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Abstract 

     Mental health recovery is a complex phenomenon involving clinical, functional, 

physical, and social dimensions. The social dimension is understood to involve 

meaningful relationships and integration with supportive individuals and a wider 

community. While the recovery model developed from a movement led by consumers 

and survivors of the mental health system to promote hope, self-determination, and social 

inclusion, the clinical aspects of recovery have dominated mental health research and 

practice. The under-investigated area of social recovery calls for psychometrically sound 

measurement instruments. The purpose of the current study was to develop and validate 

the Social Recovery Measure (SRM). The study was grounded in disability and mad 

theories which locate disability at the intersection of the person and the environment. The 

SRM is a 19-item self-administered instrument scored on a 5-point Likert scale that 

consists of two domains: Self and Community.  

     Items for the SRM were developed through focus groups and interviews with 41 

individuals in recovery from mental health challenges and the preliminary measure was 

administered to a purposive, nonprobability sample of 228 individuals in recovery. A 

confirmatory factor analysis (CFA) was conducted and a re-specified model resulted in 

good model fit. The SRM exhibited excellent internal consistency with a Cronbach’s 

coefficient alpha of .951 and demonstrated excellent test-retest reliability, content 

validity, and construct validity.  

     Social recovery is highly relevant for social work given the discipline’s commitment 

to disenfranchised populations and investment in creating enabling environments. The 
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SRM has utility for use in evidence based practice and evaluation. The SRM can be used 

to further research in social recovery, test underlying theory bases, and explore the 

differential effects of the multiple dimensions of recovery. There is a need to better 

understand social recovery which this measure can facilitate.
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Chapter 1 

INTRODUCTION 

     Mental health and illness have proven difficult to define.  Concepts and values differ 

across social groups, cultures, and time periods.  There is insufficient understanding of 

the etiology of mental illness. The difficulty with definitions has challenged the 

development of common approaches and effective interventions (Satcher, 2000). Mental 

health policy is fundamentally shaped by the prevailing definition of mental illness. 

Changing policies reflect changing definitions (Goldman & Grob, 2006).  

     According to the Surgeon General, serious mental illnesses are understood as 

conditions that interfere with social functioning (U.S. Department of Health and Human 

Services, 1999). The Center for Psychiatric Rehabilitation defines “psychiatric disability” 

as mental illness which significantly interferes with performance of major life activities 

such as communicating with others and working (Center for Psychiatric Rehabilitation, 

2012). Four percent or 9.6 million adults aged 18 or older in the U.S. have serious mental 

illnesses. Mental illness accounts for the largest proportion of disability in the United 

States as well as in other developing countries. The economic cost of mental illness in the 

United States is approximately 300 billion dollars a year (Centers for Disease Control and 

Prevention, 2011; National Institute of Mental Health, 2014). Individuals with mental 

health issues face significant financial issues and employment barriers.  According to the 

General Accounting Office, major mental illness is found disproportionally among the 

poor and homeless.  Approximately one-third of homeless adults in the United States are 

believed to have major mental illness (GAO, 2000). An estimated one-half of individuals 
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with serious mental illness live at or near the poverty level (Cook, 2006). Nationwide, 

10% - 20% of individuals with mental illness are employed versus 70% of individuals 

without disabilities (Bureau of Labor Statistics, 2011; National Association of Mental 

Health Program Directors, 2007). Individuals with major mental illness are 

overrepresented in jails and prisons.  Prevalence rates of serious mental illness are 

thought to be three to six times greater in the prison population than in the community 

(U.S. Department of Justice, 2007). Compared to the general U.S. population, public 

mental health clients die 25 years younger (Colton & Manderscheid, 2006; 

Manderscheid, et al., 2010).  

Stigma 

     Mental illness has been described as “the ultimate stigma” and a “mark of shame” 

(Green, 2009). Stigma is founded on a discredited individual difference and is 

characterized by lack of knowledge and fear (Corrigan, Watson, Byrne, & Davis, 2005).  

Stigmatizing beliefs lead individuals with relative social power to restrict opportunities to 

individuals with a perceived difference (Corrigan, Bink, Fokuo, & Schmidt, 2015). Given 

the pain caused by exclusion and rejection, stigma has been characterized as a form of 

social death (Corbiere, Samson, Villotti, & Pelletier, 2012; Ralph, 2002). The self-stigma 

that results from internalization of negative public attitudes and stereotypes damages self-

concept and can lead to social withdrawal and hopelessness (Rusch et al., 2014).  The 

World Psychiatric Association maintains that stigma and social exclusion are greater 

barriers to quality of life for mental health consumers than illnesses themselves. The 

National Association of Social Workers similarly regards stigma and role disability as 
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key barriers to recovery. Stigma involves a vicious cycle of discrimination and social 

exclusion and consequences such as unemployment, lack of housing, and weak social 

support promote disability (NASW, 2015; WPA, 2016). It is important to maintain a 

focus on stigma as a social phenomenon. It is not an inherent attribute of an individual 

but a social construction imposed on an individual. Addressing stigma is not only a 

mental health matter but a social justice issue (Jones & Corrigan, 2014). As stigma and 

discrimination function to prevent people from exercising their full rights as citizens and 

meeting their human needs for connection, the role of a service system should be to 

challenge stigma and work towards creating a society that promotes inclusion and well-

being as well as treating illness and mental distress (Slade, 2010). A human rights-based 

interpretation of mental health recovery would recognize that disability results from 

interactions between people and attitudinal and environmental barriers. The human-rights 

stance would prioritize self-determination and social inclusion, in all aspects of support 

and services (Forrest, 2014). Social inclusion is not a new concept in the mental health 

field, but it has been increasingly emphasized as a key outcome in consumer-influenced 

recovery perspectives for services and policies. Social inclusion has been defined as the 

opportunity to participate in society as one wishes (Baumgartner & Burns, 2014).  

History of the Social Problem 

     In different cultures and historical periods, mental illness has been associated with 

supernatural powers, spiritual gifts or curses, imbalance of the physical, mental, and 

spiritual states, immorality, irrationality, and/or dangerousness (Beresford & Campbell, 

2005; Singh, 1999). Some groups have practiced banishing of individuals whose behavior 
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was seen as threatening the order and functioning of the society. Mental illness has been 

conceptualized as deviations from norms for which the individual as well as his or her 

family or group would suffer negative social consequences (Cockerham, 1989; Eaton, 

2001; Slate & Johnson, 2008).  

     Before 1800, insanity in the U.S. was regarded as largely an individual matter, not as a 

significant medical issue or pressing social problem. Individuals were to be provided for 

by family, through poor laws, and by private charity, although some individuals became 

homeless and were forced to beg for a living. As the population grew denser in the early 

1800s, institutions were created in response to community need.  The majority of 

individuals regarded as insane were in local poor houses or jails.  Cure was not sought 

(Durham, 1989; Grob, 1985). With increased industrialization and urbanization, the 

unmet needs of the mentally ill came to the public’s attention. The insane came to be 

recognized as a distinct social category and there was a call for a governmental response.  

At the beginning of the nineteenth century, the insane were moved from jails and 

almshouses and established in asylums (Payne, 2009). During this time, the insane were 

regarded from moralistic or religious points of view and some saw them as sub-human 

(Deutsch, 1949). In addition to institutional confinement, treatments included: bleeding, 

purging, gyration, blistering, nausea, and seclusion (Skultans, 1975).  

     The Moral Model of treatment developed in the mid nineteenth century. The term 

“moral treatment” was borrowed from the French term “traitement moral” used by the 

French reformer Pinel. The French word “moral” is closer in meaning to the English term 

“morale” which concerns self-esteem and emotional well-being. Moral treatment was 
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based on providing a sympathetic and supportive environment that would assist healing 

and adopted a psychological frame on insanity. The approach concentrated on the 

emotional causes of illness and maintained that insanity was curable. Basic principles 

included personal respect for people with severe mental health problems and an emphasis 

on the healing power of everyday relationships (Borthwick et al., 2001).  An important 

component of the treatment was the practice of engaging in dialogue with patients and 

asking them about their lives, experiences, interests, and goals. The approach maintained 

that discussing and understanding behavior and emotions could lead to relief (Hamm, 

Hasson-Ohayon, Kukla, & Lysaker, 2013; Morrissey & Goldman, 1986).  

     Beginning in 1845, the pace of immigration into the U.S. began to increase.  

Immigrants in poor health were directed to existing institutions including asylums. As no 

new funding was available, asylums became overcrowded and therapeutic practices were 

undermined.  Moral treatment was abandoned and programs focused on custodial care 

(Miller & Blanc, 1967). The medical model developed during this time period and mental 

health issues became regarded as illnesses (Cockherham, 1989; Eaton, 2001).  In the 

early 1900s, individuals such as Clifford Beers who had been confined in asylums began 

writing and publically speaking about their negative experiences. The psychiatrist Adolf 

Meyer and psychologist William James used such accounts to establish the Mental 

Hygiene Movement.  The movement focused on prevention and community-based care 

(Rothman, 1980). Psychiatric social work became recognized as a specialty during this 

time period and focused on securing resources for community living (Grob, 1983; Stuart, 

1997).  
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     Psychoanalysis developed in the early 1900s as well.  Freud maintained that people 

with serious mental illnesses could not engage in the treatment as they could not form a 

proper attachment to the therapist. His views were consistent with those of psychiatrists 

Bleuler who coined the word schizophrenia and Kraepelin who taught that schizophrenia 

and related conditions were chronic disorders with poor prognoses (Karon & Widener, 

1999). However, Jung and other practitioners advocated for the use of psychoanalysis to 

treat individuals with major mental illnesses including schizophrenia. These practitioners 

believed that severe mental health challenges were connected in a meaningful way to the 

life history and self-concept of the individual. Psychotherapy was seen as a means of 

helping individuals to develop a healthier sense of self and understanding of their own 

behaviors and emotional states. Psychoanalysis with such individuals was widely 

practiced into the 1940s.  The range of psychotherapy approaches were based on the idea 

that severe mental illness was primarily caused by pathological family dynamics. As 

research on genetic influences progressed, psychotherapy fell into disfavor. Further, the 

focus on family pathology proved alienating to potential family caregivers.  Family 

members favored an understanding of mental illness as genetically and biologically based 

(Lysaker & Silverstein, 2009; Swarbrick, 2009). 

     The 1940s and 1950s saw the introduction of new psychotropic medications and a 

280% increase in per capita expenditures for individuals in state hospitals (Grob, 1994). 

The availability of psychotropic medications that could reduce psychiatric symptoms 

created optimism that individuals would be able to function in the community. 

Deinstitutionalization began in the mid-1950s and there were consistent annual declines 
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of psychiatric hospitalizations (Kemp, 2007). As psychiatric medications became more 

widely prescribed, controversy developed due to adverse effects and misuse (Hardin, 

Padron, & Manderscheid, 2014). The anti-psychiatry school of thought arose at this time 

based largely on the writings of Ronald Laing (1960) and Thomas Szasz (1974).  Anti-

psychiatry maintained that mental illness did not exist but was simply a form of social 

control (Kemp, 2007). The 1960s were a time of agitation for change and state hospitals 

became regarded as warehouses of individuals who were being denied their civil rights 

(Luchins, 2011). With some leadership from President Kennedy whose close family 

member had been institutionalized, the federal government began providing more money 

for community mental health centers (Durham, 1989). In the 1970s, states began to revise 

involuntary civil commitment laws and the number of individuals entering state hospitals 

began to decrease. Large numbers of people with mental illnesses were discharged from 

institutions and began to seek lives in the community (Grob, 1994). Unfortunately, 

funding for community mental health centers proved insufficient and the population of 

homeless mentally ill people grew rapidly (Manderscheid et al., 2010).  

     The 1970s witnessed the emergence of the woman’s movement, the Black liberation 

movement, the gay rights movement, and the disability rights movement.  In this context, 

former mental health patients began to organize and advocate for patient rights and 

against forced treatment, stigma, and discrimination. The groups promoted peer-run 

services as alternatives to traditional mental health treatment. In contrast to professional 

mental health services based on the medical model that focused on pathology and 

management of symptoms, peer-delivered services were based on the principle that 
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individuals who have shared similar experiences can support one another through self-

help and mutual support. Peer services were concerned with building relationships and 

helping individuals pursue their personal and social goals. The first national annual 

conference on human rights in mental health care was held in 1972 (Bluebird, 2014). The 

growth of the movement was supported in part by a growing body of evidence on the 

limits and serious side effects of psychotropic medications.  Antidepressants and 

antipsychotic medications were found to lead to weight gain, metabolic issues including 

type two diabetes, neurologic disorders, heart disease, and sexual dysfunction (Joseph, 

2013).   

     The 1980s were a time of transition in which the federal government began providing 

funds for alternative programs.  In the 1980s and 1990s, the effort became known as the 

consumer/survivor movement. In the 2000s, peer specialists were being trained in all 

parts of the country.  The recovery model emerged from the movement and was focused 

on promoting hope, self-determination, and community integration (Hardin, Padron, & 

Manderscheid, 2014). Hope for recovery was supported empirically by such studies as 

those conducted by the World Health Organization (WHO) which provided evidence that 

a remarkable percentage of individuals diagnosed with the most debilitating mental 

health conditions could realize recovery (de Girolamo, 1996). 

Focus of the Study 

     The mental health recovery movement that developed in the midst of 

deinstitutionalization and the civil rights movement emphasized citizenship and social 

inclusion. However, the term “recovery” has remained ambiguous. While advocates, 
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scholars, and government organizations have posited different definitions of recovery, no 

consensus on a definition or framework exists. It has been conceptualized as a process 

and an outcome, as symptomatic resolution and functional improvement, and as a 

personal journey. Despite this lack of clarity, recovery is the mandated aim of the US 

mental health system (Davidson & Roe, 2007; Vandekinderen, Roets, Roose, & Van 

Hove, 2012). Many believe that core components of recovery include gaining hope, 

managing symptoms, becoming empowered, and exercising citizenship (Swarbrick, 

2009). One definition in wide use was produced by the Substance Abuse and Mental 

Health Services Administration. It reads: 

Mental health recovery is a journey of healing and transformation enabling a person with 

a mental health problem to live a meaningful life in a community of his or her choice 

while striving to achieve his or her full potential (SAMHSA, 2004, p.2). 

     Psychiatric disability and recovery have been explored as inherently social processes. 

Such exploration requires the measurement of the social aspects of recovery. A review of 

the literature found no existing measure specific to social recovery. Both an individual’s 

mental distress and recovery take place in social context. Social recovery can be defined 

as the ability to lead a full and contributing life as an active citizen. Social recovery refers 

to social interaction, meaningful activity, and community participation (Jaeger & Hoff, 

2012).   

     Recovery science will only advance with reliable measurement. Psychometrically 

sound measures are needed to further the empirical work on recovery. The purpose of this 

study is to develop a measure of social recovery and establish the psychometric 
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properties as related to reliability and validity. The study will focus on developing an 

instrument for use with adults aged eighteen and over.  

Personal Relevancy 

     Recovery concerns me both professionally and personally.  I worked in community 

mental health in a number of settings for many years before developing a research focus.  

My family history includes mental illness and substance abuse that resulted in both 

disability and recovery.  Further, I identify as in recovery from bipolar disorder and have 

found much support from the consumer movement. The curiosity that fuels my research 

is derived from personal, direct service, and academic experiences.  

Relevance to Social Work 

     The mission of social work concerns social justice, empowerment, and commitment to 

marginalized populations. Attention to mental health recovery is consistent with the 

social work principles of equal rights and opportunities, self-determination, and social 

justice. Anti-oppressive practice recognizes the role of structural and systemic barriers in 

shaping the lives of social groups (Morrow & Weisser, 2012). Social work can be said to 

be an inherently political practice. Recovery requires the right to participate as a full 

citizen in society. It is reliant on an enabling social environment that provides 

opportunities and resources for engagement in relationships and social roles that lead to 

meaningful inclusion in the larger society (Onken, Craig, Ridgway, Ralph, & Cook, 

2007). Disability theorists have emphasized that a disabling society is itself disabled due 

to the loss of potential of individuals living with impairment or difference (Bolt, 2005). 
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The recovery and social inclusion of individuals with psychiatric disabilities would 

enrich society and are consistent with the underlying philosophy of social work.  

     Chapter 2 reviews disability and mad theoretical frameworks and recovery concepts 

and definitions.  The key recovery processes that have been identified as measurable 

dimensions of change are presented.  Literature on recovery outcomes and related social 

determinants, as well as literature on social capital and inclusion, are explored. The 

literature pertains to recovery from serious mental illness including those studies that 

feature psychosis. Attention is given to the importance of consumer involvement in 

research.  Existing recovery measures are reviewed and critiqued. The chapter concludes 

with a brief justification of the development of a measure of Social Recovery.  

     Chapter 3 focuses on methodology for instrument development. I present the results of 

my qualitative study on social recovery processes. The study was used to develop the 

items for the draft of a social recovery measure. The items are compared to key recovery 

processes. Items were refined through a process in which they were reviewed by an 

expert panel and consumers who engaged in a focus group and cognitive interviews. The 

chapter reviews the instrument development process, methodological rationale, 

procedures, statistical analyses used to develop and test the measure, and general 

guidelines of implementation.  

     Chapters 4 presented the results of the measurement development and validation 

study. The final version of the Social Recovery Measure (SRM) is introduced. Results of 

reliability and convergent construct validity testing are reviewed. Chapter 5 summarizes 
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the study and discusses the utility of the SRM for direct practice, program evaluation, 

research, and theory development.
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Chapter 2 

REVIEW OF A THEORY BASE FOR AND THE LITERATURE ON RECOVERY 

     This chapter presents disability and mad theories as related to the social exclusion of 

individuals who experience psychiatric disability. Concepts of recovery are then 

reviewed. Sections that follow explore recovery outcomes with a focus on social 

determinants and review social capital and social inclusion concepts and evidence. The 

emerging literature on the benefits and risks of involvement of consumers in research is 

presented. The final section of the chapter provides a review of recovery instruments and 

justification for the development of the Social Recovery Measure.   

Theory 

      Social work has been largely informed by the discourse on disability grounded in the 

medical model. This model locates the problems of disability within the individual as the 

genesis of mental illness is ascribed primarily to neurobiological causes (Hamer, 

Finlayson, & Warren, 2013). The model assumes deficit and permanent vulnerability of 

the individual expressed as functional difficulties and symptoms (Ramon, Healy, & 

Renouf, 2007). The medical model discourse holds that recovery concerns symptom 

reduction and maintenance. The relation of symptoms to the life history of the individual 

and the meaning made of distressing experiences are not considered (Adame & Knudson, 

2007). The dominant stance on psychiatric disability has framed issues in terms of 

inherent deficit, incompetence, invalidity, and unreliability (Phillips, 2006).  Functional 

limitations and psychological losses are seen as natural consequences for the individuals 

with impairments. Under this framework, the individual is in need of medical fixing or 
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cure. Disability is framed as a diminished state of human existence (Harpur, 2012; 

Hiranandani, 2005). 

      In contrast to the medical model, an affirming stance on disability that is emerging 

views the experience as part of a positive social identity rather than as a personal tragedy. 

Disability is recognized as a form of human diversity rather than as a condition that needs 

to be cured or eliminated (Darling & Heckert, 2010). Disability can be a positive source 

of personal and political identity instead of a defect or deficiency. Many individuals who 

live with a disability view themselves as part of a minority group. Such a frame on 

disability maintains that discrimination and environmental barriers are the principal 

problems encountered by people with disabilities, not physical impairments or functional 

limitations. Disability is about social exclusion. Limitations experienced by people with 

disabilities have social origins and constitute a form of social oppression called ableism 

or disablism. As a social phenomenon, ableism or disablism can be removed through 

social change (Hahn & Belt, 2004; Thomas, 2006). Sanism is the form of ableism 

concerned with discrimination against people diagnosed with mental health conditions. 

As a form of oppression, sanism is also the social exclusion of those who cannot conform 

to social standards of rational thinking and behavior (Morrow & Weisser, 2012).    

     Social constructionist and critical theoretical stances on disability maintain that 

notions of individual inadequacy are socially produced. While disability could be viewed 

as part of the natural order, it is actually a product of social relations and ways of 

thinking.  Even the most objective of conditions such as visual impairment cannot exist 

outside of a societal context. Social constructionism maintains that knowledge is a social 
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creation situated within values, assumptions, norms, and language. The stance calls for 

awareness of the effects of social structures constructed by the able bodied. Disability 

becomes reconceived as a political issue in the same way as other issues such as class, 

race, gender, and sexuality (Hiranandani, 2005 Shakespeare, 2008). 

     Locating the problem faced by individuals with disabilities not in disability but in 

ableism is one means of changing the conversation and challenging the prevailing power 

structures. Ableism can be seen to operate as a discourse of power. It is sustained through 

language or rhetoric. Language is the primary means of deriving and communicating the 

meaning we make of experiences. We understand the world through language. 

Accordingly, the use of language can also be one of the strategies for struggle against 

oppression. Language influences how people think and is a powerful tool for influencing 

how disability is constructed. Any challenge to ableism must involve new language to 

communicate experiences. Use of words such as ableism and sanism is one such 

challenge (Cherney, 2011; Harpur, 2012).  Individuals with mental health challenges are 

stereotypically understood as incapable of rational communication. What they say may be 

reflexively examined through a diagnostic frame and scrutinized for signs or symptoms 

of mental illness. While individuals may be speaking about their experiences and material 

and social needs, the content of their speech may be dismissed as evidence of illness 

(Wolframe, 2013).   

     The 1970s saw the growth of a disability social movement which defined disability as 

a social construction.  The movement developed out of the disability arts culture which 

challenged the meanings given to disability in the dominant culture by producing new 
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images reflective of the experiences of individuals living with disabilities. Disability arts 

critiqued the prevailing cultural representations and celebrated disability as an issue of 

diversity. Art was one way of more positively representing disability as a difference and 

as a positive source of identity. Deaf theater significantly contributed to providing a 

prideful presentation of a form of difference. Oppressed groups must define their identity 

and present a positive sense of group difference in order to assert full cultural citizenship. 

Culture can be a site of resistance and change (Dupre, 2012; Padden, 2005).  

Disability Studies 

      The social model of disability first emerged largely in the United Kingdom. The 

movement emphasized the disabling effects of cultural, political, and environmental 

barriers. The problem of disability was defined as the failure of society to ensure that the 

needs of people with disabilities were taken into account when organizing social systems. 

Barriers faced by individuals with disabilities were explored as the consequence of 

impairments experienced under social and economic structures (Hiranandani, 2005). The 

disability rights movement gave rise to the academic field of disability studies. 

Accordingly, a defining feature of disability studies is that it is both an academic field 

and an area of political struggle. The disability studies perspective maintains that 

disability is a complex, interpretative issue that resides in the relationships between 

people and should be studied as such. The perspective assumes that bodies and minds 

always appear in the midst of others and so are socially organized experiences.  

Interrelatedness is an escapable feature of human reality (Titchkosky & Aubrecht, 2009).  
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Deaf Studies 

     Deaf studies began to emerge in the 1970s with the assertion that individuals using 

sign language constituted a cultural group (Humphries, 2014). Deaf studies and disability 

studies share in common a critique of the ableist paradigm and medical model which are 

based on deficit and locate problems within individuals. Deafness is identified as an 

aspect of human diversity (Jordan, 2005; Senghas & Monaghan, 2002).  However, deaf 

and disability studies have largely developed separately.  Children who were deaf lived in 

specially designed institutions for generations and were only moved into public schools 

in the 1970s. The history of institutionalization from childhood contributed to the 

development of separate deaf cultural groups. The segregated past shaped the social 

history of the culture and how people with deafness identify themselves.  Further, many 

individuals with deafness identify as a linguistic minority and not as disabled. Deaf study 

scholars maintain that both the shared and separate perspectives of deaf and disability 

studies are needed to make sense of the issues of difference and society (Kudlick, 2003; 

Padden, 2005).  

Embodiment 

     What type of body can be regarded as legitimate is at the core of disability dialogue. 

Ableism maintains a bodily standard by which many are judged defective (Loja, Costa, 

Hughes, & Menezes, 2013). Feminist theories maintain that while the embodied 

experiences of disability and gender are material realities, they are overlaid with social 

meanings and interpretations. Both female and disabled bodies are viewed as inferior or 

deviant and excluded from full social participation. Feminist disability theorists assert 
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that in addition to the social and political aspects of disability, the personal experience of 

living with impairment and disability needs to be acknowledged. Identity is 

fundamentally an embodied experience. This school of thought emphasizes that the 

personal and the political realities are connected (Hiranandani, 2005; Loja, Costa, 

Hughes, & Menezes, 2013).  

     To appreciate experiences with disability, attention must be paid to biological or 

embodied realities. Denying the role of biology in disability would deny lived experience. 

One’s experience with embodiment results from a complex relationship between 

corporeality and society. People with disabilities build subjectivity through physical 

interactions with the social environment. Exclusion of the body can lead to a particular 

type of philosophical reductionism that does not account for lived experience (Anastasiou 

& Kauffman, 2013; Hughes, 2007).   

     There has been little effort to apply concepts regarding embodied impairment to 

psychiatric disability. However, the concept of embodiment can act to dissolve the 

mind/body distinction and can allow for understanding lived experiences as both 

biologically and socially produced. Mulvany (2000) coined the term embodied 

irrationality. She asserts that a focus on embodied irrationality would encourage the 

study of how individuals make sense of bodily experiences of mental distress while 

avoiding biological determinism. The concept would allow for a focus on the complex 

relationship between the biological and the social factors of madness. Mulvany maintains 

that the study of psychiatric disability should include analysis of embodied irrationality 

and disabling environments.   
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Intersectionality 

     Intersectionality theory emerged from feminist thought.  Intersectionality can be used 

to examine the ways in which such social and cultural categories as race, gender, sexual 

orientation,  class, and disability operate together to shape identity, experience, and 

power relations on both individual and social institutional levels. The theory recognizes 

that it is not possible to separate out the social categories or explain inequalities by 

focusing on one without the others. Identities can be multiple and can be defined and 

experienced through one another (Pilling, 2013). Social power is differentially distributed 

through a hierarchy or matrix of social identities. Systems of oppression and privilege 

interlock with one another and may compound experiences of marginalization. The 

theory can be used to explore the social and political processes that create privilege and 

oppression. Experiences of mental distress take place in a social context that values some 

individuals over others. Psychiatric disability cannot be understood on its own or isolated 

from other social identities. Some mental illness symptoms and conditions are linked to 

conditions of poverty and other forms of social inequity (Morrow & Weisser, 2012).  

     Disablism intersects with sexism, racism, homophobia, ageism, and socioeconomic 

stratification such that forms of disadvantage and many strands of identity are formed 

(Thomas, 2006). Some have written that it can be difficult for someone living with 

multiple intersecting oppressions to distinguish instances of sanism from other types of 

discrimination given how closely bound are the forms of oppression. Intersectionality 

also implies that individuals with lived experience of madness must contend with the 



20 
 

differences and inequalities among them so as to best support relationship and 

community building (Wolframe, 2013).  

Anthropological Thought 

     Some theorists, most particularly those working in anthropology, have emphasized 

that able- bodied individuals struggle with disability as they do not want to be reminded 

of their own vulnerabilities. The disabled body exposes the illusion of absolute autonomy 

that is the basis of a fantasy of complete able-bodiedness and independence (Hughes, 

2008). Unlike such categories as race and gender, disability as a social category is distinct 

as anyone may enter it at any time due to unforeseen circumstances, injury, or aging. As 

such, disability challenges ideas about lifelong stability of normativity and identity.  No 

other social category can be free from the possibility of disabling experiences. This form 

of difference can be found across human experiences and cultures.  At the same time, not 

all cultures recognize the disabled as a social category. For instance, psychiatric 

conditions can be seen as divine gifts or as curses depending on the culture and point in 

history (Ginsburg & Rapp, 2013).  Through study of the diversity of cultural stances on 

disability, anthropology can help denaturalize the relationship between difference and 

social exclusion and discrimination. The discipline maintains that one’s capacity to cope 

with conditions is determined by the availability of material and social resources. What 

conditions are regarded as problematic is held to be socially constructed (Battles, 2011).  

     Another contribution of anthropological thought concerns the exploration of 

spirituality and disability. Compared to the majority population in Western cultures, non-

Western and aboriginal conceptions of disability are more likely to include a focus on 
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spirituality and on collective as opposed to individual experiences. Embodiment of 

experience can be not only an individual matter but also an issue for the collective in 

cultures that value inter-dependence over independence. Disability can be understood in 

the context of community and what the disability experience either requires from, or 

provides to, the community. One aspect of spirituality is the interconnectedness of a 

people. Inclusion of spirituality may act to value or incorporate non-rational experiences 

(Stienstra & Ashcroft, 2010).   

Queer and Crip Theories 

     Queer theory views identity as fluid and as subject to ongoing social construction.  

What is viewed as normal versus queer may change. Similarly, the category of the 

disabled cannot be fixed as it depends on environments that enable or disable (Sherry, 

2010). The world does not consist of normal people and the mentally ill, but of 

individuals who may experience mental distress at some point in their lives (Wolframe, 

2013). The field of disability studies has long focused on how a society incorporates 

some bodies but not others.  

     Both disability studies and queer theory challenge societal processes that marginalize 

those who don’t conform to standards of normalcy. Both fields of study are grounded in 

the feminist deconstruction of essentialist categories of identity. Identities are not natural 

but socially subscribed and shifting.  Feminist, disability, and queer theories view 

dichotomous approaches to identity as illegitimate and wounding, as there are many ways 

of being a human.   
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     Disability studies has been queered and developed into Crip theory. Crip theory has 

explored how disability and desire are often placed at odds.  That is, disability is framed 

as undesirable and disabled individuals are often viewed as asexual.  This view further 

devalues the disabled individual (McRuer, 2010). Sexual expression among individuals 

with disabilities has been denied in part due to fear of their reproduction (Ginsburg & 

Rapp, 2013).  

The Diversification of Disability Theory 

     Disability studies is a multidisciplinary field and it is clear that disability theory has 

experienced significant eclecticism or diversification. The points of agreement among 

disability theorists consist of the need to avoid biological reductionism and to maintain a 

social relational understanding of disability (Peters, Gabel, & Symeonidou, 2009; 

Thomas, 2006). The construction of difference as an obstacle to belonging is a social 

phenomenon (Titchkosky & Aubrecht, 2009). Disability theory developed as resistance to 

the medical model of disability, oppression, and ableism. The theme of resistance is 

woven throughout disability studies. It could be said that resistance is the theoretical 

bridge in the diverse field of disability studies. Resistance exists on a continuum from the 

individual to the collective and is concerned with power and strategy.  If the commonality 

of resistance is recognized, diverse stakeholders can strategize and act jointly towards 

political ends. Resistance can support community building and taking steps towards 

changing a disabling society (Gabel & Peters, 2004).  

     Ableism imposes a corporeal standard. One means of destabilizing ableism is through 

the development of a politics of difference. The politics arises from resistance to ableism 
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and from valuing human variation through recognition of the equal value of different 

ways of being. Differences and impairments are part of lived experience and cannot be 

completely separated from identities. Identity is fundamentally embodied and influenced 

by subjective bodily experiences and social encounters. A new politics is required in 

order to recognize and respect the valued aspects of the disabled identity. A disability 

politics will be in part a politics of embodiment (Loja, Costa, Hughes, & Menezes, 2013; 

McRuer, 2010).  

