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Introduction

In mental health services we are very used to thinking about
‘the patient in our services’. We usually think about what we do
in terms of the things that services provide and the professionals who provide them. We think about the people we work
with in terms of their symptoms and what we need to do to
reduce or get rid of their symptoms: the medication, inpatient
care, community outreach services, the medical, nursing, psychological therapy, occupational therapy, and social care services that we consider might be effective. However, the UK
government’s National Health Service (NHS) Plan (Department
of Health [DH] 2000) and subsequent policy documents make
it clear that this is the wrong place to start. The Plan states:
‘Patients are the most important people in the health service. It

If we are really to create services that are tailored around those
whom we serve, our starting point cannot be ‘the patient in
our services’. Instead we must think about ‘the person in their
life’. We must start by understanding the challenges that people with mental health problems face in living their lives within
and beyond limits imposed by the problems they face. Services
and the assistance we offer need to be understood in terms of
the extent to which they facilitate or hinder this process of
recovery.

Learning outcomes
By the end of this chapter you should be better able to:

doesn’t always appear that way. Too many patients feel talked at,

1 Outline the nature and focus of recovery-based approaches

rather than listened to. This has to change. NHS care has to be

for people who have experienced mental health problems

shaped around the convenience and concerns of patients. To bring

2 Identify and describe the key beliefs and principles under-

this about, patients must have more say in their own treatment
and more inﬂuence over the way the NHS works.’

Most recent health and social care policy in the UK, such as the
NHS Improvement Plan (DH 2004a), National Standards, Local
Action (DH 2004b), Independence, Well-being and Choice (DH
2005a), Creating a Patient-led NHS (DH 2005b), and Our Health,
Our Care, Our Say (DH 2006), makes it clear that we have to
move beyond care and services that focus primarily on treating illness to a recovery-based approach that:
· positively promotes health and well-being
· maximizes people’s life chances
· enables people to take control over their lives and their own

self-care
· helps people to do the things they want to do and live the

lives they wish to lead.

pinning recovery-based approaches
3 Describe strategies to promote recovery and social inclu-

sion drawing on factors identified as assisting the recovery
journey
4 Reflect on your own practice and current mental health

services, identifying ways in which these could be further
developed to incorporate a greater focus on recovery.

What is recovery all about?
Unlike so many ideas in the mental health arena, ideas about
recovery were not born of academics and professionals.
Instead, they emerged from the writings of those people who
have themselves faced the challenge of life with a mental
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health problem. Deegan (1988) defines recovery as referring
to:
‘… the lived or real life experience of people as they accept and
overcome the challenge of the disability … they experience themselves as recovering a new sense of self and of purpose within and
beyond the limits of the disability.’

Based on a systematic analysis of personal accounts of recovery, Andresen et al. (2003) have suggested that recovery comprises four key components:

services remain, for most people, sinister and mysterious
places. Unthinkable things may happen to you like being
picked up by the police, admitted to hospital against your
will, or forcibly medicated—all reinforcing the stereotypical
bedlam images.
In addition to all of this you experience the stigma and discrimination that go hand in hand with mental health problems in our society; all of a sudden those dreadful headlines in
the newspapers, ‘Dangerous Psychos’, ‘Mad Axe Murderer’, are
referring to you.
‘All I knew were the stereotypes I had seen on television or in the

1 Finding and maintaining hope

movies. To me, mental illness meant Dr Jekyll and Mr Hyde, psycho-

2 Re-establishing a positive identity

pathic serial killers, loony bins, morons, schizos, fruitcakes, nuts,

3 Building a meaningful life

straightjackets, and raving lunatics. They were all I knew about

4 Taking responsibility and control.

Anthony (1993) expresses similar ideas:
‘… a deeply personal, unique process of changing one’s attitudes,
values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and contributing life even with limitations caused
by illness. Recovery involves the development of new meaning and
purpose in one’s life as one grows beyond the catastrophic eﬀects
of mental illness.’

The starting point is the individual’s experience
It is difficult to describe what it is like to experience mental health
problems in our society. Although many people work with others who have mental health problems, they cannot understand
recovery until they have considered how it feels to have experienced mental health problems. For many who have experienced
such problems it feels like the bottom has fallen out of their
world. Sayce (2000) describes such an experience:
‘When I was diagnosed I felt this is the end of my life. It was a thing
to isolate me from other human beings. I felt I was not viable … I
felt ﬂawed, defective.’

