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It may seem logical that if people can break down or become ill, then they

can also overcome their problems and recover. Yet providers of mental

health services often fail to emphasise such positive possibilities for people

with mental health problems—particularly those with the most severe diag-

noses. Psychiatric services often emphasize maintenance rather than recov-

ery, and many survivors report that receiving a psychiatric label has been

severely detrimental to their efforts to lead a worthwhile and enjoyable life

and contribute to others. 

In the last few decades, however, there
are signs of greater appreciation for the
potential of those considered to have a
severe mental health problem. This has
happened partly because of a burgeon-
ing “consumer empowerment” move-
ment in the UK, the US, and some other
countries. People with “severe mental
health problems” have formed influen-
tial local and national organizations,
have become increasingly visible in con-
ferences and committee rooms, are ad-
vocating for more empowering services,
and are helping to shape both services
and research. 

In the US, the emergence of strong con-
sumer organizations has been accompa-
nied by growing discussion of a new
vision: the vision of re-orienting both
services and research toward recovery
from severe or long-term mental illness
(Anthony, 1991, 1993). During the
1990s, the implications of a recovery vi-
sion have been extensively debated by

the various stakeholder groups. Indeed,
the recovery vision has become so influ-
ential in the US that the Surgeon
General (1999) in a landmark report on
mental health has urged all mental
health systems to adopt a recovery ori-
entation. 

Recently, the recovery vision has attract-
ed considerable interest in Britain, too,
where it has been adopted as the un-
derlying principle for mental health
services in the West Midlands. However,
some consumer groups have expressed
reservations about its relevance. In this
paper, we assert that the recovery vision
is as relevant to Britain as to the US in
the effort to address mental health is-
sues. This paper identifies some key
themes about recovery, drawing on
both US and British writers, explores
the relevance of the concept in the
British context, discusses concerns
about the concept that have emerged in
this country, and suggests a way for-
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ward for Britain in exploring and bene-
fiting from the recovery paradigm. 

ORIGINS AND DEFINITIONS

FOR THE RECOVERY CONCEPT

Some of the first writings in the US
about recovery as a process were a num-
ber of published accounts of the first-
hand experience of consumers/users/
survivors (Anonymous, 1989; Deegan,
1988; Houghton, 1982; Leete, 1989;
Lovejoy, 1984; McDermot, 1990;
Unzicker, 1989). Such articles showed
how some patients originally considered
by mental health professionals to have a
poor prognosis were overcoming many
of their difficulties and discovering ways
to live satisfying and contributing lives,
despite some continuing problems. At
the same time, it was also becoming ap-
parent in the self-help and consumer
movements that many people earlier
considered to have “severe” and dis-
abling mental illnesses were becoming
leaders and examples for others.

A particularly moving account of a per-
sonal journey is that of Patricia Deegan
(1988). She compares her own experi-
ence with that of a young disabled
friend. Deegan was diagnosed in her
late teens as schizophrenic, and her
friend became paralyzed in an accident.
Both were initially told that their condi-
tion was incurable and that they would
be sick or disabled for the rest of their
lives. Both experienced long periods of
anguish, despair, and hopelessness. Yet
through a process Deegan calls “recov-
ery,” both were able eventually to learn
to manage their difficulties, and achieve
meaningful goals. She became a psy-
chologist; he became qualified to work
with other disabled people. Despite
some continued pain, struggle and dis-
ability, both took charge of their lives
constructively, and, in that sense, 
“recovered.”
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DEFINING THEMES

ABOUT RECOVERY

Writings on the recovery vision have
proliferated over the last decade – from
accounts of personal experience, to pro-
fessional analyses. Clearly, the process
known as recovery varies greatly from
one person to another, and does not fol-
low any predictable sequence (Sullivan,
1994). Interpretations of key factors vary
as well. From our perspective, however,
there appear to be certain common
themes that recur in much of the recov-
ery literature. 