Internalized Oppression 

     There is a body of literature that explores how a hierarchy of impairment appears to 

exist among people with disabilities. Some individuals with disabilities hold views that 

devalue others in different subgroups. The logical outcome of people with disabilities 

stigmatizing other people with disabilities is the furtherance of social oppression of the 

entire disabled population. One disabled researcher who explored these dynamics 

explains that the basic desire of a person for a positive self-concept may lead to 

distancing from others lower down in a hierarchy so as to reduce the stigma of 

association.  It is therefore essential that the problem become framed not as disability but 

as one of representation and discrimination (Deal, 2010).  Critical race theory has been 

applied to this issue of internalized ableism. Just as racism is not aberrant but the current 

order of social life, ableism permeates our culture. The belief in the inherent negativity of 

disability is internalized by those with and without disabilities. Internalized ableism 

results in self-hate and the distancing from and hatred of others in one’s group. This 

perspective helps elucidate the need to build community and collective consciousness in 
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order to develop more supportive perspectives on disability experiences (Campbell, 

2008).  

     In the case of individuals with lived experiences of mental health challenges, the only 

frame of reference they may have available is the predominant medical model which has 

a lens of pathology and places individuals in diagnostic categories.  Unless such 

individuals have access to other ways of making meaning of lived experience, they may 

discount themselves and others with similar experiences (Beresford, 2005).  Individual 

and political identities exist in relation to one another. A positive self-identity as a 

disabled person involves building critical consciousness and is a prerequisite for 

collective political action. Resistance begins with individual and collective recognition of 

oppression. True social power will only be constructed through adoption of disability as a 

positive identity and practice of collective resistance (Peters, Gabel, & Symeonidou, 

2009).  

Mad Studies 

     While psychiatric disability has been a rare focus of disability theorists, the field of 

mad studies is developing out of the foundation of disability studies. Development of the 

discipline is more active in Canada and the United Kingdom compared to the USA. The 

emphasis on self-determination is a commonality between the disability and mad social 

movements (Jones & Brown, 2013). The notion that psychiatric disability includes 

embodied experiences and interactions in social environments provides a framework for 

studying the impact of social phenomena on individuals with lived experience of madness 

(Mulvany, 2000). Mad studies aims to explore how experiences and needs may be 
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communicated through metaphors and other forms of expression that may be otherwise 

labeled as symptoms. Expression of mental distress is viewed as meaningful and as 

connected to interpersonal and social experiences. Mental diversity is valued as part of 

the human experience. Application of disability theory frameworks to mental health 

issues highlights experiences of oppression and discrimination as they relate to distress 

and recovery. Disability theory can help shift the focus away from individual pathology 

to the effects of social exclusion of individuals who have experienced madness 

(Beresford, 2005).  

     The focus on institutionalized oppression would help identify the social barriers that 

restrict access for individuals with psychiatric disabilities to the rights of full citizenship. 

Mental health policy rests on the assumption that problems faced by those with 

psychiatric disabilities result from their illness. The broader social factors of poverty, 

discrimination, and social exclusion are not targeted (Mulvany, 2000).  Mental illness can 

be alternatively framed as attesting to the profoundly damaging impact of social adversity 

and inequality through the powerful biological impact on the individual (Barnes, 2011).  

     Disability and mad theories maintain that disability is not located simply within the 

body but is created by social conditions that act to disable the full participation of 

individuals with a variety of physical and mental states of being (Ginsberg & Rapp, 

2013). The premise of disability studies is that the meanings and practical impact of 

disorders result from cultural responses to perceived differences. Disability can be seen 

as deprivation as it interferes with a person’s ability to make valued choices and 

participate fully in society (Hopper, 2007). The theories maintain that society must 
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become more accepting of the full expression of the human experience so as to value 

mental diversity (Morrow & Weisser, 2012).  

Social Work 

     While just reviewed, the precepts of disability and mad theory will next be applied to 

social work as they are congruent with the discipline’s mission of social justice, 

empowerment, and commitment to marginalized populations.  The theoretical studies and 

associated civil rights movements share with social work the principles of equal rights 

and opportunities, self-determination, and social justice. Anti-oppressive practice 

emerged from social work and recognizes the role of structural and systemic barriers in 

shaping the lives of social groups (Morrow & Weisser, 2012). The stance that degrees of 

disability are determined by transactions of the person and the environment is consistent 

with the core of the social science of social work. Disability is a relationship or 

interaction of the person and the environment.  The core of disability and mad thought is 

the belief that society must change, not the individual. The “mad pride” agenda asserts 

the rights of people who have experienced madness and advocates for changing the social 

world through respecting, responding, and incorporating difference so that the world is a 

fit place for them to live (Costa et al., 2012). In place of an emphasis on individual 

rehabilitation or adaptation, the environment becomes the target of intervention.  Framing 

disability as a social reality determined as much by structures and resources as by any 

underlying impairment demands a focus on intervening to support social inclusion 

instead of focusing on only providing treatment (Hopper, 2007). This is not to deny the 

role of biology, but instead is to recognize that the biological occurs in a social context 
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that involves intersecting forms of oppression that impact mental health (Morrow & 

Weisser, 2012). 

      A human rights stance would maintain that society must accord individuals with 

disabilities the rights and responsibilities of citizenship without the contingency of first 

overcoming disability. An individual with a psychiatric disability needs to be able to 

exercise self-determination and have a meaningful life while continuing to have the 

psychiatric disability (Davidson & Roe, 2007). Recovery requires the right to participate 

as an equal citizen. Citizenship should not depend on reaching normality but should rest 

on inclusive communities. Inclusion is not about changing people but changing society 

(Slade, Amering, Farkas, Hamilton, O’Hagan, Panther, Perkins, Shepherd, Tse, & 

Whitley, 2014).  Social work’s necessary task would concern the expansion of real 

opportunities (Hopper, 2007).  

     While there is little social work literature related to disability and mad culture and 

theory, some have called on the discipline to collaborate with people with disabilities and 

activists in order to re-narrate disability as part of the human experience (Beresford, 

2005; Dupre, 2012).  Mad-identified individuals have organized for advocacy and have 

held pride events that celebrate difference, challenge prevailing social narratives, and 

allow socially-excluded individuals to redefine the disability experience (Schrader, Jones, 

& Shattell, 2013). Study of the culture and theory is one avenue for examining structural 

oppression and developing a politics of difference (Dupre, 2012). This politics requires 

an alliance with social science and academia (Shakespeare, 2008) and concerns an 

examination of the processes that produce difference and exclusion (Battles, 2011). 
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Social work should challenge the social systems that discriminate against individuals 

with lived experience of distress and madness (Beresford, 2005; Harpur, 2012). Adoption 

of the stance that people with disabilities are not lesser individuals in terms of moral 

worth or human rights necessitates a struggle for a more inclusive definition of 

citizenship which incorporates individuals of non-normative mental experiences 

(Ginsburg & Rapp, 2013; Shakespeare, 2008). If social work were to frame practice as a 

matter of promoting citizenship of service users, the political power of social work would 

be engaged in support of full recovery journeys (Hamer, Finlayson, & Warren, 2013). 

The work involves rethinking what is possible for individuals with lived experience of 

madness and raising expectations for social connectedness and citizenship (Ware, 

Hopper, Tugenberg, Dickey, & Fisher, 2007).  Recovery relies on a social environment 

that provides opportunities and resources for engagement in relationships and social roles 

and for meaningful inclusion into the larger society (Onken, Craig, Ridgway, Ralph, & 

Cook, 2007).   

     Like all social sciences, the discipline of social work has involved the measurement of 

social phenomena.  Development of a measurement instrument that emphasizes a positive 

self-concept, self-determination, and social connectedness would be consistent with the 

precepts of disability and mad theories. Further, it would be necessary to develop the 

measure in partnership with individuals in recovery from mental health challenges.  

Recovery concepts and outcomes will be explored before returning to consumer 

involvement in research and measure development. 
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Recovery Concepts 

     The recovery movement developed in the 1960s and 1970s during 

deinstitutionalization, the growth of self-help groups, and the civil rights movements. 

Ideas that promoted a life in the community with adequate care and support were 

developed during this period (Vandekinderen, Roets, Roose, & Van Hove, 2012). The 

consumer/survivor/ex-patient movement of the time conceived of mental illness as a 

complex phenomenon that was an emotional, behavioral, biological, and spiritual 

manifestation of the interplay of social, emotional, and cultural stressors. Mental illness 

was framed as reflective of crises as opposed to physical disease (Cohen, 2005). 

Members of the movement claimed that individuals who had experienced what was 

generally understood to be mental illness had special insight into the experiences and 

should be able to speak on their own behalf. They adopted a firm stance that their 

perspectives represented real knowledge that should be incorporated into public decision 

making (Costa et al., 2012). Members celebrated “mad pride” and contended that the 

route to healing involved acceptance of mental diversity by society. The Oregon Insane 

Liberation Front was founded in 1970 as the first consumer-run rights group and was 

followed by other Mental Patients’ Liberation Movement groups in New York, Boston, 

and San Francisco (Ostrow & Adams, 2012; Tomes, 2006). The patients’ movement 

stood in opposition to the medical model and in support of self-reliance and self-

determination. The various groups provided advocacy and self-help alternatives to the 

psychiatric system. The basic liberation principle was that people must speak for 

themselves (Chamberlin, 1990). While these concepts developed almost half a century 
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ago, the majority of the peer reviewed literature on mental health recovery has been 

published since 2007 and only a minority of it has been produced by individuals with 

lived experience of mental distress and recovery (Stickley & Wright, 2011).   

     The term “recovery” is ambiguous.  Neither a concise definition nor consensus on a 

conceptual framework exists. The only consensus in the peer reviewed literature is said to 

be that there is no consensus on the definition of recovery and that conceptual confusion 

is great (Forrest, 2014). Recovery can be seen as both a process and an outcome and as 

having both objective and subjective indicators. It has been conceptualized as 

symptomatic resolution, as functional improvement such as vocational or educational 

involvement, as a personal journey, and as a social process. The lack of consensus on 

how to define recovery can be seen as a reflection of the lack of consensus regarding the 

definition of mental illness. This ambiguity complicates the mental health field and 

research (Onken, Craig, Ridgway, Ralph, & Cook, 2007). 

     Recovery as a relative concept appears to mean different things to different 

individuals with lived experience of mental illness. However, the core ideas identified in 

the consumer literature include recovery of lost potential and regaining some degree of 

control over one’s personal and social life (Ramon, Healy, & Renouf, 2007). Consumer 

definitions have been found to concern strengthening of the self-concept, rebuilding a life 

through active social engagement, and having hope for one’s future after experiences 

with emotional distress (Pitt, Kilbride, Nothard, Welford, & Morrison, 2007). Current 

definitions are limited as they have been determined consensually rather than empirically. 

As recovery is not defined by particular practices or services, it may represent a vague 
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philosophy or value orientation to care (Bellack, 2006; Braslow, 2013; Smith-Merry, 

Freeman, & Sturdy, 2011). Despite the lack of a clear understanding of recovery and 

confusion regarding what would be entailed in transforming mental health services in 

order to promote it, recovery is the mandated aim of US mental health policies and 

services (Davidson & Roe, 2007; Jaeger & Hoff, 2012).  

     One emerging differentiation in recovery is between clinical recovery which involves 

a return to normalcy and personal recovery which is an individually directed process 

(Slade et al., 2012). Individuals with lived experience of mental distress or madness and 

those researchers who have been influenced by them make the distinction between (a) 

recovery from symptoms and related deficits, and (b) the recovery of dignity, autonomy, 

and self-respect whatever the symptomatic course. Distress caused by mental illness is 

greater than symptoms alone given the associated loss of social roles. Individuals in 

recovery need to reestablish their lives and access social and material resources. This 

definition of recovery is conceptually distinct from a medical definition of remission and 

concerns rebuilding a worthwhile life inclusive of a positive self-identity and valued 

social roles (Gordon, 2013; Tew, Ramon, Slade, Bird, Melton, & Le Boutillier, 2012). 

Consumers maintain that the goal of the recovery process is not to become normal but to 

exercise self-determination and reengage in personal development (Barker, 2003). 

However, biomedical and recovery-oriented services are not inherently opposed and can 

be complementary or mutually reinforcing. Symptom improvement and recovery of one’s 

life can co-exist and one can support the other (Davidson & Roe, 2007; Resnick, 
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Rosenheck, & Lehman, 2004). An individual can also experience remission of symptoms 

without experiencing personal recovery (Slade et al., 2014). 

     A systematic review and narrative synthesis of the conceptual frameworks of recovery 

posited that recovery processes can be understood as measurable dimensions of change or 

outcomes (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). There are four aspects 

of personal recovery for which consensus has emerged from qualitative studies: hope, 

self-identity, meaning in life, and personal responsibility (Jaeger & Hoff, 2012). A 

significant distinction can be made between recovering from mental illness and being in 

recovery. While recovery “from” concerns remission and objective functional 

improvement, being in recovery concerns how an individual manages his or her life with 

an enduring illness. Being in recovery refers to a unique process rather than a set 

outcome.  It involves self-determined pursuits and leading a meaningful life and is 

reflective of one’s social and political experiences (Davidson, Schmutte, Dinzeo, & 

Andres-Hyman, 2008).  

     A sole focus on the personal and unique aspects of the recovery process can act to 

obscure the fact that recovery takes place in a social context. The processes involved in 

individual recovery can be readily linked to the social aspects of experience that can 

either facilitate or impede inclusion in community life. The social nature of recovery can 

be explored in terms of social interaction.  An individual recovers in the context of 

relationships and a social environment (Tew et al., 2012; Topor, Borg, Girolamo, & 

Davidson, 2011). Those who strongly associate social inclusion with recovery define it in 

contrast to the illness experience which involved loss of social roles and meaningful 
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activity. Recovery involves overcoming the effects of rejection by family and friends, 

social exclusion, and loss of the sense of self as an effective social agent (Bromley et al., 

2013; Stickley & Wright, 2011). Those who define recovery as social integration assert 

that recovery involves consideration of not only individual quality of life but a focus on 

required social change (Ware, Hopper, Tugenberg, Dickey, & Fisher, 2007). A view of 

recovery that emphasizes the need for social change as opposed to individual change is 

linked closely with a human rights and citizenship focus (Frese, Knight, & Saks, 2009).    

Social Recovery 

     Clinical stances on recovery have dominated the field and have led to an under-

emphasis on the importance of the wider environmental context. An ecological 

framework would include characteristics of the individual, social factors, and the 

interaction of the two (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). Mental 

illness is becoming understood as intrinsically social (Morgan, Burns, Fitzpatrick, 

Pinfold, & Priebe, 2007). The most basic definition of social recovery is the ability to 

lead a full and contributing life as an active citizen. This model views recovery as 

establishing a satisfying and meaningful life with an impairment rather than waiting to be 

without it. The recovery process involves introduction of the individual into an accepting 

environment. The core narrative of recovery concerns moving from chronic disability to a 

dynamic life (Secker, Membrey, Grove, & Seebohm, 2010). Social recovery refers to 

experiencing meaningful relationships, a sense of being able to make a social 

contribution, and a sense of belonging (Slade, 2010; Whitley & Drake, 2010). The 

dimensions of recovery clearly overlap as resolution of internal distress can take place 
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alongside of social reengagement in ways that are mutually reinforcing (Jaeger & Hoff, 

2012; Tew, 2012). However, longitudinal studies have found that symptom improvement 

and relapse prevention are not necessarily linked to pursuit of education, employment, 

and social relationships. Such outcomes may require their own assessment (Priebe, 2007). 

It is safe to say that recovery is multidimensional with aspects in complex relationship 

(Norman, Windell, Lynch, & Manchanda, 2013).   

     Social disability is defined as difficulty performing family, social, and occupational 

roles expected of an individual by the group or community to which he or she belongs. 

Problems related to social disability of individuals with mental health conditions have 

become a focus in the recovery field more recently than the focus on clinical recovery 

which involves symptom improvement (Bottlender, Straub, & Moller, 2010). In addition 

to not being as well researched as symptomatic recovery, social recovery has only been 

identified as a target area for mental health policy within the last decade (Hodegekins, 

2012). The majority of recovery-oriented research emphasizes that recovery involves 

development of a coherent sense of self and personal responsibility for social 

reintegration. This framework becomes problematic given the lack of available choices 

and resources afforded to some members of society. An individual approach to recovery 

does not take into full consideration the structural inequalities that can hamper personal 

and social pursuits. Individuals cannot be asked to assume responsibility for social 

inequities, and problems must be viewed in their political and economic context. A focus 

on characteristics of people with mental health issues can obscure the policy and system 
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issues that are needed to best support them (Vandekinderen, Roets, Roose, & Van Hove, 

2012).  

     The underexplored area of social recovery concerns the effects of social expectations 

or demands on the individual with lived experience of mental health challenges. Social 

demands coupled with accommodations or supports have been said to enable recovery. 

Social recovery involves social interaction, communication, community participation, 

citizenship, economic stability, and wellness (Jaaskelainen et al., 2012). It involves 

leading a valued life irrespective of impairment or difference. Beresford (2002), a leading 

theorist, has asserted that social recovery involves renewing a sense of possibility, 

regaining competencies, reconnecting and finding a place in society, and reconciling 

illness and disability experiences with a positive sense of self. Social equality more than 

healing is the dominant focus. Under this framework desired outcomes of interventions 

include the enhanced agency that is required for genuine social participation. Recovery 

on the part of individuals becomes dependent on a society that supports their social 

inclusion. Social recovery requires the development of social environments that are both 

accepting and enabling (Beresford, 2002; Hopper, 2007). 

     Included in the social recovery framework is the concept of relational and inclusive 

citizenship.  As opposed to normative citizenship which involves norms of individualism 

and self-sufficiency and is predicated on meeting normed standards of ability and 

productivity, relational citizenship is negotiated in social context and maintains that 

membership and equality of status apply to all citizens. Reintegration into society has 
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been recognized as generating feelings of hope (Vandekinderen, Roets, Roose, & Van 

Hove, 2012).   

Hope 

          The commonly held view that mental illness is a life-destroying experience 

communicates hopelessness. As might be expected, hope has been identified as a central 

component of recovery. The need for hope is a prominent feature of consumer accounts 

of recovery and is explored at length in the grey literature produced by consumers. 

Ridgway (2001) analyzed recovery narratives and found that a period of despair often 

followed diagnoses of psychiatric disorders and that recovery was characterized by a 

renewed sense of hope. Hope is enhanced by development of the sense that one can 

control one’s life and by seeing how others have moved forward. Hope has been said to 

contribute towards a positive identity (Perry, Taylor, & Shaw, 2007; Stickley & Wright, 

2011). A systematic review of the international literature on recovery conceptual 

frameworks found that hope was defined as a vital component of the recovery process as 

it contributes to the development of a valued self, meaning in the illness experience, and 

life in general (Slade et al., 2012). 

     A systematic literature review of definitions and measurement tools of hope found that 

the concept had a number of dimensions. These dimensions were summarized as a future-

orientated expectation of attaining valued goals which would provide meaning, are 

considered possible, and depend on personal activity or characteristics and/or external 

social and material resources. Hope was consistently positively associated with perceived 

recovery, self-efficacy, self-esteem, empowerment, spirituality, quality of life, social 
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support, and service availability. There were no studies available that investigated the 

direction of effects. However, individuals in treatment for first-episode psychosis have 

reported that hope was essential for recovery. The availability of role models who were in 

recovery inspired hope that was essential for their own recovery efforts. Messages of 

hope appeared to buffer stigma and contribute to the development of a competent sense 

of self (Romano, McCay, Goering, Boydell, & Zipursky, 2010; Windell & Norman, 

2012). Individuals have stressed the importance of belonging to social groups for feeling 

hopeful.  Being alone or excluded led to hopelessness. In this formulation, hope is 

essentially an interpersonal phenomenon (Perry, Taylor, & Shaw, 2007).  

Cultural and Diversity Issues 

    The main finding from a systematic review of international differences in recovery 

frameworks was that current conceptualizations are primarily based on Western European 

and North American models. The authors concluded that the approach to recovery 

seemed to have taken an individualizing or personalizing direction and to have 

undervalued the strength that people can gain from one another and in community (Slade 

et al., 2012). As such, recovery concepts may not resonate with individuals from minority 

groups.  The importance of self in the recovery process is a very Western concept (Tooth, 

Kalyanasundaram, Glover, & Momenzadah, 2003). The value placed on autonomy does 

not have the same importance across communities and cultural groups. Cultures that 

value collectivity over individuality or inter-dependence over independence may 

conceive of recovery as matters of group or cultural processes (Morrow & Weisser, 

2012). Recovery may need to be broadened to include a focus on community and cultural 
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resilience and well-being (Slade et al., 2014). Some cultures and traditions may create 

meaning from illness experiences and establish meaningful social roles through a 

collective approach (Onken, Craig, Ridgway, Ralph, & Cook, 2007).  

     Studies that focus on people of color place greater emphasis on spirituality and stigma 

as well as on culturally specific factors and collectivist perspectives of recovery (Jaeger 

& Hoff, 2012). One thematic analysis of studies of recovery for people of color in the 

USA found that stigma associated with race, culture, and ethnicity combined with the 

stigma associated with mental illness. Being an individual from a minority group 

accentuated the stigma of mental illness as individuals viewed themselves as belonging to 

multiple disadvantaged groups. They needed to recover from racial discrimination and 

violence, not just mental illness (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). 

Indigenous recovery may involve the articulation of a shared narrative and identity 

(Smith-Merry, Freeman, & Sturdy, 2011). The central recovery component of hope may 

have different meanings in different cultures and population groups. Indeed, current 

definitions in the recovery literature do not consider hope at the societal level (Schrank, 

Bird, Rudnick, & Slade, 2012).  

     Despite a diversity of views on recovery, there is agreement that recovery-focused 

mental health practice is dependent on the life situation and history of the service user 

(Smith-Merry, Freeman, & Sturdy, 2011). However, empirical investigation of recovery 

often fails to take into account structural issues of poverty and other aspects of 

disenfranchisement. Social forces such as racism, sexism, and heterosexism can hinder 

recovery while material resources and access to social connections and institutions can 
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enable recovery. Without social power and access to material resources, individuals lack 

the external capacities of valued social roles, strong interpersonal relationships, and 

community inclusion needed for recovery (Stickley & Wright, 2011; Hopper, 2007). The 

ability to exercise individual autonomy may be devastated by the impact of racism and 

other forms of discrimination (Barnes, 2011). Recovery within diverse populations 

involves reclaiming culture and community and overcoming the double stigma of mental 

illness and social standing. Being able to participate fully in society refers to participation 

as one is, not as society prescribes. An informed recovery would entail appreciation for 

the effects of an environment featuring racism, sexism, classism, colonization, and 

homophobia (Ida, 2007).  

     Little research has been conducted on the perspectives on recovery of LGBTQ 

individuals. This matter is especially notable as LGBTQ people were once defined as 

mentally ill based on their sexual and gender identities.  The longstanding pathologizing 

of identity has resulted in a complicated relationship to mental health concepts (Pilling, 

2013). LGBTQ individuals also experience the ongoing trauma of discrimination from 

the wider society because of their sexual orientation (Ida, 2007).  A study of LGBTQ 

women (Das, 2012) found low resonance with recovery concepts.  The women reported 

that they did not think about recovering from experiences with trauma and mental distress 

as these experiences would always be part of their lives. However, they did describe a 

need to recover from the mental health system itself and from societal attitudes towards 

individuals who experience distress. Individuals had experienced that their sexual or 

gender identities had been labeled mental illness and continued to be concerned that they 
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would be pressured to recover from marginalized ways of being in the world. Therefore, 

the researcher recommended that supporters use the language chosen by the individual to 

describe experiences such as gender outlaw or queer. 

Definition  

     The language of recovery is widely used in mental health services and research, yet 

the term is used in a variety of ways. Broad and multifaceted definitions allow for 

individualization of support but present a disadvantage at conceptual and implementation 

levels (Ramon, Healy, & Renouf, 2007). A systematic review and modified narrative 

synthesis of the recovery literature was undertaken in order to construct an empirically-

based conceptual framework for recovery (Leamy, Bird, Le Boutillier, Williams, & 

Slade, 2011). Key recovery processes were identified and understood to be measurable 

dimensions of change which typically occur during recovery. The conceptual framework 

provides a taxonomy of recovery outcomes. These identified processes known by the 

acronym CHIME are: 

Category 1: Connectedness: support, relationships, community involvement  

Category 2: Hope: belief in recovery, motivation, hope-inspiring relationships, goals 

Category 3: Identity: positive sense of self and identity, overcoming stigma 

Category 4: Meaning in life: meaning of mental illness experiences, quality of life, 

meaningful life and social roles, meaningful life and social goals, rebuilding a life  

Category 5: Empowerment: personal responsibility, control over life, focus on strengths 

(p. 448). 
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     The next section will explore the empirical evidence regarding recovery outcomes.  

Recovery will be placed in a social context. Attention will be given to first-episode 

psychosis, the impact of gender and age, and the importance of a sense of self and 

meaning in life. 

Recovery Outcomes 

     The concept of recovery developed from emerging research that countered long-held 

assumptions about the chronic nature of psychiatric disability (Mancini, Hardiman, & 

Lawson, 2005). This section will review literature that explores the recovery process and 

factors that both hinder and support recovery journeys. How social context appears to 

determine outcomes will be explored.  

     Schizophrenia and related psychotic disorders are viewed as the most disabling mental 

health conditions. Reviews of outcome studies have noted great variation of findings 

across treatment settings and countries. Assessment of social functioning is highly 

problematic given the wide variation in social norms, expectations, and beliefs. 

Researchers have emphasized the need for a standard framework for comparing 

schizophrenia outcomes across social environments. Methodological heterogeneity found 

in studies may account for some of the variation found in outcomes (Cohen, Patel, Thara, 

& Gurje, 2008).  A systematic review and meta-analysis of recovery in schizophrenia 

considered both clinical and social outcomes. Across countries, for every 100 individuals 

diagnosed with schizophrenia, 1 or 2 individuals a year would meet recovery criteria and 

14% would reach a state of recovery over 10 years.  Studies from low-income nations had 

significantly higher rates of recovery. Findings were consistent with previous systematic 
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reviews.  The proportion of individuals with schizophrenia and related psychosis who 

meet criteria for clinical recovery appears not to have increased across time (Jaaskelainen 

et al., 2012).  

     Longitudinal studies that focus on recovery as occupation of valued social roles and as 

community involvement have consistently found that half to two-thirds of individuals 

with schizophrenia significantly improve (Tooth, Kalyanasundaram, Glover, & 

Momenzadah, 2003). The World Health Organization (WHO) has been conducting 

studies on schizophrenia since 1967 in thirty sites located in nineteen countries in the 

developed and developing worlds.  While incidence has not varied greatly across the 

locations, outcome has consistently been better in developing countries such as India 

compared to developed countries such as the United States. The WHO researchers have 

speculated that the better prognosis in developing countries may be accounted for by role 

maintenance and community integration (de Girolamo, 1996; Eisbenberg, 1988; Hopper, 

1991; Hopper & Wanderling, 2000).  

     Individuals with early-onset psychiatric disorders (at or before 18 years of age) are 

known to have worse social outcomes as compared to those with adult onset.  One large 

study (N = 5,839) in the US found that compared to individuals with adult onset, 

individuals with early-onset psychiatric disorder were more likely to be unemployed, to 

have less than a high school education, to have a lifetime arrest record, and to have 

received public assistance. As compared to Whites, Latinos were more likely to be 

unemployed, fail to complete high school, and to have been arrested, Asians were more 

likely to be unemployed, and Blacks were more likely to be unemployed, to have less 
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than a high school education, to have a lifetime arrest record, and to have received public 

assistance. Differences in the rates of social disadvantage across racial/ethnic groups 

mirrored those found in the general US population, except rates were two to six times 

higher for those with early-onset psychiatric disorders (Le Cook, Carson, & Alegria, 

2010).  

First-Episode Psychosis 

     Individuals who experience a first episode of psychosis often withdraw socially as a 

means of coping with overwhelming experiences that are difficult to explain to others. 

They express a need to develop a personal understanding of the confusion of psychosis 

(Judge, Estroff, Perkins, & Penn, 2008).  By their report, social support is the most 

positive influence on recovery. Having individuals on whom they can depend and having 

a sense of being valued are highly important. Friends without psychiatric disabilities who 

were part of the pre-illness social network provide a sense of continuity and social 

inclusion, while friends with psychiatric disabilities provide empathy and companionship. 

Valued activities provide a sense of meaning and social value. Being in roles in which 

they could assist others was especially helpful due to the experience of reciprocity and 

equality (Windell & Norman, 2012).   

     The illness experience has been described as including significant stress, reduced 

activity levels, and life disruption.  The recovery process involves understanding the 

contributors to distress and illness and making commitments to necessary changes in a 

context of social supports. Some individuals have reported that their sense of self became 

stronger through the process of learning to manage issues and engage in recovery 
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(Romano, McCay, Goering, Boydell, & Zipursky, 2010). Youth in recovery highly value 

having a sense of choice and control, and report increased feelings of empowerment 

under such conditions. They wish to choose which coping strategies to implement and to 

make their own decisions about their lifestyles. Being listened to was perceived as 

respectful, supported a sense of empowerment, reduced confusion, and led to feeling 

understood. An opportunity to talk about symptoms was also empowering as the process 

increased their understandings of symptoms, reduced anxiety, and facilitated the ability to 

seek help (Grealish, Tai, Hunter, & Morrison, 2013).   

     Trajectories and predictors of social recovery were explored for a sample of 878 

individuals involved in an early intervention for psychosis program (Hodgekins, 2012; 

Hodgekins et al., 2015). Individuals were accessed at program entry and one year later. 

Almost 17% of individuals made a partial social recovery and just under a third made a 

full social recovery. Social disability was predicted by male gender, ethnic minority 

status, and poor premorbid functioning. A prospective study (Austin et al., 2013) that 

followed 496 individuals with first-episode psychosis and schizophrenia spectrum 

diagnoses collected data at baseline, one year, two years, five years, and ten years. Full 

recovery was defined as the stable remission of symptoms, no psychiatric hospitalizations 

for the past two years, and engagement in work or education with only moderate 

difficulty. A total of 14% met criteria for full recovery at ten year follow up and nearly a 

third of the entire cohort had achieved full recovery at some point over the ten year 

period.  It appeared that individuals moved in and out of recovery. Greater involvement 

in education, work, and social pursuits was associated with better recovery. The 
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researchers concluded that reintegration of individuals into social roles should be a focus 

for interventions. Another study of individuals involved in an early intervention program 

for psychosis focused on social support and recovery. severity (Norman, Windell, Lynch, 

& Manchanda, 2013). The study found that the degree to which someone perceives that 

others regard the relationship as valuable, important, or close was the most consistent and 

important predictor of subjective recovery.  The finding was independent of symptom 

severity. 

     An exploration of how ethnicity and culture relate to the self-appraisal of individuals 

with first-episode psychosis found that Black individuals held less negative appraisals 

compared to other ethnic groups (Upthegrove, Atulomah, Brunet, & Chawla, 2012).  The 

association was not related to level of insight or recovery style. Black participants 

experienced less loss as a result of experiences with psychosis and perceived greater 

control over their illness. The researchers offered two potential explanations for the 

findings: (a) Black individuals may attribute illness to external causes as they are more 

likely to hold social or spiritual explanations for illness, or (b), they may have had lower 

life expectations prior to the illness and so have experienced less loss.  The researchers 

concluded that the pros and cons of health belief models should be further explored. The 

study reinforces the significance of social support and inclusion for mental well-being. 

Gender Differences 

     While epidemiological studies do not find gender differences in the prevalence of 

schizophrenia, differences in age of onset by gender are the most replicated study finding. 

