trusted others and assertively re-
questing unambiguous communication.
She structured and limited her leisure
time; organized her environment to re-
duce distracting stimuli; and learned to
identify warning signs of potential de-
compensation. Leete cultivated concen-
tration and list-making and suppressed
or masked symptoms, such as respond-
ing to voices, through concerted prac-
tice. Lovejoy (1982) participated in a
program that helped her learn to identi-
fy stressors and devise her own unique
set of coping skills or “tools.” In order
to develop personalized coping strate-
gies people become investigators in an
active self-discovery process and prac-
tice intensive self-discipline. Self-care be-
comes an increasingly important activity.
Leete (1989) tells us that over time, ac-
tive coping efforts improve the sense of
mastery and control one has over one’s
challenging life circumstances.

Recovery Means No Longer Viewing
Oneself Primarily as a Person with
a Psychiatric Disorder and
Reclaiming a Positive Sense of Self
Prior to recovery people were often
treated as though they were their diag-
noses, felt defined by their disorder, and
came to view themselves almost exclu-
sively in terms of their psychiatric prob-
lems. “Your label is a reality that never
leaves you; it gradually shapes an identi-
ty that is hard to shed” wrote Leete
(1989, p. 199). These women tell us



SPRING 2001—VOLUME 24 NUMBER 4

that, for a time, they lost a sense of their
own strengths and unique personality
and experienced a deep loss of self-es-
teem. Power inequities that exist within
the treatment system only serve to com-
pound this problem. The use of control-
ling power by staff members engenders
a sense of powerlessness that steals
courage and harms self-respect, accord-
ing to Lovejoy (1982, p. 607). “Power
games create winners and losers; I was a
loser” she writes (p. 607).

Over the course of the recovery journey,
a renewed sense of self emerges, a posi-
tive sense of self that exists beyond the
disorder or in spite of the disorder.
Psychiatric problems become a fact of
life, but not the whole of one’s life, not
the core of one’s life. Leete (1989) for
example, speaks of becoming increas-
ingly self-confident after a return to
work. She moved from feeling “vulnera-
ble, weak and incompetent” to feeling
“important” and “grownup” (p. 197).
Attainment of a more positive sense of
self does not mean that the challenges
people face are ignored or forgotten. In
fact, acceptance of certain personal limi-
tations or vulnerabilities is a valuable as-
pect of recovery. Deegan (1994, p. 155)
writes: “in accepting what we cannot do
or be, we begin to discover who we can
be and what we can do.”

Recovery Is Moving from Alienation
to a Sense of Meaning and Purpose
A profound sense of alienation is appar-
ent prior to recovery. Deegan (1994, p.
152) felt like “a ship floating in a sea
with no course or bearings.” Her future
seemed “a barren place, where no
dream could be planted and grow into
reality” (p. 152). Alienation comes, in
part, from receiving treatment in envi-
ronments that are barren, boring, and
lifeless, where life itself seems like a
“numbing succession of meaningless

days and nights” (Deegan, 1994, p. 152).

Unzicker (1989) describes her long in-
patient experience as “tedious and bor-

ing” rounds of volleyball, ceramic mug
making and the taking of “enormous
quantities of drugs” (p. 74).

Alienation also arises from being told by
mental health professionals that one has
no positive future and will never recover
(Unzicker, 1989, p. 74) and feeling “dis-
credited by stigma” (p. 77). Leete de-
scribes being discounted, going unheard
and not being taken seriously after
being given a psychiatric label. She
writes “Ultimately we must conquer stig-
ma from within. As a first step. . .it is im-
perative. ..to look within ourselves for
our strengths. These strengths are the
tool for rebuilding our self-image and
thus our self-esteem” (Leete, 1989, p.
199). In recovery, people struggle to
overcome self-doubt and begin to honor
themselves once again. They reclaim
their strengths and talents and sense of
dignity and come to believe that they are
making an important and valid contribu-
tion to others and to their communities.
Life takes on new meaning and people
reclaim a sense of purpose.

