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The study reported in this article relies upon a qualita-
tive analysis of the personal stories of recovery of 10 persons beset by persis-
tent and severe psychiatric disability. An analysis of these 10 extended
interviews yielded specific findings the author associated with such major
themes as the meaning of recovery, turning points toward recovery, critical
Jactors involved in recovery, barriers to recovery, and strategies for recov-
ery. Despite some limitations in the study, including a small and homoge-
neous sample, the findings lead to provide practical suggestions for other
persons embarking on their own journey of recovery and implications for
mental health policy makers and practitioners.

Describing the meaning of recovery
from psychiatric disability that inter-
rupts and changes one’s life, Anthony
(1993) invoked the concept of paraple-
gia. As someone with paraplegia learns
new ways to live with a damaged spinal
cord, someone with a psychiatric disabil-
ity finds new meanings in life, even as
the disability remains. Recovery for both
persons involves much more than learn-
ing to cope physically with their respec-
tive disability. It involves learning new
ways to perceive and interact with their
environment and to acquire new skills
to negotiate such environmental ele-
ments as a system of service providers,
family members, and friends.

Mental health consumers and profes-
sional observers agree that recovery is a
uniquely personal experience in which
one gains a sense of control and hope
through a long and painstaking struggle
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(Anthony, 1993; Davidson & Strauss,
1992; Deegan, 1988; DeMann, 1994;
Houghton, 1982, 1993; Leete, 1989).
But even though the process of recovery
is a highly personal experience, all sto-
ries of recovery from a psychiatric dis-
ability bear common elements. The
study described in this article informs
those who work for recovery of persons
with psychiatric disability, including con-
sumers, family members and service
providers, and points to productive
changes in the mental health system.

The Aim of the Research

Adopting a qualitative research strategy,
the author set out to adduce and enu-
merate common elements operating
among the uniquely personal struggles
for recovery from severe psychiatric dis-
ability. Strauss and Corbin (1990) de-
fined qualitative research as research
about persons’ lives, stories, behavior,
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organizational skills, social movements,
or interactional relationships. They also
found qualitative research particularly
well suited to uncovering the nature of a
peoples’ experiences with profoundly
personal phenomena like illness,
addiction, and religious conviction.
Conscientious qualitative researchers
tend to present accurate descriptions of
such phenomena and induce grounded
theories that, in turn, provide frame-
works for action. Accordingly, the author
sought data to answer five research
questions.

(1) What is recovery?
(2) When does recovery begin?

(3) What critical factors are involved in
recovery?

(4) What are barriers to recovery?

(5) What strategies can one who seeks
recovery adopt?

METHOD

A consumer-operated agency receiving
funds from a county mental health serv-
ice system agreed to place an announce-
ment in its newsletter calling for
volunteers to participate in a study that
relied upon their personal stories of re-
covery. The announcement stated that a
university professor sought persons who
considered themselves en route to suc-
cessful recovery from a severe psychi-
atric disability, and it asked them to call
a university number and arrange an in-
terview. It also mentioned that partici-
pants would receive a cash payment
upon completing an interview. Of the 15
people who volunteered, one person
failed to appear for an interview.
Another became physically ill and could
not participate, and another appeared
for an interview but declined to partici-
pate after meeting the researcher. Thus,
a total of 12 persons participated in

the study.

The author gathered her data during the
personal interviews in her office located
in an old mansion in downtown
Cleveland. Uncharacteristic of a sprawl-
ing and busy urban university, the man-
sion and the office within provided
comfortable surroundings for the partic-
ipants. When they arrived for their ap-
pointment, the author explained the
purpose of the study and obtained their
consent for participation in the study
and to the audiotaping of their inter-
views. The author used a semi-struc-
tured interview schedule to conduct the
interviews. They lasted from 35 minutes
to 2 hours and 20 minutes, with an aver-
age length of 1 hour and 40 minutes.
Upon completing an interview; each par-
ticipant received a payment. The author
used QSR NUD*IST, a software package
for qualitative data analysis, to analyze
transcribed interviews.

RESULTS

Participant Characteristics

From among the 12 completed inter-
views, the author excluded two inter-
views from her data analysis. Although
these two stories had idiosyncratic inter-
est and presented challenges, the psy-
chiatric problems they suggested fell
into a different class of disorder than the
other participants with severe mental
and emotional disorders presented—
notably schizophrenia, bipolar disorder
and major depression.

The ages of the final 10 participants
ranged from 38 to 60 years, with an av-
erage of 48 years. The participants in-
cluded five men and five women. One
participant was African-American, and
the rest were Caucasian. All but one had
at least some college education. In fact,
one participant had a graduate degree,
and another held a law degree. The fact
that the announcement for participant
recruitment came from the university
may have contributed to the level of
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education. Those with experience in
higher education reported that the seri-
ous illness had struck them after they
entered college. Their diagnoses fell
into one of the three categories: schizo-
phrenia, bipolar disorders, and major
depression. All but one participant had
been hospitalized from one to 13 times
with an average of 6.2 times. All but one
participant had been ill for more than
10 years. The longest duration of the
disability was 42 years. In discussing
findings, the author has protected the
participants’ identities. The participants
described their experience with the dis-
order and the long process of recovery,
from which five themes emerged.