Men develop the disorder at age 18-25 while women develop the disorder between the 
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ages of 25-35. Most studies find no significant clinical or symptomatic differences 

between the genders. However, those studies that do find differences note a higher 

prevalence of negative and disorganization symptoms for men and a higher prevalence of 

affective symptoms for women. Most studies do find that men have worse premorbid 

functioning. One possible explanation for this gender difference is the earlier age of onset 

for men. Women have higher levels of social support and adjustment before the onset of 

the illness and present with better social functioning and less disability throughout the life 

course. The higher age of onset for women may allow them to occupy social roles that 

facilitate ongoing community support. Apparently, the greater social support results in 

less disability for women (Ochoa, Usall, Cobo, Labad, & Kulkarni, 2012). In one study of 

schizophrenia and social functioning, defined as capacity to adjust to personal, family, 

social, and professional needs and perform in socially defined roles, women had higher 

levels of social functioning despite having similar symptom severity. The researchers 

hypothesized that women have better coping strategies and/or make better use of 

available services (Vila-Rodriguez, Ochoa, Autonell, Usall, & Haro, 2011). 

Recovery Styles 

     Different strategies or coping responses for managing psychosis have been identified. 

Different recovery styles have been explored with some individuals integrating their 

illness experiences into their life stories and self-identity and others sealing over or 

compartmentalizing the experiences such that they are treated as a life disruption. Sealing 

over can be regarded as one way to reduce negative emotional states and maintain 

equilibrium during acute phases of illness (Perry, Taylor, & Shaw, 2007). One study of 
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first-episode psychosis patients investigated how recovery style influenced recovery 

outcomes. They were assessed at stabilization and again at 12 months. The most common 

recovery style for those with affective disorders was integrative while the most common 

style for individuals in the schizophrenia spectrum was sealing over. Those with sealing 

over styles had worse scores for Quality of Life and symptom rating scales. Females were 

more likely to have integrated styles than men. It was noted that some individuals 

changed their recovery styles over the study period which indicated an area for 

intervention (Thompson, McGorry, & Harrigan, 2003). As those with sealing over 

recovery styles are known to engage in more denial related to their illnesses, they are 

thought to have worse prognoses.  However, one study found that individuals with the 

highest levels of recovery were also more likely to engage in denial or avoidant coping. 

The researchers speculated that such a coping style may be adaptive under conditions that 

one cannot change such as stigma and discrimination (van Gestel-Timmermans, 

Brouwers, Bongers, van Assen, & van Nieuwenhuizen, 2011).    

Social Disability 

     Social disability is defined as disturbance caused by impairments in performance of 

specific roles that would normally be expected of individuals by their community. Social 

disability status was assessed for individuals with schizophrenia, schizoaffective, and 

mood disorders fifteen years after a first admission to a psychiatric hospital. Despite 

differences in severity of social disability, the profiles of the individuals in the different 

diagnostic groups were almost identical. That is, disability across diagnostic groups was 

of similar quality and pattern. What explained severity was the presence of negative 
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symptoms or apathy which apparently led to social withdrawal (Bottlender, Straub, & 

Moller, 2010).  Another study of individuals who had been hospitalized due to episodes 

of mental illness had similar findings. Symptom severity and not type of diagnosis was 

again found to be the most significant factor for level of social disability. Social disability 

at both time of hospital admission and three months post discharge was lower for those 

who had professional careers and those who were in stable partnerships. The cross-

sectional nature of the study limits conclusions regarding direction of effects. Better 

functioning may have resulted in maintaining an occupation and engaging in a 

partnership rather than work and partnership resulting in better functioning 

(Rymaszewska et al., 2007).    

     It is widely recognized that individuals with serious mental health issues often lack 

opportunities for social interaction and meaningful activity. A study of social processes 

that support recovery found that individuals who perceived that their involvement in 

social activity meant something to others were more likely to continue with the social 

engagement. Having meaningful and routine activity was significant for ongoing social 

participation (Yilmaz, Josephsson, Danermark, & Ivarsson, 2009).  Borg and Davidson 

(2008) found that spending time in ordinary social settings and fulfilling common social 

roles such as in one’s family and hobbies and vocations supported recovery as individuals 

took on challenges and developed coping skills. Daily occupations have been found to be 

sites for the formation and maintenance of social relationships. Individuals in recovery 

have reported that having occupational roles is important in positive self-regard and the 

development of social lives (Lencucha, Kinsella, & Sumsion, 2008). A systematic review 
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of the qualitative literature on work and recovery found that occupation of vocational 

roles supported recovery by providing a sense of living a normal life and the ability to 

meet social expectations, supporting the development of a worker identity as opposed to a 

patient identity, building a sense of social belonging, and through the earning of financial 

means with which to access social and cultural activities (Walsh & Tickle, 2013). 

Supported employment programs that follow a social model of recovery view 

employment as part of the journey of recovery rather than as a goal that must await 

recovery (Secker, Membrey, Grove, & Seebohm, 2010).  

Older Adults 

     A study of older adults diagnosed with schizophrenia and schizoaffective disorder 

living in the community found that 49% met criteria for symptom remission.  Findings 

converged with those of similar studies. Such remission rates are higher than those found 

in younger populations. In terms of community integration, the individuals were only 

doing half as well as their matched peers in the general community (Cohen, Pathak, 

Ramirez, & Vahia, 2009). Older adults describe an illness course of early loss and life 

disruption, a period of adaptation and skill building, ongoing social isolation issues, and 

symptom improvement over time. Individuals attained greater capacity to manage 

psychosis over the lifespan but were often disappointed with the state of their 

relationships and with life achievements (Shepherd et al., 2012). An evaluation of the 

value of the recovery concept to older adults found that the process of ongoing recovery 

was connected to the extent to which a sense of identity could be maintained. Older 

adults in recovery perceived that they were managing well to the extent that they had a 
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stable sense of self. The participants spoke of struggles with social and vocational roles, 

the impact of physical health issues, and the importance of constructing a coherent 

narrative of illness experiences (Daley, Newton, Slade, Murray, & Banerjee, 2012).  

Social Supports 

     Higher educational achievement, occupational or work roles, and stable relationships 

were associated with better social and functional levels in one large study (N = 926) of 

individuals diagnosed with schizophrenia in outpatient treatment. However, the cross-

sectional study design limits drawing conclusion regarding directionality of effects (Mohr 

et al., 2013). In an effort to explore how clinical (absence or control of symptoms) and 

non-clinical (positive self-identity, social engagement) dimensions of recovery impact 

participation in community activities, it was found that non-clinical recovery was 

significantly related to community activities.  Further, when both psychiatric distress and 

non-clinical recovery were entered into a regression model predicting community 

activities, psychiatric distress became non-significant.  The mediating model suggests 

that while psychiatric distress may be important initially, improved non-clinical recovery 

will account for more community activity. The researchers asserted that the findings 

support integration of symptom management and recovery-focused services (Davis, 

Townley, & Kloos, 2013).   

     One study of individuals with schizophrenia-related diagnoses explored the 

relationship between (a) objective symptom severity and level of functioning, and (b) 

subjective personal recovery including social support and loneliness. No significant 

correlation was found between symptom scores and recovery scores or between 
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functioning and recovery scores. Social support was significantly correlated with 

recovery and quality of life whereas loneliness was negatively correlated with recovery 

and quality of life. The researchers concluded that the study results were consistent with 

literature suggesting that symptomatic recovery is not synonymous with self-assessments 

of being in a state of recovery (Roe, Mashiach-Eizenberg, & Lysaker, 2011). 

     A study of participation in a consumer-run organization focused on the relationship of 

perception of available social support and recovery. The shared experience of having a 

mental illness was the essential element involved in bonding and the development of 

supportive relationships. Everyone shared experiential expertise. The availability of 

volunteer activities and leadership opportunities on entry into such organizations allowed 

individuals to contribute immediately to the community as equals. The study found that 

both socially supportive and leadership participation experiences were related to progress 

with recovery (Brown, Shepherd, Merkle, Wituk, & Meissen, 2008). Such settings have 

been found to be important for rebuilding a disrupted social network and forming 

relationships that are symmetrical in power (Schon, Denhov, & Topor, 2009). 

Sense of Self 

     Individuals who have experienced significant mental distress have been found to have 

a diminished sense of a comprehensible life story and difficulty perceiving the self as 

socially connected and effective (Lysaker et al., 2006). One’s sense of self is tied to one’s 

life story and the meanings generated by it. Developing one’s story involves making 

sense of life events. It is important to note that as we are social creatures, self narratives 

are best constructed not in isolation, but through dialogue in social relationships (Barker, 
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2003; Lencucha, Kinsella, & Sumsion, 2008). When symptoms are not viewed in social 

context, they come to be taken as reflective only of individual psychopathology.  The 

next step can be equation of the individual with the illness (Borg & Davidson, 2008).  An 

illness-dominated identity can emerge from discrimination and stigmatized notions of 

mental illness that result in alienation and social exclusion. It has been found that illness-

dominated identities have been resisted by reaching out for help with constructing 

alternative understandings of mental distress and regaining a sense of self as separate 

from the illness experience. Some have done so through involvement in consumer 

communities that resist medical conceptualizations of mental distress and that promote 

pride and self-determination (Mancini, 2007).  

     Social recovery appears to involve moving from a passive to an active sense of self. 

Aspects of an active sense of self include determination to recover, optimism or hope, 

taking responsibility for the self, and accepting and managing mental distress. Individuals 

in recovery have stated that illness was a transforming experience in which an old self 

was let go and a new more functional self was constructed. Acceptance by friends and 

family and social involvement supported the process (Topor, Kalyanasundaram, Glover, 

& Momenzadah, 2003). Individuals who have meaningful accounts of their life 

experiences have been found to be more socially connected. It may be that life narratives 

form the bases for the ability to form social relationships (Lysaker, Ringer, Maxwell, 

McGuire, & Lecomte, 2010). Individuals have described recovery as a social process that 

was best fueled by the communication of expectations that they could pursue goals and 

make a social contribution. They emphasized the importance of not being viewed through 
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a disability lens and not being told to let go of plans for the future (Mancini, Hardiman, & 

Lawson, 2005).  

      Individuals report that they need a life outside of a treatment identity. Social 

interactions where one is reduced to a disorder function as barriers to recovery. A 

positive sense of self is one that is no longer equated with the illness experience 

(Mancini, Hardiman, & Lawson, 2005). Some have framed the equation of self with 

illness as “psychiatric colonization” (Barker, 2003). One analysis of recovery narratives 

found that reconstructing one’s life involved externalizing the illness experience such that 

psychiatric issues affected, but no longer constituted, the self. Psychiatric problems 

became a fact of life but not the whole or core of one’s life (Ridgway, 2001).  Social 

relationships that support recovery allow individuals to redefine themselves as not just a 

patient but an individual with both needs and abilities. Helpful relationships are reported 

as involving consistent support, opportunities to make a contribution, and freedom for 

decision making. Familial and other enduring relationships can remind the individual of 

life before psychiatric disability and friendships with other individuals in recovery can 

allow for relationships that feature empathy and reciprocity in terms of both receiving 

and providing support (Schon, Denhov, & Topor, 2009; Topor, Borg, Girolamo, & 

Davidson, 2009). Individuals in recovery who have become mental health professionals 

have stressed the difficulty of overcoming stigma, hostile attitudes, and other societal 

barriers to recovery. They do not see that their recovery is primarily a function of how 

disabled they are, but perceive that how they have been and continue to be treated in 

society is a major barrier to recovery (Frese, Knight, & Saks, 2009).   
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Meaning in Life 

     Consumer definitions of recovery focus on processes of personal growth, self-

direction, and development of a meaningful life (Jaeger & Hoff, 2012). That mental 

illness experiences are not wholly negative and can potentially enrich or add meaning to 

someone’s life is a relatively new idea in the literature. One review of available research 

on meaning in life and recovery found that perceiving mental illness experiences as 

meaningful was correlated with hopefulness and a valued sense of self (Stickley & 

Wright, 2011). Individuals report that they needed to explore the impact of the illness 

experience on themselves and their lives (Bradshaw, Armour, & Roseborough, 2007). 

The process of recovery involves development of a purpose beyond psychiatric disability. 

Developing meaning from mental distress involves learning to interpret or reinterpret 

experience and find a way to lead a worthy life. Meaning-making helps make the 

distressing, disorganizing experience intelligible and places it in life context (Or et al., 

2013; Schon, 2009; Ware, Hopper, Tugenberg, Dickey, & Fisher, 2007).  

     The development of life narratives help individuals make meaning out of experience 

(Lysaker, Ringer, Maxwell, McGuire, & Lecomte, 2010). The search for meaning has 

been found to be highly idiosyncratic (Perry, Taylor, & Shaw, 2007). The act of telling 

one’s narrative can facilitate a process in which one integrates disruptive, traumatizing, 

and stigmatizing experiences so that one’s sense of self is broadened rather than limited 

by experience.  Difficulty can be transformed into significant life experiences and the 

sense of self can include the psychiatric disability without being centered or defined by it 

(Onken, Craig, Ridgway, Ralph, & Cook, 2007). The consumer perspective maintains 
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that meaning develops through involvement in work, social relationships, and pursuits of 

goals. Participation in ordinary community arenas such as family and work settings has 

been found to provide a sense of meaning in life to individuals in recovery (Borg & 

Davidson, 2008). Individuals have reported that they derive meaning by exploring their 

illness experiences and the consequences for their lives. The exploration is done by 

expressing their thoughts and the emotional content of their symptoms and related life 

events in treatment, in supportive relationships, and/or through expressive mediums 

(Schon, Denhov, & Topor, 2009).  

     Schon (2009) interviewed men and women in recovery regarding how they found 

meaning and how the meaning-making influenced their recovery. Finding a cause for the 

illness was a core factor and could involve a combination of biological vulnerability, 

early losses and trauma, and relational stress. One study of 60 individuals diagnosed with 

serious mental illness explored the relationship between meaning in life, insight into 

mental illness, and internalized stigma. There was a significant negative correlation 

between internalized stigma and meaning in life. That is, people with higher levels of 

internalized stigma reported having a less meaningful life. Internalized stigma moderated 

the relationship between insight and meaning in life. Those who had moderate to high 

internalized stigma and high insight reported a less meaningful life. Those who had low 

internalized stigma and high insight appeared to be able to develop a sense that their lives 

had meaning. Internalized stigma appeared to hinder an individual from acquiring the 

sense of meaning in life. The researchers concluded that interventions designed to reduce 
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self-stigma could support development of a sense of meaning in life and support the 

recovery process (Or et al., 2013).  

     As currently defined, insight means holding to a clinical illness model. A recovery-

oriented understanding of insight would be inclusive of a wide range of beliefs and 

expectations of mental distress and healing journeys (Schrank, Bird, Rudnick, & Slade, 

2012). Individuals who conceptualize recovery narratives not solely as matters of 

personal agency, but also as social and political concerns, have been found to have strong 

recoveries. Such individuals have emphasized the importance of having meaningful 

relationships, a purpose in life, and being of service to causes greater than the self. 

Helping others was seen to give life meaning (Adame & Knudson, 2007).   

Summary 

     The outcome literature provides evidence that recovery concerns social involvement 

and a sense of connection.  Individuals recover in social context and require meaningful 

activity and occupation of social roles. Recovery concerns an individual seeking 

affiliation and understanding, developing meaning from experiences, and constructing an 

effective self. Individuals need to lead purposeful lives in supportive social arenas.  The 

next section explores social capital and social inclusion.  Attention will be given to the 

community participation literature and the effects of involvement in peer-programming.  

Social Capital and Social Inclusion 

     The term social capital is often used as an umbrella term to include social support, 

community participation, and social inclusion.  It has been described as the “soft 

infrastructure that constitutes community capacity” (Dillard, Dujon, & King, 2009, p.4). 
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Social capital is characterized by community networks, civic identity and engagement, 

norms of cooperation, and trust in the community. It has also been defined as the 

resources and power that are embedded within social networks (Webber et al., 2013; 

Whitley & McKenzie, 2004). There are two main types: bonding and bridging. Bonding 

concerns social networks that feature shared values, mutual trust, and reciprocity.  

Bridging social capital involves connections between different social groups, access to 

public goods and services, and the cognitive component of sense of belonging. Bonding 

social capital could be said to help people get by, while bridging social capital could be 

said to enable people to get ahead or continue to strive towards higher goals. Building 

social capital and increasing social inclusion have become goals of mental health policies 

in some countries, of the World Health Organization (WHO), and of the World Bank. An 

interdisciplinary review of primary studies on social capital and mental health noted that 

social capital is a multi-dimensional construct inclusive of social support, social 

cohesion, and other social determinants of health. There are complex associations 

between social capital and mental health. Mental well-being is related to issues of 

economic and social inequalities involving class, gender, and race. Almedom (2005) 

asserted that given the conceptual ambiguity of mental health, measurable associations 

between social capital and mental health can only be approximate. Others have warned 

against some of the apparent conflating of social capital with recovery (Duff, 2012) and 

advocate for treating social capital as an ecological issue as differentiated from an 

individual matter. Moreover, most studies have relied on aggregated data collected from 
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individuals which may result in missing important dimensions of community life 

(Whitley & McKenzie, 2005).  

     A systematic review of the literature on social capital and mental illness found strong 

evidence of a negative association between bonding social capital and mental illness.  A 

higher level of bonding social capital involving social support and reciprocal 

relationships was associated with lower risk for mental illness. Reviewed studies were 

cross-sectional which limits conclusions regarding direction of effects (De Silva, 

McKenize, Harpham, & Huttly, 2005). A more recent US study’s findings were 

convergent as bonding social capital was significantly associated with mental health.  

Participants found that it was more important to feel that one had access to social 

resources in the event of need than to have frequency of actual contact (Malmberg-

Heimonen, 2009). A national cross-sectional survey in Japan (N = 5,956) found that high 

levels of trust and high levels of community group membership were associated with 

better mental health after adjusting for age, sex, household income, and educational 

attainment (Hamano et al., 2010).   

     Social resources have been identified by individuals diagnosed with mental illness as 

the most important type of resource enabling recovery. Recovery takes place in the 

everyday world of social contacts. Participants in one study described the onset of mental 

illness as a period of significant social disconnection, and social contact as the most 

effective way of addressing the disruption. Social and family connections sustained 

recovery and generated hope for the future. Social connections also helped with access to 

needed material resources (Duff, 2012). 
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     There has been little focus on community development as a means of mental health 

promotion. Starting from an understanding that mental health problems in disadvantaged 

communities occur within a context of social and economic marginalization, a mental 

health promotion program was developed in order to focus on bringing local residents 

together for purposeful action. It was hoped that bringing people together would create an 

opportunity for exploring shared values and developing common understandings of 

conditions and issues. The workers proposed that their framework merited evaluation and 

further development although they did not directly measure mental health symptoms or 

functioning (Rose & Thompson, 2012). 

     Social engagement appears to be a factor in the building of social capital. However, 

discrimination has been seen to restrict access of individuals with mental illness to social 

networks and capital. One large (N = 1016) study of mental health service users in 

England found that the majority reported experiencing discrimination and that they had 

lower access to social capital resources compared to the general population. The 

researchers stated that longitudinal studies were needed to establish directionality of 

effects (Webber et al., 2013). The most frequent experiences of stigma have been 

reported not from strangers but from family and friends. Individuals have reported that 

feeling misunderstood or defined by mental illness can lead to social retreat (Bromley et 

al., 2013). Some who have reviewed the literature on stigma and social exclusion of 

individuals with mental illness have concluded that if an individual has a social role that 

is understandable to others, he or she is more likely to be perceived as an acceptable 

member of society.  It therefore becomes incumbent on society to support role occupation 
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of those with mental health challenges (Baumann, 2007). There are currently no validated 

screening instruments for measurement of social capital. As mental illnesses often result 

from a culmination of injuries over a lifespan, longitudinal studies are particularly 

indicated (Whitley & McKenzie, 2005).        

Social Inclusion/Exclusion 

     The intersection of mental illness, social stigma discrimination, and poverty create 

significant barriers to social inclusion (Bradshaw, Armour, & Roseborough, 2007). The 

World Psychiatric Association maintains that stigma and social exclusion are greater 

barriers to good quality of life for mental health consumers than the illnesses themselves 

(WPA, 2012). Similarly, Western governmental systems officially maintain that stigma 

and discrimination form the greatest barriers to social inclusion and recovery for 

individuals with mental health problems and histories (Barnes, 2011; New Freedom 

Commission on Mental Health, 2003). Social inclusion is a stated goal of mental health 

policy and services in the United States. It involves the engagement of individuals with 

psychiatric disabilities in social interactions in normative settings and equal access to 

opportunities offered to other members of society (Wong, Sands, & Solomon, 2010). 

Social inclusion involves many life domains including community participation, social 

networks, access to education and employment, and stable housing. While there is no 

commonly agreed-on definition of the term, social inclusion has both objective and 

subjective elements. The objective element concerns the extent to which an individual 

participates in various life domains and may be measured by counting time spent 

involved in community activities and the number of available social contacts. The 
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subjective element concerns the individual’s preferences regarding community 

participation and social networks as well as his or her sense of inclusion (Coombs, 

Nicholas, & Pirkis, 2013).  

     Social inclusion has been seen as relational and context-dependent.  It involves 

material and social inequalities, relative deprivations, and subjective experiences. The 

concept has origins in French Republican thinking of the 1970s which framed the issue as 

one in which there had been a breach of social justice. Disconnection from mainstream 

society went beyond poverty and included non-participation in politics, poor health, and 

geographic isolation. Social exclusion is a broad understanding of deprivation that 

involves loss of roles and meaningful relationships and discrimination that can both 

precede and accompany mental illness. A widely cited definition of social inclusion for 

individuals with mental health challenges concerns improved rights of access to the social 

and economic world, new opportunities, recovery of status and life meaning, and reduced 

impact of disability. Becoming socially included involves being able to fulfill social roles 

centering on employment, voting, and social activities (Wright & Stickley, 2012). The 

theoretical work on mental illness and social class features two main hypotheses: the drift 

hypothesis and the stress hypothesis. The drift hypothesis maintains that the onset of 

mental disorders leads to social disadvantage including reduction in social role 

occupation, and the stress hypothesis maintains that living in disadvantaged areas 

produces or amplifies mental distress. It may be that both hypotheses operate to varying 

degrees (Gould, 2006).  
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Citizenship 

     Citizenship is a key concept within the notion of social inclusion and is defined as 

collective rights and responsibilities. Some have asserted that voting may be the real 

measure of how well individuals have integrated into society. The social role of voter 

may be a point from which to challenge stereotypical images of the deviant and 

dangerous mentally ill (Nash, 2002). A study of political engagement found that voting 

was seen as a powerful symbol of overcoming historical and contemporary 

discrimination. Helping one another to vote and engage in other political activities was 

viewed as building solidarity and community (Bergstresser, Brown, & Colesante, 2013). 

     Social inclusion theorists regard elements of social inclusion as being both causes and 

consequences of mental illness (Nash, 2002). One conceptual and methodological review 

of social exclusion and mental health found arguments that much of the apparent social 

impairment of those with mental health challenges was a function of societal responses. 

Therefore, social inclusion could only be achieved through social change (Morgan, 

Burns, Fitzpatrick, Pinfold, & Priebe, 2007).   

     While assessment of social inclusion outcomes is called for by different stakeholder 

groups, a lack of conceptual clarity poses a problem for measurement. At present, quality 

of life is the most frequently used concept in social outcomes in the psychiatric literature. 

Existing scales tend to capture mental illness symptoms and physical health indicators. 

Labeling these matters as quality of life has been questioned (Priebe, 2007). Social 

exclusion is associated with detachment of individuals and groups from the mainstream 

of society and is characterized by multiple deprivations such as restriction of rights, 
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discrimination, and lack of material resources. It involves a multidimensional and 

relational process that encompasses both economic and non-economic domains of well-

being. Given the complexity of the construct, social exclusion may warrant multiple 

indicators as opposed to a single index or scale (Zelenev, 2011).  

     A systematic review of the peer-reviewed literature on social inclusion and mental 

health found that social inclusion involved capacity to fulfill social roles such as 

employment, voting, and social activity (Wright & Stickley, 2012). A social work 

literature review (Farone, 2006) emphasized that the population of individuals with 

mental health diagnoses was at high risk for high stress levels and for low levels of access 

to social coping resources. The social inclusion argument was explored as concerning 

exclusionary processes resulting from the social construction of position, roles, and 

statuses. Her review of empirical studies found that individuals required skills to cope 

with stigma and symptoms, and benefited greatly from developing an active sense of self 

that was separate from debilitating symptoms.  Individuals stressed the need to self-

direct, engage in normal activities, and develop meaningful social relationships.  

Social Sustainability 

     Social sustainability concerns policies and institutions that effect integration of diverse 

groups and cultural practices in a just and equitable fashion. Principles include human 

well-being, equity, and civil involvement (Dillard, Dujon, & King, 2009). The social 

sustainability concept is used to describe a collective understanding of the need to 

develop and maintain communities that allow individuals to thrive through equal access 

to opportunities for development. The principles of social sustainability include equity of 
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access to resources and key services, equity between generations, diversity, 

interconnectedness, democracy and shared governance, and quality of life. Valuing 

diversity as a principle of social sustainability refers to a community’s preparedness to 

seek diversity and value difference rather than homogeneity. Placing value on diversity 

leads to challenging assumptions about population groups and can build the social 

imagination about what is possible (Hammond & Churchman, 2007).  

     Disability issues are rarely addressed in the academic social sustainability literature. 

What does exist focuses on equity to access to key services such as transportation and 

recreation (Wolbring & Rybchinski, 2013).  However, in social sustainability, mental 

health is viewed as a social indicator and as foundational to social well-being. As such, 

its cultivation requires community as well as individual level interventions. Lack of 

equity is seen as a key barrier to mental health. Mental health develops in social 

environments that are shaped by distributions of power and resources. Positive mental 

health is supported by positive social institutions that increase social connection through 

access to material needs, valued social roles, and political voice (Lindahl, Balajee, & 

Wiggins, 2013).   

     Sustainability in mental health is being conceived of as involving recovery capital. 

The conceptual framework of recovery capital concerns those elements that are important 

in enabling an individual to attain and reclaim both personal efficacy and social 

capability. Internal and external resources can interlock to make progress with recovery. 

The resources that enable recovery include supportive relationships that involve some 

degree of reciprocity such that the recovering individual can make a contribution and be 
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valued, social networks, economic means, a positive self-concept, and coping skills (Tew, 

2012). Related to the value social sustainability frameworks place on diversity, there is a 

developing discourse on madness that concerns mental diversity (Wolframe, 2013). 

Celebration of mad culture involves the reclamation of terms such a “mad” and “lunacy” 

and regards madness as a culturally meaningful and active minority identity.  The 

experiences of people who have experienced madness are regarded as having the 

potential to inform the broader society (Schrader, Jones, & Shattell, 2013).  

Positive Psychology and Recovery 

     Positive psychology has been defined as the science of what is needed for a good life 

(Slade, 2010). Similar to the recovery movement’s shift of focus from symptom reduction 

to attainment of a life of meaning and purpose, the focus of positive psychology is on 

personal fulfillment and well-being, not illness or pathology (Moran & Nemec, 2013). 

The goals of the recovery movement that concern people re-engaging in life on the basis 

of their own goals and strengths and reclaiming valued identity and valued social roles 

appear congruent with the goals of positive psychology (Schrank, Browne, Tylee, & 

Salde, 2014). The discipline studies sources of human strength and the elements needed 

for leading a high-quality life (Resnick & Rosenheck, 2006). The founder of positive 

psychology, Martin Seligman, asserted that existing theories were powerful for predicting 

failure and despair but inadequate for explaining hope, compassion, and other qualities 

that make life worth living. He drew his theory from studies of the protective effect of 

social support on psychological disorders and distress (Gillham & Seligman, 1999). In 

addition to attention to subjective experiences of the individual with contentment, hope, 
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and capacity, positive psychology examines societal institutions that support active 

citizenship and involvement in vocational pursuits (Seligman & Csikszentmihalyi, 2000). 

Positive psychologists have asserted that while difficulties should not be denied, sole 

attention to disorder leads to an incomplete view of the human condition.  Problems may 

co-exist with assets and strengths. The perspective maintains that even if problems cannot 

be resolved, there are many routes to a good life (Peterson, 2009). In this respect, positive 

psychology is aligned with the social model of disability which views disability as a 

growth experience and the developing madness theory base which includes a focus on 

posttraumatic growth by those who experience psychosis (Dunkley & Bates, 2015; 

Livneh & Martz, 2015).  

     In order to infuse positive psychology into current models of mental health treatment, 

it would be necessary to include strengths and positive traits in the study of mental health 

issues, assess the extent of positive factors in the environment, resources, and 

opportunities, and measure subjective well-being and increases in positive coping in 

addition to reduction of symptoms and negative behavior (Lampropoulos, 2001; Slade, 

2010). Research could benefit from using positive psychology indicators to examine 

recovery factors that may be independent of symptom reduction (Moran & Nemac, 

2013).  Positive mental health and mental illness may be complementary dimensions, not 

merely opposites.  A longitudinal panel study with a large adult sample (N = 1932) 

measured both psychopathological symptoms and positive mental health at four points 

over nine months found that changes in psychopathology were predictive for levels of 

positive mental health and vice versa. The presence of psychopathology appeared to be a 
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risk factor for low well-being and those with low well-being appeared to be at risk to 

develop psychopathological symptoms (Lamers, Westerhof, Glas, & Bohlmeijer, 2015).  

A study that compared levels of happiness reported by individuals diagnosed with 

schizophrenia with those reported by healthy controls found that while the schizophrenia 

group reported lower happiness, the overall pattern of happiness correlations was very 

similar in the two groups. Happiness was associated with lower perceived stress, higher 

resilience and optimism, and higher personal mastery, but not with age, education, 

physical health, cognitive functioning, or, among the schizophrenia group, duration of 

illness or positive or negative symptoms. Additionally, 37% of individuals with 

schizophrenia scored in the high range on the happiness measure used (Palmer, Martin, 

Depp, Glorioso, & Jeste, 2014). However, individuals who experience persecutory 

delusions have been found to report well-being scores that are significantly lower than 

those of health controls (Freeman et al., 2014). Such findings support continued 

investigation of the role of positive emotions and recovery from mental health challenges. 

     A number of techniques have been developed to encourage people to identify and 

further develop positive emotions, experiences, and character traits. A meta-analysis of 

39 studies found that positive psychology interventions significantly enhanced subjective 

and psychological well-being and reduced depressive symptoms (Bolier et al., 2013). A 

positive psychotherapy group for individuals with schizophrenia was found to result in 

increased hope and well-being and decreased paranoid, psychotic, and depressive 

symptoms at post-treatment and at three-month follow-up (Meyer, Johnson, Parks, 

Iwanski, & Penn, 2012). A qualitative study of another 11-week group positive 
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psychology intervention for psychosis found that participants reported that it was helpful 

to focus on positive things rather than ruminating on the negative and that identifying and 

developing strengths helped with overcoming obstacles and made them feel more able to 

cope with symptoms (Brownell, Schrank, Jakaite, Larkin, & Slade, 2014). A loving 

kindness meditation designed to increase feelings of warmth and caring for self and 

others delivered to individuals with schizophrenia was found to lead to large 

improvements in frequency and intensity of positive emotions and large decreases in 

negative symptoms at post-treatment and three-month follow-up (Johnson et al., 2011).  

Peer Programs 

      Community involvement for individuals who are in early recovery from mental 

illness involves a number of experiences. Communities are defined as places where they 

can receive help, have the opportunity to identify with others in a social group, and 

secure shelter from stigma and discrimination.  Individuals in recovery have been known 

to describe individuals in their support community as members of their family. 

Involvement with peers in community provided opportunities to both give and receive 

support and was a means of valuing illness experiences by using them to help others. The 

reciprocity of the relationships was highly valued in and of itself. Peer relationships 

appeared to facilitate involvement in the mainstream community (Bromley et al., 2013; 

Wong, Sands, & Solomon, 2010).   