You have to cope with strange and often frightening symptoms that may stop you being able to think properly, stop
you doing the ordinary everyday things that everyone takes
for granted, cause you to have experiences that no one
around you believes, cause your confidence and belief in
yourself to hit rock bottom. You can feel very alone, and very
frightened—not only about what is happening to you but
also about using mental health services. Everyone knows
what it is like to go to their family doctor or go into a general
hospital (either as patient or visitor), but mental health

mental illness and what terriﬁed me was that professionals were
saying I was one of them.’
Deegan (1993)

People start treating you differently—as if you are dangerous,
or stupid, or both. They start talking about you rather than to
you, feel that they need to tread carefully around you in case
you dissolve into tears or explode into anger. As a result of the
fear and ignorance surrounding mental illness, you risk losing
many things that are important to you: your job, your college
place, your friends, even your home.
People who experience mental health problems are among
the most excluded in our society. Too many have lost everything that they valued in life and are at greater risk of losing
their lives, and not just through suicide. People with serious
mental health problems are more likely to suffer from the
major physical diseases, more likely to get them younger, and
more likely to die from them more quickly, resulting in a life
expectancy some ten years less than that of the rest of the
population (Disability Rights Commission 2006).
We must also remember that the stigma and discrimination that exists in the wider society also exists within mental
health services. Too often mental health workers hold a pessimistic view about what people with mental health problems can achieve. If the people who are there to help you
believe you will never amount to very much, what hope is
there? The barriers between ‘them’ and ‘us’ remain very real.
Too often people feel that they are not taken seriously and
are treated as second-class citizens within mental health
services. Such ideas are frequently reinforced by common
dehumanizing practices that, although they may seem relatively minor to staff, exemplify the sense of separateness and
segregation between users of services and staff. Common
examples include having separate staff cups, staff crockery,
and staff toilets.

Recovery and social inclusion

In the face of all of this it is easy either to reject the notion
that there is anything wrong with you at all, because the idea
of being a ‘mental patient’ is just too terrible to contemplate,
or to give up on yourself and your life completely. But it does
not have to be like this.
Experiencing serious mental health problems is a catastrophic and life-changing experience. There is no way back to
how things were before the problems started, but there is a
way forward. Many people with mental health problems have
demonstrated that it is possible to rebuild a meaningful, valued, and satisfying life. Recovery is possible.
As well as the many famous people who have had mental
health problems—statesmen such as Parnell and Churchill,
scientists such as Einstein and Babbage (who invented the first
computer), scholars such as Ruskin and Wittgenstein, composers such as Ravel, artists such as Van Gogh, writers and
poets such as Auden and Chesterton, businessmen such as
Ted Turner who set up Cable Network News—there are also
many thousands of ordinary people who have their own
homes and network of family and friends, and who contribute
to our communities in so many ways. Despite mental health
problems and the accompanying discrimination, there are
millions of people with mental health problems who are husbands, mothers, friends, and work colleagues.
Recovery is as relevant to children, older people, and those with
learning disabilities as it is to working age adults with mental
health problems. The UK government publication Every Child
Matters: Change for Children (Department for Education and Skills
2003) emphasizes the importance of ‘enjoying and achieving’ and
‘making a positive contribution’, to enable all children, whether or
not they have mental health or behavioural problems, to get the
most out of life, develop the skills for adulthood, and be involved
as valued members of the community and society.
As we get older, sources of meaning and value may increasingly lie in our past—what we have done, rather than what we
will do in the future. But older people can and do remain part
of their communities and continue to make valuable contributions unless they are prevented from doing so by prejudice or
failure to provide the support and adjustments they need. For
many, dementia may signal the end of life, but it is not immediately fatal. If people are to make the most of the lives that are
left to them, then it is living with, rather than dying from,
dementia that is critical. As with people of all ages who develop
other terminal physical illnesses, the challenge becomes one
of living as valued and meaningful a life as possible for as long
as possible. The UK government report Everybody’s Business:
Integrated Mental Health Service for Older Adults (DH/Care
Services Improvement Partnership [CSIP] 2005) emphasizes
the importance of promoting respect and dignity,

encouraging older people to be as independent as possible,
providing them with the integrated support and assistive
technologies they need to live independently at home as far as
is possible, and the need for care in residential settings to promote social inclusion. Similarly, for those with learning disabilities, the essence of the UK government publication Valuing
People: A New Strategy for Learning Disability for the 21st Century
(DH 2001a) lies in promoting citizenship, inclusion, and independence, and in ensuring that everyone is valued no matter
what, or how severe, their impairments. For those with addiction problems, the challenge lies in rebuilding a life that does
not revolve around drugs and alcohol.