The Meaning of Recovery

Recovery involves a long process of
learning how to live with psychiatric dis-
ability while struggling toward positive
goals. One of the obvious signs of recov-
ery is an ability to control symptoms.
This control generally begins with one’s
acknowledgment of one’s own disability,
and it can take some individuals a
decade or more simply to make this ac-
knowledgment. Recovery involves com-
plex aspects of one’s life, including
finding the right medication, the right
psychiatrists, the right friends and the
right social activities. The goals of the
journey include a sense of control, self-
respect and an appreciation of life.
Three participants made comments that
illustrate what recovery means.

1. Itis a long time. It sure is. But
that’s all part of the process.
There are not many [people] that
are ill for 2 or 3 years, and then
go, “OK, I am mentally ill. Well,
let’s go find a mental therapist
that loves medication. Fine, and
then life is just perfect from then
on.” It just doesn’t work that way,
at least for a lot of people I know.
Recovery is the most important
factor in the whole process.

2. Twould define it [recovery] as a
lack of symptoms, and also being
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able to control the symptoms, and
thirdly learning to live with them.

3. [Developing] opportunities and
resources to be a complete
whole person, to be living a life,
a whole life.

Turning Points Toward Recovery
Recovery begins only when one accepts
one’s disability. One can begin a journey
of recovery once one develops a strong
desire for changes in one’s life. It took
most of the participants interviewed for
this study from 10 to 15 years after the
onset of their disability to reach their
turning points toward recovery. This
process of recovery involved seeking
help from professionals, friends and
family members.

In general, the participants agreed that
recovery began with the acceptance of
their disabilities, and they admitted as
well that it took a long time for them to
accept their disabilities. The stigma of
psychiatric disability they internalized
within themselves seemed to prevent
them from accepting the disability.
Eventually, they came to acceptance
when they determined that the disability
had overcome their last effort to restore
mental health without help from others.

1. The very first hospitalization, I
was in tremendous denial be-
cause all these people I was in the
hospital with were crazy, but I was
just fine. Fortunately at the time,
my doctor explained to me that I
had clinical depression, so I took
my medication regularly.

2. Thad a difficult hospitalization
back in, I think, 1991. It was at
that point that I had stopped try-
ing to cure myself and started to
just give into what this con-
scious[ness] wanted. So, that was
a turning point for me.

3. 1 perceived the process [of recov-
ery] at one time as being a spiri-
tual process, and it has been a
part of the recovery process to ac-
cept that it wasn’t so much spiri-

tual as it was chemical and thera-
py based. You know, when I went
into [hospital name omitted] in
1991 or 1992, I had just a hor-
rendous and just horrible hospi-
talization. I woke up one day and
I said, “This is not working—this
trying to cure myself, trying to
beat the odds, trying to cheer
myself up with this spiritual
thing.” It was not working, and

I said, “That’s all. I want out. I
am going to take the medica-
tions. I am going to work with
the therapists.”

4. Well, I think if people were more
understanding, it would be easi-
er for individuals who are men-
tally ill to see themselves as
mentally ill, and once you see
yourself as mentally ill, that’s
when the recovery process starts.
That’s when the whole thing be-
gins. You know, I spent like 15
years before that being ill.

Two participants reported their strong
desire for change after being ill so long:

1. Ididn’t want to feel I was going
to have to live my whole life like
this, and I was having [a] major
[crisis] over that thought. And I
didn’t attempt suicide, but I
thought, “Lord, is this what the
rest of my life is going to be
like?" And I think it was then I
said, “You got to do something
about it, and you need to move
forward on this.”

2. My son left in 1992, and it was
right about that time I decided to
take medication. But I had made
up my mind that I wanted to be
normal again.

While the participants all took different
routes toward the goal of recovery, all of
them sought some sort of help from the
outside world to start their recovery
process:

1. Isaid, “Tam going to take the med-
ications, I am not going to take my-
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self off the medications. I am going to
work with the therapists.”

2. I'was living in one of those
[apartments] with the plaster
falling down. It was $200 a
month, and there was a raunchy
bar downstairs and, you know,
you hear the loud music on
Fridays and Saturdays, so loud
that you can’t sleep. Then, going
to work and not being happy all
day, and then coming home and
just sitting around the house,
doing nothing. So, I moved into
[a group home]. That was a big
change living with people, you
know, real nice, and I was on the
kitchen crew over there [a club
house].

3. 1think that the turning point of
my life was the Overeaters
Anonymous. I had a twelve-step
program, and I lost weight. I
made friends, real friends for the
first time.