The women who wrote these recovery
narratives are all moved by a sense of al-
truism and survivor mission. Their re-
covery journey extends beyond finding
personal meaning and achieving person-
al goals. They find a deep source of
meaning through being actively involved
in a process of giving back, in helping
other people who experience psychi-
atric disabilities to have an opportunity
to begin their own journeys of recovery.
Lovejoy (1982, p. 608) tells us that her
life’s purpose is to create “hope for oth-
ers who may never have seen someone
who has ‘been there and back.””

Recovery Is a Complex and
Nonlinear Journey

These narratives tell us a good deal
about the recovery journey itself. People
do not make the recovery journey in
one grand leap, they learn to feel good
about taking very small concrete steps.
Leete (1989) found crossing things off a
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“to be accomplished” list gave her small
successes that built her confidence to
try other things. Deegan (1994, p. 154)
began her recovery journey by achieving
“small triumphs” through “simple acts
of courage” like riding in a car or talking
to a friend for a few minutes. The recov-
ery journey becomes a way of life, made
up of “many small beginnings and small
steps” (Deegan, 1994, p. 154).

Most of the narratives point out that re-
covery is not a sudden conversion expe-
rience; it is a slow process that takes
substantial ongoing commitment.
Recovery is not linear; the journey is not
made up of a specific succession of
stages or accomplishments, and it does
not follow a straight course (Deegan,
1994, p. 155). Instead, recovery is an
evolving process, one that sometimes
spirals back upon itself, and may result
in a frustrating return to active disorder
after periods of positive functioning.
Deegan (1994, p. 155) says ‘At times our
course is erratic and we falter, slide
back, regroup and start again.” Setbacks
are accepted parts of the journey; they
are common. In fact, while all these
women ultimately attained substantive
recovery, most face ongoing challenges.

Each person’s journey of recovery is in-
dividual and unique. Recovery processes
cannot be forced into a preset mold or
formulated as a cookbook full of recipes
for everyone to follow. In fact, recovery
holds a quality of chance, a measure of
mystery, and often involves transperson-
al events and spiritual passages. Unzicker
(1989, p. 75) says her recovery journey
relied upon “a thousand events, people,
challenges, and mysteries” while Deegan
(1994, p. 154) honors the importance of
grace in her recovery and life.

Recovery Is Not Accomplished
Alone—The Journey Involves
Support and Parinership

People do not claim to recover on their
own; they describe recovery as a process
that involves many other people. While
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no one can change another person, or
force him or her to recover, other peo-
ple strongly influence the process.
Deegan (1994, p. 153) tells us of people
who “loved her and did not give up,”
who “remained optimistic despite the
odds.” Their love was “a constant invita-
tion. ..calling [her] forth...to be more
than [she] was” (p. 154). Support and
help flow from many people, including
family members, spouses, and caring in-
formal helpers. Unzicker (1989) de-
scribes a loving family who, though
strangers to her, took her into their
home for a year and did not treat her
like she was “crazy.” Later, she actively
chose people to become a part of what
she calls her “real family,” including
those who “believed in [her]...support-
ed [her]...loved [her]” (p. 75). Reliable
social support is “invaluable” to recov-
ery says Leete (1989).

Peers can spark and support recovery
through formal self-help, informal en-
counters, mutual assistance and expo-
sure to their stories of recovery. The
self-help movement gives people a sense
that they are the primary experts in their
own recovery process and can solve
their own problems. Invaluable practical
information, insight and support are
available through peer groups (Leete,
1989). Self-help also provides a power-
ful sense of solidarity and a sense of
purpose focused on changing unhelpful
or abusive practices in the mental health
field.