Perhaps the single most powerful of
these is the importance of hope. Many
recovery stories describe the devastating
effects of having been told by mental
health professionals that prospects for
recovery were slim or even non-existent.
Many survivors report feeling overmed-
icated and/or trapped in the system as
hopeless cases (Coleman, 1999). Those
who feel they have recovered or are re-
covering, generally find ways to main-
tain, regain or create hope that
somehow, someday, things will be better
(Deegan, 1988). 

In addition to hope, the following
themes from the recovery literature are
instructive for both service users and
professionals in understanding what is
involved at an individual level:

Being believed in and encouraged

by at least one other person who

has confidence that progress and

change are possible. This may be a

loved one, a friend, a professional,

or other users and survivors. 

Developing perspective on the 

past, and grieving over what has

been lost, as part of preparing to

move on. 

Taking personal responsibility for

one’s life. This involves the some-

times difficult task of taking charge

of interactions with “the system,” 

Stimulated by such writings, the rehabil-
itation research and training center at
Boston University has for some time
been collaborating with various con-
sumer/survivor leaders to develop the
concept of recovery. By the early 1990s,
the center’s director, William Anthony,
began urging that the idea of “facilitat-
ing recovery” be adopted as “the guid-

ing vision for mental health services and
research,” on a par with preventing
mental illness, and providing effective
treatment and care (Anthony, 1991,
1993).

Anthony points out that recovery is a fa-
miliar idea in physical illness and dis-
ability. For example, it is not unusual to
regard a person with paraplegia as hav-
ing recovered, even though the spinal
cord has not. Drawing on rehabilitation
research and consumer literature,
Anthony has spelled out the elements of
a concept of recovery from mental
health problems. This, he says, includes
“the development of new meaning and
purpose in one’s life, as one grows be-
yond the catastrophic effects of mental
illness (Anthony, 1993).” In a useful defi-
nition of recovery, he says:

Recovery is a deeply personal,

unique process of changing one’s at-

titudes, 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.

He also notes that

People with mental illness may have

to recover from the stigma they have

incorporated into their very being;

from the iatrogenic effects of treat-

ment settings; from lack of recent

opportunities for self-determination;

from the negative side effects of 

unemployment; and from crushed

dreams...Recovery is what people

with disabilities do. Treatment, case

management, and rehabilitation 

are what helpers do to facilitate 

recovery. 
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establishing relationships with em-

powering professionals and advo-

cates, identifying preferred and

unacceptable forms of treatment

and services, and creating advance

directives, where necessary. At a

broader level, this includes 

learning about what triggers prob-

lems, developing successful coping

strategies and building a lifestyle

that supports wellness. 

Acting to rebuild one’s life, through

taking small and sometimes bigger

steps toward one’s goals. These ac-

tions may require the overcoming of

sometimes deep-seated fears, and

may therefore involve an

approach/avoid and a try/fail/try

again dynamic that requires great

courage (Perkins, 1999).

Developing valued relationships

and roles. Building a support sys-

tem, including family, peers, and

other friends. Becoming “useful”

and helpful to others, in whatever

ways, rather than a perennial pa-

tient or client. This can often serve

as a catalyst for improvements in

confidence and self-esteem. 

Changing other people’s expecta-

tions of what one can achieve; re-

gaining other people’s confidence

in one’s ability and potential. This

may involve resisting an identity

dominated by an illness model. 

Gradually gaining a sense of

greater well being and contentment

with life. 

Developing new meaning and pur-

pose in life, and where necessary,

learning to accept personal limita-

tions “as the ground from which

spring [one’s] own unique possibili-

ties” (Deegan, 1988; Ridgeway,

2001). Related to this is developing

a personal philosophy of life that is

satisfactory and empowering. For

many, this includes finding and af-

firming the spiritual dimension as a

means of access to life’s deeper

meaning.