     Peer support programs involve the employment of individuals with lived experience 

for provision of experience-based services. A central intention of the peer support role is 

to model recovery and thereby communicate hope that recovery is possible.  Employment 
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of individuals in recovery communicates that the experience-based knowledge possessed 

by the service user is valuable (Smith-Merry, Freeman, & Sturdy, 2011). Individuals are 

recognized as more than the illness and there is no pressure to become symptom-free 

before participating in the peer community (Farone, 2006). Peers provide individuals 

with both acceptance and advice about how to reach recovery goals and offer a road map 

for recovery journeys. In contrast to treatment relationships in which they only receive 

support, peer support programs and communities feature relationships in which they both 

give and receive. Consumers identify this aspect of relationship as key to the benefit they 

receive from involvement in peer programs. Being able to help others promotes a sense 

of purpose and well-being (Borg & Davidson, 2008; Lencucha, Kinsella, & Sumsion, 

2008).  Individuals gain a sense that they can be something more than a patient, can 

engage in activities they did not think were possible, and can access opportunities to 

develop further as a person (Bradshaw, Armour, & Roseborough, 2007; Mancini, 

Hardiman, & Lawson, 2005). Making use of their experiences through helping others has 

been described as a key turning point in recovery by some individuals involved in peer 

programs and as a means of sustaining one’s recovery (Mancini, 2007; Onken, Craig, 

Ridgway, Ralph, & Cook, 2007). 

     The elements of peer-run programming that have been found to be effective include 

sharing of experiential knowledge, availability of role models of recovery and healing, 

and social support and valued organizational roles.  Such programs have been found to 

increase self-perceptions of empowerment (Rogers et al., 2007). Conceptually, 

empowerment is a process by which individuals who have lesser power in a society gain 
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control over their lives and the ability to influence their lives (Swarbrick, 2009). 

Empowerment is a relatively new recovery concept in the literature (Resnick, Rosenheck, 

& Lehman, 2004) and is the conceptual opposite of self-stigma (Rusch et al., 2014). 

Some have described stigma as the “social embodiment of disempowerment” (Bradshaw, 

Armour, & Roseborough, 2007, p.28) while others have described recovery as a 

manifestation of empowerment (Onken, Craig, Ridgway, Ralph, & Cook, 2007). Despite 

its recent arrival in the peer-reviewed literature, empowerment has been identified as a 

key theme in subjective accounts of recovery by consumers (Pitt, Kilbride, Nothard, 

Welford, & Morrison, 2007). Elements of empowerment include decision-making power, 

access to information and resources, hope, emotional regulation and communication 

skills, the unlearning of social conditioning regarding chronic illness, self-efficacy, and a 

positive self-concept (Cohen, 2005). Peer support programs are known for broadening the 

concept of recovery from a personal endeavor to a relational and political one (Adame & 

Knudson, 2007).  

Community Participation      

     Individuals diagnosed with psychotic illnesses are known to experience greater social 

exclusion than individuals with other mental illnesses. A survey of individuals diagnosed 

with schizophrenia or schizoaffective disorder found that in addition to statistically 

significant reductions in social integration and productivity after the onset of illness, 

barriers to involvement cited by participants more often concerned self-confidence and 

self-esteem than direct discrimination or pragmatic access issues. The researchers 

concluded that findings indicated the need for interventions to address self-stigma 
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(Killaspy et al., 2013). Young adults with psychiatric disabilities may lead confined lives 

and have few opportunities to meet friends and participate in communities. This may 

complicate the process of individual development towards adulthood. One study explored 

where young people with psychiatric disabilities spent their time and what relationships 

were associated with different places. Having access to many places in different social 

arenas provide opportunities to establish a range of social relationships. The range of 

social relationships allowed for individuals to exercise independence and autonomy, 

become part of communities, and develop a sense of belonging. Involvement in social 

relationships promoted adult development (Olin, Nordstrom, & Hijk, 2011). Both 

emerging and mature adults with mental illness have been found to have stronger 

meaning of life, quality of life, and recovery outcomes with greater community 

participation. The impact of participation is the same for both groups. Such study results 

support the development of policy that directly promotes social inclusion (Kaplan, Salzer, 

& Brusilovskiy, 2012).  

     The concept of social inclusion has been criticized as being so focused on where 

individuals are physically located that it fails to capture the social dimensions of a sense 

of connection.    Social inclusion is becoming defined as not only concerning access to 

housing, education, and employment but also as involving a sense of belonging and a 

sense of self beyond disability. What it means to be socially included is subjective, 

relative, and fluid as opposed to a fixed state of being (Le Boutillier & Croucher, 2010). 

Those who are members of community groups besides mental health treatment and 

support communities report improved self-concept and greater sense of social inclusion 
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(Wong, Sands, & Solomon, 2010). Such community involvement helps individuals feel 

that they are leading normal lives while contending with disability issues (Bradshaw, 

Armour, & Roseborough, 2007). 

     One qualitative study of individuals who had recovered from psychiatric disability 

aimed to develop a new definition of social integration. Social integration was defined as 

a process that unfolded over time through which those who had been psychiatrically 

disabled developed and exercised capacities for connectedness and citizenship.  

Connectedness involved reciprocal interpersonal relationships and citizenship referred to 

the rights and responsibilities shared by members of a democratic society. Connectedness 

and citizenship involved not only emotional aspects but access to social and material 

resources as well. Implied in the definition is the possibility for growth and development 

rather than just stabilization in a community (Ware, Hopper, Tugenberg, Dickey, & 

Fisher, 2007).  Individuals in recovery have reported that they experience contingencies 

on their citizenship. When others are aware of their diagnoses, they are often excluded 

due to being viewed as lacking competency and/or intelligence. They report that others 

appear to regard them as feared outsiders. The ongoing rejection and exclusion are 

reported as taking a toll on mental health and leaving individuals feeling exhausted. In 

order to be included as citizens, many hide their diagnoses even though doing so can 

result in emotional conflict and feelings of self-betrayal (Hamer, Finlayson, & Warren, 

2013).    

     By synthesizing themes that emerged from the research on recovery, Mezzina, 

Davidson, Borg, Marin, Topor, and Sells (2006) posited a framework or map of recovery 
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as an ongoing social process. Components of recovery included personal, interpersonal, 

and social domains, a sense of belonging, and material resources. The personal domain 

involved regaining a sense of control and exercising self-direction. Creating new habits 

and routines that allowed an individual to engage in normal activity was also part of this 

domain.  Barriers included symptoms that were difficult to manage and both internal and 

external stigma. Recovery involved making sense of past experiences, redefining the self 

as having an identity beyond that of a mental patient, and exercising one’s rights as a 

citizen.  Essential elements included hope, a sense of purpose, and social interactions that 

enabled an individual to recognize capacities and strengths. Relationships could facilitate 

recovery through qualities of presence, consistency, and support. Community areas could 

support recovery through providing welcoming environments in which individuals could 

engage in activity they found personally relevant and meaningful.  Social participation 

created a sense of commonality and belonging and enabled recovery by allowing 

individuals the opportunity to have a social identity.  Material resources allowed access to 

meaningful activities that could help individuals break away from the illness experience. 

Work and volunteer opportunities provided material resources and a sense of 

accomplishment. The reconstruction of a sense of self took place in social contexts. They 

concluded that services needed to pay more attention to issues of social inclusion and 

civil rights and asserted that recovery is not a precondition of citizenship, but citizenship 

is a precondition for recovery.  

     People and their well-being cannot be separated from the social environment. One 

review of the literature on the impact of place on recovery emphasized that identity is 
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associated with group membership formed within a place and around activity.  Places 

regarded as “normal” are associated with positive identity and recovery. Place, activity, 

and identity elements can combine to support a sense of self distinct from an illness 

identity (Yates, Holmes, & Priest, 2011). Social work concerns the individual in the 

environment and its tradition of anti-discriminatory practice is consistent with a focus on 

social inclusion.  Such a focus can be seen as an opportunity to assert the relevancy of 

mental health social work and pursue a social justice agenda (Gould, 2006). Social 

inclusion is both an individual experience and a political issue (Topor, Borg, Girolamo, & 

Davidson, 2009).  

Summary 

     The literature reviewed in this section demonstrated that recovery is not just an 

individual phenomenon.  Social resources and barriers to social inclusion such as 

discrimination act to either enable individuals or deprive them of their rights and 

responsibilities. The emerging concept of recovery capital places emphasis on the 

elements needed to attain personal efficacy and social capability.  Peer-delivered services 

have been found to be one means of developing recovery capital. Involvement in peer 

services builds relationships that feature trust, authenticity, and reciprocity.  Lived 

experience is valued as meaningful and individuals gain a sense of empowerment such 

that they can pursue their goals. The next section will explore the importance of 

consumer-involvement in research. 
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Involvement of Individuals with Lived Experience in Research 

     The mad theoretical perspective and the recovery paradigm call for the involvement 

of individuals with lived experience in advocacy, services, and research. Development of 

all areas of the mental health field must be directed by individuals who have firsthand 

experiences of the phenomena in question. An understanding of mental distress and 

recovery will only be possible through involvement of those with lived knowledge. This 

section reviews literature on consumer involvement in research including the views of 

individuals with lived experience of recovery. Benefits, barriers, and risks of consumer 

involvement are reviewed. Issues addressed include the complexity of experience, 

standpoint, identity, the effect of power differentials, and the importance of relationship 

building and reflexive practice. Consistent with the disability and mad theory base, the 

consumer writers locate difficulties in the context of social oppression.  

          Research approaches differ in terms of greater or lesser distance and/or power 

shared between researchers and the participants. Emancipatory research involves 

changing and equalizing relationships between the researcher and participants and 

developing knowledge collectively (Telford & Faulkner, 2004). The emancipatory 

research paradigm developed primarily in the disability field. However, emancipatory 

research and user-controlled research differ. While emancipatory research emphasizes 

equalization of research relationships, the focus of user-controlled research is on 

consumer ownership of all aspects of research including how it originates, who makes the 

decisions and conducts the research, how findings are disseminated, and what actions are 

taken based on findings. (Phillips, 2006). Some have termed research on mental health 
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issues that is not determined by consumers themselves as one form of colonization of the 

consumer experience (Barker, 2003).  

     Beresford (2013) is a social work researcher with lived experience of recovery. He 

writes that what distinguishes the research approach of individuals with lived experience 

from more traditional approaches is the value placed on experiential knowledge.  

Experiential knowledge has long been devalued in the dominant quantitative paradigm 

which maintains that subjectivity compromises the credibility of findings.  Involvement 

of individuals with lived experience of issues becomes framed as a threat to the 

legitimacy of research findings. Exclusion of such individuals from research is an 

“othering” process that results in further marginalization. Psychiatric disability 

approaches view research as inherently political rather than as neutral, objective activity. 

Research becomes focused on the improvement of the welfare of individuals rather than 

on simple generation of knowledge. Investigation of questions consumers themselves 

have and building their own knowledge are the primary concerns of consumer-directed 

research.  These concerns are valued as consumers can inform themselves and build 

power based on knowledge.  The central purpose of research becomes supporting the 

empowerment of the consumer and effecting social change.    

     Consumer involvement in mental health research has been framed as both a right and 

as a means to increase the relevancy and integrity of research (Happell & Roper, 2007). 

The central argument for consumers’ involvement in research is that their absence can 

lead to continued oppression through a reinterpretation of their lived experience (Phillis, 

2006). Personal stories continue to be viewed as a powerful means to develop and 
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validate key ideas and practices. The emerging literature emphasizes the importance of 

approaching people as individuals with unique journeys that hold much meaning (Ramon, 

Healy, & Renouf, 2007). Involving consumers in research has become more of a practice 

standard and is included in institutional and governmental policies. Policy in the United 

Kingdom requires consumer involvement for much of public research funding and for 

governance bodies (Patterson, Trite, & Weaver, 2014). However, a systematic review of 

both the peer reviewed and grey literature on consumer engagement in research 

concluded that the extent to which existing approaches actually ensured inclusion and 

whether there were consistent benefits to doing so remained unclear due to a lack of 

standard framework or language (Shippee et al., 2013). However, there is evidence that 

research conducted with consumer involvement is significantly associated with 

successful participant recruitment.  The specific mechanisms have not been identified 

(Ennis & Wykes, 2013).  

     Consumer involvement in research ranges from participation at the advisory level, to 

consultation and collaboration, and finally to consumer-led projects in which research is 

initiated and fully directed by individuals with lived experience (Happell & Roper, 2007).  

Arguments for the inclusion of consumers in research include an ethical or moral 

argument, efficacy or quality enhancement, and assertions that participation in research 

has a positive impact on those involved. Involvement of consumers in pursuits that 

directly concern them is an ethical or moral issue. Inclusion is a matter of social justice. 

Further, involvement of consumers on research teams is argued to improve research 

quality by enhancing relevancy, methodological sensitivity, data collection, and validity 
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of the findings. Consumers have reported positive feelings, skill development, and 

increased hope from participation in research (Hancock, Bundy, Tansett, & McMahon, 

2012). Barriers to consumer inclusion include the pace of the work, funding and 

manuscript deadlines, organizational policy, lack of training for researchers, and lack of 

ability to be responsive to consumer mental health needs.  Therefore, even highly 

motivated researchers may face significant structural and knowledge barriers to 

collaboration with consumers (Staley, Kabir, & Szmukler, 2012). Consumer-led or 

controlled mental health research remains rare in the peer-reviewed literature.  More such 

research can be found in the alternative or grey literature (Telford & Faulkner, 2004).  

     Some critical stances on consumer involvement in research acknowledge that while 

the manifest intention of participatory research approaches is to investigate reality in 

order to transform it, there is the potential that such approaches will be used in the 

maintenance of the status quo.  Carey (2011) reviews how policy that requires consumer 

involvement in research does not address power differentials inherent in research roles 

and can lead to tokenism. Consumers involved in research may not be representative of 

other subgroups. Those who do become involved may be from groups that are valued 

more highly in society. Research itself holds limited power in effecting structural change. 

Certain research approaches may raise consciousness while not offering solutions. In the 

end, disempowered individuals may become more active in their subordination.  

     One exploration of how consumers involved as co-researchers experienced and valued 

their participation had a number of findings. The co-researchers held that one of their 

important functions was to examine the relevance and practicality of research topics and 
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projects. Another responsibility they assumed was to widely communicate findings to 

people outside the research field who might benefit from the knowledge. They felt they 

could raise the quality of research by slowing the pace in order to take time to explore the 

potential implications of the direction research was taking. They viewed their task as one 

of building bridges between researcher and participant in order to improve 

communication. Researchers were asked to clarify their thought processes and intentions. 

The co-researchers reported that they felt empowered through engagement in the main 

project due to sharing their lived experience of distress and recovery (Moltu, Stefansen, 

Svisdahl, & Veseth, 2013). 

     Researchers who identify as consumers can facilitate the involvement of lay 

consumers in the research process. They can highly value a range of consumer 

perspectives in framing relevant research questions and in designing acceptable research 

designs and protocols. Academics who are willing to openly identify as consumers can 

contribute to the reduction of stigma. However, consumer-identified researchers may 

offer primarily a mainstream or middle-class perspective and their stances on issues may 

be overly influenced by the dominant academic culture. Further, consumer researchers 

may be devalued by non-consumer researchers due to their experiences with mental 

distress while at the same time being viewed with suspicion and as no longer true 

consumers by individuals with lived experience who are outside academia (Griffiths, 

Jorm, & Christensen, 2003). A survey of individuals with lived experience employed as 

researchers in the United Kingdom found that the majority believed that consumer 

involvement in research was necessary for building evidence for service intervention, 
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improving the relevancy of mental health research, and empowering consumers. Survey 

participants expressed that involvement in mental health research had provided a sense of 

purpose and belonging, gave meaning to their illness-related experiences, and enhanced 

their self-respect.  However, they also reported challenges due to being involved in a 

research field that included the devaluing of their lived experiences and related expertise.  

Further, they reported discrimination and exclusion from supports provided by consumers 

due to beliefs that someone could not be a member of both the academic and consumer 

communities (Patterson, Trite, & Weaver, 2014).  Some academics have critiqued 

consumer involved research as lacking objectivity and rigor. The ability of consumers to 

conduct research has been challenged based simply on their psychiatric diagnoses 

(Happell & Roper, 2007). Some maintain that there is an inherent contradiction between 

being a researcher and having a mental health diagnosis as the former implies rationality 

while the latter implies irrationality (Telford & Faulkner, 2004).  

     Researchers can never be fully removed from an investigation process that involves 

complexities of identity, social standing, and power. Knowledge is co-constructed. What 

becomes important in knowledge created among groups of individuals is what is shared. 

The process of bringing contrasting perspectives together leads to an emphasis on how 

parties relate to one another. Developing new ways of thinking about something allows 

for conversations about commonalities as well as differences. Such conversations can 

help disrupt the binary of us/them or the mentally healthy and the insane (Frankham & 

Tracy, 2012). One review of the academic and grey literature found little exploration of 

non-consumer researchers’ experiences of working on projects with consumer 
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researchers. Further, the review noted that the fact that individuals involved in research 

may occupy more than one role has received minimal recognition. As power differentials 

are situated between group identities, those who claim more than one role or identity may 

challenge the distribution of power and thereby produce resistance in the academic 

system. Due to the challenging experience of holding multiple roles, some may 

understandably choose to keep personal and professional identities separate (Kara, 2013). 

There exists almost no empirical research that has assessed the level of challenges faced 

by researchers with psychiatric disabilities (Jones & Brown, 2013).  

     An exploration of consumer involvement as advisors in a study found that it was 

important to take time in the course of research to build trusting relationships and 

commitment to the project. Taking time to explore the work and its potential impact also 

led to mutual learning for the consumers and the researchers. Consumer contributions 

increased the accessibility of research materials and enhanced the dissemination of 

findings. Recommendations included involving consumers in all stages of research. The 

study supported exploration of the subjectivity of all parties and the importance of 

reflecting on experience (Barber, Beresford, Boote, Cooper, & Faulkner, 2011).  

Reflexive Practice 

     Reflexivity has been described as involving complex relationships between how we 

know, what we know, and who we are. It requires that investigators have multiple levels 

of awareness including of those factors that influence our internal and external reactions 

as well as our relationships. Such awareness allows us to appreciate how we co-create 

meaning. Reflexive knowledge involves not only knowledge about issues at hand but 
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awareness of how the knowledge was acquired (Etherington, 2004). Reflexive practice 

also requires self-awareness. To be in relationship with another necessitates that one be in 

relationship with one’s self. Being in relationship with one’s self in turn involves the 

ability to be aware and tolerate thoughts and emotions as well as the ability to share one’s 

genuine self with others. Relational work requires openness about one’s vulnerabilities 

and limitations (Wang, 2012). 

     Reflexive practice can be used to recognize one’s subjectivity as attached to such 

identities as gender, race, and sexuality.  Such practice helps one to recognize and 

respond to differences in amount and kind of social power. Power relations can shift as 

individuals move in and out of various subjectivities. The relation can widen or narrow 

depending on the amount and kind of power operating at any one time and place. Instead 

of trying to eliminate subjectivity, reflexive practice can help with valuing and exploring 

subjectivity for how it shapes the interpretive and knowledge-building processes. 

Researchers who draw on transformative approaches such as feminism and disability 

theory recommend recording thoughts, ideas, and emotions that arise during the work.  

However, it is important to keep in mind that engaging in reflexive practice does not 

directly change power dynamics (Daley, 2010).  

      The consumer movement and consumer researchers advocate valuing the consumer 

voice as authoritative and building a knowledge base from people’s subjective 

experiences. However, consumer researcher Adame (2012) has explored how her 

experiences and views made it difficult for her to hear the narrative of an individual who 

had had similar experiences but derived different meaning and dissimilar personal and 
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professional identities. Her own thought processes and identity interfered with her 

understanding of how another consumer defined herself differently in relation to similar 

experiences. She concludes that it is important to learn how to tolerate ambiguity and 

complexity when exploring complicated issues.  

Complexity of Experience and Identity 

     The heterogeneity of psychiatric disability experiences and intersecting ethnic/racial, 

religious, sexual, gender, class, and physical disability identities complicate consumer 

involvement in research. Impairments and symptom experiences carry differential 

interpersonal consequences. Further, the participation of persons of color in U.S. 

consumer research is quite low (Jones & Kelly, 2014). Grounded in the social model of 

disability theory, Brown and Boardman (2011) who live with disabilities explored how 

the disability category involves a diversity of other identities and subjectivities.  Multiple 

subjectivities are possible during interactions and identities can shift and be ambiguous. 

The personal identities of researchers influence power dynamics and can have profound 

impacts on the research process. Disability can be a marker of shared identity and can 

help bridge the distance between researcher and participant. Further, not only participants 

but researchers with devalued identities can experience vulnerability and even 

exploitation during the research process. Relationships of power can be played out 

through identity categories that contain relative social power.  Power serves to privilege 

some positions while marginalizing others which makes for complicated relations 

between disabled researcher and research participant. It can be difficult to determine what 

identities will be prioritized in a research context.  
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     There is little in the literature on participant views of consumer-led research. One 

study explored how consumers experienced being interviewed by other consumers 

trained in conducting research. The study framed consumer involvement in mental health 

research as an emancipatory approach and as one avenue for amplifying the voice of a 

socially vulnerable group. Participants reported that being interviewed by another 

consumer involved a sense of equality or mutuality as both parties had had similar 

experiences with distress and social exclusion. There was a sense of comradeship and a 

perception that engagement in such research was supportive of the recovery of 

individuals in the roles of both participant and researcher. However, some participants 

reported that they did not trust other consumers based on past negative experiences with 

individuals who were highly distressed and had behaved in odd ways. Some reported 

feeling overwhelmed or dominated by the researcher’s feelings, opinions, and narratives. 

Others did not want to share their experiences for fear of causing some sort of harm to the 

researcher. The authors concluded that findings pointed to an imbalance of power in 

some of the dyads and the existence of potential threats to validity of consumer-generated 

research (Bengtsson-Tops & Svensson, 2010). The intriguing findings call for more 

investigation of this understudied area and the strengths and weaknesses of this approach 

to research.  

Summary  

     Consumer involvement in research is a developing practice and is mandated in some 

policies and organizations. There exists theoretical support for the practice as well as 

significant practitioner and structural barriers to implementation. Further, empirical 
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support is limited.  Consumer involvement in research highlights both the sensitive nature 

of interpretation of experience and the need to manage power issues. The matter is further 

complicated by the diversity of experiences, subjectivities, and identities within the 

population of individuals with psychiatric disabilities.  

     Sharing experiences and providing testimony have been central to the history of 

organizing for resistance and change by individuals with lived experience of psychiatric 

disability. The consumer movement has long valued the potential of our narratives to 

challenge power if used collectively as political knowledge (Costa et al., 2012).  In 

keeping with the tradition, consumer- directed research places value on experiential 

knowledge and certainly concerns generation of knowledge.  The emphasis is placed on 

using knowledge as a basis for building voice and power. Research can be viewed as a 

political act. Claiming ownership of knowledge and discourse is a means by which to 

challenge the overarching narrative of the individual with lived experience of mental 

health challenges as lacking the ability to control his or her life and to exercise full 

citizenship. The value of consumer participation in research can be seen as the potential 

empowerment of a marginalized population through determination of knowledge and 

how that knowledge frames identity (Phillips, 2006). Recovery research and knowledge 

building provide a challenge to the traditional boundary set between the rational and 

irrational and the individual with lived experience of madness as a reasoning actor.  The 

involvement of individuals with lived experience in research is an inherently radical 

effort (Topor, Borg, Girolamo, & Davidson, 2009). The degree to which individuals with 

lived experience appear to have been involved in the development of recovery measures 
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will be noted in the next section that reviews a selection of representative measurement 

instruments currently in wide use.   

Review of Measurement Instruments 

     There is no gold standard by which to evaluate definitions of recovery and there is no 

consensus on which measures should be used to assess the different parameters of 

recovery (Jaeger & Hoff, 2012).  However, from the beginning of the 

consumer/survivor/ex-patient movement, individuals with lived experience of recovery 

have asserted that their views should guide the development of instruments used to 

evaluate interventions and measure outcomes (Tomes, 2006). In accordance, social 

dimensions in addition to psychological, symptomatic, and functional ones must be 

considered. A definition of recovery must include occupation of social roles and 

community engagement. A limitation of the literature on the consumer model of recovery 

is the lack of clarity regarding the extent that recovery is mediated or moderated by social 

outcome domains. The development of psychometrically-sound measures is needed to 

further the empirical study of consumer-defined recovery (Bellack, 2006).  

     Consumer descriptions of recovery generally include a focus on both process and 

outcome with outcomes inclusive of occupation of social roles and community 

engagement (Gordon, 2013). No social recovery instrument was found.  However, 

instruments used with adults to measure recovery, functioning, and social inclusion will 

be reviewed given the relevancy to the instrument under development.  Fifteen 

instruments in wide use were selected as representative of available measures. They were 

developed by respected and influential scholars. One of the main criticisms of traditional 
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measures issued from consumers is that many have been developed by researchers and/or 

clinicians without genuine consumer input (Gordon, Ellis, Siegert, & Walkey, 2013). The 

examination criteria utilized by Law, Morrison, Byrne, and Hodson (2012) will be 

followed as the criteria were developed in partnership with individuals with lived 

experience of recovery. The criteria are as follows: 

1. factors/dimensions 

2. psychometric robustness 

3. level of consumer/mad input during development of the measure 

4. inclusion of items relevant to consumer/mad concepts of recovery 

5. positive framing of questions so as to speak to the presence of supports and 

capacities  

6. user friendliness in terms of self-administration and ease of completion including 

positively worded items that lend clarity and ease of use, length of time to 

complete the measure, and ease of scoring. 

     The Stages of Recovery Instrument (STORI; Andresen, Caputi, & Oades, 2006) was 

developed in Australia and is based on a definition of recovery as healing from the 

psychological trauma of illness rather than as a cure or the absence of symptoms. The 

developers looked to a stage of recovery model that includes loss and social withdrawal, 

developing awareness of the possibility of recovery, preparation for recovery, working 

towards a positive identity and goals, and growth or leading a full and meaningful life. 

The measure was created in order to empirically validate the model. Items were generated 

from the concepts represented by previous studies on the stages of recovery. The draft 
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version of the STORI was piloted with six male and four female mental health consumer-

researchers. Items were re-worded based on results of the pilot. The measure consists of 

50 items presented in 10 groups of five. Response options range from 0 = “not at all true 

now” to 5 = “completely true now.” The full investigation included a sample size of 94 

individuals. Positive correlations were found between the STORI and the Recovery 

Assessment Scale (RAS; Giffort, Schmook, Vollendorf, & Gervain, 1997) and the Mental 

Health Recovery Measure (MHRM; Armstrong, Cohen, Hellemann, Reist, & Young, 

2014) with a range of r = .52 to r = .62 and individual stage subscales were found to be 

internally consistent. The Cronbach’s alpha coefficient test of internal consistency of the 

measure was .88. A cluster analysis of the STORI items found only a three-stage model 

instead of the expected five. The developers discuss the issue and assert that as the five-

stage model has a sound basis in qualitative research, next efforts should be directed 

towards enhancement of the power of the instrument to discriminate between recovery 

stages.  

     The researchers did not claim to have lived experience and did not claim to have 

consumer advisors or consultants. Level of input for the development of the STORI 

appeared to be low as it was based largely on a review of the literature. However, the 

content of the scale appears to tap into aspects of recovery that are relevant to those with 

lived experience. That is, items address such issues as identity, personal growth, 

relationships, and self-determination of life purpose and goals. The STORI is a 

complicated instrument that requires close attention and some time to complete given the 

grouping of items into 10 different blocks. Items representing each stage are distributed 
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though the 10 blocks which disrupts the flow of the instrument and complicates scoring. 

For example, block one includes the following items: I don’t think people with a mental 

illness can get better; I’ve only recently found that people with a mental illness can get 

better; I am starting to learn how I can help myself get better; I am working hard at 

staying well, and it will be worth it in the long run; I have a sense of “inner peace” about 

life with the illness now.  Response options are consistent throughout the instrument 

which does assist with completion. Many items are negatively framed.  For example, one 

item reads, “I don’t think people with mental illness can get better,” and another reads, “I 

feel as though I don’t know who I am anymore.”  Main criticisms of this measure 

concern its development to validate a stage of recovery model, the apparently low level 

of consumer involvement, the negative frames of items, and that it is a complicated 

instrument given how items are grouped into different blocks.  

     The Psychosis Recovery Inventory (PRI; Chen, Tam, Wong, Law, & Chiu, 2005) is 

another measure developed in Australia.  It is based on a model of recovery as involving 

ongoing processes, and concerns the early period of recovering from experiences with 

psychosis. The researchers aimed to capture a range of interrelated attitudes and 

perceptions of individuals in recovery from a first psychotic episode. The first step in 

generation of items was conducting 20 qualitative interviews with clients of a single 

clinic who were recovering from a first episode of psychosis. Questions posed were open-

ended and were designed to encourage reflection on aspects of the illness experience 

individuals regarded as significant. Transcriptions of interviews were analyzed for 

themes.  Potential items identified from the themes were formed into statements. The 
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pool of items was then screened by two clinicians and a draft instrument was piloted to 

clients whose feedback was elicited.  Both positively and negatively worded items were 

included on the first draft of the instrument. As respondents expressed confusion 

regarding the negative wording, only positive wording was used on the subsequent draft 

of the measure.  

     The version of the PRI that was subjected to a validation study consisted of 25 core 

items phrased as declarative sentences.  A 6-point Likert scale was used that ranged from 

1 = “strongly disagree” to 6 = “strongly agree.” The study included 48 outpatient clients.  

A factor analysis found that the “attitude to illness” domain had three factors, the 

“attitude to treatment” domain had five factors, and the “perception of recovery and 

relapse” domain had two factors. The validation study included two concurrent measures 

to assess convergence, the Scale to Assess Unawareness of Mental Disorder (SUMD; 

Amador & Strauss, 1993) and the Drug Attitude Inventory (DAI; Hogan & Awad, 2000). 

The PRI and SUMD were modestly correlated (r = 0.28) as were the PRI treatment 

domain subscale and the DAI. The Cronbach’s alpha coefficient test for internal 

consistency over the entire scale was 0.79.  

     The researchers did not claim to have lived experience with psychosis and did not 

claim to have consumer advisors or consultants. However, the content of the instrument 

was drawn from qualitative interviews with individuals with lived experience. The 

instrument was developed as a self-administered questionnaire.  As all items are 

positively worded and the instrument has standard response options, the instrument 

appears have a high ease of use. Some items feature a negative frame on experiences.  
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For example, items read:  “My illness has had a major adverse impact on my life” ; “I 

would have to fully return to how I was before I was ill before I would consider myself to 

have recovered from my illness” ; and “If I relapse, it would be disastrous for me.”  Main 

criticisms of this measure are the inclusion of only participants in early recovery from 

first-episode psychosis, low level of consumer involvement, and the negative frame of 

some items.  

     The Schizophrenia Hope Scale (SHS-9; Choe, 2013) was developed in South Korea 

and designed to measure hope in individuals with schizophrenia. Scale items were 

selected from literature reviews and were evaluated by an expert panel.  The study 

included a total of 347 individuals with diagnoses of schizophrenia, schizoaffective, or 

schizophrenia spectrum disorders in care with three psychiatric hospitals and two 

community mental health centers.   The 40-item instrument with a 3-point Likert scale 

which ranged from 0 = “disagree” to 2 = “strongly agree,” was subjected to a validation 

study that included two concurrent measures to test for convergence, divergence, and 

both exploratory and confirmatory factor analyses.  Convergent validity was established 

by a positive correlation with the State-Trait Hope Inventory (Farran, Herth, & Popovich, 

1995; r = 0.61) and divergent validity was established by a negative correlation with the 

Beck Hopelessness Scale (Beck, Weissman, Lester, & Trexler, 1974; r = - 0.55). 