People employed in the formal helping
system also help engender recovery.
Lovejoy (1982, p. 607) tells us of a time
when staff members inspired her with
the idea that she was responsible for
changing her own life and peer practi-
tioners showed her that recovery was re-
ally possible. Recovery does not mean
people stop using formal helping serv-
ices, but people are no longer passive
recipients of expert services. They seek
out professional helpers who will honor
their authority to make their own deci-

sions. Practitioners can help facilitate a
self-directed recovery process. Some
narratives describe the active search for
formal helpers who are able to work
from a position of partnership. “I ‘did
therapy’ one more time” Unzicker tells
us (1989, p. 75)...“but this time it was
different. I carefully selected my thera-
pists, knowing never, ever again to be-
lieve that another human being could fix
me, heal me, or set me free.” Through
trial and error, Leete (1989) found med-
ications that work for her in very small
doses. She determines when she needs
to take somewhat more medication for a
period of time to contend with particu-
larly stressful life events.

Another important passage on the jour-
ney of recovery involves working to re-
duce the sense of internalized stigma
and addressing external stigma. Over
time, people begin to heal their sense of
separateness, and the pain of being cast
into the role of “Other” or “outsider.”
Unzicker (1989), Lovejoy (1982), and
Deegan (1994) all call for breaking
down the artificial walls that are con-
structed between formal helpers and
people who are mental health con-
sumers that promote and perpetuate an
“us versus them” mentality. We are not
“worlds apart,” but are “all struggling
and wounded” writes Deegan (1994, p.
160). “We are not only like you,” writes
Lovejoy (1982, p. 609) “we are you—
your sons, daughters, husbands, sisters
and fathers.”

DISCUSSION AND
[MPLICATIONS

Recovery narratives strongly contest the
dominant discourse in the mental health
field, which provides only a “decline
narrative,” focused upon the inevitabili-
ty of chronic disorder, a downwardly
spiraling course, poor prognoses and
life-long disability. Recovery stories
serve as “quest narratives” that open

ARTICLES

B
340

new pathways and present positive tra-
jectories for a life course of discovery
and personal growth after the experi-
ence of prolonged psychiatric disability.

This exploratory qualitative study sup-
ports the proposition that a multifaceted
recovery process exists for people who
experience prolonged psychiatric dis-
abilities. It reveals that the recovery
journey, while unique for each person,
has many broad passages that are held
in common. These conclusions are rein-
forced by findings of other informal and
formal research on recovery. Blanch and
colleagues (1993), for example, report
on forums that included peer-practition-
ers—those who have experienced seri-
ous psychiatric disorders who are now
formal helpers. Forum participants de-
scribe recovery as an active ongoing
process relating to overcoming assaults
of stigma, discrimination, and abuse; de-
veloping a renewed sense of free will
and self-control; undertaking self-direct-
ed coping strategies; participation in val-
ued activities and important human
relationships; feelings of hope; and a
sense of personal meaning. All of these
processes were found in the four narra-
tives studied.

Sullivan (1994) conducted semistruc-
tured qualitative interviews with 46 peo-
ple who were currently receiving mental
health community support services,
who had remained out of the hospital
and involved in productive activities for
an extended period, despite the experi-
ence of severe and persistent psychiatric
disorders. These respondents identified
strong relationships with caring and en-
couraging helpers; self-will/self-monitor-
ing; stress management; medications;
vocational activity and schooling; spiri-
tuality; knowledge and acceptance of ill-
ness; self-help and mutual assistance;
and relationships with significant others
as crucial for their success. All these ele-
ments were found in the first person ac-
counts examined in this study.
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This concordance of research findings
leads to the conclusion that recovery
from prolonged psychiatric disability is
far from an anomalous experience at-
tained by a few very special individuals.
Rather, recovery appears to be an exam-
ple of resilience. Resilience is the ability
to withstand, or rebound from, and pre-
vail over adverse life circumstances
(Marsh et al., 1996). Innate self-righting
capacities and supportive environments
facilitate resilience. The concept of re-
silience focuses attention upon restora-
tive powers, mastery, constructive
change, and the potential for growth
that remains inherent within very chal-
lenging life circumstances.