Psychiatric Rehabilitation. A videotape
presenting the overall concept is enti-
tled Toward a Vision of Recovery

(Anthony, 1994). Three books include:
The Experience of Recovery (Spaniol
and Koehler, 1994), a diverse and mov-
ing collection of personal stories, The

Recovery Workbook and an accompany-
ing Leader’s Guide (both by Spaniol,
Koehler and Hutchinson, 1994). The
workbook is designed for self-study or
to use with the Leader’s Guide as mater-
ial for consumer-led workshops or semi-
nars to help people progress on their
personal journeys toward recovery. The
workbook offers a wide range of materi-
al to help people look at their individual
situations in fresh ways, and there are
also a variety of exercises to aid in think-
ing, feeling and/or perceiving the situa-
tion from fresh perspectives. These
resources are valuable for anyone wish-
ing to apply or develop the recovery
concept. 

Work by other organizations on the re-
covery concept has been described in
two special issues on recovery of the
Community Support Network News

(Center for Psychiatric Rehabilitation
(1991, 1998) and in numerous articles
of the Psychiatric Rehabilitation

Journal. Work on the wider subject of
hope in all kinds of enterprises has been
pursued through the Center for a
Science of Hope in New York City, and
the Hope Foundation in Alberta,
Canada, which have offered conceptual
and research perspectives.

RECOVERY RELATED

THINKING AND RESOURCES

IN BRITAIN

Long before the concept of recovery
began being promoted as a unifying vi-
sion, recovery ideas and ideals were re-
flected in Britain in the literature of
mutual and self-help organizations. For
example, the mutual help organization

Persevering through pain, struggle,

continuing or intermittent symp-

toms, setbacks, obstacles and other

difficulties, recognizing that recov-

ery is not a linear process, and that

symptoms or relapses are more

manageable within a stance of 

recovery.

An insight into various facets of the re-
covery process can have practical impli-
cations for consumers/survivors, family
members, professionals, managers and
policy makers alike. For example, partic-
ularly central to the recovery journey
are gaining and maintaining hope, expe-
riencing supportive relationships, and
having valued roles and responsibilities.
These recovery themes underscore the
importance of “user involvement” and
participation in mutual help or con-
sumer organizations, which can often
address aspects of the recovery process
that elude professionals. 

RECOVERY RELATED

RESOURCES AND RESEARCH

The recovery vision emerged against a
background of important psychiatric
studies of the long-term outcome of
schizophrenia (Harding, 1988; Harding,
et al., 1992). These studies defined re-
covery as no current signs or symptoms
of mental illness, no current psychiatric
medication, and lack of vocational and
social dysfunction. Yet, after an average
of 32 years of follow-up, two thirds of a
cohort of severely disabled, long-stay pa-
tients had significantly improved or re-
covered from psychiatric illness, despite
what looked years before like very dim
prospects. Those promoting the recov-
ery vision can cite this as evidence that
people with severe mental illness are
much more likely to recover than was
thought possible in the past.

Specific resources on the recovery vi-
sion have been developed in the US by
Boston University’s Center for
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called GROW (adapted from AA’s 12
steps, and developed mainly in coun-
tries other than the UK) is based on
some of the same ideas as the recovery
movement. Similar ideas are reflected in
the philosophy and experience of
British mutual help organizations in-
cluding the Self-Harm Network,
Depression Alliance, Manic Depression
Fellowship and the Hearing Voices
Network.

Until recently, however, at a national
level, British mental health literature
and research has talked about “self-man-
agement” of problems and “coping
strategies,” or “strategies for living”
rather than about recovery, per se. For
example, a series of publications from
the Mental Health Foundation’s (MHF)
Strategies for Living project are highly
relevant to recovery issues but do not
use recovery language (1997, 1998,
2000a, 2000b, 2001). These reports re-
sulted from several years of research led
by mental health service users. 