Cronbach’s alpha for the preliminary scale was 0.97 and for the five factors ranged from 

0.84 to 0.96. The second version of the instrument consisted of the 17 items that had 

loaded on the first factor, the essential meaning of hope. It was subjected to an 

exploratory factor analysis and had a Cronbach’s alpha of 0.94. A 14-item instrument 
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was then constructed and subjected to a confirmatory factor analysis. The resulting 

instrument with a Cronbach’s alpha of 0.92 consists of 9 items that address the emotional 

and spiritual meanings of hope. The instrument has the original 3-point Likert scale.  The 

range of possible scores is 1-18 with higher scores indicating higher levels of hope.  The 

scale reflects the meaning of hope as consisting of positive expectations for the future, 

confidence in life and the future, and meaning in life.  

     The researcher does not claim lived experience and did not claim to have consumer 

advisors or consultants. Level of consumer input was low as the instrument was 

developed from review of the literature and from guidance of an expert panel that did not 

include individuals with lived experience. As the content of the scale does appear to 

speak to meaning in life and a self-direction, it appears to be consistent with recovery 

values. All items are positively worded and have a positive frame. The instrument is 

designed to be self-administered and both the brevity of the scale and the consistency of 

response options lend to ease of completion. An English translation of the scale is 

available but has not been psychometrically tested. Main criticisms of this instrument as a 

recovery measure include the sole focus on hope, the lack of consumer involvement, and 

the lack of psychometric testing in English-speaking countries. 

     The Maryland Assessment of Recovery in People with Serious Mental Illness (MARS; 

(Drapalski et al., 012) was developed in the U.S.A. based on the SAMHSA definition of 

recovery.  Mental health recovery is defined as a journey of healing and transformation 

that enables a person with a mental health disability to live a meaningful life in 

communities of his or her choice while striving to achieve full human potential or 
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personhood. SAMHSA identifies ten characteristics of recovery and recovery-oriented 

services: self-direction, individualized or person-centered empowerment, holistic, 

nonlinear, strength-based, peer support, respect, responsibility, and hope. The researchers 

critique the SAMHSA definition as providing dimensions of recovery rather than an 

operational definition. They used it as a guide for measure development and removed the 

domains that focused on service system, community, peer support, empowerment, and 

respect in order to focus on the internal factors of a consumer’s recovery. Items were 

developed in consultation with a panel of experts that included consumers and with a 

consumer advisory panel.  The resulting instrument consisted of 67 statements rated on a 

5-point Likert scale that ranged from 1 = “not at all” to 5 = “very much.”  The scale was 

written at a fourth grade reading level. The instrument was evaluated using a total of 166 

participants in two samples. Participants had diagnoses of schizophrenia, schizoaffective 

disorder, bipolar I, or major depression with psychotic features.  After validation 

procedures, the resulting instrument consisted of 25 items. Scores range from 25 to 125 

with higher scores indicative of higher levels of recovery. The MARS had good internal 

consistency with a Cronbach alpha of 0.95.  Test-retest reliability was good (r = .898). A 

confirmatory factor analysis resulted in a 25-item unidimensional scale. No validity 

information was made available. No information on criterion or construct validity was 

made available.   

     Level of consumer input for the development of the MARS was moderate.  There 

were individuals with lived experience on the expert panel and the study included a 

consumer advisory panel.  The self-administered scale is relatively brief with 25 items 
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and the consistency of response options lends itself to ease of completion. All items are 

positively worded and reflect a positive frame on recovery.  Three sample items are “I 

can influence important issues in my life,” “I am hopeful about the future,” and 

“Overcoming challenges helps me to learn and grow.” The main criticisms of this 

measure include the only moderate level of consumer involvement and the lack of 

criterion and construct validity testing.  

     The Socially Valued Role Classification Scale (SRCS; Lloyd, Waghorn, Best, & 

Gemmell, 2008) was developed in Australia as an outcome measure for psychosocial 

rehabilitation programs. The researchers defined recovery as a personal post-illness 

journey where active participation in the community is an accepted indicator. They 

expressed dissatisfaction with available social functioning measures that provided global 

ratings rather than addressing specific domains of role functioning.  Social inclusion was 

conceptualized as multidimensional and represented by socially-valued role functioning, 

social support, stigma experiences, integration in the immediate psychosocial 

rehabilitation community, and integration in the wider neighborhood community.  Items 

were generated through 26 interviews with members of a psychiatric psychosocial 

rehabilitation service known as a clubhouse. Participants self-reported diagnoses of 

bipolar disorder, schizophrenia, schizoaffective disorder, major depression with 

psychosis, delusional disorder, dissociative identity disorder, major depression, 

generalized anxiety disorder, and panic disorder. Participants were also administered the 

Community Integration Questionnaire (CIQ; Dijkers, 2000) to assess the extent of 

community integration within both the immediate psychosocial rehabilitation community 
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and the wider neighborhood. All items are stated as declarative statements and are rated 

on a 5-point Likert scale with response options ranging from “always agree” to “always 

disagree.”  After testing for internal consistency, the measure consisted of 20 items.  

     A reliability and validity test of the SCRC (Harris et al., 2011) involved administration 

of the test by telephone to 60 community residents with schizophrenia or schizoaffective 

disorder. Participants were also administered the Work-related Self-efficacy Scale 

(Waghorn, Chant, & King, 2005a), the Education-related Self-efficacy Scale (Harris et 

al., 2011), the Activity and Participation Questionnaire (Stewart et al., 2010), and the 

Work-related Subjective Experiences scale (Waghorn, Chant, & King, 2005b). 

Concurrent validity was supported by moderate to very good associations between the 

SCRC and other measures. Test-retest reliability was good to very good.  

     The researchers did not claim to have lived experience and did not claim to have 

consumer advisors or consultants.  As the measure was developed through interviews 

with individuals in recovery, the level of input for the development of the SCRC was 

moderate. The content of the scale items appears to reflect experiences that are important 

to individuals in recovery. Sample items include, “I feel like a part of this neighborhood, 

like I belong here,” and “I feel that I am accepted by people in this Clubhouse or Social 

Group.” All items are positively worded and reflect a positive frame on recovery. The 

instrument has consistent response options and appears to have ease of administration.  It 

is not designed for self-administration, however. The SCRC appears to be under 

development and to be unaligned with consumer recommended instrument development 
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procedures. Main criticisms of this measure include the lack of consumer involvement, 

that it is not designed for self-administration, and the need for more psychometric testing.  

     The Mental Health Statistics Improvement Program (MHSIP) Adult Consumer Survey 

(Jerrell, 2006) was developed in the USA to evaluate the performance of a mental health 

system in the domains of access, quality, and appropriateness of services and outcomes 

from the perspective of the consumer. Use of the MHSIP is mandated for Block Grant 

funding from the federal government to the states.  The Likert response formatted 56-

item instrument had previously been found to have five factors: participation in treatment 

planning, treatment leads to recovery, staff helpful and trustworthy, perceived limitations 

caused by illness, and relationship with doctor. (Ganju, 1999). This examination of the 

measure used a sample of 850 clients of 17 mental health centers in South Carolina. The 

instrument was administered by seven consumers of mental health services who had 

previous involvement in conducting research. The Consumer to Consumer Evaluation 

Team (CCET) Questionnaire was also administered to evaluate convergent validity. The 

instrument was subjected to a factor analysis using principal components and varimax 

rotation.   Three factors were identified representing 16 items: access, quality and 

appropriateness, and perceived outcomes. Cronbach’s alpha coefficient was good for all 

subscales: .83 for access; .88 for quality and appropriateness; and .77 for perceived 

outcomes Test-retest reliability was moderate, ranging from 0.45 to 0.61. Convergent 

validity correlations were good.  

     This examination of the MHSIP involved consumers trained to conduct research and 

so appears consistent with recommended research practices developed in partnership with 
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individuals with lived experience. The items appear to reflect issues identified as 

significant by consumers such as accessible service, self-direction, and social supports. 

Items are positively worded and reflect a positive frame on recovery. However, the 

MHSIP is limited as a recovery measure as it focuses largely on quality of services and is 

not designed for self-administration.  

     A Measure of Social Health (Carlson et al., 2011) was developed in the USA to focus 

on social health as no validated, published measures could be found. The concept of 

social health focuses on social activities, well-being, social network and supports, 

interpersonal communication, and satisfaction with social role participation. Social 

functioning is an important aspect of one’s overall social health and refers to an 

individual’s ability to function in community, social, and occupational domains. 

Measures of social functioning have been used in social health assessment.  The 

researchers evaluated a set of social health scales derived from items on two widely used 

mental health recovery instruments: the California Quality of Life (CA-QOL; California 

Department of Mental Health, 1999) and the Mental Health Statistics Improvement 

Program Consumer Survey (MHSIP; Jerrell, 2006). Neither the CA-QOL nor the MHSIP 

were developed with a sole focus on social health. They compared the psychometric 

properties of the identified CA-QOL Social Health Scale and MHSIP Social Health Scale 

with the established Social Functioning Questionnaire (SFQ); (Tyrer et al., 2005). The 

researchers identified a total of 8 items from the CA-QOL and MHSIP based on 

conceptual correspondence with the social health construct.  Psychometric evaluation 

found that Pearson correlations with the SFQ and the CA-QOL ranged from 0.48 to 0.62 
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and with the MHSIP ranged from 0.42 to 0.50. The researchers concluded that the 

identified social health scales demonstrated moderate to strong relationships with the 

validated SFQ but did not provide a statistical measure of internal reliability. They 

conclude that the CA-QOL and/or MHSIP items can be used to assess social health for 

research and assessment purposes when use of a separate social health measure is not 

feasible given the time and financial constraints found in the field.  

     The researchers did not claim to have lived experience with mental health challenges 

and did not claim to have involved consumer consultants or a consumer advisory council 

in the study. However, this was a secondary data analysis study that consisted only of 

statistical procedures.  The items of the social health scale are declarative statements that 

are positively worded and reflect a positive frame on recovery. The proposed scale would 

use consistent Likert response options and would appear to feature both brevity and ease 

of self-administration. Main criticisms of the Measure of Social Health as a recovery 

measure include the lack of consumer involvement.  Further, the developers emphasized 

that the measure was intended to be used in conjunction with other measures of recovery.  

     A Social Inclusion Questionnaire (Marino-Francis & Worrall-Davies, 2010) was 

developed in the United Kingdom to be used by community mental health services as an 

outcome tool. The developers of the instrument aimed to design and validate a measure 

that both reflected the local definition of social inclusion and was relevant to the views of 

service users. A literature search on social inclusion found no commonly accepted 

definition. The researchers brought the number of definitions of social inclusion to 

mental health administrators and service users for review.  The following definition was 
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derived: Social inclusion is about each person taking part in society and having control 

over their own resources. It is also about a community that cares for its members, makes 

them feel welcome, and is willing to adjust to fit their various needs. The following 

measures were selected for review in order to identify key areas of social inclusion: 

Evaluating Social Inclusion for People Who Use Mental Health Services (Stickley & 

Shaw, 2006); the Support Needs Questionnaire (Davis & Burns, 2015); the Inclusion 

Web (Bates, 2006); Measure for Social Inclusion for Arts and Mental Health Project 

Participants (Secker et al., 2009); Camberwell Assessment of Need Short Appraisal 

Schedule (Slade et al., 1999); Social Capital/Social Exclusion Condensed Module 

(Bajekal & Purdon, 2002); and the Poverty and Social Exclusion Survey of Britain 

Questionnaire (Gordon et al., 1999). The researchers created 23 items with a 5-point 

Likert response format that ranged from 1 = “not at all” to 5 = “all the time.”  Lower 

scores were indicative of lower social inclusion. One item was reverse scored. Five focus 

groups were held in consultation with mental health staff and service users and revisions 

were made to the wording of items. A validation test was conducted with a sample of 69 

mental health day service users in one metro area of England. Cronbach’s alpha was .80 

and reliability testing resulted in Spearman’s Rho coefficient values between .312 and 

.820. A factor analysis using principal component analysis and varimax rotation led to the 

removal of three items that cross loaded and resulted in a 7 factor model. 

     The researchers did not claim to have lived experience with recovery but did claim to 

make use of consumer advisors.  The level of input for the development of the instrument 

could be said to be moderate. The content of the scale appears reflective of aspects of 
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recovery important to consumers.  Sample items include, “I have felt accepted by my 

friends,” and “I have felt part of my community.”  Only one item had negative wording 

and the instrument as a whole reflected a positive frame on recovery. The self-

administered instrument would appear to feature ease of use as it is brief and response 

options are consistent. Main criticisms of the Social Inclusion Questionnaire include the 

only moderate level of consumer involvement and the stated aim to develop a measure 

that reflected a local definition of social inclusion.  

     The Social Inclusion Questionnaire User Experience (SlnQUE; Mezey et al., 2012) 

was developed in England to measure the social inclusion of individuals with 

schizophrenia and schizoaffective disorders. The researchers stated that they could find 

no generally accepted or validated measure of social inclusion for such a population. 

They based the measure on the Poverty and Social Exclusion Survey that had been 

administered to the general population in Britain (Gordon et al., 1999). The researchers 

acknowledged that the relevance of the survey to individuals with severe mental illness 

was unknown. The survey identified four domains pertaining to social inclusion: 

productivity, consumption, access to services, and social relations. Items were drawn 

from the domains with some additional questions that focused on political engagement.  

Items were designed to address the extent to which such individuals are socially included, 

their desire for social inclusion, and changes in social inclusion. The instrument had two 

parts, the first pertaining to the year prior to hospitalization and the second to their 

current situation.  The SInQUE was designed as a structured interview rather than a self-

report measure and a dichotomous yes/no response format was utilized. A higher score 
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indicates greater social inclusion. A validation test was conducted with a sample of 66 

individuals diagnosed with schizophrenia or schizoaffective disorder who were clients of 

community mental health agencies in London.  Convergent and discriminant validity was 

assessed by administrating the Manchester Short Assessment of Quality of Life 

(MANSA); (Priebe et al., 1999), the Camberwell Assessment of Needs Short Appraisal 

Schedule (CANSAS); (Slade et al., 1999), and the Brief Psychiatric Rating Scale 

(BPRS); (Ventura et al., 1993). Concurrent validity was assessed by calculating social 

outcome index (SIX) scores from the SInQUE items that correlated to the domains of the 

SIX. Concurrent validity was established but convergent and divergent validity testing 

found that only the domains of current social integration, productivity, and social 

integration demonstrated expected correlations. Reliability testing was not conducted. 

     The researchers did not claim lived experience with recovery and did not claim to 

involve consumer consultants or an advisory council.  Items were developed from a 

social inclusion survey administered to a general population.  The applicability of the 

evidence to the population of individuals with diagnoses of serious mental illness is 

debatable. The content of the instrument did not appear to address such recovery values 

as growth through adversity or self-determination. Items were not positively worded and 

did not reflect a positive frame on recovery. The instrument was not designed to be self-

administered and required 45 minutes for completion. Main criticisms of the SInQUE 

include the apparent lack of consumer involvement, hat it was based on a survey 

designed for the general population, and that items did not reflect consumer identified 

recovery values.  
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     The Individual Recovery Outcomes Counter (IROC; Monger, Hardie, Ion, Cumming, 

& Henderson, 2013) was developed in Scotland to measure recovery. The researchers 

conceptualized recovery as both an outcome and a process that is inherently subjective. 

They view recovery concepts as fluid and as inclusive of both resolution of symptoms 

and of valuing the illness experience and reclaiming social roles and citizenship.  A draft 

measure was developed by managers of mental health agencies by drawing on experience 

and examining existing measures.  Wording was changed based on feedback from a 

group of 40 service users. Focus groups with service users and staff were then held and 

more wording changes were made. A 12-item scale using three-option response 

indicators was subjected to validity testing. The 171 participants were recipients of 

community mental health services in one city. Convergent validity was examined by 

administering the Recovery Scale (RAS; Giffort, Schmook, Vollendorf, & Gervain, 

1999) and the Behavior and Symptom Identification Scale (BASIS-32; Eisen, 1995) and 

expected correlations were found. The IROC had good internal consistency of 0.86. An 

exploratory factor analysis using a varimax rotation indicated two underlying factors, 

interpersonal such as skills and self-worth and intrapersonal such as social network and 

hope.  

     The researchers did not claim to have lived experience with recovery.  The initial draft 

of the measure was constructed by mental health system managers based on professional 

experience and a review of existing measures.  However, service user input led to 

refinement of the instrument. Level of consumer input could be said to be moderate. The 

content of the scale appeared to reflect aspects of recovery identified as relevant by 
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consumers such as social supports and hope. All items were positively worded and 

reflective of a positive frame on recovery. The self-administered scale is brief at 12 items 

and the response categories are consistent.  Main criticisms of the measure include that it 

may best pertain to Scottish recovery values and that the level of consumer involvement 

was only moderate.  

     Functioning Assessment Short Test (FAST; Rosa et al., 2007) was developed in Spain 

in order to assess specific levels of psychosocial functioning for individuals with serious 

mental illness, particularly individuals with bipolar disorder.  The researchers noted that 

while many individuals with bipolar disorder experienced symptomatic recovery, only a 

minority achieved functional recovery as conceived as ability to work, pursue education, 

live independently, and engage in partnership and other significant relationships.  They 

found that existing measures focused on only one or two elements of functioning and that 

none of the measures were developed to assess individuals with bipolar disorder. The 

initial version of the instrument included 56 items divided into the 10 areas of autonomy, 

work functioning, cognitive functioning, finances, insight, social/marital life, 

acceptance/knowledge of disorder, strategies to cope with symptoms, use of medication, 

and self-fulfillment.  After conducting a pilot study and consultation with experts, they 

created a 24-item measure that was divided into the 6 specific areas: autonomy, 

occupational functioning, cognitive functioning, financial issues, interpersonal 

relationships, and leisure time.  Items are rated on a 4-point Likert scale with responses 

that range from 0 = “no difficulty” to 3 = “severe difficulty.” Higher scores indicate more 

serious difficulties.  Validity testing was conducted with a sample of 100 individuals 



104 
 

diagnosed with bipolar disorder who were clients of a single Spanish mental health clinic. 

The internal consistency coefficient of the total scale was high as measured by a 

Cronbach’s alpha of 0.909. There was high internal consistency on each of the items as 

well. Concurrent validity with the GAF (APA, 2013) was highly significant (r = 0.903). 

Higher scores on the GAF represent better psychosocial functioning, whereas higher 

scores on the FAST represent higher disability. Test-retest reliability was high. 

Examination of the internal structure of the instrument using varimax rotation found a 

five factor structure.  

     The researchers did not claim to have lived experience and did not claim to have 

consumer advisors or consultants.  The instrument was developed from a review of the 

literature and from consultation with experts. A notable strength is that content of the 

scale does appear to reflect aspects of recovery consumers have identified as important 

such as social and work roles and autonomy. Some items were negatively worded and the 

frame of the instrument was negative as it assesses for disability. The self-administered 

measure appeared to have ease of completion as it was brief and response categories were 

consistent. The FAST may be limited as a recovery measure as it was designed with a 

particular focus on individuals with bipolar disorder and as it was developed without 

consumer involvement.  

     The Social Functioning Questionnaire (SFQ; Tyrer et al., 2005) was developed in 

England as a test of social functioning for individuals with primarily non-psychotic 

mental health challenges. The researchers conceive of psychiatric disability as caused by 

poor social functioning at least as much as by symptoms. They explore how some 
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individuals with significant impairments can have excellent social functioning and good 

quality of life. The 8-item instrument was developed as a self-rated equivalent of the 

Social Functioning Schedule (SFS; Birchwood, Cochrane, Wetton, & Copestake, 1990), a 

semi-structured interview covering 14 domains of function rated on visual analogue 

scales. The SFQ items are phrased as declarative statements and are rated with a 4-point 

Likert scale. Response options range from 0 to 3.  The options differ from question to 

question.  Some options are oriented to frequency and some to severity of difficulties. 

Possible total scores range from 0-24 with higher scores indicative of worse functioning. 

The instrument has been used in a number of clinical studies, including one with 

individuals with psychosis, and a national epidemiological study. Over 4000 individuals 

participated in the studies as subjects. The researchers do not provide the specific results 

of psychometric tests but claim: high internal consistency; strong test-retest reliability; 

and strong convergent validity with the Comprehensive Psychopathological Rating Scale 

(Asberg & Schalling, 1979). 

     The developers of the SFQ did not claim to have lived experience with recovery and 

no study claimed to have made use of consumer consultants or advisors. The content of 

items does appear to reflect aspects of recovery identified as important to consumers such 

as occupation of work and social roles. Some items are negatively worded, e.g., “I have 

difficulty in getting and keeping close relationships.”  The SFQ takes four minutes to 

complete.  However, response options differ from question to question which may make 

the instrument challenging for some respondents.  The SFQ may be limited as a measure 
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of recovery as it was developed primarily for individuals who have not experienced 

psychosis and as no consumers were involved in its development.  

     The Integrative Hope Scale (IHS; Schrank et al., 2011) was developed in Austria to 

measure hope for individuals diagnosed with severe mental illnesses. The researchers 

conceive of recovery as a process and hope as a central factor associated with well-being, 

resilience, adaptation, and therapeutic change. They review the literature on the large 

number of overlapping but non-equivalent definitions of hope with their corresponding 

scales. Further, they explore the lack of understanding of the specific mechanisms by 

which hope operates in recovery. They did not find any scales of hope that were 

developed for individuals with severe mental illness, only subscales of existing measures 

such as the Recovery Assessment Scale (RAS; Giffort, Schmook, Vollendorf, & Gervain, 

1999).  The Integrative Hope Scale (IHS) was developed from this scale and literature 

review.  Items are worded as declarative statements and are rated with a 6-point Likert 

scale.  Response options range from 1 = “strongly disagree” to 6 = “strongly agree.” 

Possible total scores range from 22 to 132 with higher scores indicative of greater hope.  

     The validation study used a sample of 200 individuals diagnosed with schizophrenia 

and schizoaffective disorder who were clients of community mental health services in the 

city of Vienna, Austria. Concurrent validity was measured by the use of the Center for 

Epidemiological Studies Depression Scale (CES-D; Eaton, Muntaner, Smith, Tien, & 

Ybarra, 2004), the Positive and Negative Syndrome Scale (PANSS; Kay, Opler, & 

Fiszbein, 1987), and the Client Socio-demographic and Service Receipt Inventory 

(CSSRI-EU; Knapp, Martin, & Chisholm, 2006).  A confirmatory factor analysis found a 
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four factor structure: trust and confidence, positive future orientation, social relations and 

personal value, and lack of perspective. The lack of perspective factor included items 

reflective of the cognitive distortion of polarized or black and white thinking. One item 

was removed resulting in a final instrument of 22 items. Internal consistency as measured 

by Cronbach’s alpha was 0.92 for the total scale and consisted of a range of 0.74 to 0.94 

for the different factors. Test-retest reliability was 0.84. Discriminant validity was 

demonstrated by a significant negative correlation (r = -.58) with the depression measure 

and with the negative symptoms of the PANSS.  

     The researchers did not claim to have lived experience with recovery and did not 

claim to make use of consumer consultants or advisors. The content of the items appears 

to largely reflect aspects of recovery identified as important by consumers such as social 

supports, growth through adversity, and a goal orientation.  However, the lack of 

perspective factor contained items that reflected a negative frame on recovery. Two 

examples are, “I feel trapped, pinned down,” and “I am bothered by troubles that prevent 

my planning for the future.” The self-administered instrument appears to have ease of use 

as response options are consistent and the scale is brief.  The HIS may be limited as a 

recovery measure given the sole focus on hope and due to the lack of consumer 

involvement in its development.  

     My Voice, My Life (MVML; Gordon, Ellis, Siegert, & Walkey, 2013) was developed 

in New Zealand as a consumer recovery outcome measure. The consumer-led research 

team worked with a 15-member consumer reference group throughout the instrument 

development process.  They conceptualized recovery as involving social and other life 
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skills, involvement in one’s culture, physical health, the ability to cope with emotions and 

mental distress, quality of life, hope, empowerment, spirituality, access to materials to 

meet basic needs, and satisfaction with services. After a review of the literature and 

consultation with consumers, they hypothesized that that 12 domains underpinned the 

construct of consumer recovery and drafted a preliminary measure that consisted of 127 

items made up of 5-20 items for each domain.  Items were phrased as declarative 

statements that referenced the past week. Items were rated with a 5-point Likert scale 

with response options that ranged from 1 = “a little of the time” to 4 = “all of the time” 

and 5 = “not applicable.” The preliminary measure was administered to 511 individuals 

who self-identified as having experience with mental illness.  The individuals were 

recruited through mental health services, consumer organizations and networks, and 

mental health conferences. An exploratory factor analysis was conducted with half the 

sample data and the refined measure was reviewed by the consumer group. A 

confirmatory factor analysis was then conducted with the remaining half of the sample 

data. The analysis supported an 11 factor model. Hope and empowerment were combined 

into a single domain. All items with factor loadings below 0.70 were dropped which 

resulted in a 65-item scale.  Internal consistency was high with a Cronbach’s alpha of 

0.94 for the total scale and a range of 0.80 to 0.96 for each subscale. 

Convergent/divergent validity and test-retest reliability testing were not conducted.  

     The measure was developed by a research team led by an individual who identified as 

having lived experience with recovery and in partnership with a consumer reference 

group.  The level of consumer involvement is therefore high. Items appear to reflect 
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aspects of recovery considered important by consumers such as trusting relationships and 

self-determination. All items are phrased in a positive manner and the overall instrument 

reflects a positive frame on recovery. Response options are consistent throughout the 

measure. The self-administered instrument is long at 65 items which may pose a 

challenge to some individuals for whom the instrument was apparently designed.  Main 

criticisms of the measure include its great length and the lack of psychometric testing 

outside of New Zealand.  

     The Multidimensional Scale of Independent Functioning (MSIF; Jaeger, Berns, & 

Czobor, 2003) was developed in the USA to rate functional disability in psychiatric 

outpatients, in particular individuals with diagnoses of schizophrenia, schizoaffective 

disorder, and major affective disorders. The researchers framed recovery as involving 

independent functioning more than just symptom levels alone. They reviewed the only 

modest correlations that have been found between symptom levels and functional 

disability as well as how some instruments confound symptom severity and disability. An 

effective instrument would measure independent functioning free from psychopathology. 

The MSIF was designed to discriminate between the dimensions of role responsibility, 

support, and performance within work, education, and residential domains. It is 

administered through a semi-structured interview by a clinician. Each dimension is rated 

along a 7-point Likert scale with options that range from 1 = “normal functioning” to 7 = 

“total disability.” A validation study used a sample of 114 individuals in outpatient care.  

Convergent validity was tested by administration of the Social Adjustment Scale II (SAS 

II; Weissman, 1999). The two measures demonstrated a significant positive association. 
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Internal consistency was moderate with a Cronbach’s alpha of 0.70 and inter-rater 

reliability ranged from 0.74 to 1.00 for global and subscale scores.  

     The developers of the MSIF did not claim to have lived experience with recovery and 

did not claim to make use of consumer consultants or advisors. The focus on independent 

functioning as opposed to symptoms appears consistent with consumer views on recovery 

as does the focus on the context of functioning. In general, the content of the instrument 

reflects a positive frame on recovery. The instrument is not self-administered but has a 

consistent format which lends itself to ease of completion. Main criticisms of the measure 

include the apparent lack of consumer involvement and the focus on functioning as 

opposed to self-determination and involvement in meaningful activity.  

Table 1. Summary of Instrument Quality Ratings 

 Psychometric 

Robustness 

Consumer 

Involvement 

Relevancy 

to 

Recovery  

Positive 

Framing  

Ease of 

Administration 

The Stages of 

Recovery 

Instrument 

(STORI) 

+ - + - - 

The Psychosis 

Recovery 

Inventory 

(PRI) 

+ - + + + 

The 

Schizophrenia 

Hope Scale 

(SHS-9) 

+ - + ++ + 

The Maryland 

Assessment of 

Recovery in 

People with 

Serious 

Mental Illness 

(MARS) 

+ + + + ++ 
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 Psychometric 

Robustness 

Consumer 

Involvement 

Relevancy 

to 

Recovery  

Positive 

Framing  

Ease of 

Administration 

Socially 

Valued Role 

Classification  

+ + + ++ - 

The Mental 

Health 

Statistics 

Improvement 

Program 

(MHSIP) 

+ + + ++ + 

A Measure of 

Social Health 

+ - + ++ + 

A Social 

Inclusion 

Questionnaire 

+ + + + + 

The 

Individual 

Recovery 

Outcomes 

Counter 

(IROC) 

+ + + ++ ++ 

Functioning 

Assessment 

Short Test 

(FAST) 

++ - + - + 

The Social 

Functioning 

Questionnaire 

(SFQ) 

++ - + + - 

The 

Integrative 

Hope Scale 

+ - + + + 

My Voice, 

My Life 

(MVML) 

+ ++ ++ ++ + 
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 Psychometric 

Robustness 

Consumer 

Involvement 

Relevancy 

to 

Recovery  

Positive 

Framing  

Ease of 

Administration 

The 

Multidimensi

onal Scale of 

Independent 

Functioning 

(MSIF) 

+ - + + + 

The Social 

Inclusion 

Questionnaire 

User 

Experience 

(SInQUE) 

- - - - - 

Note: - = does not meet evaluation criteria; + = meets some evaluation criteria; ++ = 

meets all evaluation criteria 

 

Discussion of Instruments 

     Recovery challenges measurement due to the multitude of definitions of the concept.  

It has been conceptualized as an iterative process, a stage phenomenon, and an outcome.  

Different weights are given to symptomatology, functioning, identity issues, personal 

growth, and social inclusion. Hope appears central to the recovery process and at times 

appears to be confounded with recovery. The determinants of recovery appear to be an 

ongoing subject of dispute. There is little agreement to be found regarding the particular 

mediators and moderators of recovery.  

     This brief review of relevant measures presented snapshots of a landscape containing 

a variety of theory bases and overlapping constructs. The review found a continuum of 

apparent consumer input that ranged from nonexistent to consumer control of the entire 

process.  Additionally, recovery instrument development clearly varied in terms of 

psychometric rigor.  Even the best of the instruments reviewed could be improved in 
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terms of rigor and/or ease of use. It may be that recovery consists of a number of 

relatively independent domains. As a multifaceted concept, multiple measures may be 

required.  

     No measure had been found to date that was grounded in the social model of disability 

or mad theory bases and no measure was specifically addressed to social recovery.  

Social recovery involves the experience of meaningful relationships, a sense of being 

able to make a social contribution, and a sense of belonging (Slade, 2010; Whitley & 

Drake, 2010).  The recovery process involves introduction of an individual into an 

accepting environment (Secker, Membrey, Grove, & Seebohm, 2010). While The 

Maryland Assessment of Recovery in People with Serious Mental Illness (MARS) had 

certain strengths as an instrument, it was developed with only a moderate level of 

consumer involvement and had a lack of construct validity testing. The Social Inclusion 

Questionnaire (SIQ) also had notable strengths but focused on control over resources 

while living in a caring community instead of focusing more on individuals having a 

strong self-concept and a sense that they could contribute.  Development of the Social 

Recovery Measure was intended to address this gap in the recovery measurement field. 

The measure was developed in partnership with individuals with lived experience and 

with great attention to psychometric properties.   

     Recovery science will only advance with reliable measurement (Bellack & Drapalski, 

2012; Liberman & Kopelowicz, 2005). It would seem that the multidimensional nature of 

recovery calls for the use of multidimensional measurement (Jaaskelainen et al., 2012). 