4. Another thing happened during
that time was that I latched onto
a psychiatrist by the name of
[name omitted]. I was with him
for 13 years, and he was instru-
mental in my recovery.

Thus, the initial phase of recovery ap-
peared to constitute acceptance, a
strong desire for change, and help-
seeking behavior.

Critical Factors Involved in Recovery
Once recovery gets started, one must
maintain oneself in the course of recov-
ery. The participants spent a great deal
of time discussing how they stayed this
course. Their stories yielded six factors
critical for recovery: (a) the right kinds
of medication; (b) a group of supportive
people; (c) meaningful activities; (d) a
sense of control and independence; (e)
a strong determination to maintain re-
covery; and (f) a positive outlook on the
present and future. The following sec-
tion discusses each factor with examples
of statements the participants offered.
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Right kinds of medication. The ma-
jority of the participants agreed that
taking medication regularly is one of the
keys to successful recovery. Most of
them insisted that one must keep
searching for the appropriate medica-
tion through continued communication
with the psychiatrist. They also admitted
that it takes a great deal of courage to
negotiate with the psychiatrist if one’s
relationship with the psychiatrist is less
than amicable. A few participants kept
replacing psychiatrists until they found a
psychiatrist responsive to their requests.
All the participants in the study reported
a positive relationship with their current
psychiatrists. Their observations regard-
ing the central role of medication follow:

1. The medications got to be num-
ber one, got to be number one.

2. Oh, definitely, definitely I could-
n’t do without [medication]. I
still can’t do without it.

3. It helps 80 percent of the time,
but the rest of the 20 percent is
what you make of your life. If
you have to be on them for the
rest of your life, so may it be.

4. The most helpful I think is get-
ting on the right medicine. The
right medications are essential.

5. The wrong medication can be
very destructive.

6. There are times when I tried out
different anti-depressants, but for
some reason the anti-depressant
doesn’t seem to help me, and
when I hear about new ones,
sometimes I call [my psychiatrist]
and find out [their use] in my
health.

A group of supportive people. The
participants often surrounded them-
selves with supportive people, who
many times helped their recovery. These
supportive people included friends, col-
leagues, family members, clergy, case
workers, psychiatrists, group home
members, and any others who could

support their recovery. The participants
were extremely selective in choosing
those they wished to include in their
support system:

1. Having a good psychiatrist was a
lot of help. And friends, especial-
ly friends who understood. In
other words, having a support, a
support system [was important].

2. The main persons who helped
with my recovery was my psychi-
atrist, my pastor and my medi-
cine counselor.

3. My psychologist [and I] talked
about everything I didn’t want to
talk about.

4. A strong support team. And
when I say “support,” I am refer-
ring to any and all professionals
who assist individuals in recovery
in the process of mental illness.

5. Besides the medication, it was
friends, friends supporting me. I
never had a group of friends like
that before.

Strong debate flourishes among con-
sumers over whether or not consumers
need to develop friendships with per-
sons outside the consumer community.
The data this study produced confirms
the importance of having friends who
are also consumers, but value is also
given for non consumer friends.

1. I think having friends who are
consumers is really important,
because I don’t think that there’s
anybody you can really talk about
this illness with who is going to
understand somebody else who
has an illness.

2. Working as a host in the drop-in
center, working on the warm line
(a consumer-to-consumer phone
support program) for 9 months
and talking to people who were
suicidal, and doing advocacy—[I
see that for] the majority of these
people who have had this illness
[for] a long time, the only rela-
tionships they have are with fami-
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ly, which is sometimes very
strange, or with other people
with this illness. But 80 percent
of my relationships are with peo-
ple in the other world, that don’t
have this illness.

Meaningful activities. All the partici-
pants discussed the importance of be-
coming involved in activities that give
positive meaning to life. Those activities
included going to church, participating
in support groups, engaging in such so-
cial activities as parties and hobby club
meetings, and working. These activities
offer a sense of personal fulfillment and
connection to the outside world. Several
participants expressed their strong de-
sire for work, recognizing that society
measures one’s productivity by work.
One participant emphasized, however,
that the work must be suitable.
Although this participant did not articu-
late how one can measure this “suitabili-
ty,” the author inferred a fit between the
job and the person’s occupational pref-
erences. Five typical responses follow
here:

1. I'd rather be with one or two
people at a time. I'm not saying
that I never had a good time at a
party, but that’s not the kind of
social life that I really like a lot. I
like to do things like going to the
parks, and I love photography,
and I like to write.

2. Once I got into that first pro-
gram, I started getting involved
in more programs. I remember I
joined an astronomy club, then I
started volunteering in the
homeless services, and I started
helping in AA meetings and NA
meetings, and then I got involved
with the Compeer where I am
like a big brother to consumers.

3. Ilike to keep to myself, but
sometimes it's good to have
some means to a social life,
whether it is going to church, it’s
going to mental health groups,
it's going to the movies, or it’s
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being in a singles group, which I
am. Find someone or something
that you can relate to other than
yourself.