Principles of recovery
People with mental health problems may benefit from a wide
range of support and treatment, and it is critical that these are
available to people of all ages and to those who may experience additional discrimination and disadvantage as a consequence of physical impairments, drug and alcohol problems,
forensic history, learning disabilities, progressive organic conditions, or their ethnicity, sexuality, or religion. However, the
central question is whether this support and treatment helps
the person to pursue their ambitions and make the most of
their life. Therefore, the philosophy and principles guiding our
work as mental health practitioners and the services provided
are particularly important. The key principles of recovery are
outlined in Box 9.1.

Recovery is about people’s whole lives,
not just their symptoms
There is a variety of different ways in which people may gain
relief from distressing symptoms associated with mental health
problems. These may include medication, psychological therapy, self-help, self-management, and a range of complementary therapies. However, it is rarely a person’s ambition in life
merely to get rid of distressing and disabling symptoms: people
wish for this in order to be able to do the things they want to do
and to live the lives they wish to lead. Recovery is about:
· enabling people to have the homes, friends, jobs, educa-

tional opportunities, or other opportunities to contribute to
the communities in which we live that lend everyone’s life
meaning and through which we get our sense of value
· enabling people to access accommodation, material

resources, employment, education, relationships, social and
leisure activities
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· ensuring people’s safety from exploitation and abuse, at

least as, if not more, important in the recovery process as
reducing the mental health problems themselves.

Recovery is not a professional intervention
like medication or therapy

As outlined earlier, a key focus of much current mental health
provision is about offering interventions to the ‘patient in our
services’. However, recovery is about the journey of people
who have mental health problems in rebuilding a meaningful,
valued, and satisfying life. A recovery-based approach is therefore a very different approach to simply offering interventions;
it is based on a different set of fundamental beliefs and values.
Whilst mental health workers with our various treatments and
supports can help facilitate recovery, we can also hinder recovery—snuffing out the embers of hope, further taking away the
control that a person has over their life, and further eroding
their chances of doing the things they want to do.
Box 9.1 Key principles of recovery
· Recovery is about people’s whole lives, not just their
symptoms.
· Recovery is not a professional intervention like medication or therapy.
· Recovery is not the same as cure.
· Recovery is about growth.
· Recovery does not refer to an end product or a
result: it is a continuing journey.
· Recovery can and does occur without professional
intervention.
· A recovery vision is not limited to a particular theory
about the nature and causes of mental health
problems.
· Recovery is about people taking back control over
their life.
· Recovery is not a linear process.
· Recovery is possible for everyone.
· Carers, relatives, and friends also face the challenge
of recovery.
· Everyone’s recovery journey is different and deeply
personal.
· Recovery is not specific to mental health problems;
it is a common human condition.

Recovery is not the same as cure
Recovery does not mean that all symptoms have disappeared,
that all suffering has been eliminated, or that functioning has
been completely restored. Rather, it means that remaining symptoms and problems interfere less with a person’s life. To take a
parallel with physical impairment, someone with a severed spine
may never be able to walk again, but they can rebuild a meaningful and satisfying life, doing the things they want to do, growing
within and beyond the limits of their impairment. Even if a person
has problems that recur, or are ever present, this does not mean
they cannot rebuild a meaningful and valued life.

Recovery is about growth
Recovery is about growing within and beyond the limits
imposed by ongoing symptoms and difficulties. It is about
being and becoming more than a ‘mental patient’, taking control over your life and doing the things you want to do.

Recovery does not refer to an end product
or a result: it is a continuing journey
‘Recovery is a process. It is a way of life. It is an attitude and a way of
approaching the day's challenges … Recovery is marked by an
ever-deepening acceptance of our limitations. But now, rather than
being an occasion for despair, we ﬁnd our personal limitations are
the ground from which springs our own unique possibilities. This is
the paradox of recovery … that in accepting what we cannot do or
be, we begin to discover what we can be and what we can do.’
Deegan (1992)

People cannot be ‘fixed’ as one might mend a television or
refurbish a building. If recovery is a continuing journey, then
assistance and adjustments often need to be thought of as a
continuing process of supporting people in that journey. This
must involve not only helping the person to move forward, but
also helping them to maintain and celebrate what they have
already achieved. Mental health nurses and other professionals
can play a key role in facilitating such assistance, adjustments,
and support. However, it is important to note that recovery can
develop without, and at times in spite of, professional help.