Given the unique characteristics and experiences of individuals in recovery, a single ideal 
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instrument may not be necessary and may even run counter to the diversity of journeys of 

recovery (Scheyett, DeLuca, & Morgan, 2013).   The development of a Social Recovery 

Measure was needed to specifically address the social processes of recovery.
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Chapter 3 

METHODOLOGY 

     The purpose of this study was to develop a measure of social recovery and establish 

the reliability and validity of the measure.  Both psychiatric disability and recovery are 

beginning to be explored as inherently social processes.  Such exploration requires the 

measurement of the social aspects of recovery. While there has been a call for 

improvement of existing recovery instruments by the addition of functional and social 

domains (Hancock, Bundy, Honey, Helich, & Tamsett, 2013), there was no measure 

specific to social recovery to be found in the peer reviewed literature (Carlson et al., 

2011). The Social Recovery Measure is grounded in disability and mad theory and 

specifically targets recovery as a social process. This chapter reviews the instrument 

development process, methodological rationale, procedures, statistical analyses used to 

develop and test the measure, and general guidelines of implementation.  

     The process of developing the Social Recovery Measure was primarily guided by the 

work of Robert F. DeVellis (2012) and by Neill Abell, David Springer, and Akihito 

Kamata (2009) as they are widely recognized as experts in the field who provide 

systematic approaches to instrument development. Additionally, Drs. Abell and Springer 

are both social work academics. DeVellis provides an eight-step framework for 

developing and validating a measurement instrument that Abell, Springer, and Kamata 

endorse.  The guidelines are as follows: 

1. Determine clearly what you want to measure 

2. Generate an item pool. 
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3. Determine the format for measurement. 

4. Have the initial item pool reviewed by experts. 

5. Consider inclusion of validation items 

6. Administer items to a development sample 

7. Evaluate the items 

8. Optimize scale length. 

     Chapter 2 of this dissertation established step 1, what is to be measured. This chapter 

continues with work on step two.  The drafts of the Social Recovery Measure will be 

presented along with an explanation of how they were developed. The procedures for 

further refinement and for item evaluation and psychometric testing will be reviewed. 

Before exploring these matters, general guidance on instrument development will be 

reviewed.  

Instrument Development 

          Instruments are developed when we want to measure phenomena that we theorize 

exist but that we cannot assess directly. DeVellis (2012) has emphasized that clarity of 

thought regarding the construct being measured is required for clarity of thought about 

the content of a scale. In measurement theory, the construct in scale development is 

understood as a latent variable that is not directly observable.  A latent variable can be 

represented by information from more than one relevant observed variable. Observable 

indicators such as quantified responses to individual scale items can express the latent 

variable. Items are created in order to translate abstract ideas into specific representations 
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of the construct. The latent variable is considered to be the cause of responses to 

individual scale items (Abell, Springer, & Kamata, 2009).  

     It is generally understood that being well-grounded in a theory base will aid clarity of 

measurement.  Unfortunately, a widely recognized challenge to the measurement of 

recovery is the lack of a common definition due to the number of theoretical perspectives 

held by different stakeholder groups. Not having a common definition of recovery is seen 

as interfering with the progress of research (Campbell-Orde, Chamberlin, Carpenter, & 

Leff, 2005).  As discussed in Chapter 2, the consumer/mad movements view recovery as 

a complex process that, while different for everyone, involves growth through adversity 

and community membership (Adame & Knudson, 2007). Consumer/mad accounts of 

recovery contain common themes such as the importance of hope, empowerment, self-

determination, and social support (Law, Morrison, Byrne, & Hodson, 2012). While 

differences and experiences with impairment are not denied, there is a strong focus on the 

social aspects of recovery.  The view is reflective of the disability and mad theory base 

which locate disability at the intersection of the person and the environment. Psychiatric 

disability is seen as involving both personal and political experiences and as inherently 

relational (Hopper, 2007; Loja, 2013; Mulvany, 2000).     

      As Chapter 2 notes, a significant criticism of many existing recovery instruments is 

the lack of input during development from individuals with lived experience of mental 

health challenges and recovery.  Developing instruments in strong partnership with 

recovered individuals and by researchers with lived experience is becoming the new 

standard of practice (Campbell-Orde, Chamberlin, Carpenter, & Leff, 2005). The Social 
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Recovery instrument under development is aligned with such practice as I identify as in 

recovery from bipolar disorder and will create the measure with other individuals with 

lived experience of mental illness. 

     Drawing on the social model of disability and mad theory bases, I designed a 

qualitative study on the elements and processes of social reengagement in recovery.  

Approval was gained from the Portland State University Institutional Review Board 

Office of Research Integrity. Leaders of peer-delivered service and/or consumer 

advocacy programs in a metro area of the northwestern United States were contacted 

about the research project. Those who agreed to become involved recruited research 

participants from their respective programs. Five of the six leaders also engaged as 

research participants. Six focus groups were held with a total of 41 individuals with lived 

experience of mental illness and recovery. All of the participants were engaged in 

community mental health treatment and/or consumer advocacy at the time of the study. 

Groups were held at sites where participants engaged in services or leadership activities.  

Twenty participants identified as male, 20 as female, and one self-described as a spiritual 

being. They ranged in age from 21 to 69 years old and included 30 Caucasians and 11 

individuals who were people of color.  Reported diagnoses included schizophrenia, 

schizoaffective disorder, bipolar disorder, anxiety disorders, major depression, alcohol 

dependency in remission, and borderline personality disorder. Five individuals declined 

to provide a diagnosis. The groups took place between August 2013 and March 2014 and 

were recorded and transcribed by the researcher. The focus groups were semi-structured 

and the questions asked were: 
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(1) Have you heard of the concept of social recovery? What does it mean to you? 

(2) Would you tell me about your social recovery experiences and process? 

(3) Do you know of someone who has a very good social recovery? What has made that 

person’s social recovery so good? 

     The inductive processes of the grounded theory approach and constant comparative 

method were utilized (Glaser & Strauss, 2009; Lincoln & Guba, 1985). Each focus group 

was analyzed for units of meaning followed by analysis across focus groups. Material 

was grouped into meta-thematic and thematic categories.   Participants spoke to the 

importance of a felt sense of belonging to a community in which they were valued. They 

required acceptance, safety, encouragement to grow, and relationships that featured 

authenticity and support. Social recovery involved a sense of inherent self-worth and 

environments in which people could be both vulnerable and explore their competency. 

No longer equating oneself with a mental health history and diagnosis was regarded as 

essential by many. Individuals needed to externalize the illness experience so as to build 

an identity beyond the illness and related labels. Participants also emphasized that social 

recovery involved a broad skills set inclusive of letting go of past difficulties and living 

in the present, practicing acceptance, maintaining a connection to their inner life and 

living authentically, and expressing oneself. They reported that they needed skills to 

manage distress and social situations. They emphasized the importance of having hope 

(Marino, 2015). Consistent with recommendations on recovery measure development 

offered by researchers with lived experience of madness (Law, Morrison, Byrne, & 

Hodson, 2012), the scale items that were derived from the qualitative data were positively 
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framed so as to speak to the presence of supports and capacities.  The resulting first draft 

of a measure included the following items: 

 

Community 

 

1. I have a sense of belonging to a community that values me 

2. I have a sense of safety in community 

3. I have a community that encourages me to grow 

4. I know people who accept me for who I really am 

5. I have authentic relationships 

6. I have people I can trust 

7. I have relationships that are mutually supportive 

8. I know people who can understand my experiences 

9. I can make use of my abilities and make a contribution 

10. I have meaningful things to do 

11. I have access to the material resources I need 

Self-concept 

12. I am acceptable 

13. I am not defined by my mental health challenges 

14. I value my past experiences 

15. I have a connection to my true self 

16. I know what is true and right for me 

17. I can be vulnerable 

18. I am a worthy person 
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19. I have something to offer others 

20. I have inner motivation and can direct myself 

21. I am responsible for myself 

Capacities 

22. I have let go of the past 

23. I can ground to the present moment 

24. I have skills to interact in society 

25. I can express my inner experiences 

26. I can be my authentic self 

27. I can pursue my goals 

28. I can connect with others 

29. I can accept experiences even if they are difficult 

30. I choose which relationships are right for me 

31. I can cope with mental distress 

32. I have hope for the future 

     As mentioned in Chapter 2, key recovery processes identified and understood to be 

measurable dimensions of change have become known by the acronym CHIME (Leamy, 

Bird, Le Boutillier, Williams, & Slade, 2011). CHIME stands for: connectedness, hope, 

identity, meaning in life, and empowerment.   As evaluated by the researcher, the items of 

the first draft of the Social Recovery measure as originally numbered can be placed in the 

CHIME categories as: 

Category 1: Connectedness: support, relationships, community involvement  
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1. I have a sense of belonging to a community that values me. 

2. I have a sense of safety in community. 

4. I know people who accept me for who I really am. 

5. I have authentic relationships. 

6. I have people I can trust.  

8. I know people who can understand my experiences. 

Category 2: Hope: belief in recovery, motivation, hope-inspiring relationships, goals 

3. I have a community that encourages me to grow. 

7. I have relationships that are mutually supportive.  

13. I am not defined by my mental health challenges.  

20. I have inner motivation and can direct myself.  

22.  I have let go of the past. 

32. I have hope for the future.  

Category 3: Identity: positive sense of self and identity, overcoming stigma 

9. I can make use of my abilities and make a contribution. 

12. I am acceptable. 

15. I have a connection to my true self. 

17. I can be vulnerable 

18. I am a worthy person. 

     26. I can be my authentic self. 
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Category 4: Meaning in life: meaning of mental illness experiences, quality of life, 

meaningful life and social roles, meaningful life and social goals, rebuilding a life  

10. I have meaningful things to do.  

11. I have access to the material resources I need. 

14. I value my past experiences. 

19. I have something to offer others. 

27. I can pursue my goals. 

     28. I can connect with others. 

     30. I choose which relationships are right for me. 

Category 5: Empowerment: personal responsibility, control over life, focus on strengths. 

16. I know what is true and right for me.  

21. I am responsible for myself. 

23. I can ground to the present moment. 

24. I have skills to interact in society.  

25. I can express my inner experiences.  

29. I can accept experiences even if they are difficult. 

      31. I can cope with mental distress.  

Expert Panel 

     In an effort to determine if the proposed measure accurately represented social 

recovery, an expert panel was established of four individuals with experience with 

recovery and measurement.  The panel members were: 
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     Larry Davidson, PhD, is Professor of Psychology and director of the Program for 

Recovery and Community Health and the School of Medicine and Institution for Social 

and Policy Studies of Yale University.  He directs the Recovery to Practice Initiative for 

SAMHSA and has researched recovery processes, peer-delivered services and program 

evaluation, and recovery supportive policy development. He has lived experience with 

psychiatric disability.   

     Nev Jones, PhD, is Director of Research and Evaluation at the Felton Institute in San 

Francisco, California.  Her research foci include psychosis, early intervention, the 

Hearing Voices movement, and the sociocultural determinants of illness and recovery. 

She has lived experience with psychiatric disability.  

     Stephanie Hayes, OTR, PhD candidate at University of California Berkeley School of 

Social Welfare, has a research focus on peer services and peer-driven organizations.  She 

has lived experience with psychiatric disability.  

     Candice Morgan, PhD candidate at University of South Carolina, has a research focus 

on homelessness and mental health challenges.  She was a co-investigator with Drs. Anna 

Scheyett and Joseph DeLuca in a recent review of recovery measures published in the 

journal Social Work Research (Scheyett, DeLuca, & Morgan, 2013).  

     Each member of the expert panel received a draft of the measure and information on 

the qualitative work that had been conducted to generate the pool of items. Individuals 

were asked to rate individual items as high, moderate, or low with respect to social 

recovery, comment on items in terms of fit and clarity, and provide suggestions of other 

ways to tap into the construct.  Feedback of the expert panel was used to further refine the 
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draft measure. The second draft follows. Bolded items indicate those that were re-worded 

for clarity. Unnumbered items were those suggested by the expert panel members.  

Community 

 

1. I have a sense of belonging to a  

community. 

2. I have a sense of safety in community. 

3. I have a community that encourages me 

 to grow. 

4. I know people who accept me for who 

I really am. 

5. I have real relationships. 

6. I have people I can trust. 

7. I have relationships that are mutually  

supportive. 

8. I know people who can understand my 

      experiences with mental health challenges.  

9. I have a community that recognizes my abilities. 

10. I have meaningful things to do. 

11. I have access to the material resources 

      I need. 

I have a community to which I can contribute. 

I have a community that values me.  

I have opportunities to talk about how mental health challenges have affected my life. 

I know others who can understand how my mental health challenges connect to my 

life experiences. 

I have relationships that inspire hope. 

I have relationships in which I am seen as important. 

I have others I can depend on. 

I have opportunities to grow. 

I am needed by others. 

I have relationships in which I am an equal. 

I have opportunities to make a contribution. 

I am valued for who I am. 

I have access to the information I need. 

I am able to get my basic needs met.  

 

Self-concept 

 

12. I am an acceptable person.  

13. I am not defined by my mental health 

challenges. 
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14. I value my past experiences. 

15. I know what I really believe. 

16. I know what is true and right for me. 

17. I can allow myself to be vulnerable. 

18. I am a worthy person. 

19. I have something to offer others. 

20. I have inner motivation. 

21. I am responsible for myself. 

I know what I truly value.  

I know what it is I really want. 

I am acceptable to the people who matter to me. 

I am more than my experiences with mental health challenges. 

I grew through my experiences with mental health challenges. 

I can be effective. 

I am a valuable person. 

I am capable. 

I can both give and receive help. 

I can direct myself. 

I am responsible for making changes in my life. 

I have a purpose in life. 

I have a contribution to make. 

I have strengths. 

 

Capacities 

 

22. I have let go of the past. 

23. I can ground to the present moment. 

24. I have skills to interact in society. 

25. I can express my inner experiences. 

26. I can be my true self. 

27. I can pursue my goals. 

28. I can connect with others. 

29. I can accept experiences even if 

they are difficult. 

30. I choose which relationships are  

right for me. 

31. I can cope with mental distress. 

32. I have hope for the future. 

I can make my voice heard. 

I can exercise my rights. 

I can make sense of my experiences with mental health challenges. 

I find meaning in life. 

I can express myself. 

I can lead a full life. 
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I can make my own decisions. 

I can be optimistic. 

I can make a contribution. 

I can set my own goals. 

I have abilities to meet goals. 

I look forward to the future. 

I plan for my future.  

     Another focus group was held with individuals who identify as having lived 

experience but who are not involved in academia.  The input from the focus group 

members was further explored in a series of five interviews with individuals with lived 

experience who are not involved in academia. The focus group and interviews took place 

in March 2015. Participants were recruited from Folk Time socialization programs in the 

Portland, Oregon metro area and were compensated with $20 stipends. Five participants 

identified as male and five identified as female. Ages ranged from 20 to 68. Seven 

participants identified as Caucasian, one as Asian-American, and two as African-

American. Eight participants stated that they were diagnosed with schizophrenia and two 

stated that they were diagnosed with depression.  The focus group and interview 

participants further refined the measure through examination of both the content the items 

were constructed to assess and the feasibility of the resulting measure. Items should 

address areas of recovery and should be worded in such a way as to be accessible to those 

who may take the measure. The next draft of the measure follows. Bolded items indicate 

those that were reworded or added: 

Community 

 

1. I have a sense of belonging to a community.  I feel I belong to a community. 

2. I have a sense of safety in community. 

3. I have a community that encourages me to grow. 

4. I know people who accept me for who I really am. 
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5. I have real genuine relationships. 

6. I have people I can trust. 

7. I have relationships that are mutually supportive. 

8. I know people who can understand my experiences with mental health challenges.  

9. I know people who can understand my challenges. 

10. I have a community supportive group that recognizes my abilities. 

11. I have meaningful things to do. 

12. I have access to the material resources I need. 

13. I have a community to which I can contribute. 

14. I have a community that values me.  

15. I have opportunities to talk about how mental health challenges have affected my 

life. 

16. I know others who can understand how my mental health challenges connect to my 

life experiences. 

17. I have relationships that inspire hope. 

18. I have relationships in which I am seen as important. 

19. I have others I can depend on. 

20. I have opportunities to grow. 

21. I am needed by others. 

22. I have relationships in which I am an equal. 

23. I have opportunities to make a contribution. 

24. I am valued for who I am. 

25. I have access to the information I need. 

26. I am able to get my basic needs met.  

27. I have a supportive group that I do enjoyable things with.  

 

Self-concept 

 

28. I am an acceptable person.  

29. I am not defined by my mental health challenges. 

30. I value my past experiences. 

31. I know what I really truly believe. 

32. I know what is true and right for me. 

33. I can allow myself to be vulnerable. I can be vulnerable. 

34. I can share myself with others. 
35. I am a worthy person. 

36. I have something to offer others. 

37. I have inner motivation. 

38. I am responsible for myself. 

39. I know what I truly value.  

40. I know what it is I really want. 

41. I am acceptable to the people who matter to me. 

42. I am more than my experiences with mental health challenges. 

43. I grew through my experiences with mental health challenges. 
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44. I can be effective. 

45. I am a valuable person. 

46. I am capable. I am a capable person. 

47. I can both give and receive help. 

48. I can direct myself. my life.  

49. I am responsible for making changes in my life. 

50. I have a purpose in life. 

51. I can grow. 

52. I have a contribution to make. 

53. I have strengths. 

54. I can enjoy things I do.  

 

Capacities 

 

55. I have let go of the past. 

56. I can live in the present instead of being focused on the past. 

57. I have skills to interact in society. 

58. I can express my inner experiences. 

59. I can express my thoughts and emotions.  

60. I can be my true self. 

61. I can be aware of my true self.  

62. I can pursue my goals. 

63. I can connect with others. 

64. I can accept experiences even if they are difficult. 

65. I choose which relationships are right for me. 

66. I can cope with mental distress. 

67. I have hope for the future. 

68. I can make my voice heard. I can voice my opinions.  

69. I can express myself.  

70. I can exercise my rights. 

71. I can exercise my personal freedoms.  

72. I can make sense of my experiences with mental health challenges. 

73. I find meaning in life.   My life is meaningful.  

74. I can lead a full life. 

75. I can make my own decisions. 

76. I can be optimistic. 

77. I can make a contribution. 

78. I can set my own goals. 

79. I have abilities to meet goals. 

80. I look forward to the future. 

81. I plan for my future. 

82. I have a future. 
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83. I know what I want from my future. 

84. I think about my future.  

85. I can be present instead of anxious.  

86. I can live in the present.  

87. I have things I enjoy doing.  

Reading Level 

     Items were written at a 6th grade reading level as evaluated by the Flesch-Kincaid 

Grade Level Test and rated on a 5-point Likert scale.  Response options ranged from 1 = 

“strongly disagree” to 5 = “strongly agree.”  A 5-point Likert scale was selected for two 

reasons.  First, Likert scaling provides gradations of responses and offers respondents 

choices in “equal appearing intervals.”  Each text label is associated with a number on the 

continuum. The numbers are equated to text labels that are perceived as having equal 

distance between each response choice. The intention is that association of labels with 

numbers will allow respondents to express their true thoughts. Second, an odd number of 

response categories offers an option of a neutral selection choice and allows the 

respondent to indicate equal attraction to both sides of the response choices. Should a 

respondent have a neutral feeling towards an item, the lack of such an option disallows an 

opportunity for expression and leads to inflated measurement error (Abel, Springer, & 

Kamata, 2009). 

     The next sections will explore the conceptual framework of measurement instruments 

and reliability and validity concepts. Following the exploration, measures to be used for 

convergent construct validity will be reviewed.  The chapter will conclude with a 

presentation of the procedures used for working with research participants, managing 

data, and testing the psychometrics of the Social Recovery Measure. The technical 



131 
 

information in the following sections was drawn primarily from the work of DeVellis 

(2012) and Abel, Springer, and Kamata (2009) except where otherwise noted.  

Conceptual Framework 

     Theory has a central role in the development of measurement instruments. 

Measurement instruments consisting of items that combine for a composite score may be 

constructed so as to reveal levels of theoretical variables that are not directly observable. 

Such measures consist of what may be termed “effect indicators” or items whose values 

are caused by an underlying construct or latent variable.  The latent variable is the actual 

phenomenon of interest and is most typically a characteristic of an individual who reports 

the data. Use of a number of items is necessary as the latent variable cannot be directly 

observed. The classical measurement model assumes that individual items are 

comparable indicators of the latent variable. The latent variable has two main features. It 

is latent rather than manifest and it is variable rather than constant. This latent variable is 

regarded as the cause of items and their values. The score of an item is caused by the 

strength of the latent variable for an individual at a particular time.  

     As each item is theoretically caused by the latent variable, the items should correlate 

with one another. Examining how items correlate with one another allows us to see how 

highly correlated each item is with the latent variable. The classical measurement model 

assumes that: (a) the amount of error associated with individual items varies randomly. 

Item means tend to be unaffected by error given a large number of respondents; (b) one 

item’s error term is not correlated with the error term of another item.  Items are linked 
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only through the latent variable; and (c) error terms are not correlated with the true score 

of the latent variable.  

Reliability  

          Reliability is defined as the internal consistency of an instrument or its ability to 

measure the same matter each time it is used.  A reliable scale yields scores that represent 

the state of the latent variable being assessed. The score should not change unless there is 

an actual change in the variable being measured. A perfect scale would reflect a true 

score and nothing else. In the most formal terms, scale reliability is the proportion of 

variance in actual scores that is attributable to the true score on the latent variable.  

     Reliability is conceptually understood as the composite of two unobserved 

components: the true score and an error score. Each person’s observed score (O), consists 

of a “true” score, T, and a random error score, E.  The relationship is depicted in the 

equation O = T+E. Random errors affect a score due to pure chance and reduce both 

consistency and the usefulness of the scores. The true score can be thought of as the score 

under perfect conditions or as the average of the observed scores obtained over an infinite 

number of repeated administrations of the instrument. The true score can also be said to 

be what the rater actually experiences and the error score can be said to be the gap 

between the experience and what is observed of the experience.  

     There are several types of reliability. Each rests on a conceptual foundation of 

reliability consisting of the proportion of variance in an observed score that can be 

attributed to the true score of the variable being assessed. Test-retest reliability is 

consistency over time. An individual should give the same responses at time one as two 
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weeks later at time two as long as the latent variable is unchanged. The correlation 

coefficient between the two sets of scores, or the coefficient of stability, is used to 

measure this type of reliability. It is generally reported as the correlation of time one 

scores with time two scores. The parallel-form method also involves two testing 

situations with the same people but uses different forms of a test that purports to measure 

the same thing. Two tests are defined as parallel when each respondent has the same true 

score on both forms of the test and the error variances for the two forms are equal. The 

reliability coefficient can be defined as the correlation between scores on parallel test 

forms. The split-halves method involves administering one form of the instrument to a 

group of subjects.  Prior to scoring, the items are divided to create two halves of the test. 

The correlation between the two halves provides the estimate of reliability.  

     Internal consistency reliability involves the homogeneity of scale items. The 

relationships among items should be logically connected to the relationships of items to 

the latent variable.  If the items are strongly related to the latent variable, they will have 

strong relationships to one another. Internal consistency is evaluated by the extent that 

items are highly intercorrelated. Each dimension of a measure should consist of a set of 

items that correlate well with one another. The estimation of internal consistency is 

commonly calculated using Cronbach’s coefficient alpha which provides the proportion 

of variance in a scale that is attributable to the true score of the latent variable.  

      Reliability in this study will be measured using the Cronbach’s coefficient alpha 

statistic and the test-retest method. Cronbach’s alpha utilizes inter-item correlations to 

determine if test items are correlated with one another. It is based on the average 
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correlations among the items. When respondents perform consistently across items within 

an instrument, item homogeneity is indicated. If items demonstrate good internal 

consistency, the Cronbach alpha exceeds 0.70 for a developing instrument and 0.80 for an 

established instrument. Test-retest reliability was conducted using a subsample of 30 

individuals who were administered the test once and then again two weeks later. A test-

retest statistic of .75 was considered acceptable (Bowling, 2009; Pallant, 2010).  

Standard Error of Measurement (SEM) 

     Approaches to reliability are designed to assess the error in the measure.  The standard 

error of measurement (SEM) describes the expected variation of the true scores. It is a 

method of examining reliability by directly estimating the amount of error in the 

instrument.  Each subject’s test score has a standard deviation.  SEM is a result of the 

average of these individual standard deviations. It estimates the standard deviation of 

error.  As an error index, the SEM can be used to determine what change in scores may 

be due to error. 

     SEM provides an interval estimate of how far the true score may lie from an observed 

score. It can be used to construct a confidence interval. A scale with low SEM will have a 

narrow confidence level and good measurement error characteristics. The smaller the 

SEM, the less measurement error and the greater instrument reliability. A SEM that is 5% 

or less of the range of possible scores is recommended.  A standard error of measurement 

was computed for each of the final domains.  
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Item Pool 

     As reviewed previously, all items of a scale should reflect the underlying latent 

variable. Multiple items will make for a more reliable test than individual items. Some 

redundancy is necessary for an effective instrument. Redundancy is actually the 

foundation of internal-consistency reliability. Early in the scale development process, it is 

better to have more item variants than later proves necessary, than too few items with 

which to begin.  Item generation should be focused on revealing the phenomenon of 

focus in different ways. The use of multiple and apparently redundant items can express 

relevant ideas and result in capturing the construct.  

     Useful redundancy is concerned with the underlying variable and is not created 

through grammar or vocabulary changes. It is best to explore the nuances of the meaning 

of a construct by examining different ways of expressing the varied aspects. Varied 

representation of a common theme can enhance both content validity and internal 

consistency. As long as items are not literally identical, repetition of item content can be 

a means of viewing an issue from all angles. Subsequent psychometric analyses will 

separate the good items from the bad.   

     Items that perform well are clear and unambiguous, brief, written at an eighth grade or 

lower reading level, and express only one idea. Positively worded items are those that 

represent the presence of the construct. Negatively worded items are defined as those that 

indicate low levels or the absence of the construct. Negatively worded items are 

sometimes included with the intention to avoid acquiescence, affirmation, or agreement 

bias or the tendency of respondents to answer items less on the basis of content than on a 
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pattern of responding. The response bias refers to a respondent’s tendency to agree with 

items regardless of their content. However, inclusion of both positively and negatively 

worded items can be confusing for the respondent and may not lead to improvement in 

the instrument. In the interest of clarity and ease of instrument use for the respondents, 

the Social Recovery Measure will feature only positively worded items.  However, items 

from the different meta-themes or proposed domains were randomly distributed on the 

version of the instrument administered to respondents.  

Validity 

     Validity is associated with the underlying construct the instrument is intended to 

measure.  Therefore, it is related to theoretical issues. An instrument has utility to the 

extent that it is reflective of the underlying theoretical concept.  Scores on an instrument 

should be representative of the construct in question. Validity concerns whether or not the 

latent variable is the underlying cause of the covariance of items. DeVellis (2012) 

stresses that validity of a scale is not firmly established during development, but is a 

cumulative, ongoing process. There are several types of validity.  Content validity is 

achieved when all items are clearly related to the construct. The set of items should 

reflect a domain of content.  Construct validity is concerned with the theoretical 

relationship of a variable to other variables and is a measure of how well the instrument 

fits the ideas of a construct. It is evaluated by discovering how a scale that purports to 

measure a construct displays a similar relationship to other measures of the construct. 

Factorial validity is a form of construct validity.  It is established through a factor 

analysis or procedure for analyzing the interrelationships among a set of variables and for 
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explaining the interrelationships in terms of a reduced number of variables or factors. 

Concurrent validity is evaluated by how highly positively correlated a measure is with 

another known measure of a similar type and how negatively correlated a measure is with 

an opposite construct. Predictive validity status is achieved when a measure predicts a 

practical result or important outcome (Campbell-Orde, Chamberlin, Carpenter, & Leff, 

2005).  

Content Validity 

     Content validity is concerned with how well the content of items reflects the target 

construct. Content validity depends on both the original construction of items and the 

expertise and judgment of individuals selected to review them. Expert reviewers should 

be selected based on knowledge of the substantive area and/or capacity to understand the 

psychometric task at hand. Recommendations for expert panelists include a balance of 

involvement of those who have lived experience of the substantive area and those who 

have studied it. The goal of expert review is to cross-check, revise, and potentially 

eliminate items before collecting sample data.   

Factorial Validity 

     Factorial validity is a form of construct validity that is established through a factor 

analysis.  The two types of factorial validity are exploratory and confirmatory factorial 

analysis. A factor analysis is purely exploratory in the absence of a hypothesis about the 

number or nature of the factors or latent variables measured by the test. A factor analysis 

is confirmatory in cases in which there is a strong theory and/or empirical base and when 

the number of factors or domains has been established.  A confirmatory factor analysis 
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(CFA) was used in this study given the extensive work that has gone into establishing 

measurable dimensions of key recovery processes. A CFA was conducted to establish the 

degree to which specific items on the Social Recovery Measure are correlated with the 

three domains derived from the focus group data or with the five domains of the CHIME 

framework. Factorial validity indicates only that a test is properly classified, not 

necessarily that it is good or useful for any purpose.  

Construct Validity 

     Construct validity is known to be the most elusive of the validity types and is closely 

tied to theoretical considerations. It concerns the theoretical relationships of a variable to 

other variables. It requires integration of multiple lines of evidence. Construct validity is 

typically tied to two subtypes: convergent and discriminant. Convergent construct 

validity tests whether a construct correlates with a theoretically relevant variable with 

which is expected to correlate. A new scale should correlate significantly with established 

instruments that measure related constructs and should strongly negatively correlate with 

established instruments that measure concepts that are the opposite of the concept being 

measured in the new scale. Use of established measures of relevant constructs can 

provide support for validity when developing a measure. The performance of the measure 

compared to other measures can serve as the recommended validation step for measure 

development.  

Determination of Convergent Validity 

     Convergent validity was determined with the Recovery Assessment Scale (RAS; 

Giffort, Schmook, Vollendorf, & Gervain, 1999), the Questionnaire about the Process of 
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Recovery (QPR; Neil, Kilbride, Pitt, Nothard, Welford, Sellwood, & Morrison, 2009) and 

the Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 1974). It was 

hypothesized that scores on the RAS, particularly the “Personal Confidence and Hope,” 

“Reliance on Others,” and the “Goal and Success Orientation” subscales, scores on the 

QPR would be positively correlated, and scores on the BHS would be negatively 

correlated with the Social Recovery Measure. Measures were selected based on similarity 

and difference respectively in terms of the construct of social recovery as well as on their 

established psychometric properties.  

Measures 

     The following three instruments were administered to participants in this study in 

order to establish convergent construct validity.  A brief description and available 

psychometric properties of each instrument is presented.  

     The Recovery Assessment Scale (RAS). The Recovery Assessment Scale (RAS; see 

Appendix B) was developed in the United States to measure personal recovery in adults. 

The RAS is based on a process model of recovery as opposed to a stage model and has a 

particular focus on hope and self-determination. The measure was developed through 

narrative analysis of four consumer recovery stories and was originally a 39-item scale. 