The first report, “Knowing Our Own

Minds,” was a survey of how people in
emotional distress take control of their
lives (MHF 1997). The report empha-
sized the importance of taking responsi-
bility for one’s own health, learning to
manage one’s symptoms, and getting
support from other people. Another
issue was “finding ways to motivate
one’s self ” to take positive action. The
report found that among the forms of
help and treatment most valued or
sought by service users were talking
treatments, complementary therapies,
and spiritual or religious support.

A second report, “Healing Minds”

(Wallcraft, 1998), followed up the inter-
est in complementary therapies, and
found evidence that mental health serv-
ice users in Britain were benefiting from
a wide range of therapies including
acupuncture, homeopathy, massage,
aromatherapy, reflexology, nutritional
therapies, exercise and yoga. The types
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RECOVERY SPECIFIC

THINKING AND

DEVELOPMENT IN BRITAIN

In recent years, the recovery concept
has attracted the attention of growing
numbers of mental health reformers in
Britain, some of whom see it as a next
step in developing from the work on
strategies for living. Others see the re-
covery vision as radically challenging the
medical paradigm of life-long illness,
disability, and dependence on services.

A strong and articulate British advocate
for the recovery vision and role model
for the recovery process is Dr. Rachel
Perkins. Self-proclaimed as having “on-
going mental health problems,” she
works as a clinical psychologist and di-
rector of a rehabilitation and continuing
care service. She says that the recovery
vision “provided [her] with a way of syn-
thesising [her] personal and profession-
al selves.” She also likes the way
recovery

shifts the focus on what services

must do to the uniquely personal

and individual journey that the dis-

abled individual faces, and the ways

in which services and professionals

may help or hinder this process

(Perkins, 1999).

Perkins believes that the recovery con-
cept helps resolve the constant tension
in psychiatric rehabilitation between
“negativity” and “realism.” Although re-
covery literature repeatedly emphasizes
the importance of hope, it also shows
that realism, in terms of an acceptance
of some degree of impairment, is an es-
sential ingredient. In these and other
ways, she notes that recovery ideas “re-
define the ball park, providing a com-
pletely different way of thinking from
ideas of ‘treatment’ and ‘cure’” (1999).

Recovery has recently become a topic
for survivor literature in Britain as well.
Three key publications include:

of benefits reported included: relief of
stress, anxiety and depression; reduc-
tion in side effects of medication; ability
to reduce medication; increased hope;
increased well-being; and increased
sense of control over one’s life.

A third report, “Strategies for Living,”

(MHF2000a), identified a range of per-
sonal coping strategies. Positive, accept-
ing and supportive relationships were
found to be the most important single
factor in coping. Another key finding
was the diversity and wide range of indi-
vidual coping strategies that people de-
veloped. This led to the conclusion that
mental health services need to take a
more holistic approach to supporting
personal coping strategies, recognizing
expertise based on personal experience. 

The research on strategies for living also
led to a conference, reported under the
title “The Courage to Bare Our Souls”

(MHF 2000b). The report speaks of “the
sometimes profound effects of a belief
or faith on people’s lives...on the whole
person, mental, physical and spiritual.”
This theme appears independently in
many personal accounts of recovery.

In a recent book of stories on overcom-
ing mental distress (MHF 2001) from
the same project, people talk of their
strategies for survival, and for managing,
or conquering distress, using techniques
of self-help, learning from each other,
and rising above a painful and abusive
past to become strong and proud of
themselves. As one person put it, “I
started to see my so-called ‘symptoms’
as a reasonable response to many of the
things that had happened to me in the
past” (p.25). People describe techniques
of mutual support, self-expression
through writing, talking and creativity,
complementary therapies and prayer.
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Recovery: A Holistic Approach (Reeves,
1999), Recovery, An Alien Concept

(Coleman, 1999), and the recovery
workbook Victim to Victor: Working

Towards Recovery (Coleman, Baker and
Taylor, 2000). Reeves describes recovery
as finding one’s balance, through a
holistic approach to life, and as a journey
of self-discovery and growth. Coleman
(1999) argues that clinical notions of re-
covery are based on language that meets
the needs of professionals, but not
users, and suggests that the use of “out-
come measures” is a way to disguise the
failure of psychiatric treatments to pro-
mote genuine, user-defined recovery. 