Recovery can and does occur without
professional intervention
Whilst mental health workers may play a part in facilitating
recovery, they do not hold the key to recovery. It is a person’s own
resources and those available to them outside of traditional
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mental health services that are central. The expertise of experience is also important. Many people have described the enormous support they have received from others who have faced
similar challenges. The vital support of others may often be realized via self-help groups, user/survivor organizations, and more
informal friendships and networks within which people can
share experiences and support one another’s journeys. It can
also be facilitated by including the expertise of personal experience of mental health problems in the staff ‘skill mix’ available
within mental health teams.

A recovery vision is not limited to a particular
theory about the nature and causes of mental
health problems
A recovery vision does not commit one to a specific social, psychological, spiritual, or organic model for understanding mental health problems. Whatever understanding of their situation
chosen by a person, recovery is an equally important process.

Recovery is about people taking
back control over their life

their limitations by identifying the additional support and
adjustments that they, or those around them, may need to
successfully pursue their ambitions.

Recovery is possible for everyone
Recovery is not only for those who are more able. Some people will remain profoundly disabled by mental health problems, but with the right kind of support all people can find
sources of value and meaning in order to move forward in their
lives. Some people deny their need for services and reject professional help, but they can still achieve the support and
encouragement they need to pursue their ambitions outside
of traditional mental health services—among those friends,
family members, and agencies that exist to help all citizens.
The critical issue then becomes not whether the individual has
appropriate support from mental health practitioners or services, but whether friends, family, and community agencies
receive the help they need to accommodate the person with
mental health difficulties.

Carers, relatives, and friends also face the
challenge of recovery

Mental health problems are often presented and perceived as
uncontrollable, or their control is seen as the province of
‘experts’. Recovery involves people with mental health problems taking back control: control over their problems, the
help and support they receive, and over their life more
generally.
‘To me, recovery means I try to stay in the driver’s seat of my life. I
don’t let my illness run me. Over the years I have worked hard to
become an expert in my own self-care … over the years I have
learned diﬀerent ways of helping myself. Sometimes I use medications, therapy, self-help and mutual support groups, friends, my
relationship with God, work, exercise, spending time in nature—
all of these measures help me remain whole and healthy, even
though I have a disability.’
Deegan (1993)

Recovery is not a linear process
Recovery is not a simplistic linear process; it is about trying and
trying again. Deegan (1992) describes the recovery process as
‘. . . a series of small beginnings and very small steps. At times our
course is erratic and we falter, slide back, re-group and start again
…’. Relapse should not be considered as ‘failure’, but a normal
part of the recovery process—an opportunity to learn what
is possible and what is not, at least for now. Relapse can
provide an opportunity for the person to move beyond

It is not only people who experience mental health problems
who face the challenge of recovery. Mental health problems
have a profound effect not only on the life of the person who
experiences them, but also on those who are close to them—
partners, relatives, and friends. These people also face the challenge of recovery. As it is not mental health services, but informal
carers, who provide most of the support received by people
with mental health and related problems, partners, relatives,
and friends have a critical role to play in promoting recovery and
facilitating social inclusion. If they are to do this, it is important
that they understand the person’s situation, the challenges they
face, and receive the support that they need to contribute to
helping the person to make the most of their life. It is too often
the case that relatives, carers, and friends feel ill-informed and
unsupported. Mental health workers frequently fail to recognize
the significant contribution made by those in the person’s wider
networks of social support and the difficulties they face. Some
continue to feel that professionals and services implicitly, or at
times explicitly, blame them for their relative’s problems.
Family and friends of the person with mental health problems also face the challenge of recovery in their own right, often
having to re-evaluate their own lives, accommodating what has
happened and any adjustments required. Relatives, carers, and
friends must discover new sources of value and meaning for
themselves, in their loved one, and in their relationship with
them. Too often, informal carers find their own social networks,
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contacts, and opportunities diminished, and they too may experience stigma and social exclusion. It is therefore important that
mental health services facilitate the recovery of carers and people who are close to the person, helping them to accommodate
and make sense of what has happened, rebuild their own lives,
and access those opportunities that they value.