Resilience is being studied in at-risk chil-
dren and adults facing crises, stress, and
trauma (Anthony & Cohler, 1987; Flach,
1988; Higgins, 1994; Lerner, 1996;
Lifton, 1993; Marsh, et. al., 1996; Wolins
& Wolins, 1993). Systematic research fo-
cusing on resilience among mental
health consumers is just beginning to be
published (Marsh, et. al., 1996). Marsh
and colleagues (1996) found more than
three in four family group members
who responded to their survey could
identify qualities of resilience in their
family member who experiences psychi-
atric disability. These include positive
personal qualities, recovery, and positive
contributions they make to family, other
consumers, the mental health system
and society.

LIMITATIONS
OF THE STUDY

This study may be critiqued on the basis
that data were abstracted from a small
number of published narratives and may
represent atypical recovery processes
found only among extraordinary indi-
viduals (Lefley, 1994). Documentary re-
search, which includes this analysis of
narratives, can generally be challenged
on the basis of questionable representa-

tiveness and lack of objectivity and valid-
ity (Lincoln & Guba, 1985). To contend
with such problems we can test the ma-
terial against known facts, examine the
internal consistency and coherence of
the documents, and scrutinize the credi-
bility of the writer (Lincoln & Guba,
1985). The fact that these narratives
were published in credible journals, that
they independently describe similar
phenomenon, that the narrators are
well respected leaders within the con-
sumer movement, that their stories are
highly consistent with findings from
other forms of recovery research, serve
as checks to such problems. In any
event, the narrative research tradition is
less concerned with transcription of lit-
eral historical facts than with remem-
brance, personal meaning, identification
of important themes interwoven within
stories, and the sense people make of
their lives (Borden, 1992; Hollway,
1989; Spence, 1982).

Questions of credibility are routinely
leveled against people in groups that
have carried social stigma, especially
people labeled with psychiatric diag-
noses, whose life experiences, stand-
point and preferences are too often
discounted or completely ignored
(Leete, 1989; Ridgway, 1988; Unzicker,
1989). To understand and facilitate
processes of resilience and recovery, we
must end the silence imposed on peo-
ple with psychiatric disabilities, attend
much more carefully to their personal
and collective voices, and value and
honor their stories.

Further, qualitative research is not con-
cerned with “representativeness,” as the
term is used in quantitative research—
that findings may be generalized to all
people in similar circumstances. The
test of qualitative research is whether an
inquiry identifies patterns and concepts
that advance collective thinking. In this
instance, careful examination of four
self-reports serves to improve our un-
derstanding of patterns common in the
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lived experience of recovery. Knowledge
gleaned through triangulation of the
findings of several studies can help the
mental health field elaborate an ade-
quate and empirically grounded recov-
ery paradigm.

Narrative research provides the mental
health field with another means to re-
spectfully listen to and learn from con-
sumers. Storytelling is an inherently
social act. The story is complete only
when what is said is heard by one or
more other people whose thinking and
future actions may evolve as a result.

[MPLICATIONS FOR
RESEARCH, POLICY,
AND PRACTICE

Research on recovery and resiliency in
psychiatric disability is in its infancy.
This exploratory study provides tantaliz-
ing pieces of a puzzle. Many efforts to
learn from consumers about the process
of recovery and more adequately define
recovery are underway. A single clearly
delimited recovery construct remains to
be achieved; the multi-faceted recovery
process remains too complex to be op-
erationalized in any simple manner.

The ultimate goal of recovery research
should not be the creation of a set of
parsimonious research constructs or in-
dicators. Nor should we seek only a
deeper understanding and appreciation
of the life experience of those who have
experienced recovery, even though their
stories are fascinating and inspirational.
Instead, we must continuously work to
identify the processes, attitudes, skills,
and supports employed by persons who
are initially most resilient, in order to
create useful means, models, and maps
to assist people who continue to strug-
gle with the challenge of psychiatric
disability. Our primary goal should be
to build applied knowledge that evokes
the potential for recovery in many

more lives.
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ReStorying Psychiatric Disability

“WE MUST SUPPORT

THE GREAT ADAPTIVE
STRENGTHS PEOPLE HAVE,
AND HONOR THE
HEALING POWER OF
ACTIVE COPING, SYMPTOM
SELF-MANAGEMENT,

AND PEER SELF-HELP”