The recovery vision has also informed a
useful series of “directional papers” on
developing modern community mental
health services published by an
International Mental Health Network
(Carling & Allott, 1999; Carling, Allott,
Smith, & Coleman, 1999). The authors
are working with mental health leaders
in the US, Britain, Italy and elsewhere to
encourage and assist with service im-
provements based on the recovery vi-
sion and related concepts. This group
hopes to develop an international cen-
ter based in Britain to promote recovery
ideas. 

The Mental Health Foundation also took
up the recovery vision as part of its SPI-
RAL program. The acronym stands for
“supporting prevention, early interven-
tion, recovery, and learning.” The im-
portance of sharing personal stories of
recovery was one of the key messages to
emerge from this work. Telling one’s
story has long been acknowledged as a
means to uncover pain, discover re-
sources, share experiences and recover
from distress. Gersie (1997) writes
about “therapeutic story making,” a 
system designed specifically for people
with mental health problems. She de-
scribes self narratives as the way in
which we create meaning in our lives,
understand, and learn from the past.

through a series of recovery hoops
be seen as uncooperative and be pe-
nalized in some ways?). Also, could a
focus on recovery contribute to ne-
glect of those considered less able
or willing to recover?

• Why import recovery language?

Some think it would be better to
continue building on indigenous
concepts such as “strategies for liv-
ing” and others, rather than encour-
age re-thinking through use of the
recovery vision.

Concerning the first issue, recovery

from what?, the international literature
of recovery shows that while a few first-
hand accounts implicitly accept an ill-
ness paradigm, more are neutral about

causation. And many recovery articles
criticize an over-reliance on the medical
model (see, for example, California
Alliance for the Mentally Ill, 1994). The

Recovery Workbook (Spaniol, Kohler
and Hutchinson, 1994), provides useful
distinctions between impairment, a dys-
function, a disability, and a disadvan-
tage, and in this way offers more precise
concepts for analyzing one’s own situa-
tion. It also suggests ways of defining
“stress-related issues/problems” as “in-
formation, skill or support deficits,”
rather than as something that is wrong
with us. Having defined one’s problems
in this way, it is then easier to set precise
and practical personal goals.

In the international literature, accepting
that one has an illness is not generally
seen as a necessary part of the recovery
process; however, it generally is seen as
necessary to come to an understanding
of what the problems are. A pragmatic
view of causation is taken by Perkins
(1999) who writes: “Whether mental
health problems are viewed in biologi-
cal, social, psychological or spiritual
terms, recovery is still a necessary
process.”

ISSUES RAISED IN

BRITAIN ABOUT THE

RECOVERY CONCEPT

In Britain, discussions of the recovery
concept have been linked to wider dis-
courses challenging the prevailing scien-
tific paradigms in medicine. For
example, Bracken and Thomas, 2000;
Michaelson & Wallcraft, 1997; Crane,
1998; Plumb, 1999; and Barker, 2000
have all written about the need for a
new paradigm, without having explicitly
considered the work on recovery in
their discussions. Coleman (1999) also
argues that it is necessary to “decon-
struct” the discourse of psychopatholo-
gy in order to “find hope for the
implementation of a recovery-driven
psychiatric system” (p.70). 

However, some mental health service
users in Britain have questions and
reservations about the concept of recov-
ery. The Mental Health Foundation’s
brainstorming day on recovery raised
the following issues:

• Recovery from what? Does speaking
of “recovery” imply acceptance of a
medical approach to mental illness;
i.e., if you don’t see yourself as “ill”
in the first place, how can you 
recover?