Everyone’s recovery journey is different and
deeply personal
There are no rules of recovery, no single formula for success: different people choose different roads. However, the individual
nature of recovery does not mean that it is impossible to support
people in their recovery journey; instead it means that there is
no one ‘right’ way to do this—the individual’s wishes and preferences are paramount. Deegan (1992) argues that each person’s
recovery journey is unique and that each individual must find
their own way, something that no one else can do for them. In
light of this she warns against trying to standardize recovery:
‘Once recovery becomes systematised, you’ve got it wrong. Once it
is reduced to a set of principles it is wrong. It is a unique and individualised process.’
Deegan (1989)

Recovery is not specific to mental health
problems; it is a common human condition
Everyone faces the challenge of recovery at many points in
their lives. All of us will at times be required to re-evaluate and
rebuild our lives when we experience the loss of something
we value such as a partner, a relative, a job. Other experiences
such as traumas, crises, physical illness or injury—setbacks
that happen to us all at intervals throughout our lives—similarly require adjustment. Perhaps the best way of understanding recovery is by considering a difficult event in our own lives.
How did we feel? How did we behave? How did it change our
views? What helped us to recover?

Facilitating recovery, promoting
inclusion
If, as mental health practitioners, we are to help people rebuild
their lives, we need to move beyond simplistic and at times
inappropriate ‘treatment and cure’ thinking. Reducing distressing and disabling symptoms through various sorts of

treatment and therapy is important, but in itself does not provide a useful guiding vision for our work as mental health
practitioners.

Moving beyond treatment and cure
A number of key principles or beliefs underpin the move from
‘treatment and cure’ thinking to a more person-centred,
recovery-based approach. First, treatment and therapy
designed to reduce distress are important only in so far as they
promote recovery and social inclusion, helping people to live
the lives they want to lead and do the things they want to do.
Second, getting rid of a person’s symptoms and problems is
not essential for recovery. Many people have symptoms and
problems that recur from time to time, and a few people have
symptoms and problems that are ever present. However, this
does not and should not preclude the possibility of that person rebuilding a meaningful, valued, and satisfying life. Deegan
(1993) in her account of recovery following a diagnosis of
schizophrenia describes how:
‘One of the biggest lessons I have had to accept is that recovery is
not the same thing as being cured. After 21 years of living with this
thing it still hasn’t gone away.’

Third, getting rid of a person’s symptoms and problems does
not guarantee recovery. In the time it takes for a person to get
rid of their symptoms and problems, they may well have lost
a great many valued roles, relationships, and activities, and
will need extra help if they are to get them back. Fourth, the
prejudice, discrimination, ignorance, and fear that surround
mental health problems extend beyond the presence of
symptoms. The commonly held public, and sadly often still
professional, assumptions that ‘once a schizophrenic always a
schizophrenic’ and ‘once a mental patient always a mental
patient’ mean that people who have been diagnosed with
mental health problems in the past may still be prevented
from doing the things they want to do because of this one
part of their history.
While treatments to reduce distressing and debilitating
symptoms are important, they are clearly only one part of a person’s recovery journey. Rebuilding a meaningful and valued life
requires more than the treatment of symptoms. If we are to do
this we must look to the expertise of personal experience for
guidance. People recovering from mental health and related
problems have identified a number of common features that
seem to be important in recovery. These are outlined in Box 9.2.
Putting all of these things together, it seems that if mental
health practitioners are really to support people in their recovery journey then three interrelated components are central:

Recovery and social inclusion

1 Fostering hope and hope-inspiring relationships

‘For those of us who have been diagnosed with mental illness and

trying to reduce symptoms and distress with a range of different types of treatment: medication, talking therapies, and various kinds of complementary therapy. However, as highlighted
previously, whilst this is one element of the recovery journey it
is not the central focus of recovery. It also means:
· Helping people to understand and accommodate what has
happened to them.

who have lived in sometimes desolate wastelands of mental health

· Enabling people to become experts in their own self-care,

programmes, hope is not just a nice sounding euphemism. It is a

enabling and promoting self-help and self-management.
This will include a number of elements, including helping
people to think about what they can do to keep themselves
happy and healthy, notice when things are going wrong,
plan what they will do when things do start to go wrong,
and work out how they are going to resume their life once a
crisis has passed.