Narrative accounts challenge the field to
critically examine institutional struc-
tures and processes. Resilience and re-
covery are highly contextual. Helping
systems can either amplify resilience and
support recovery, or suppress these
processes and induce what Harding,
Zubin, and Strauss (1987) have called
“careers of chronicity.” Many practices
that are common within the mental
health field forcefully restrain recovery.
Unwarranted negative messages about
prognoses continue to accompany psy-
chiatric diagnoses; people are still being
inducted into the status and role of
“chronic mental patient” (Harding,
Zubin & Strauss, 1987). Socially segre-
gated programs frequently serve as en-
trapping niches that reinforce social
stigma, reduce access to normative feed-
back and resources, encourage passive
adjustment, and solidify social with-
drawal (Rapp, 1998; Sullivan, 1997).
Pathology-focused rather than strengths
oriented interventions provide deviancy-
amplifying feedback that discourages re-
covery (Rapp, 1998; Saleebey, 1997;
White, cited in Hart, 1995). Many social

policies continue to reward permanent
disability and provide disincentives for
engagement in meaningful activities in-
cluding competitive employment.

We must learn to identify and guard
against messages, practices, and policies
that demoralize people, reinforce de-
spair, engender unnecessary dependen-
cy, and prolong disability. Because
context strongly influences resilience,
barriers standing in the way of self-
healing processes must be identified,
uprooted and removed. We must collec-
tively work to end an era in which peo-
ple find it more difficult to recover from
the mental health treatment they receive
than from a psychiatric disorder itself.

A recovery orientation will demand fun-
damental shifts in the way psychiatric
disorders are understood, and in the
mission, design, and delivery of mental
health services (Sullivan, 1997). The full
implications of recovery-oriented prac-
tice are beyond the scope of this paper.
Anthony (1993) and Rapp (1998) sug-
gest administrators and practitioners
can learn from recovery narratives and
create environments and practices that
trigger and nurture the recovery
process. If we believe recovery is based
in the natural self-righting capacities of
resilience that are open to all people,
formal helpers must be educated and
dedicated to nurturing its unfolding.

Professionals must become realistically
hopeful and avoid messages that serve
as self-fulfilling prophecies of decline
(Lovejoy, 1982). Messages of hopeful-
ness, and interesting and challenging
programs are needed to give people the
encouragement and opportunities they
need to risk and grow. Increasing the
emphasis placed on consumers’ individ-
ual strengths, goals, and preferences is
obviously important (Rapp, 1998;
Saleebey, 1997). We must support the
great adaptive strengths people have,
and honor the healing power of active
coping, symptom self-management, and
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peer self-help. People who are farther
along the path of recovery must be avail-
able in all programs as mutual self-
helpers and peer-providers so they may
serve as guides, living exemplars and
role models of recovery. Other natural
helpers, including family members,
must be supported to facilitate the
processes of recovery and resilience.

Recovery narratives are an important re-
source that should be transmitted to
staff members and consumers in every
psychiatric treatment and psychosocial
rehabilitation program. These stories
provide an alternative “counter plot”
that challenges and overturns the master
decline narrative, the story of inevitable
life-long disability that holds the out-
moded “chronicity” or “deficit para-
digm” in place. First person accounts
amplify the message that a positive life
course is attainable for persons with se-
rious and prolonged psychiatric disabili-
ties. We must appreciate, recount, and
add to our storehouse of recovery narra-
tives. Sharing first person accounts of re-
covery is important because “We live
with each other in a world of...narrative,
and we understand ourselves and each
other through changing stories and self-
descriptions” (Anderson & Goolishan,
1988, p. 380). Recovery narratives can
engender a “contagion of hope”
(Deegan, 1994, p. 159) and reorient
both staff members and people with
psychiatric disabilities toward alternative
and more rewarding life paths, by
restorying the possibility for positive
growth after destabilizing life events.
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