4. Work is pretty important to me.
Even when I was really having
mental health problems, it was im-
portant to me to be able to work.

5. Well, if it’s the right job that suits,
that’s fulfilling for me, that
makes me more of a complete
whole person, that would be
good. If it tears me down and
makes me put down this part of a
person, that won't be good.

Sense of control and independence.
Most of the participants expressed
some desire for an increased sense of
independence, including financial inde-
pendence. A sense of control and inde-
pendence arises from confidence in
managing one’s daily living functions.
Thus, the prospect of recovery seems to
encourage persons to gain greater inde-
pendence for themselves, leading to a
motivation for gainful employment:

1. I never really had much money,
and now it’s like I dream about
having money. What am I going
to do with it? You can just be
more dependable; you can be a
better friend. You can meet more
people and go more places.

2. Well, if you own your own place,
manage your own affairs, or else
it could be a compromise by liv-
ing in a group home, and it
would be compromising.

A strong determination to maintain
recovery. All the participants expressed
their strong determination to maintain
their recoveries, and their refusal to re-
linquish control over their illnesses. A
few reported that they derived their
strength to remain healthy from spiritu-
ality. This quality resembles the “resilien-
cy” construct discussed by many mental
health researchers and practitioners, in-
cluding Anderson (1997), Hetherington
and Stanley-Hagan (1999), Jew and

Green (1998), Miller, Brehm, &
Whitehause (1998), Pierce and Shields
(1998), and Zunc (1998). Here are four
typical comments:

1. I'just decided that I wasn’t going
to let this thing get in the way. It
has been my goal all along to
make sure that I minimize the ef-
fect the illness has on my life,
and that’s what I have pushed for
years and years now. I have to
give myself some credit, too, be-
cause I have taken a real ambi-
tious or aggressive approach to
my therapy. Recovery has been
my wildest dream and now it’s
starting to happen.

2. [Speaking of a new job], I really
never got out of Lakewood.
Never drove freeways. And so [
said, “Yes, I will.” I needed to
move on, and I needed to go
through the anxiety and the fear
because the only way to do it is
to do it.

3. Ican’t have a physical and men-
tal recovery without having a
spiritual recovery first. That
comes first. When that falls into
place, then everything else does,
t0o.

4. ...Ihave two other friends who
are Christian friends of mine. 'm
also a born again Christian.

A positive outlook on the present
and future. A positive outlook on life
reflects an optimistic appraisal of cur-
rent circumstances despite continuing
consequences of illness and a conviction
that things will get better. This feature
may be an outcome of, or a reflection of
self confidence gradually developed
over time:

1. [Speaking of my sister who is
also a consumer], She lost a lot
of self-esteem with her illness
and never went back to work
with her last episode [when she
was in her forty’s]. But even at
the advanced age of [sixty], when
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I came back [from illness], I
came back with wholier, self-
esteem and a lot of confidence
because I had been successful in-
termittently. Plus, I have a great
structure of friends who are in-
credible.

2. I'think being holistic, living a
whole life, being a complete
whole person, being a complete
natural self, I think things could
work out.

3. [Comparing past and present so-
cial lives], I was just so obsessed
with the idea of him, and I know
it’s because I didn’t consider my-
self good enough for somebody
to ask me to go on such a trip.
Now, I consider myself good
enough, but I'm not going on no
trip [with him] anyway.

Barriers to Recovery

A number of environmental and individ-
ual factors present significant barriers to
recovery, and the data derived from this
study suggest the following five impor-
tant barriers: (1) stigma; (2) symptoms;
(3) lack of financial resources; (4) limit-
ed access to services; and (5) occasional
eruptive responses to life pressures. The
following paragraphs discuss each of
these barriers and include illustrative
statements.

Stigma. Based on Goffman’s (1969)
theoretical framework, Piner and Kahle
(1984) defined stigmatization as “the
process by which people who lack a cer-
tain trait denigrate people who possess
it” (p. 805). Accordingly, people who
suffer from a severe mental illness carry
a burden of being seen as “different” in
the general population (Penn et al.,
1994). Moreover, persons with psychi-
atric disability readily tend to internalize
this label of “being different” that the
general population bestows upon them.
Once affixed, this internal stigma is ex-
tremely difficult to dislodge. Thus, both
theoretically and actually, the stigma
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manifests itself in two dimensions: ex-
ternal and internal.

The participants in this study discussed
both external and internal stigmas of
mental illness as one of the most, if not
the most significant barriers to recovery.
The following four comments illustrate
the difficulties.

1. Probably one of the worst parts
of the whole thing [speaking of
the media presentation of per-
sons with psychiatric disability]:
It is so hard to accept yourself as
being mentally ill when that’s the
kind of picture that the society
draws of you. Because I think
that we’re all looking for a little
bit of acceptance, and when we
are mentally ill, we get just the
opposite.