• Recovery to what? The “recovery
movement” feels to some people
rather like a “born-again” revival that
they don’t want to join. Will those
who do not recover be regarded as
failures by other “recovered” sur-
vivors? Will those who “recover”
have support and benefits prema-
turely withdrawn?

• Whose recovery is it anyway? Will
“recovery” be adopted as fashion-
able jargon by mental health profes-
sionals and used to judge service
users in a way similar to the current
use of “compliance”? (e.g., will serv-
ice users who don’t progress
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Whatever their theory of causation,
many recovery writers emphasize ad-
verse effects of “the system” or of treat-
ment itself (Unzicker, 1989). Perkins
(1999), for example, emphasizes how
“living with the discrimination and ex-
clusion that accompany madness, and
the gulf between ‘us and them’....and
having whatever you say dismissed as a
symptom of your madness,...can be a
great deal more difficult than living with
the mental health problems themselves.”

Indeed, overcoming the iatrogenic ef-
fects of mental health treatment, and
coping with stigma and exclusion, are
generally accepted as necessary parts of
the recovery process. At the same time,
such issues continue to highlight the
need for public education, social
change, and changes in professional atti-
tudes and practices.

In evaluating the relevance of the recov-
ery concept to mental health, we also
believe some of the wider, common-
sense meanings of the term are useful.
In general conversation, recovery de-
scribes an individual process of over-
coming a wide range of personal
adversities, which may or may not be re-
lated to an illness. To cite just a few ex-
amples, one may recover from
bereavement, a business or career fail-
ure, a relationship disappointment or a
failure to pass an important examina-
tion. So it is possible to accept the value
of a recovery vision without getting
bogged down in sometimes sterile and
polarizing debates about the medical
model.

A slightly different and very useful per-
spective on recovery language has been
expressed by Liebrich (1999), who edit-
ed a book of positive stories about sur-
viving mental illness by people in New
Zealand. She says:

As I listened to people, I began to

struggle with the word “recovery.”

Some people in the book were quite

comfortable with the word, and
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headway. Equally important is the ques-
tion of whether a focus on a recovery
paradigm could provide a rationale for
increased attention toward the more re-
warding clients, to the detriment of
those in greatest need. These are com-
plex issues that require discussion
amongst all the stakeholder groups, in-
cluding those responsible for formulat-
ing relevant social policies. 

Concerning the third issue, whose re-

covery is it anyway?, it must be ac-
knowledged that there are dangers to
use of the recovery concept if profes-
sionals rather than service users define
its meaning. Coleman (1999) warns that
too often professionals view recovery as
little more than maintaining the patient
in a “stable condition, regardless of is-
sues such as adverse affects [sic] of med-
ication or even the expressed wishes of
the client.” He also argues against defin-
ing recovery in terms of professional
outcome measures such as symptom rat-
ing scales and even quality of life scales,
which may mean little to clients and fail
to reflect the subjective personal experi-
ence of recovery. This issue can best be
addressed by ensuring full involvement
of service users at a grassroots level in
developing the use of the recovery ap-
proach in Britain, rather than trying to
impose the concept from the top down.

Concerning the fourth issue, why im-

port recovery language?, it seems clear
that the recovery vision has already

found its way into the international
mental health literature, and has gained
momentum in Britain as well as other
countries. Clearly, the concept has
proven to be a dynamic and creative one
for many. The challenge is for British
mental health reformers to explore the
recovery paradigm and use it to enrich
thinking, policy and practice in this
country.

talked about stages of recovery.

Others didn’t want to use the word,

because it can imply a simple and 

finite solution....I am so struck by

the complexity of the process of get-

ting well. As people talked about

dealing with illness, their stories

were about the progressive discov-

ery of solutions.

At the same time, something else

emerged....people talked about the

discoveries they had made about

themselves....I have often felt that

dealing with my own illness has

given me something beyond recov-

ery, something more than recovery.

And now I heard others say the

same. This was a precious insight.

If there were one word I would

choose to describe what I heard

throughout this work, it would be

DISCOVERY (Liebrich, 1999, p.