An independent group of twelve consumers subsequently reviewed the scale items and 

revisions led to the current 41-item instrument.  The subscales of the RAS measure five 

domains: personal confidence and hope, willingness to ask for help, goal and success 

orientation, reliance on others, and not being dominated by symptoms. Items are scored 

on a 5-point Likert scale that ranges from 1 = “strongly disagree” to 5 = “strongly agree.”  
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A higher score indicates a stronger state of recovery. A confirmatory factor analysis 

validated the five factor structure. The alphas for the five factors ranged from .74 to .87: 

personal confidence and hope (alpha =. 87); willingness to ask for help (alpha = .84); 

goal and success orientation (alpha = .82); reliance on others (alpha = .74); no 

domination by symptoms (alpha = .74). Internal consistency has been evaluated as a 

Cronbach’s alpha =.93.  Test-Retest Reliability (14 day interval) has been evaluated as a 

Pearson’s Product Moment Correlationr =. 88 (Campbell-Orde, Chamberlin, Carpenter, 

& Leff, 2005) 

     The RAS appears to be the most widely published and studied measure of recovery 

currently available. As of August 2012, a total of 222 articles published around the world 

were found to utilize the RAS although only 77 of the articles included psychometric data 

on the instrument (Salzer & Brusilovskiy, 2014). In a systemic review of measures of 

personal recovery, the RAS was evaluated as demonstrating an adequate demonstration 

of the property for content and construct validity and for internal consistency (.89, .93 

and range .73-91) and test-retest reliability (range .81, .88, and range .39-.83). No 

information was available to evaluate criterion validity, responsiveness, time to complete, 

reading age, or feasibility (Shanks, Williams, Leamy, Bird, Boutillier, & Slade, 2014).  

The RAS is not copyrighted, can be downloaded free of charge, and may be used freely.   

     I hypothesized that the Social Recovery Measure will be most strongly correlated with 

the RAS “Personal Confidence and Hope,” “Goal and Success Orientation,” and 

“Reliance on Others” subscales.  The Social Recovery Measure will be less focused than 

the RAS on items reflected on the “Willingness to ask for Help” and “Not Dominated by 
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Symptoms” subscales.  Compared to the RAS, the Social Recovery Measure focused less 

on seeking assistance and managing symptoms and focus more on building mutually 

supportive relationships, constructing a positive identity, and pursuing personal goals.  

     The Questionnaire about the Process of Recovery (QPR). The Questionnaire about 

the Process of Recovery (QPR; see Appendix B) was developed in the United Kingdom 

as a measure of recovery specific to psychosis.  The 22-item measure was designed to be 

used as a tool for setting and measuring goals. Two service user researchers were part of 

the study team which worked with a steering committee of 10 service users. The QPR 

was grounded in a theme of recovery as a process and was developed from interviews 

with 126 individuals with lived experience of psychosis.  Of the 126 participants initially 

interviewed, 111 (88%) engaged in the next phase of measure generation. The subscales 

of the QPR measure two domains: intrapersonal (17 items) relating to tasks an individual 

is responsible for carrying out in order to rebuild a life and interpersonal (5 items) 

relating to external processes and relationships with others. Items are scored on a 5-point 

Likert scale that ranges from 0 = “disagree strongly” to 4 = “agree strongly.” Higher 

scores are indicative of recovery. Cronbach’s alpha coefficients (intrapersonal subscale 1 

= .94 and interpersonal subscale 2 = .77) indicated good internal consistency. Test-retest 

reliability compared the scores of 43 participants from one week to the scores two weeks 

later. Results (intrapersonal subscale r = .874, p = .001; interpersonal subscale r = .769, p 

= .001) indicated good test-retest reliability. The developers of the measure discussed that 

the finding of two subscales, intrapersonal and interpersonal, was consistent with 

previous research that recovery is supported by both internal factors such as hope, 
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empowerment, confidence, and purpose, and external factors such as connectedness and 

caring and support from others (Neil et al., 2009). 

      A systematic review of measures of personal recovery evaluated measures based on 

fit with the CHIME recovery processes and for demonstration of psychometric properties. 

The QPR was the only measure of thirteen identified to have all items match to the 

CHIME conceptual framework.  It was evaluated as demonstrating an adequate 

demonstration of the property for content and construct validity and for internal 

consistency (subscale 1 = .94; subscale 2 = .77) and test-retest reliability (intra subscale r 

=.874; inter subscale r =.769). No information was available for criterion validity, 

responsiveness, time to complete, reading age, or feasibility (Shanks et al., 2014). 

Another evaluation of the psychometric properties of the QPR found that internal 

consistency could be improved by removing seven of the 22 items. Five of the seven 

items targeted for removal constitute the entire interpersonal subscale. The resulting QPR 

would fit a one factor model that tested for an intrapersonal domain (Law, Neil, Dunn, & 

Morrison, 2014).  

     I hypothesized that the Social Recovery Measure would be most closely correlated 

with the intrapersonal subscale of the existing QPR.  The items of the intrapersonal 

subscale focus on positive self-identity, meaning, empowerment, sense of connectedness, 

self-direction, hope, and relationship and community development.  However, the 

intrapersonal subscale also includes items focused on symptom issues which 

distinguishes the subscale from the SRM. The items of the interpersonal subscale focus 

on seeking care and attitudes regarding engagement in advocacy.  As the Social Recovery 
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Measure does not address seeking care or engaging in advocacy, it was not expected to 

correlate strongly with the particular QPR items. 

     The Beck Hopelessness Scale (BHS). The Beck Hopelessness Scale (BHS, see 

Appendix B) is the most widely used measure of hopelessness in the psychiatric, medical, 

and general populations (Kao, Liu, & Lu, 2012). Further, it has been used in the testing of 

construct validity of the QPR and other measures of recovery (Law, Neil, Dunn, & 

Morrison, 2014). The BHS is a 20-item self-report measure designed by clinicians to 

measure negative expectancies. As originally constructed and currently available, the 

measure covers three aspects of hopelessness: feelings of the future, loss of motivation, 

and expectations. Statements are rated by participants as true or false for their attitudes 

over the last week. The possible range of scores is from 0 to 20.  

     The psychometric characteristics of the BHS were first examined with a sample of 294 

patients who had attempted suicide. The BHS was found to be reliable (.93) with item-

total correlation coefficients ranging from .39-.76.  The three factors emerged from a 

principal components factor analysis with varimax rotation (Beck, Weissman, Lester, & 

Trexler, 1974).  The measure was subsequently subjected to an item analysis with general 

and forensic psychiatric populations and initial psychometric findings were replicated 

(Durham, 1982).  An evaluation of the scale using item-response theory with two 

separate clinical samples found the scale to be unidimensional. In the one-factor model, 

all items demonstrated an acceptably strong relationship to the latent variable of 

hopelessness. Coefficients were over .90 (Young, Halper, Clark, Scheftner, & Fawcett, 

1992).  In a general clinical population, Dyce (1996) found the measure to be internally 
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consistent (r = .92) and the three-factor solution supported using principal-component 

analysis with both varimax and oblique rotations. Steed (2001), employing a non-clinical 

sample, found the measure to be internally consistent (r = .88) with item-total 

correlations ranging from .29 to .66. Steed proposed a two-factor solution after carrying 

out  varimax and oblique rotations and conducting confirmatory factor analyses. The 

psychometric properties of the measure were further evaluated on an outpatient sample of 

individuals diagnosed with schizophrenia. A factor analysis with a principal components 

analysis after oblimin rotation yielded two factors: negative expectation for the future and 

loss of motivation. The measure was found to be internally consistent (r = .85) with 

moderate to moderately high item-total correlations. A test-retest at two weeks reliability 

procedure demonstrated highly significant relationships for all rating scores (r = .80, N = 

30, p < .001; Kao, Liu, & Lu, 2012).  

Procedure 

     The Portland State University Institutional Review Board Office of Research Integrity 

granted approval to the study (Appendix A) The Informed Consent form was written at 

an eighth-grade reading level. A Qualtrics electronic survey was compiled and 

distributed. The survey included demographic questions, the draft Social Recovery 

Measure, and the RAS, QPR, and BHS (Appendix B).  

Participants 

     A nonprobability, purposive sample of 228 individuals with lived experience of 

mental health challenges took the survey between April 2015 and June 2015. Data were 

gathered onsite and online from: Folktime; Comfort Zone; NorthStar; Lifeworks NW; 
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Columbia County Mental Health; Recovery Outreach Recovery Center in the greater 

Portland, Oregon metro area. Data were gathered online from consumer operated 

programs: VOCAL Virginia; New York Hearing Voices; Seattle Hearing Voices; 

Western Massachusetts Recovery Learning Centers; Montana’s Peer Network; Georgia 

Mental Health Consumer Network, Inc; the Pennsylvania Mental Health Consumer’s 

Association; and Project Return Peer Support Network in California.  

Risk and Informed Consent 

     It was anticipated that participation in the study would present no more than minimal 

risk to the participants. Research participants may have experienced some psychological 

discomfort as completing the measures may have brought up some emotions. All 

participants were receiving peer support or mental health services and I also offered my 

assistance in processing emotional responses. 

     Participation was entirely voluntary. Participants were not asked to sign informed 

consent forms and were informed that they did not have to participate in the study and 

would experience no negative effects from declining. The researcher’s name was given as 

the contact person in the event that a participant or gatekeeper had questions or concerns 

related to the study. Participants were also given the contact information for the PSU IRB 

in the event of perceptions of rights violations or harms sustained from study 

participation. Participants who completed the measurement packets were offered the 

opportunity to be entered into a drawing for one of two $100 Visa gift cards. The 

subsample of participants who engaged in a test-retest procedure were offered the 

opportunity to enter a second drawing for a $50 gift card. Participants who chose to enter 
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the drawings were sent to a non-linked Qualtrics page. They were asked for their contact 

information but could chose to use an alias as long as they could be contacted in the event 

they won the drawing.  

Data Collection and Entry 

     The electronic data will be kept on a secure drive of Portland State University. 

Confidentiality was maintained by assigning each respondent a non-identifiable number 

associated with the corresponding electronic packet. The researcher imported data from 

the Qualtrics files to SPSS 21 and then from SPSS 21 to SPSS Analysis of Moment 

Software (AMOS).  AMOS is used for structural equation modeling (SEM).  

Missing Data  

     Missing data are a result of intentional or unintentional unanswered items.  As missing 

data reduce the sample size and degrees of freedom when conducting statistical analysis, 

the power of a study to detect statistically significant relationships or differences in the 

data can be diminished. The prevalence of unanswered items is determined after data 

collection and entry.  Screening for missing data involves (a) determining how much data 

are missing and identifying whether there is a random or systematic pattern to the missing 

data; (b) determining why data are missing; and (c) deciding on the best approach to 

managing missing data (Duffy, 2006). Random error refers to error that lacks a pattern 

across respondent groups, while systematic error refers to errors with a statistically 

observable pattern. Systematic error affects the generalizability of study findings (Munro, 

2005). Several approaches exist to adjust for missing data.  The most appropriate 

approach is based on the degree of randomness of missing response items. 
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     Generally, if less than 5% of the data are absent without a definite pattern, most 

procedures for missing data may be used (Munro, 2005; Tabachnick & Fidell, 2007). In 

the case of systematic error in the data, the number of procedures is reduced. Missing 

Value Analysis (MVA) is a procedure available in SPSS for addressing missing data. 

MVA involves three functions: (a) description of the pattern of missing data; (b) 

estimation of means, standard deviation, correlations and co-variances for several missing 

value methods (listwise, pairwise, regression and expectation-maximization (EM); and 

(c) filling in missing data (Pallant, 2010). Neither listwise nor pairwise missing value 

methods require the third step of filling missing data since they involve removing cases in 

their entirety. Regression and EM are processes used to impute missing data.  Both 

involve the imputation of one complete data set.  Multiple Imputation yields more than 

one complete data set and the standard errors are estimated in order to establish 

parameters (Little & Rubin, 1987). Generation of complete data sets reduces the chance 

of error related to replacement of missing values.  If data are found to be missing in a 

non-random manner, neither regression nor EM may be used.  Many recommend 

repeating statistical analysis with and without missing data replacement as a check 

against distortion (Duffy, 2006). As the amount and type of missing data cannot be 

predicted, the appropriate response to the issue is to be made after assessing the amount 

and type of missing data. Only six of 228 participants did not provide demographic data 

and no other data were missing.  No missing data procedures were required.  
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Skewness and Kurtosis 

     Normal distribution of data is one of the major assumptions of structural equation 

modeling. Skewness and kurtosis provide information on the distribution of scores on a 

continuous variable and are measures of departures from normality. Departures from 

normality can affect tests and confidence levels. The shape of a data distribution is 

relevant to the issue of the assumptions and robustness of analysis procedures. Skewness 

provides an indication of the symmetry of the distribution and affects the test of means. 

Kurtosis provides information about the peakedness of the distribution and impacts tests 

of significance, standard errors of parameters, variance, and covariance. A perfectly 

normal distribution would have skewness and kurtosis values of 0 (DeCarlo, 1997; 

Pallant, 2010). Skewness and kurtosis was calculated for each instrument item. While 

there are differences of opinion regarding acceptable values, an absolute kurtosis value 

greater than 10 and an absolute skewness value greater than 3 were to be considered as 

indicative of departure from normality (Kline, 2011).  

Item Evaluation 

     The performance of each item requires evaluation so that the most appropriate ones 

will constitute the measure. An ideal item is highly correlated with the latent variable. 

Relationships to the latent variable can be discerned through correlations among items. 

The higher the correlations among items, the higher the individual item reliability. The 

more reliable the individual items are, the more reliable the measure will be as they will 

share a common latent variable. High intercorrelation of items is highly desirable.  In 

order to realize high intercorrelation of items, each item should correlate substantially 
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with the collection of remaining items. This is examined by computing item-scale 

correlation. The corrected item-scale correlation procedure correlates the item being 

evaluated with all the scale items excluding itself. An item with a high value for this 

correlation is desirable. A desirable item will also have relatively high variance and a 

mean close to the center of the range of possible scores. An item that does not vary 

cannot covary, so an item with low variance or a skewed mean will have low correlation 

with other items. Inspection of variances and means can serve as check to item 

correlations.  

Coefficient Alpha 

     Coefficient alpha is an indicator of a scale’s reliability. Conceptually, it is an estimate 

of how much the covariances between items account for the variance of the total test 

scores. It is indicative of the proportion of variance in the scale score that is attributable 

to the true score of the latent variable. A non-central mean, poor variability, low item-

scale correlation, and weak inter-item correlations will reduce alpha. A scale’s alpha is 

influenced by the extent of covariation among items and the number of items on the 

scale. Inclusion of more items with good item-scale correlations will increase alpha and 

removal of such items will lower alpha. Alpha can theoretically range from 0.0 to 1.0.  

An alpha between .7 and .8 is generally considered respectable and an alpha between .8 

and .9 is generally considered very good. For this study, alphas of .7 and above were 

sought (Nunnally, 1978). While longer scales tend to be more reliable, shorter scales 

place less burden on respondents. Therefore, attention was placed on an acceptable trade-

off between burden and reliability.   
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Factor Analysis 

     In factor analysis, observed variables are modeled as a function of underlying 

unobserved variables. Item responses on a scale are observed variables and are modeled 

as a function of latent variables. Observed item responses are predicted by the latent 

variable. Factor analysis allows for the determination of the number of factors underlying 

a set of items and provides insight into the nature of the latent variables.  Factor analysis 

can also provide a means of explaining variation among the original variables. It defines 

the substantive content or meaning of the factors that account for the variation among 

items. It also assists with identification of item performance. Individual items that do not 

fit into any of the factorial-derived categories of items or that fit into more than one of the 

categories can be identified and considered for removal.  

     The first task with factor analysis is to determine the number of categories sufficient 

for capturing the majority of information contained in the original set of items. The 

analysis assesses how much of the association among individual items can be explained 

by a single concept. If one concept or category cannot adequately account for the 

covariation among items, the analysis identifies one or more additional categories until 

the amount of unaccounted for covariation is acceptably small. Conducting a factor 

analysis can result in examining a large set of items or variables and determining a 

smaller set of factors that capture or condense the original information. 

     An eigenvalue represents the amount of information captured by a factor. For 

example, the total amount of information in a set of items is equal to the number of items.  

Given 25 items, there would be 25 units of information. Each factor’s eigenvalue 
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corresponds with some portion of those units. An eigenvalue of 1.0 corresponds to 1/k of 

the total variance among a set of items. A factor with eigenvalue 1.0 contains the same 

proportion of total information as a typical single item. According to the eigenvalue rule, 

factors with eigenvalues less than 1.0 should not be retained. The scree test is based on a 

plot of the relative, as opposed to the absolute, eigenvalues.  

Rotating Factors 

     Factor rotation is a necessary step in interpretation. It acts to identify clusters of 

variables that can be characterized in terms of a single latent variable. It performs this 

task by selecting vantage points from which to describe items and their relationships. In 

the patterns of intercorrelation among a set of items, the stronger the association of items, 

the closer to one another they could be said to be. If factors or the underlying latent 

variables are thought to be strongly correlated, an oblique rotation should be specified.  

Confirmatory Factor Analysis 

     Confirmatory factor analysis (CFA) is a factor analysis method that that is applied to a 

set of items to confirm a particular pattern of relationship that is predicted by theory or 

previous analysis. The method is based on structural equation modeling (SEM). SEM is a 

model that contains structural relationships between variables and latent factors. A CFA 

is special case of SEM. SEM-based approaches provide a statistical criterion for 

evaluating how well the real data fit the specified model. The analyst specifies the 

anticipated relationship among variables and the computer program performs calculations 

allowing the analysis to determine if the model can be reconciled with the data. Structural 

equation modeling produces plausible solutions. Judgment comes into play in making the 
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best choice among available solutions. The initial step of a CFA is to specify the number 

of factors or the number of subscales. The next step is to specify which items are 

commonly predicted by the same latent variable or, in other words, which items load on 

which factor or subscale. The three-factor rule requires a minimum of three items per 

factor (Nunnally, 1978).    

Model Fit 

     If the model fits the data, there is evidence to confirm the theoretical factor structure. 

If the model does not fit the data well, responses to the instrument are not consistent with 

the theoretical factor structure of scale items and revision of the instrument is indicated. 

Goodness of fit estimates are used to determine how well the hypothesized measurement 

model fits the observed correlation. There are a number of model fit indices and statistics.  

     A chi-square goodness of fit statistic tests a null hypothesis that the data covariance 

and the reproduced covariance are the same.  Rejecting the null hypothesis indicates that 

there is enough evidence that the model does not fit the data.  The conclusion would be 

that there is a poor fit of the model to the data (Nunnally, 1978). As the null hypothesis is 

that the postulated model holds in the population, in contrast to traditional statistical 

procedures, the researcher in this case hopes not to reject the null hypothesis. The chi-

square is sensitive to sample size. With small samples, there may not be enough power to 

detect differences between models. The relative chi-square is the chi-square divided by 

degrees of freedom and is abbreviated as CMIN/DF. It is an attempt to make the test less 

dependent on sample size. The smaller the chi-square, the better the fit of the model. A 

CMIN/DF ratio below 3 is generally considered acceptable. The comparative fit index 
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(CFI) is related to the difference between the chi-square statistic and its degrees of 

freedom for the proposed model and for the null model.  In the null model, all parameters 

are constrained to be zero and are analogous to the observed covariance.  CFI measures 

the improvement of fit by the proposed model. The range of the index is restricted to 

between 0 and 1 with higher values indicating better fit.  The standard is that 0.90 is an 

acceptable fit and above 0.95 is an excellent fit. The Tucker Lewis Index, also known as 

the Non-Normed Fit Index, evaluates the ratio of the chi-square statistic to its degrees of 

freedom in the proposed model relative to the same quantity of the null model.  A higher 

value indicates more improvement from the null model.  The range is restricted from 0 to 

1. A value of 0.90 is considered acceptable and a value above 0.95 is considered an 

excellent fit. The Root Mean Square Error of Approximation (RMSEA) is based on the 

degree of noncentrality of the chi-square statistic. The noncentrality quantity indicates the 

degree of deviation from the null hypothesis. In this context, the null hypothesis states 

that the data covariance and the reproduced covariance are the same.  A perfectly fit 

model will have a noncentrality parameter of the chi-square statistic of 0 and the RMSEA 

will also be zero.  If the model is not perfect, the noncentrality parameter will have a 

positive value and a non-zero positive RMSEA. Smaller values indicate a better fit. A 

good fit will obtain a 0.50 or smaller RMSEA and an acceptable fit is 0.80 or lower. A 

Standardized Root Mean Square Residual (SRMR) is a measure of discrepancy between 

the data covariance and the reproduced covariance based on estimated parameter values. 

A good fit for SRMR is 0.10 or smaller (Hu & Bentler, 1999). 
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     The majority of goodness of fit estimates are conducted using the chi-square statistic. 

Using additional model fit indices complements the chi-square statistic and enhances the 

integrity of a fit model.  The combinational strategy results in lower sums of Type I and 

Type II error rates and so are preferred criteria for model evaluation. There is a trade-off 

between Type I and Type II error rates when N ≤ 250 as in this study. When sample size 

is small, most combinational rules have a tendency to over-reject true-population models. 

RMSEA is one fit index that is particularly known to over-reject true-population models 

at small sample size (Hu & Bentler, 1999). This study used the relative chi-square 

statistic (CMIN/DF), the root mean square error of approximation (RMSEA), the 

comparative fit index (CFI), and the standardized root mean square residual (SRMR).  

Scale: Burden, Length, and Item Sequencing 

     In general, shorter scales are preferable to longer ones given the burden on 

participants who complete instruments and providers and researchers who administer 

them.  However, if too much is sacrificed for brevity, the psychometrics of the instrument 

will be weakened. Shrinking an item pool can leave out important content and lead to a 

scale that is too simplistic. Inadequate reliability is another risk of inclusion of too few 

items.  One of the first steps in examining psychometric evidence is to estimate the 

consistency of scale responses. Interpreting coefficient alpha and alpha-of-item-deleted 

statistics can guide retention of strong items and identification of weak ones for possible 

deletion. The ideal length of a scale can be determined by the anticipated burden of using 

it, the complexity of the construct, and the set standards for psychometric strengths. 

There are three scale development goals that need to be balanced: strengthening internal 
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consistency by removal of any weak items; lowering instrument burden by reducing scale 

length; and easing scale scoring. Factor structure and internal consistency are best tested 

by randomizing the placement of items on an instrument. Random placement enhances 

confidence that patterns found are due to a shared construct rather than by close 

placement on an instrument. Responses should cluster not by response patterns but due to 

reflection of the common latent construct. 

Outcome of Dissertation 

     The study was designed to produce an instrument by the name of the Social Recovery 

Measure (SRM). The instrument was grounded in disability and mad theories and is 

specific to the social aspects of recovery. Development was guided by those with lived 

experience of mental illness who are in recovery and by key recovery processes as 

identified in a systematic review of the recovery literature. The process of instrument 

development followed the systematic approach recommended by experts in the 

measurement field. The next chapters present the findings of the study and discuss 

recommendations for future research and implications.
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Chapter 4 

RESULTS 

     This chapter will present the results of the measurement development and validation 

study.  Basic demographic information on the study participants will be presented first.  

Next, the exploratory and confirmatory factor analyses will be presented.  The final 

version of the Social Recovery Measure (SRM) will be introduced as the intended 

product of the dissertation.  Next, results of reliability analyses will be reviewed. Lastly, 

convergent construct validity will be reviewed in terms of correlations with the Recovery 

Assessment Scale (RAS), The Questionnaire about the Process of Recovery 

Questionnaire (QPR), the Beck’s Hopelessness Scale (BHS), and with specific 

demographic indicators.  

Participant Characteristics 

     The total sample consisted of 228 participants. Of the 228 participants, 123 (54%) 

participated on-line and 105 (46%) participated in person. As six individuals completed 

the measures but did not respond to demographic items, the following information is on 

222 individuals. As can be seen in Table 2, 155 (70%) participants lived in Oregon and 

67 (30%) were drawn from consumer operated programs in California, Georgia, Illinois, 

Massachusetts, Montana, New York, Pennsylvania, Virginia, Washington State, and 

Wisconsin. Participants ranged from age 18 to over 65 years of age. Young adults 

between the ages of 18-34 were 18% of the participants, 48% were between the ages of 

35-54, and 34% were 55 or older. The majority of participants were female (59%). Males 

were 36% of the sample and Transgender/Two-Spirit/Gender queer individuals were 5% 
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of the sample. The majority of participants were Caucasian (77%) and heterosexual 

(77%).  Most participants were single (47%); 37% were in a relationship, a domestic 

partnership, or marriage; 13% were separated or divorced; and 3% were widowed. The 

majority of participants lived in urban settings (46%). Suburban dwellers were 25% of 

the participants. Those living in small towns were 23%, and those living in rural or 

frontier settings were 5%. 

Table 2. Demographic Characteristics: Residency, Age, Gender, Race/Ethnicity, 

Sexual Orientation, Relationship Status, Living Situation 

 

Characteristics Frequency Percentage 

State of Residency 

Oregon 

Out of State 

 

155 

67 

 

70% 

30% 

Age 

18-24 

25-34 

35-44 

45-54 

55-64 

65+ 

 

9 

31 

48 

59 

60 

15 

 

4% 

14% 

22% 

26% 

27% 

7% 

Gender 

Male 

Female 

Transgender/Gender Queer 

 

81 

130 

11 

 

36% 

59% 

5% 

Race/Ethnicity 

White 

African American 

Asian/Pacific Islander 

First Nation/Alaskan Native 

Latino 

Mixed Race 

 

171 

14 

8 

3 

5 

21 

 

77% 

6% 

4% 

1% 

2% 

10% 

Sexual Orientation 

Straight/Heterosexual 

LGBTQP 

Asexual 

Prefer not to answer 

 

171 

24 

2 

15 

 

77% 

15% 

1% 

7% 
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Characteristics Frequency Percentage 

Relationship Status 

Single 

In a relationship 

Married/Domestic Partner 

Separated or Divorced 

Widowed 

Prefer not to answer 

 

104 

44 

38 

29 

6 

1 

 

47% 

20% 

17% 

13% 

3% 

.5% 

Living Situation 

Urban 

Small town 

Suburb 

Rural/Frontier 

 

103 

51 

56 

12 

 

46% 

23% 

25% 

5% 

      

     In terms of education, a small minority had less than a high school education (6%), 

19% had completed high school, earned a GED, or attended trade school, 25% attended 

college, 30% had earned an Associates or Bachelor’s degree, and 20% held a graduate 

degree. Individuals receiving disability payments were 38% of the sample. The rest of the 

sample participants were working full time (22%), working part time (17%), temporarily 

unemployed (10%), retired (7%), or students (6%).  The majority of study participants 

were receiving both traditional community mental health and peer support services (65%) 

which is reflective of recruitment strategies in this study.  For the rest of the sample, 15% 

received only peer services or supports, 14% received traditional community mental 

health treatment, 3% received private mental health care, 1% were in primary care only, 

and 1% were mental health providers who were not receiving services. The majority of 

study participants carried a primary diagnosis of Schizophrenia/Schizoaffective/ 

Psychotic Disorder (24%) or Bipolar Disorder (24%).  Depression was the primary 

diagnosis for 21% of participants and co-occurring depression and anxiety was carried by 

10%.  PTSD was the diagnosis of 7% of the sample, an anxiety disorder was carried by 
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5%, Dissociative Identity Disorder by 5%, Substance Use Disorder by 1%, and Autism 

Spectrum or brain injury by 1%.  A small percentage (2%) did not identify a mental 

health diagnosis but chose to identify as in recovery from a mental health challenge or 

madness (see Table 3). 

Table 3. Demographic Characteristics: Education, Employment, Services Type, 

Diagnosis 

Characteristics Frequency Percentage 

Education 

Less than high school 

High School/GED 

Trade School 

Attended college 

AA/AS 

BA/BS 

Graduate Degree 

 

13 

36 

6 

57 

13 

53 

44 

 

6% 

16% 

3% 

25% 

6% 

24% 

20% 

Employment  

Working full time 

Working part time 

Student 

Temporarily unemployed 

On disability 

Retired 

 

50 

37 

14 

21 

55 

15 

 

22% 

17% 

6% 

10% 

38% 

7% 

Type of Services 

Traditional community  

Peer services or supports 

Both traditional and peer 

Primary care 

Private mental health 

Mental health provider 

 

31 

34 

145 

3 

7 

2 

 

14% 

15% 

65% 

1% 

3% 

1% 
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Characteristics Frequency Percentage 

Primary Diagnosis 

Schizophrenia/Schizoaffective/Psychosis 

Bipolar disorder 

Depression 

Depression and anxiety 

PTSD 

Anxiety disorder 

Dissociative identity disorder 

Substance use disorder 

Autism spectrum 

Brain injury 

In mental health recovery/madness 

 

54 

54 

47 

21 

15 

10 

10 

3 

2 

1 

5 

 

24% 

24% 

21% 

10% 

7% 

5% 

5% 

1% 

.5% 

.5% 

2% 

 

Skewness and Kurtosis 

     Normal distribution of data is one of the major assumptions of structural equation 

modeling. Assessment of skewness and kurtosis is one way to assess normality of a 

sample distribution. Skewness affects the test of means with a positive skew indicating 

that most of the scores are below the mean and a negative skew indicating the opposite.  

Kurtosis impacts tests of variance and covariance. A positive kurtosis indicates heavier 

tails and a higher peak and negative kurtosis indicates the opposite relative to a normal 

distribution. As with many statistical analyses, there are differing opinions as to the 

appropriate threshold of non-normality for both skewness and kurtosis.  An absolute 

skewness value greater than 3 and an absolute kurtosis value greater than 10 were 

considered indicative of departure from normality for this project following conservative 

guidelines as set by Kline (2011). For the draft measure as a whole, the skew statistic was 

-.741 (SE .161) and the kurtosis statistic was .864 (SE .321). Skewness and kurtosis were 

calculated for each item on the draft measure. The largest absolute skew was 1.549 and 

the largest absolute kurtosis was 3.550 (see Appendix C). As skewness and kurtosis 
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indices were well within an acceptable range, no transformations were conducted. See 

Table 4 for information on how data were distributed.  

 

Table 4. Draft SRM Distribution Data 

 

 Statistic 

Std. 

Error 

Total SR Mean 351.7982 3.51735 

95% Confidence 

Interval for Mean 

Lower 

Bound 
344.8674  

Upper 

Bound 
358.7291  

5% Trimmed Mean 354.6550  

Median 353.0000  

Variance 2820.761  

Std. Deviation 53.11084  

Minimum 139.00  

Maximum 435.00  

Range 296.00  

Interquartile Range 66.75  

Skewness -.741 .161 

Kurtosis .864 .321 

 

Exploratory Factor Analysis: Determining the Structure of the SRM 

     Factorability of the data was assessed by the Bartlett’s test of sphericity and the 

Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy. The Bartlett’s test was 

significant (p ≤. 000) which indicated that a factor analysis was appropriate.  A KMO 

index of .6 is considered minimum and values closer to 1 are better.  The KMO for this 

data set was .944 which is well above the minimum required.  A principal components 

analysis (PCA) with an oblique rotation and direct oblimin technique using SPSS version 
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22 was conducted for the initial factor analysis.  Oblique rotations allow components to 

correlate.  A scree test was used to plot each of the eigenvalues of the factors. The scree 

plot (see Figure 1) was inspected and the change in the shape of the curve indicated that 

there were two factors that contributed the most to an explanation of the variance in the 

data. Component 1 accounted for 44.770% of the variance and Component 2 accounted 

for 4.031% with a cumulative of 48.8% of the variance explained. Component 1 had an 

eigenvalue of 38.95 and Component 2 had an eigenvalue of 3.507 (see Appendix D, I.).  

     The oblimin rotation provided a pattern matrix which showed the factor loadings of 

each of the variables (see Appendix D, II). Of the 87 items, 8 loaded weakly onto both 

components and 32 loaded below .6 on a single component.  These 40 items were 

excluded from further analysis. Component one included 36 items relating to self-concept 

and component two had 11 items relating to a sense of community membership that 

loaded at .6 or higher. There was a strong positive correlation between the two factors (r 

= .675).  A total of 47 items (shown in bold in Appendix D, II) were retained for use in a 

Confirmatory Factor Analysis.  