2. Aside from the illness itself, it
[the stigma] is the worst part.

3. But a stigma is terrible. It hurts
people. And I ended up leaving
that job because he [the employ-
er| couldn’t deal with the fact
that I was on medication. He said
that I would not be able to do my
job. It hit me very hard because I
said, “stigma!"

4. Tdon’t care what you say about
me because you can’t damage me
when I'm feeling well. Only how
I process that information dam-
ages me.

Symptoms. Some symptoms can be con-
trolled by medication, but many individ-
uals suffer to some degree from residual
symptoms of psychiatric disability, and
many powerful psychiatric medications
carry unpleasant or debilitating side ef-
fects. The visible consequences caused
by either the illness or the medications
remind persons with mental illness that
they are “different” from others and this
complicates their recovery. The partici-
pants in this study expressed their con-
cerns either about uncontrolled
symptoms of their illnesses or about the
side effects of their medications. For ex-

ample, one participant continued to suf-
fer anxiety attacks when she faced stress-
ful situations, and she considered these
attacks worse than her clinical depres-
sion. Another participant continuously
experienced severe headaches for which
he had to take high dosages of Motrin.
Three relevant observations follow:

1. The most difficult thing for me
was to try my eye-hand coordina-
tion. That was a big problem. It’s
like your mind [is] off some-
where in another dimension and
you have to cope with this one.
Your body is touching here and
your mind is off somewhere else.

2. Another problem had occurred
because of the medication; my vi-
sion was really blurred for 10
years. That was the worst thing of
what the medications did to me,
and my illness still went on for
10 years, including with all these
medications. I could only read
headlines of a newspaper.

3. Well, this Tardive Dyskinesia
where things keep poking me in
the eye and making me feel like I
am being programmed, contrary
to my consciousness or some-
thing like that. I just try to toler-
ate it as best as I can.

A lack of financial resources. All par-
ticipants received some sort of govern-
mental benefits, mainly Supplemental
Security Income (SSI), but those bene-
fits provide recipients with insufficient
funds to enjoy regular social activities.
One way or another, most of the partici-
pants expressed concerns over their fi-
nancial status. Here are three examples:

1. It’s a really strange experience to
be poor when you have never
been poor before. I couldn’t
make friends with middle class
people because I was poor and
they didn’t want to be around
me. And the poor people were
accepting of me, but I didn’t
have much to talk to them about.
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2. Ifeel it's [SSI] enough for my
basic needs, but I still feel trans-
portation is a problem. If I had a
car, it would be a different status,
the world, I mean.

3. I'was also worried about my fi-
nancial future. I did not want to
be a dishwasher for the rest of
my life.

Limited access to services. Some par-
ticipants expressed their frustration with
the limited access to their psychiatrist or
therapist, caused by their public assis-
tance status. One participant who re-
ceived services provided by a community
mental health center as a nonpaying
client expressed her frustration:

My doctor, at the center that I go

to one day a week, I could only get
appointments one day a week. And
if he’s booked up, then you wait
and wait and wait until the problem
either resolves itself or you kill
yourself.

Another participant expressed strong
disappointment with his inability to own
a car, which limited his mobility. In fact,
most of these access problems appeared
to stem directly from their limited finan-
cial resources.

Occasional eruptive responses to
life’s pressures. During the course of
life, everyone sooner or later experi-
ences more pressure than they can han-
dle all at once. But persons with mental
illness in recovery are far more vulnera-
ble to excessive pressure, since it can
easily force them into another psychi-
atric episode and hospitalization. The
participants in this study—all of them
in the successful recovery phase of their
illness—were nevertheless keenly aware
of their own vulnerability and exercised
precautions described in the next sec-
tion. One participant purposely chal-
lenged difficult events to test the success
of her recovery. She described her accu-
mulated difficulties this way:
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Something I'm doing right now
which I expect to be a part of recov-
ery: There are a lot of things going
on in my family right now. My
grandson is in a psychiatric hospital.
He’s only eleven. My daughter’s
going through a divorce right now
and is separated from her battering
husband.

Strategies for Recovery

The participants in this study discussed
various ways to maintain their recovery,
and their stories yielded 10 major strate-
gies: (1) accept your disability; (2) be-
lieve in recovery; (3) ensure that you are
stabilized; (4) accept your own responsi-
bility for the disability; (5) establish a
structure for your daily life; (6) seek
support; (7) take care of yourself; (8)
keep active; (9) to educate yourself; and
(10) protect your recovery. Some strate-
gies reported here were consistent with
the reports discussed previously under
the heading “critical factors involved in
recovery.” The following paragraphs dis-
cuss the 10 recovery strategies the au-
thor drew from her series of interviews.

Accept your disability. Recovery be-
gins with the acceptance of disability.
This acceptance does not imply surren-
der, but rather that one acknowledges
the existence of the disability so that
one can begin the process of coping and
rehabilitation. As previously discussed,
some participants spent as many as 15
years of resisting their state before ac-
knowledging that they were, in fact, psy-
chiatrically disabled. Indeed, this
acceptance is the most difficult but nec-
essary step toward recovery.