181).

The second issue, recovery to what

needs more discussion amongst survivor
groups and others, as does the question
of whether use of recovery language and
emphasis on the recovery vision could
be divisive and alienating for those who
don’t spontaneously “take to it.” Is there
a danger that an overemphasis on recov-
ery could be an additional burden for
people who do not feel they are in “re-
covery,” whereas language such as sur-
viving, coping, or developing strategies
for living is more neutral and accepting?
On the other hand, some find the con-
cept of recovery inspiring and liberat-
ing, offering the prospect of going
beyond simply “coping with distress.”

A related concern is the fear that the re-
covery paradigm could be used as a ra-
tionale for withdrawing needed benefits
or services. There are good reasons for
people to fear that they will be discrimi-
nated against in the job market and that
they may lose more than they gain by
abandoning the “sick” role.
Governments need to address this issue
if the concept of recovery is to make real
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POTENTIAL FOR

FURTHER DEVELOPMENT

OF THE RECOVERY VISION

IN BRITAIN

Conditions in Britain for understanding
and applying a recovery-oriented ap-
proach to services and research are ex-
cellent. In recent years, many people
here have found useful, contributing
roles through the survivor movement—
making their way towards recovery, in
terms of a more fulfilled and satisfying
life, whether or not recovery language
was used. Many professionals in Britain
are working collaboratively with service
users, both in planning and service de-
livery. For example, survivor researchers
are now working in organizations such
as the Mental Health Foundation, the
Sainsbury Centre for Mental Health, and
the Institute of Psychiatry. Some local
service providers such as the Pathfinder
Trust are recruiting mental health serv-
ice users as service workers. The net-
works and leaders who can evaluate and
develop the recovery vision are in place.

As noted, Britain also has a number of
mutual help organizations whose work
is relevant to the recovery vision. For ex-
ample, the Self-Harm Network, the
Manic Depression Fellowship, and the
Depression Alliance offer hope and sup-
port for self-management or recovery.
The Hearing Voices Network offers alter-
native non-medical explanations and so-
lutions to voice hearers. The mutual
help organization known as GROW
(which has a large number of groups in
the US, Australia and Ireland), also ex-
ists in the UK in rudimentary form, and
offers the possibility of systematically es-
tablishing and nurturing a network of
local mutual help groups that promote
recovery (Rappaport, 1985).

Facilitating recovery of people who have
traditionally been excluded from full cit-
izenship because of their mental illness
label is highly relevant to the British

enrich policy, services and research? We
think some of the following would be
appropriate: 

First, the international literature of re-
covery should be made widely available,
since this can inform and inspire
users/survivors, families, professionals
and policy makers alike. The recovery
approach offers fresh ways of viewing
one’s situation, and clearly the choice of
how to view one’s predicament is funda-
mental to empowerment and freedom. 

Second, people interested in the recov-
ery approach can try out application of
recovery ideas through self or group
study of a recovery work book (e.g.
Spaniol, Koehler, & Hutchinson, 1994,
or Coleman, Baker, & Taylor, 2000). It
would be particularly useful in Britain to
organize user-led seminars or work-
shops using available American and
British materials. This would build up
experience with recovery thinking at
grassroots level. Feedback from such
seminars could contribute to further de-
velopment of resource materials geared
specifically toward a British audience.

Third, the various mental health stake-
holder groups should examine the re-
covery vision and its implications,
learning from individual recovery sto-
ries, and exploring how policies and
services help or hinder the recovery
process. 