2 Facilitating personal adaptation and taking back control
3 Promoting opportunity and social inclusion.

Fostering hope and hope-inspiring relationships

matter of life and death.’
Deegan (1993)

This means that as mental health practitioners we need to
think about things such as how we make people feel welcomed and valued as individuals; how we create relationships
that help them to see the possibility of a decent future for
themselves; how we support people in developing and maintaining relationships with people outside the mental health
system—family, friends, partners, others who may be important to the person. It also means finding ways in which we can
promote peer support, enabling people with mental health
problems to share their experiences and benefit from one
another’s expertise on the recovery journey.

· Helping people to think about the types of help they would

like both to stay well and at times of crisis; this should include
help both from within the mental health system and outside.
· Helping people to think about what they would like to do

with their lives and articulate their dreams and ambitions.

Promoting opportunity and social inclusion
‘I don’t want a CPN, I want a life.’

Facilitating personal adaptation
and taking back control

Rose (2001)

‘Over the years I’ve worked hard to become an expert in my own self
care … I’ve learned diﬀerent ways of helping myself.’
Deegan (1993)

Of course, one part of facilitating personal adaptation and
helping people to take back control of their own lives includes
Box 9.2 Common features identified by service users
as important in the recovery process
· A sense of hope
· Relationships: having someone to believe in you
when you cannot believe in yourself
· The experience of others who have faced similar
challenges
· Coping with loss
· Spirituality, philosophy, and understanding
· Taking back control
· Finding meaning and purpose in life
· Having the opportunity to do the things that you value

Promoting opportunity and social inclusion means getting the
basics right: making sure that people have access to the material resources and supports they need—things such as money,
food, housing, transport, physical health care, personal safety.
However, it also involves going beyond mere survival and
should be about enabling people to make the most of their
lives, accessing those activities, roles, and relationships that
they value. For many, satisfying work is central. In relation to
this aspect of recovery, Rogers (1995, p. 6) argues that:
‘It [work] oﬀers more than a pay check; it boosts self-esteem and
provides a sense of purpose and accomplishment. Work enables
people to enter, or re-enter, the mainstream after hospitalisation.’

However, it is important to remember that meaning and purpose vary from person to person, and can include a range of
activities and roles: motherhood, politics, friendship, sports,
environmental activism, church membership, drama, arts, voluntary work, education, etc. All of these are very different from
the activities traditionally offered by mental health services to
people with mental health problems, such as ‘occupational
therapy’ and ‘day centre attendance’. If people with mental
health problems are to be and feel included in their communities, they must have access to the broad range of valued
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opportunities within them. This means supporting both the
individual and at times the organization or facility they are
joining. Areas where the individual may need support and
where mental health practitioners may be able to assist are
outlined in Box 9.3.
Organizations accessed as part of social inclusion activities
may need information and support so that they understand
the skills of the person joining them, the areas in which the
person may require help, the sorts of adjustment to the role
and the environment that might make it more accessible, and
where they can access further information or advice if they
need it. This is vital as traditionally the emphasis and expectations have been placed on changing the individual to fit in
with the expectations of the world. A more socially inclusive
approach demands a move towards changing the world so
that people with mental health problems have access to all of
the opportunities available.

The three components outlined above do not necessarily
follow a logical sequence. They are intimately interrelated, and
in helping people in their recovery we often need to think
about all three at the same time. It is not necessarily the case
that mental health practitioners must first develop hope-inspiring relationships and then move on in a stepwise fashion. For
example, helping people with practical things such as income/
benefits, housing, and purposeful activities can be important in
the process of developing hope-inspiring relationships.
Similarly, it may be that through beginning to do things that
the person values and that value the person they begin to
develop confidence and control over their life and are able to
undertake practical tasks more readily. A positive feedback loop
can develop whereby increased confidence and control leads
to greater success in developing meaningful roles and relationships, which in turn further increases confidence and hope. This
is illustrated in the model outlined in Figure 9.1.

Box 9.3 Areas where individuals may need support for social inclusion and recovery
· Identifying and maintaining the roles, relationships,
and activities they already have

· Identifying the skills they will require to pursue new
interests

· Discovering new sources of interest, meaning, and
value

· Developing, practising, and rehearsing new skills

· Finding out about, visiting, and trying out new
opportunities, activities, and facilities with support

· Reviewing progress
accordingly

regularly

Facilitating personal
adaptation

Promoting access and
inclusion

‘Over the years I have worked hard
to become an expert in my own
self-care … I have learned different
ways of helping myself’
(Deegan 1993)

‘I don’t want a CPN, I want a
life’ (Rose 2001)

and

planning

Creating hope-inspiring relationships
‘For those of us who have been diagnosed with mental
illness and who have lived in sometimes desolate
wastelands of mental health programmes, hope is not
just a nice sounding euphemism. It is a matter of life
and death’ (Deegan 1993)

Figure 9.1 Recovery and social inclusion: a model for mental health practice (adapted from Repper and Perkins 2003).