Believe in recovery. A common reason
for denying the disability is the equation
of the acceptance with a permanently
grim future. But the stories presented
here by study participants recovering
from a severe psychiatric disability, pro-
vide additional testimony to the fact that
recovery is possible. The participants em-
phasized the importance of believing that

they would eventually get better. Here
are two illustrative interview extracts:

1. I think that “you have to believe
in yourself” is probably the bet-
ter way of starting that [recovery]
out. You've got to believe that
you've got what it takes to over-
come the problem...Realize that
acceptance is a positive thing,
and that recovery does exist. It’s
out there once they are ready to
seriously consider the process of
recovery. It’s out there. It’s possi-
ble. It happens all the time.

2. Itis process, not so much as
[linking] the two points between
aand b, but it does get better.

Ensure that you are stabilized. 1t is
extremely important for consumers to
keep their symptoms under control. The
participants continually asserted their
awareness that right kinds of medication
are critical for their stability. To find the
right kinds of medication, you must cul-
tivate and maintain a cordial relation-
ship with your psychiatrist. A few
participants advised that you should not
hesitate to change a psychiatrist if you
feel uncomfortable with the current psy-
chiatrist. All the participants reported
that they had developed a positive asso-
ciation with their psychiatrists. In addi-
tion, several participants reported that
they maintained regular sessions with
their therapist, which contributed to
their stability.

Accept your own responsibility for
the disability. The participants ap-
peared to understand that taking stock
of their illness was essential to their re-
covery: They stated that they had to do
their share to get help from others and
from the mental health system. “Their
share” might include taking medication,
keeping appointments with mental
health professionals, and participating
in meaningful activities, however diffi-
cult this might seem. Three typical ob-
servations follow:
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1. You have to be willing to accept
responsibility and that means
taking medication, it means mak-
ing your time with your therapist
or psychiatrist, and being willing
to work at the process. You can’t
change the fact that you are men-
tally ill and that’s real difficult. It
was very, very difficult for me.

2. That [recovery] is depending on
me doing my part. And that’s al-
ways been the difficulty in my
treatment.

3. You can take your medication as
it's prescribed; you can talk to
your doctor if there is anything
bothering you. And if it gets
down to the worst, change doc-
tors or any other people. You
have to do it yourself. That’s the
main thing. You have to do it
yourself. No one else. You are the
number one.

Establish a structure for your daily
life. The participants in this study re-
ported that they carefully maintained
their daily routine so as to remain in re-
covery. First, you have to establish a rou-
tine in your life, including setting times
for getting up, cooking, eating, cleaning,
doing laundry, calling friends, visiting
drop-in centers, and other daily activi-
ties. Having set a schedule, you must fol-
low it and repeat it until you engage in
those activities without effort. Then, you
are on the way to recovery:

[1] have to do something that day
whether it’s three simple things like
get up and floss my teeth, make my
bed, and make one phone call to
hear another human voice.

Seek support. Participants sensed the im-
portance in the initial phase of recovery
of support-seeking behavior, as previously
noted. Sources of support included such
mental health professionals as psychia-
trists, psychologists and therapists. Other
sources included mostly friends, either
fellow consumers or nonconsumers. Only
one participant mentioned a family
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member as a source of support. This par-
ticipant reported that the very reason he
had never been hospitalized was the un-
stinting support from his mother, herself
a social worker, since the onset of his dis-
order. Here are two typical observations:

1. Keep an open mind about what
you are going through, because a
lot of times you are feeling this
and you are thinking that.
Sometimes you just need a warm
body, a pair of ears to talk to. I
have no room to complain what-
soever, because I got a real
strong support. I go over to
[name of a consumer-operated
agency], and I was in a program
there for a number of years, and
I, at the present time, have a
therapist and a psychiatrist, and
they are just tops—very, very
good at what they do.

2. I'would tell them [other con-
sumers| to be less judgmental of
themselves. To accept their ill-
ness, not to be in denial. Talk as
openly as they could about it.
And find someone who would
listen, really listen, who hopeful-
ly cares about them. And do all
you can do.

Take care of yourself. The participants
reported that they paid attention to their
physical health so as to maintain mental
health. They reported the following meth-
ods of keeping themselves well: (a) eat
right; (b) exercise; (c) know what triggers
symptoms; (d) get enough rest; (e) keep
good personal hygiene; (f) get yearly
physical check-ups; (g) avoid chemicals,
drugs, caffeine, alcohol and cigarettes; (h)
be good to yourself; (i) learn how to
relax; and (j) learn to have fun.

Keep active. The participants reported
that they kept active to stay in recovery.
They agreed that continued contact with
the outside world was essential, noting
that isolation prompts depression and
drives a person out of touch with reality.
Three statements on this point follow:

1. Just being active, engaging the
body or the mind or the thought
process in some kind of activity,
keeps, well, puts distance be-
tween you and symptoms.