Fourth, service users who wish for con-
tinuing support for recovery should be
given opportunities to join or establish
ongoing local survivor or mutual help
groups, where they can support and
learn from one another. Where local
groups don’t exist, GPs, psychiatrists,
counsellors and managers can identify
potential group leaders, offer resource
materials, and facilitate links with health
and social service organizations that may
offer guidance and support. Local
demonstration projects to implement
and evaluate the GROW model could

government’s theme of promoting social
inclusion. In 1999, MIND’s inquiry into
social exclusion found that a psychiatric
diagnosis is often the start of social ex-
clusion rather than leading to a thera-
peutic or supportive process. They
found that NHS psychiatric services and
general health care services themselves
might add to the problem by stigmatiza-
tion and ghettoization. Promotion of a
recovery-oriented vision of mental
health may be one way of addressing
such issues.

The recovery vision is also relevant to
the Government’s National Service

Framework for Mental Health (1999).
For example, the framework emphasizes
“preventing suicide and providing effec-
tive services” for people with severe
mental illness. A focus on recovery and
the related interest in “hope inspiring
strategies” is clearly relevant to suicide
prevention. In addition, the recovery vi-
sion can inform understandings about
service “effectiveness.” For example, the
recovery vision suggests that in addi-
tional to usual measures of effective-
ness, attention should also be given to
such issues as assuring or maintaining
role functioning, participating in fulfill-
ing self development activities, and em-
powerment (Anthony, 1993). MIND has
already urged that the government
adopt performance indicators that re-
flect issues of life quality that have been
shown to be important to service users,
rather than relying solely on clinical is-
sues such as symptom reduction,
(Dunns, 1999).

NEXT STEPS

In addition to discussing how to man-

age mental health problems, we believe
the time has come in Britain to consider
how best to overcome such problems.
But what steps should be taken in
Britain to draw out the useful aspects of
the recovery paradigm and use it to 
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also be instructive as a way of developing
infrastructures that promote recovery.

Fifth, new resource material on recovery
should be developed specifically for use
in Britain, building on international
work and on findings of various user-led
projects. These materials should include
collections of recovery stories, which
could be produced through facilitated
story telling (Gersie, 1997; White &
Epston, 1990). Resource materials on
steps to recovery or on organizing local
recovery groups could also be useful,
drawing on experiences of recovery
workshops in Britain. 

CONCLUSION

We believe that the recovery vision of-
fers a dynamic, creative new way of
looking at mental health issues - a way
that is as relevant to Britain as to any
other country. The challenge to all stake-
holder groups is to get to grips with this
new vision, and draw out its many posi-
tive implications. We also believe that
the recovery vision can offer useful con-
tributions to the wider international de-
bate on re-framing mental health
services (Bracken & Thomas, 2000;
Michaelson & Wallcraft, 1997; Crane,
1998; Plumb, 1999; and Barker, 2000).

Nonetheless, for reasons implicit in this
paper, we believe that discussions of the
recovery vision should be accompanied
by continued attention to other vital and
complementary themes. These include,
for example: prevention; early interven-
tion; user involvement; practical mea-
sures for social inclusion; strategies for
living, surviving and coping; and the
generating and maintaining of that vital
ingredient – HOPE. 

At the same time, we urge British service
users and mental health reformers to
seize the opportunities presented by the
recovery vision. We hope the coming
years will bring focused discussion and
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International Mental Health Network,
for the West Midlands Partnership for
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Principles of Recovery, International
Mental Health Network, for the West
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Center for Psychiatric Rehabilitation, Boston
University (1991). Community Support
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Center for Psychiatric Rehabilitation, Boston
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Network News, Special issue on recov-
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video with booklet of readings on recov-
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Chamberlin, J. (1990). The expatients’
movement: Where we’ve been and
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development of the concept at local and
national levels, development and dis-
semination of personal stories of surviv-
ing and recovering, and extensive
learning about what helps and hinders
the journey toward recovery. 

As those who are surviving, coping
and/or recovering share their stories; as
we deepen our understanding of what is
involved; as we evaluate services to de-
termine their relevance for recovery; as
opportunities are increased for social in-
clusion and socially valued roles, it will
become more and more possible to
demonstrate that in the future becom-
ing or being seen as “mentally ill” need
not be the end of the story. 
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