Recovery and social inclusion

✖

Practice Example and Tips:

Recovery
Scenario

In moving towards a recovery approach, your team has
decided to consider the therapeutic environment in which
they work with service users (this may be an inpatient or
residential area, a community team base, or a day facility).
The team begins by identifying aspects of the environment
that might diminish hope.
Q: Consider therapeutic environments you have worked
in. Did they inspire hope and recovery?
Go to
www.oxfordtextbooks.co.uk/orc/callaghan to
consider how practices can inspire or diminish a recovery
approach and see the authors’ suggested answers.

3 Pay particular attention to the importance of goals
which take the person out of the ‘sick role’ and enable them to contribute and help others
4 Identify non-mental health resources—friends, contacts, organizations—relevant to the achievement of
these goals
5 Encourage self-management of mental health problems (by providing information, reinforcing existing
coping strategies, etc.)
6 Listen to what the person wants in terms of therapeutic interventions, e.g. psychological treatments,
alternative therapies, joint crisis planning, etc.; show
that you have listened
7 Behave at all times so as to convey an attitude of
respect for the person and a desire for an equal partnership in working together
8 Indicate a willingness to ‘go the extra mile’ to help
the person achieve their goals

‘Ten top tips for recovery’
Based on Shepherd et al. (2008)
1 Help the person identify and prioritize their personal
goals for recovery—not professional goals
2 Demonstrate a belief in the person’s existing
strengths in relation to the pursuit of these goals

▲

9 Identify examples from my own ‘lived experience’,
or that of other service users, which inspire and validate hope
10 While accepting that the future is uncertain and setbacks will occur, continue to express support for the
possibility of achieving these self-defined goals—
maintaining hope and positive expectations

Conclusion

At the heart of the recovery approach described here is the process of rebuilding a meaningful life despite the continuing presence of mental health problems. Recovery is based on service
user-led ideas of self-determination and self-management. It
emphasizes the importance of hope in sustaining motivation
and supporting expectations of a rich and fulfilled life. It provides
a new rationale for mental health services and has become the
governing principle of mental health provision in New Zealand
(Mental Health Commission 1998), Australia (National Health
Plan; Australian Government 2003), the USA (Department of
Health and Human Services 2003), and Ireland (Mental Health
Commission 2005). In England, it has received support from the
DH (2001b), and more recently from CSIP, the Royal College of
Psychiatrists, and the Social Care Institute for Excellence (CSIP
2007). It has generally proved to be a dynamic, inspiring, and

creative approach that can substitute hope for despair. It circumvents sterile arguments between competing intervention models (medication vs therapy vs employment vs self-help vs
complementary therapy). All or none of these may contribute to
the central goal of growth and development. The highly individualized nature of the recovery process means that different
people will find different approaches helpful in their journey to
rebuilding a valued, meaningful, and satisfying life.
For mental health practitioners the recovery model poses a
range of questions and challenges. It means that traditional
power relationships must change, that we must believe in people with mental health problems having the same aspirations as
those without, that we must work with non-mental health
resources (friends, community facilities, and organizations) to
help people achieve their goals, that we must put ourselves and
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our skills at the disposal of those with whom we work, and that
we measure our success by the extent to which people also
access other sources of support. Shepherd et al. (2008) have
made a start in identifying ‘Ten top tips for recovery’, a list of how
we can tell whether we are really ‘doing’ recovery in practice (in
the Practice Example and Tips box). This list is embryonic, but is
a useful beginning with many potential uses: as a clinical

supervision tool, a list of change indicators, a charter for service
users, or a poster that might serve as a reminder for staff.
However, if, as mental health practitioners, we are fully to
embrace a recovery approach, we need to embrace a significant change in the culture and organization of services as well
as in our own roles and relationships with the people with
whom we work.

w Website
You may find it helpful to work through our short online quiz
and case study intended to help you to develop and apply the
skills in this chapter. Please go to:

✚

www.oxfordtextbooks.co.uk/orc/callaghan
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