2. They [the mental health centers]
have a lot of activities for their
clients to get involved. Do some-
thing, get busy, invite some peo-
ple over, have a party, go to the
movies.

3. Ilike studying art, and I like
following sports, and since I was
in school, I have been able to get
ajob at both of those places.
Working at the art museum. I
volunteered at Cleveland Public
Theater so I get in free there and
I am familiar with the other
galleries.

Educate yourself. By “education,” the
study participants meant that they con-
tinually learned about the latest medi-
cines and research findings, and that
they collected tips from other con-
sumers on effective doctors and doctors
to avoid. Gaining new information on
relevant topics obviously contributes to
the participants’ sense of empower-
ment, and enhances their negotiating
power. The participants applied this
equation in their daily schedules so as
to enhance their quality of life. Two of
them discussed the value of this educa-
tional activity:

1. I think the most important thing
is to educate yourself. You need
to know what medications are
out there. You need to know the
good doctors from the bad
doctors.

2. [You learn] from notes from the
pharmacy, looking at the pharma-
ceuticals books, the PDR
(Physicians’ Desk References)
and going to seminars. I've edu-
cated myself.

Protect your recovery. The participants
all reported that recovery was so impor-
tant to them that they had made changes
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in their lives to accommodate steps to-
ward recovery, protect their progress,
and promote the goal of recovery. The
accommodations include avoiding ex-
treme stress and wisely selecting friends
to be with and places to visit or avoid.
Here are two typical observations:

1. Ithink [I am doing better be-
cause| I am more conservative
about chasing around places
than I used to.

2. Thaven’t had a relapse but I
worry about it. I am a lot more
careful now about putting myself
under too much stress. Now I
know what can take place. So I
really worry about having things
that are unmanageable.

As all of the foregoing interview ex-
cerpts imply, recovery from psychiatric
disability requires a long process of
learning about disability and about ways
to live with disability, as a means to max-
imizing the capacity to negotiate your
surroundings. It requires that you right
medication, the right psychiatrists, the
right friends, and the right social activi-
ties, so that you can stay the course of
recovery toward a sense of control, self-
respect and appreciation for life. You
can begin the journey toward recovery
only when you accept your disability,
and can best continue this journey with
a strong desire to turn your life around,
and by finding the support and help you
need to promote recovery.

The major features of a successful recov-
ery include the following: (a) right kinds
of medication; (b) a group of supportive
people; (c) meaningful activities; (d) a
sense of control and independence; ()
a strong determination to maintain re-
covery; (f) a positive outlook on the pre-
sent; and (g) optimism about the future
life.

A person diagnosed with psychiatric dis-
ability should be alert to several barriers
to recovery. Those barriers included the
following: (a) external and internal
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stigmas; (b) continuing symptoms; (c)
lack of financial resources; (d) limita-
tions on access to services; and (e) the
danger of excessive social and personal
pressure.

With these barriers in mind, however, a
consumer can begin recovery by taking
the following actions: (a) accepting the
disability; (b) believing in recovery; (c)
making sure that the disability is stabi-
lized; (d) accepting a share of responsi-
bility for addressing the disability; (e)
establishing a daily structure; (f) seeking
support; (g) taking care of one’s physi-
cal health; (h) keeping active; (i) educat-
ing your self to medication and other
information helpful for recovery; and (j)
protecting recovery progress against ele-
ments destructive to recovery.

SUMMARY

Implications for Practice and Policy
The findings reported here provide
practical suggestions for mental health
consumers about how they can under-
take and maintain recovery, and they in-
dicate some practical issues for mental
health service providers to address. For
consumers, stories of other, similarly sit-
uated consumers offer genuinely em-
pathic suggestions for beginning their
own recovery. This strategy has been
found to be effective for helping con-
sumers who wish to recover and even
those who may be ambivalent about em-
barking on the recovery process. For ex-
ample, Boston University’s Center for
Psychiatric Rehabilitation offers courses
in which consumers and professionals
together use a recovery workbook to
teach consumers strategies for recovery
(Spaniol, Koehler, & Hutchinson, 1994).

For mental health professionals, the fa-
miliar and common themes that
emerged from this study provide clues
for enhancing and speeding their
clients’ recoveries. First, mental health
professionals must realize that each per-

son reaches the beginning point of re-
covery at a different pace. They should
remain alert for a propitious beginning
moment so as to help their clients start
their own journeys of recovery. They
should know that they may well become
the most important support their clients
have. They can also help by pointing
clients to community resources useful
for their recovery. They should, them-
selves, believe in their clients’ recovery
prospects, knowing that their belief will,
in turn, provide their clients with a
sense of hope. Mental health consumers
often experience setbacks in their recov-
ery, but service providers should remain
encouraged. Given dedicated support,
the clients will resume the path toward
recovery as soon as they feel ready
again.

Concerted efforts now exist to encultur-
ate mental health systems to promoting
recovery among their consumers. For
example, as guidelines for the imple-
mentation of “recovery” by its mental
health service providers, the Ohio
Department of Mental Health has issued
recovery concepts that happen to in-
clude most strategies that most of the
participants in this study suggested
(Beale & Lambric, 1995). The challenge
in such an effort is that the concept of
recovery resides in the ideology of con-
sumer empowerment, and it is difficult
to foster this ideology in a mental health
system, structured in the traditionally
uneven power relations, favoring service
providers over consumers.

The author extends at this point words
of caution for readers who find the over-
all tenor of this study persuasive. Its par-
ticipants included only a small group of
volunteers willing to share their stories
with a professor. As noted earlier, these
participants were homogeneous: They
were highly educated; they were mostly
in their 40s and 50s; and all but one
were Caucasian. Thus, one cannot gen-
eralize the findings to all people, partic-
ularly to people with different racial or
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cultural backgrounds and ages. Despite
its limitations, this study produced a se-
ries of intuitively reliable themes that
provide a beginning phase for the devel-
opment of a grounded theory of recov-
ery—an essential component of any
systematic cultural transformation in a
mental health system newly dedicated to
imparting services aimed at the optimal
recovery for all consumers.

REFERENCES

Anderson, K. M. (1997). Uncovering survival
abilities in children who have been sex-
ually abused. Families in Society: The
Journal of Contemporary Human
Services, 78(6), 592—599.

Anthony, W A. (1993). Recovery from mental
illness: The guiding vision of the mental
health service system in the 1990's.
Psychosocial Rehabilitation Journal,
16(4), 11-23.

Beale, V, & Lambric, T. (1995). The recovery
concepts: Implementation in the mental
bealth system. A report by the
Community Support Program Advisory
Committee to the Ohio Department of
Mental Health, Cleveland, OH.

Davidson, L., & Strauss, J. (1992). Sense of
self in recovery from severe mental ill-
ness. British Journal of Medical
Psychology, 63, 131-145.

Deegan, P E. (1988). Recovery: The lived ex-
perience of rehabilitation. Psychosocial
Rebabilitation Journal, 11(4), 11-19.

Deegan, P E. (1993). Recovering our sense
of value after being labeled. Journal of
Psychosocial Nursing, 31(4), 7-11.

DeMann, J. A. (1994). The evolution of per-
sons with schizophrenia. Schizophrenia
Bulletin, 20(3), 579-582.

Goftman, E. (1963). Stigma. Englewood
Cliffs, NJ: Prentice-Hall.

Hetherington, E. M., & Stanley-Hagan, M.
(1999). The adjustment of children with
divorced parents: A risk and resiliency
perspective. Journal of Child Psychology
and Psychiatry and Allied Disciplines,
40(1), 129-140.

Houghton, J. F. (1982). Maintaining mental
health in a turbulent world.
Schizophrenia Bulletin, 8, 548—552.



PSYCHIATRIC REHABILITATION JOURNAL

Recovery from a Severe Psychiatric Disability: Findings of a Qualitative Study

Jew, C. L., & Green, K. E. (1998). Effects of
risk factors on adolescents’ resiliency
and coping. Psychological Reports,
82(2), 675-678.

Leete, E. (1989). How I perceive and man-
age my illness. Schizophrenia Bulletin,
15(2), 187-200.

Miller, G. E., Brehm, K., & Whitehouse, S.
(1998). Reconceptualizing school-based
prevention for antisocial behavior with-
in a resiliency framework. School
Psychology Review, 27(3), 364-379.

Penn, D. L., Guynan, K., Daily, T, Spaulding,
W D., Garbin, C. B, & Sullivan, M.
(1994). Dispelling the stigma of schizo-
phrenia: What sort of information is
best? Schizophrenia Bulletin, 20(3),
567-578.

Pierce, L. H., & Shields, N. (1998). The “Be A
Star” community-based after-school pro-
gram: Developing resiliency factors in
high-risk preadolescent youth. Journal
of Community Psychology, 26(2),
175-183.

Piner, K. E. & Kahle, L. R. (1984). Adapting
to the stigmatizing label of mental ill-
ness: Foregone but not forgotten.

Journal of Personality and Social
Psychology, 47(4), 805-811.

Spaniol, L., Koehler, M., & Hutchinson, D.
(1994). The recovery workbook:
Practical coping and empowerment
strategies for people with psychiatric
disabilities. Boston, MA: Center for
Psychiatric Rehabilitation at Boston
University.

Strauss, A., & Corbin, J. (1990). Basics of
qualitative research: Grounded theory
procedures and techniques. Newbury
Park, CA: Sage Publications.

Zunc, S. J. (1998). Resiliency and burnout:
Protective factors for human service
managers. Administration in Social
Work, 22(3), 39-54.

ARTICLES