Confirmatory Factor Analysis 

     The structure of the measure was assessed through Confirmatory Factor Analysis 

(CFA) using maximum likelihood estimation as implemented in SPSS AMOS version 19. 

A total of 47 items were included in the first CFA step and the number of factors was 

fixed at two.  On the two respective factors, 21 items demonstrated low standardized 

estimates (below .65) at this point and were removed.  These items were: 
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Component 1: Self 

I can be effective. 

I can be aware of my true self. 

I can live in the present. 

I can make a contribution. 

I can be optimistic. 

I can make my own decisions. 

I look forward to the future. 

I can be present instead of anxious. 

I know what I want from my future. 

I can accept experiences even if they are difficult. 

I am responsible for making decisions in my life. 

I can express myself. 

I am responsible for myself. 

I choose which relationships are right for me. 

I am more than my experiences with mental health challenges. 

I can grow. 

I have a future.  

I have opportunities to grow. 

I have hope for the future. 

Component 2: Community 

I can be vulnerable. 
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I have a supportive group that I do enjoyable things with. 

     Modification indices were then examined and revealed that the measurement errors for 

six items were highly correlated with other items. Extreme collinearity can occur when 

what appear to be separate variables actually measure the same thing (Kline, 2011).  

Based on the modification indices, the following items were removed: 

Component 1: Self 

My life is meaningful. 

I can exercise my rights. 

I can direct my life. 

I can set my own goals. 

Figure 1: Scree Plot of Eigenvalues of Factors for Exploratory Factor Analysis 
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Component 2: Community 

I know others who can understand how my mental health challenges connect to my life 

experiences. 

I have opportunities to talk about how mental health challenges have affected my life. 

     Modification indices were further examined and revealed some remaining correlation 

of error terms between four pairs of items. Co-variances were drawn between the 

following items: 

Component 1: Self 

I plan for my future & I have inner motivation 

I can exercise my personal freedoms & I am a valuable person 

I have strengths & I have a purpose in life 

Component 2: Community 

I have a community that values me & I have a community that recognizes my abilities 

     Standardized residual co-variances were then examined for discrepancies between the 

proposed model and the estimated model. In normal linear models, the standardized 

residuals have approximately standardized normal distributions: 95% will be found 

between -2 and +2 and almost all will fall between -3 and +3. Large residuals, defined as 

above an absolute 2.58, indicate bad model fit (Kline, 2011). The item “I have a 

contribution to make” was found to have a standardized residual co-variance of 2.967 and 

so was removed to improve model fit. See Table 5 for distribution information on the 
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final measure. The factor loadings for the 19 items included in final instrument can be 

found in Table 6.  

Table 5. Final SRM Distribution Data 

 

 Statistic 

Std. 

Error 

Total SRM Mean 76.9518 .85026 

95% Confidence 

Interval for Mean 

Lower 

Bound 
75.2763  

Upper 

Bound 
78.6272  

5% Trimmed Mean 77.7446  

Median 78.0000  

Variance 164.830  

Std. Deviation 12.83862  

Minimum 25.00  

Maximum 95.00  

Range 70.00  

Interquartile Range 16.00  

Skewness -.840 .161 

Kurtosis 1.013 .321 

 

     The re-specified model of a 19-item instrument (see Figure 2) resulted in a good 

model fit: P CMIN/DF = 2.371; RMSEA = .078; CFI = .933; and SRMR = .051. 

Attempts to create a shortened instrument resulted in worsened fit indices.  The best 

attempt involved a process in which items were removed due to apparent redundancy and 

yielded a 16-item instrument with fit indices of:  P CMIN/DF = 2.511; RMSEA = .082; 

CFI = .932; and SRMR = .0522.  Further, an attempt to construct a single factor model 

also resulted in worsened fit indices: P CMIN/DF = 3.300; RMSEA = .101; CFI = .900; 
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and SRMR = .0442.  The two latter fit indices results lend support for accepting the 19-

item two factor instrument. See Appendix E for the final version of the Social Recovery 

Measure (SRM). Possible scores range from a low of 19 to a high of 95 with higher 

scores reflective of better states of social recovery.  

Table 6. Factor Loadings for Final SRM Items 

Self Factor Community Factor 

I have something to offer others.               

.815 

I am a capable person.                               

.808 

I plan for my future.                                  

.802 

I have inner motivation.                            

.686  

I can exercise my personal freedoms.       

.780  

I am a valuable person.                              

.753 

I have strengths.                                        

.734  

I have a purpose in life.                             

.645 

I can enjoy things I do.                              

.727 

I have abilities to meet goals.                    

.714  

I can lead a full life.                                   

.712 

I am valued for who I am.                         

.646 

I have relationships that are mutually 

supportive.                                                 

.848  

I have a community that values me.          

.791 

I feel I belong to a community.                 

.765 

I have a community that recognizes my 

abilities.                                                     

.732   

I have relationships that inspire hope.       

.611   

I have people I can trust.                           

.662 

I have a supportive group that encourages 

me to grow.                                                     

.756 

 

 

 

Note: 19 item measure with a 5-point 

Likert: Strongly Disagree; Disagree; 

Neither Disagree of Agree; Agree; 

Strongly Agree 
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Figure 2: 19-item Two Factor Model of the Social Recovery Measure (SRM) 
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Reliability 

     Reliability was assessed through Cronbach’s alpha coefficient and test-retest 

procedures. Cronbach’s alpha for the Social Recovery Measure as a whole and for the 

two factors was found to be high. The Social Recovery Measure had Cronbach’s alpha 

coefficient of .951, the Self factor had α = .943, and the Community factor had α = .890.  

Test-retest was conducted with 30 participants who took the measure for a second time 

two to three weeks after the first administration in order to assess the stability of the 

instrument. The obtained correlation coefficient was very high, r = .945, N = 30, p ≤ .01  

(2-tailed). The standard error of measurement directly estimates the amount of error in 

the instrument. It is an estimate of the standard deviation of error and can be used to 

determine what change in scores may be due to error. A standard error of measurement 

that is 5% or less of the range of possible scores is recommended. The Self subscale had a 

SEM of 1.94 (4.04% of the subscale range) and the Community subscale had a SEM of 

1.67 (5.76 of the subscale range) which are considered low (4.75% of the range of 

possible scores) and therefore acceptable.  

Validity 

       Pearson Product Moment Correlations were conducted to assess convergent validity 

for the Social Recovery Measure (SRM) and the Recovery Assessment Scale (RAS), the 
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Questionnaire about the Process of Recovery (QPR), and the Beck Hopelessness Scale 

(BHS). All correlations were found to be consistent with those hypothesized which 

provided evidence for the establishment of construct validity. Validity was further 

assessed through examining differences on the scores on the SRM by participant groups.  

Recovery Assessment Scale (RAS) 

     The Social Recovery Measure and the Recovery Assessment Scale were very strongly 

and positively correlated (r = .863, p ≤ .01). The SRM was very strongly correlated with 

the RAS domains of Confidence and Hope (r = .820, p ≤ .01) and Goal and Success 

Orientation (r = .811, p ≤ .01); strongly correlated with the domains of Reliance on 

Others (r = .653, p ≤ .01) and No Domination by Symptoms (r = .651, p ≤ .01); and 

moderately correlated with the domain of Willingness to Ask for Help (r = .58, p ≤ .01). 

The SRM Self domain was very strongly and positively correlated with the RAS domains 

of Confidence and Hope (r = .833, p ≤ .01) and Goal and Success Orientation (r = .820, 

p ≤ .01); strongly correlated with the domain of No Domination by Symptoms (r = .638, 

p ≤ .01); and moderately correlated with the domains of Willingness to Ask for Help (r = 

.560, p ≤ .01) and Reliance on Others (r = .541, p ≤.01). The SRM Community domain 

was strongly and positively correlated with the RAS domains of Confidence and Hope (r 

= .638, p ≤.01), Goal and Success Orientation (r = .638, p ≤.01); and Reliance on Others 

(r = .706, p ≤ .01); and moderately correlated with the RAS domains of Willingness to 

Ask for Help (r = .506, p ≤.01) and No Domination by Symptoms (r = .545, p ≤.01).  

The Questionnaire about the Process of Recovery (QPR) 
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     The Social Recovery Measure and The Questionnaire about the Process of Recovery 

(QPR) were very strongly and positively correlated (r = .836, p ≤ .01). The SRM was 

very strongly correlated with the QPR Intrapersonal domain (r = .85, p ≤ .01) and 

moderately correlated with the Interpersonal domain (r = .547, p ≤.01). The SRM Self 

domain was very strongly correlated with the QPR Intrapersonal domain (r = .833, p ≤ 

.01) and moderately correlated with the Interpersonal domain (r = .539, p ≤ .01). The 

SRM Community domain was strongly correlated with the QPR Intrapersonal domain (r 

= .711, p ≤ .01) and moderately correlated with the Interpersonal domain (r = .453, p ≤ 

.01).  

The Beck Hopelessness Scale (BHS) 

     The Social Recovery Measure and The Beck Hopelessness Scale (BHS) were strongly 

negatively correlated (r = -.643, p ≤ .010. The SRM Self domain and BHS were strongly 

negatively correlated (r = -.634, p ≤ .01) and the Community domain and BHS were 

moderately negatively correlated (r = -.531, p ≤ .01).  

Demographic Groups 

     A series of one-way between-group analyses of variance were conducted to explore 

the impact of sexual orientation, relationship status, living situation, and type of treatment 

engagement on SRM scores.  No statistically significant differences were found.  A 

Pearson product-moment correlation coefficient was calculated to explore the impact of 

education on SRM scores.  No statistically significant difference was found. A one-way 

between-group analysis of variance was conducted to explore the impact of race on SRM 

scores.  No statistically significant differences were found by racial categories as 
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originally designated: White, African American, Asian/Pacific Islander, First 

Nation/Alaskan Native, Latino, and Mixed Race. Race was then recoded into two 

categories: White and People of color.  An independent-samples t-test was conducted and 

again no statistically significant difference was found (see Table 7).  

     Pearson product-moment correlation coefficients were calculated to explore the 

impact of age on SRM scores. There were weak, positive correlation between age and the 

full SRM, r = .136, p ≤.043, and for the Self subscale, r = .135, p ≤.044. No statistically 

significant correlation was found for the Community subscale. A one-way between-group 

analysis of variance was conducted to explore the impact of gender on SRM scores. No 

statistically significant differences were found for the full SRM or for the Self subscale.  

There was a statistically significant difference for the Community subscale: F (2, 219) = 

3.988, p ≤.020. Post hoc comparisons using the Tukey HSD test indicated that the mean 

score of females (M = 28.89, SD = 5.04) was significantly different from the mean score 

of men (M = 26.91, SD = 5.49). The effect size as calculated by eta squared was .035, 

which is small.  

     The primary diagnosis groups were changed slightly in the interest of data analysis. 

PTSD (N = 15) and Anxiety disorder (N = 10) were collapsed into one category. 

Dissociative identity disorder (N = 10), Substance use disorder (N = 2), Autism spectrum 

(N = 2), Brain injury (N = 1), and in mental health recovery/madness (N = 5) were 

collapsed into another single category. A one-way between-groups analysis of variance 

was conducted to explore the impact of diagnosis on SRM scores.  There was a 

statistically significant difference for the full SRM: F (5. 216) = 2.696, p ≤.022. Post hoc 
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comparisons using the Tukey HSD test indicated that the mean score for individuals with 

a bipolar disorder (M = 81.05, SD = 10.32) was statistically significant different from the 

mean score for individuals with a diagnosis of depression (M = 73.34, SD = 14.89). The 

effect size as calculated by eta squared was .058, which is medium.  No statistically 

significant differences were found for either subscales. 

     One-way between-group analysis of variance tests were conducted to explore the 

impact of employment on SRM scores.  Participant groups included: working full-time, 

working part-time, student, temporarily unemployed, on disability, retired. There was a 

statically significant difference for the full SRM: F (5, 216) = 4.24, p ≤ .001. The actual 

difference in mean scores between the groups was medium.  The effect size as calculated 

by eta squared was .089. Post hoc comparisons using the Tukey HSD test indicated that 

the mean score for the temporarily unemployed group (M = 69.04, SD = 14.60) was 

significantly different from the working part time group (M = 81.27, SD = 10.69) and 

from the working full time group (M = 81.18, SD = 11.23). The other groups did not 

differ significantly from one another. There was a statistically significant differences for 

the Self subscale scores: F (5, 216) = 3.246, p ≤ 008. The effect size as calculated by the 

eta squared was .069, which is medium. Post hoc comparisons using the Tukey HSD test 

indicated that the mean score for the working full time group (M = 51.88, SD = 6.78) was 

significantly different from the temporarily unemployed group (M = 45.04, SD = 10.53) 

and the on disability group (M = 47.58, SD = 9.41).  The effect size as calculated by eta 

squared was .069, which is medium. There were statistically significant differences for 

the Community subscale scores: F = 5, 216) = 4.764, p ≤.000. The effect size as 



174 
 

calculated by eta squared was .09, which is medium. Post hoc comparisons using the 

Tukey HSD test indicated that the mean score for the temporarily unemployed group (M 

= 24, SD = 6.41) differed from the working full time group (M = 29.03, SD = 4.8), the 

working part time group (M = 30.18, SD = 4.08), and the on disability group (M = 27.70, 

SD = 5.14).  

     Independent-samples t-tests were conducted to compare the SRM scores for 

participants who took the measure on-line and those who took the measure on paper. 

There was a statistically significant difference in scores on the full SRM for the on-line 

group (M = 78.82, SD = 12.24) and the paper group (M = 74.76, SD = 13.22); t (226) = 

2.40, p ≤. .017. The mean difference in scores was 4.06 with a 95% confidence interval 

ranging from .73 and 7.38. The effect size as calculated by eta squared was .025, which is 

small. There was a statistically significant difference in scores on the Self subscale for the 

on-line group (M = 50.29, SD = 8) and the paper group (M = 47.25, SD = 8.91); t (226) = 

2.717, p ≤.007. The mean difference in self subscale scores was 3.04 with a confidence 

interval ranging from .836 and 5.25. The effect size as calculated by eta squared was 

.032, which is small. No statistically significant difference in Community subscale scores 

was found.  

     One-way between-group analysis of variance tests were conducted to explore the 

impact of participant state of residency on SRM scores.  Participant groups were: Oregon, 

Out of State, and Unknown. There was a statistically significant difference in SRM 

scores for the three groups: F (2, 225) = 4.07, p ≤ .018. Despite reaching statistical 

significance, the actual difference in mean scores between the groups was small. The 
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effect size, calculated using eta squared, was .035. Post-hoc comparisons using Tukey 

HSD indicated that the mean score for the Out of State group (M = 80.64, SD = 10.88) 

was significantly different from the Oregon group (M = 75.35, SD = 1.07). The Unknown 

group did not differ significantly from Oregon or Out of State groups. There was a 

statistically significant difference in Self subscale scores for the three groups: F (2, 225) 

= 3.984, p ≤.020. The effect size as calculated by eta squared was .020, which is small. 

Post-hoc comparisons using Tukey HSD indicated that scores for the Out of State group 

(M = 51.32, SD = 6.89) was statistically different from the Oregon group (M = 47.84, SD 

= 9.01). The Unknown group did not differ significantly from the Oregon or Out of State 

groups.  No statistically significant difference in the Community subscale scores was 

found.  

Table 7. Correlation, One-way ANOVAs, and T-Test of Non-significant Findings 

 

Demographic N = 222 M SD 

Education 

r = .008, p = .238  

 76.95 12.84 

Sexual Orientation 

F (2,219) = .154, p = 

.858 

   

Straight/Heterosexual 171 76.83 12.42 

LGBTQP, Asexual 34 76.75 13.23 

Prefer not to answer 15 78.73 17.24 

Relationship Status 

F (4,217) = 1.56, p = 

.170 

   

Single 104 75.12 12.34 

In a relationship(s) 44 79.34 12.98 

Married/Domestic  38 80.07 11.83 

Separated 29 74.72 14.74 

Widowed 6 80.33 14.93 
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Demographic N = 222 M SD 

Living Setting 

F (3,218) = .745, p = 

.526 

   

Urban 103 76.66 13.85 

Small Town 51 76.09 11.16 

Suburb 56 78.91 12.43 

Rural/Frontier 12 73.91 13.23 

Type of Treatment 

Engagement 

F (2, 219) = 2.168, p 

= .117 

   

Traditional 

Community Mental 

Health 

(including primary 

care, private mental 

health care, and 

working as a 

provider) 

43 74.32 12.93 

Peer Services or 

Supports 

34 80.44 10.91 

Both Traditional and 

Peer Services 

145 76.91 13.16 

Race/Ethnicity 

F (5, 216), p = .154 

   

White 171 76.70 12.30 

African American 14 81.21 12.46 

Asian/Pacific 

Islander 

8 79.37 10.21 

First Nation/Native 

American/Alaskan 

3 68.00 18.52 

Latino 5 65.40 26.46 

Mixed Race 21 79.23 12.86 

Independent 

Samples t-test for 

Race 

t (220) = .526, p = 

.166 

Mean Difference = 

1.08 

95% CI: -5.13 to 2.97 

   

White 171 76.70 12.30 

People of Color 51 77.78 14.71 
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Chapter 5 

DISCUSSION 

     The purpose of this research project was to develop the Social Recovery Measure 

(SRM) and evaluate its psychometric properties.  This chapter will briefly present the 

rationale and theoretical framework for the study, review the methodology, and 

summarize and discuss the research findings.  Strengths and limitations of the research 

will be explored as will recommendations for future research and implications for social 

work practice.   

Summary 

     Mental health recovery is a complex phenomenon involving clinical, functional, 

physical, existential, and social dimensions.  The social dimension has been said to 

involve meaningful relationships and integration with supportive individuals and a wider 

community (Whitley & Drake, 2010).  The Social Recovery Measure (SRM) was 

developed to create a self-administered instrument with a specific focus on the social 

dimension.  Social recovery is highly relevant for social work given the discipline’s 

commitment to disenfranchised populations and investment in creating enabling social 

environments. The study was grounded in disability and mad theories which locate 

disability at the intersection of the person and the environment. No other recovery 

measure was found that was grounded in the disability or mad theory bases.  The 

theoretical stance calls for social acceptance and the valuing of diverse human 

experiences. Physiological and psychological realities are not denied but understood to be 

experienced in social contexts that impact mental states. Recovery can be conceptualized 
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as relational and reliant on opportunities for social engagement. While recovery includes 

a number of dimensions and definitions, individuals with lived experience of mental 

health challenges have asserted that core aspects include a strong self-concept and a 

worthwhile life. As explored in Chapter 2, the recovery outcome literature includes 

findings that greater involvement in education, work, and social pursuits is associated 

with better recovery. Recovery involves affiliation and leading a purposeful life. It is not 

just an individual phenomenon but is dependent on social resources and opportunities.  

Methodology 

     The study involved the facilitation of six focus groups with a total of 41 individuals in 

recovery from mental health challenges.  The transcribed focus groups were subjected to 

a thematic analysis which resulted in a 32-item draft measure of social recovery. The 

three initial domains concerned a sense of community involvement, a positive self-

concept, and personal capacities or intrapersonal skills.  An expert panel of four 

individuals in academia who specialize in mental health recovery was enlisted at this 

point and provided guidance throughout the project. The expert panel focused particularly 

on content validity. A second 73-item version of the measure was drafted in order to 

include items that addressed nuance or gradation of meaning and to incorporate 

refinement of the wording of items by the expert panel. The second draft measure was 

reviewed by an additional five-member focus group followed by cognitive interviews 

with five different individuals receiving concurrent community mental health and peer 

services who pilot-tested the measure to ensure that items reflected the underlying 

construct of social recovery and were worded effectively. The resulting third draft 
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measure consisted of 87 items and was taken by 228 individuals involved in community 

treatment and/or peer services who also completed the Recovery Assessment Scale 

(RAS), the Questionnaire about the Process of Recovery Questionnaire (QPR), and the 

Beck’s Hopelessness Scale (BHS).   

Factor Solution and Findings 

     A major assumption of structural equation modeling is normal distribution of data. 

Skewness and kurtosis for the draft measure as a whole and for each item were well 

within acceptable ranges by conservative guidelines.  Normality of the sample 

distribution was supported and structural equation modeling was conducted. An 

exploratory factor analysis determined a two-factor structure for the measure.  Factors 

were named “Self” and “Community.”  Separate domains of self-concept and personal 

capacities as derived by the thematic analysis of focus group data were not supported as 

items loaded onto the same factor. A confirmatory factor analysis resulted in a 19-item 

instrument with good model fit: P CMIN/DF = 2.371; RMSEA = .078; CFI = .933, and 

SRMR = .040.  Reliability assessed through Cronbach’s alpha coefficient for the measure 

was high at .951 with a Self factor alpha of .943 and a Community factor alpha of .890.  

A test-retest reliability analysis with 30 individuals resulted in a very high correlation 

coefficient of .945. The calculated SEM of 1.94 for the Self and 1.67 for the Community 

domain was low, indicating that changes in scores were unlikely to be due to 

measurement error. The SEM values determined that there was little error in the SRM.  

Convergent validity was demonstrated through very strong positive correlations between 

the SRM and the RAS and QPR and a strong negative correlation with the BHS. No 
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statistically significant differences among demographic groups on the SRM were noted 

except for a moderate difference for temporarily unemployed status, small differences for 

on-line compared to paper participation, and participation by Oregon residents compared 

to individuals living out of the state.  These differences will be explored briefly in the 

following discussion section.  

Discussion 

     The Social Recovery Measure was developed in collaboration with individuals in 

recovery. Items were constructed from direct exploration of their lived experience and 

were refined through their scrutiny.  Therefore, the measure should appear valid to 

individuals to whom it will be administered and can be considered to have strong face 

validity. It can be anticipated that the SRM will be well-received by individuals who 

complete it. The development of the SRM through an iterative process with individuals in 

recovery and those recognized as experts in the academic field supports content validity. 

Items were closely reviewed for linkage to and coverage of the social recovery construct.  

     Individuals with lived experience are noted to not limit recovery to the absence of 

symptoms or the reduction of use of services.  Their accounts of recovery emphasize the 

key roles played by community connections, hope, a positive identity, meaningful life 

and social roles, and empowerment (Gordon, Ellis, Siegert, & Walkey, 2013).  As briefly 

reviewed in Chapter 1, I identify as being in recovery from bipolar disorder and have 

benefited from peer support.  I disclosed my identity to potential research participants at 

every stage of the project including recruitment to focus groups and cognitive interviews. 

My recovery status was known to consumer gatekeepers which allowed me entry into the 
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program sites that I might not otherwise have been able to gain.  My interactions with 

consumer program managers and participants featured a mutuality of identity that 

appeared to build a sense of trust and support engagement.  Focus groups and cognitive 

interviews were influenced by this sense of mutuality and my lived experience allowed 

me to have a strong appreciation for the experiences of participants and the importance 

they gave to particular recovery processes.  Due to my lived experience, I was able to 

develop a felt sense for the experiences the participants related, share how I connected to 

what they had expressed, and ask experientially informed and nuanced follow-up 

questions.  Three of the four members of the expert panel had lived experience as well.  

The rapport among the individuals was high and the dialogue was quite productive.  

These expert panel members were reviewing items from the perspective of lived 

experience as well as academically in a manner that matched mine.  Shared experiences 

facilitated an easy flow to the process and allowed me to better receive challenges to 

items as supportive of the task at hand rather than as overly critical. 

     Skewness and kurtosis assessment established normality of the sampling distribution 

and met a major assumption of structural equation modeling.  The conduct of a factor 

analysis was supported by the finding of normality of the sampling distribution. Factor 

analysis concerns the modeling of observed variables as a function of a latent variable 

that is unobserved. It allows for the determination of the number of factors that underlie a 

set of items and assists with identification of item performance. An exploratory factor 

analysis determined a two-factor structure and a confirmatory factor analysis provided 

evidence of good model fit for the factor structure.  
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     The construct validity of the resulting 19-item Social Recovery Measure was 

demonstrated through convergent testing with established measures broadly used in the 

field. A measure should significantly correlate with established instruments that measure 

related constructs. The SRM was very strongly correlated with the Recovery Assessment 

Scale (RAS) and the Questionnaire about the Process of Recovery (QPR). The finding of 

only a moderate correlation with the Willingness to Ask for Help domain of the RAS was 

expected as items of the SRM do not concern seeking assistance or treatment but rather 

concern the development of a strong self-concept and a sense of social inclusion. 

Similarly, the finding of only a moderate correlation with the Interpersonal domain of the 

QPR was expected as the particular domain items concern making treatment decisions 

and engaging in interpersonal advocacy for systems change, not development of a strong 

self-concept and sense of social inclusion. The SRM and the Beck Hopelessness Scale 

were strongly negatively correlated.  A sense of being a valuable individual with 

something to offer to a community is inconsistent with a feeling of hopelessness.  

     Construct validity of the SRM was further supported by non-significant findings 

between SRM scores and variables of race, sexual orientation, relationship status, living 

situation, education, and type of treatment engagement. The SRM did not discriminate 

among these factors and appeared to function well for individuals of different social 

categories, identities, lived experiences, and contexts. The measure demonstrated that it 

may be used with the range of adult consumers of community mental health treatment 

and peer supports. Administration need not be confined to individuals with only certain 

mental health presentations or valued social identities. This matter is highly important 
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given the diversity among individuals with lived experience of mental health challenges 

who find themselves in need of assistance and community inclusion. 

     The Pearson product-moment correlation of r = .136, p ≤.043 for age and the full 

measure is so weak as to be without practical significance.  However, this variable should 

be included in future investigations of how the SRM functions with the targeted 

population. Future psychometric testing should make use of samples that include a range 

of ages as represented in the general population. The statistically significant difference in 

Community subscale scores by gender may hold greater meaning. As noted in the last 

chapter, females demonstrated higher scores on the Community subscale compared to 

males.  While the difference was statistically significant, the mean difference was 1.98 

points and the effect size was small, .035 eta squared. However, most studies have found 

that females develop mental health conditions later than men, tend to have established 

higher levels of social support before illness onset, and present with better social 

functioning than males throughout the life course (Ochoa, Usall, Cobo, Labad, & 

Kulkarni, 2012). It may be that the SRM scores of females will prove to be slightly 

higher than the mean scores of males as the measure is implemented. This matter should 

be further explored in future psychometric testing of the SRM.  

     The statistically significant difference found for full SRM scores by diagnosis is 

intriguing.  As previously noted, individuals diagnosed with bipolar disorder (M = 81.05, 

SD 10.32) demonstrated higher scores than individuals diagnosed with depression (M = 

73.74, SD = 14.89). The effect size by eta squared was .058, which is medium. No other 

statistically significant differences by diagnosis were found.  Individuals diagnosed with 
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bipolar disorder are known to experience increased self-confidence, energy levels, and 

social interest during hypomania and mania states. By contrast, depressed states are 

known to feature sensitivity and social timidity and withdrawal (Akiskal et al., 2006; 

Kiejna et al., 2006).  The difference in mean scores between these two groups may be 

accounted for by these differences in mood states.  This finding should be explored in 

future psychometric testing of the SRM. It may be that on average individuals diagnosed 

with depression require more attention to their social recovery processes as compared to 

individuals with bipolar diagnoses.  

     The statistically significant differences in SRM scores for the three areas of 

employment status, on-line versus paper administration, and state of residency merit 

some discussion. As noted previously, individuals who were temporarily unemployed 

demonstrated lower full SRM scores compared to individuals who were working part 

time and full time. The economy is known as one of the most important social 

environments that affects individual well-being and the economic stressor of job loss 

carries a pronounced social cost (Dooley, 2003). The benefits of workforce participation 

for mental health are established and involve a number of aspects of someone’s life 

including social role, self-esteem, and sense of purpose (Huxley, 2001; Olesen, 

Butterworth, Leach, Kelaher, & Pirkis, 2013). It is little wonder that participants who 

were temporarily without work roles exhibited lower social recovery scores. A measure 

sensitive to this type of change given the pronounced influence of employment on social 

status would have utility in service settings for assessing recovery and constructing care 

plans.   
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     Participants who took the SRM on-line scored higher (M = 78.82, SD = 12.24) than 

those who took the measure on paper (M = 74.76, SD = 13.22).  The small (eta squared = 

.025) although statistically significant difference in SRM scores by on-line versus paper 

mode of administration may be due to an unexplored association between computer 

literacy and social recovery. Out-of-state participants who took the SRM scored higher 

(M = 80.64 SD= 10.88) than Oregon participants (M = 75.35 SD = 1.07). It could be 

conjectured that the small (eta squared = .035) although statistically significant difference 

in SRM scores by state of residency was due to the higher level of trust or motivation 

required to engage in a study conducted by a researcher unfamiliar to the participant.  

However, both differences in means were small and may have been simply artifacts of no 

practical importance. Given how small the differences were for mode of participation and 

state of residency, it is anticipated that the SRM can be administered in different formats 

and to a range of participants to good effect.  As previously reviewed, validity testing 

established that the SRM performs consistently with well-regarded recovery instruments 

in wide use.   

     The SRM was found to have excellent reliability. The Cronbach’s alpha coefficient of 

.951 demonstrates that the individual items are highly intercorrelated and strongly relate 

to the underlying construct. The strong internal consistency indicates that variance in 

SRM scores will be attributable to changes in social recovery rather than due to random 

error. The very strong correlation coefficient (r = .945) for the test-retest procedure 

provides evidence that the SRM performs in a consistent manner over time as scores 

should not change unless there is an actual change in social recovery.  
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     Items of the SRM reflect social recovery elements of experiencing meaningful 

relationships, a sense of being able to make a social contribution, and a sense of 

belonging. The 19 items readily map onto the CHIME conceptual framework of recovery 

processes (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011): 

Category 1: Connectedness  

I have a community that values me. 

I feel I belong to a community. 

I have a community that recognizes my abilities. 

I have people I can trust.  

I have a supportive group that encourages me to grow. 

Category 2: Hope and optimism about the future 

I plan for my future. 

I have inner motivation.  

I have relationships that inspire hope.  

Category 3: Identity 

I have something to offer others. 

I am a capable person. 

I am a valuable person.  

Category 4: Meaning in life 

I have a purpose in life.  

I can enjoy things I do.  

I can lead a full life.  
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I am valued for who I am.  

I have relationships that are mutually supportive. 

Category 5: Empowerment 

I can exercise my personal freedoms. 

I have strengths. 

I have abilities to meet goals.  

     The Social Recovery Measure has been found to be a psychometrically robust 

instrument and use is indicated for a broad range of settings. First, it can be used in 

practice and evaluation. The measure was developed and refined with significant 

consumer direction. It reflects a positive frame on recovery as items speak to the presence 

of capacities and supports.  It is designed for self-administration, items are worded 

positively for clarity and ease of use, and it is relatively brief at 19 items. The SRM could 

be employed in community mental health treatment and peer support contexts for 

individual assessment and goal setting.  Aggregated data could be employed as part of 

program and service system evaluation. The SRM reflects social work values of the 

dignity and worth of the person and the importance of human relationships and social 

work principles of individual well-being in a social context.  It was designed to be used 

by a range of support and treatment providers. It could readily be incorporated into the 

array of instruments currently used by case managers, therapists, and program 

supervisors. Community psychologists and applied sociologists could be expected to be 

naturally drawn to use of the SRM.  It is hoped that consumer-run programs will gravitate 

towards use of the SRM given that it was developed by someone who openly identifies as 
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being in recovery who incorporated the testimony of participants in recovery. Consumer 

operated programs are currently expanding and the SRM could be incorporated in 

developing the evidence base for such operations and delineating the effective 

components.  

     Secondly, this measure can be used in research and the development of theory. 

Recovery as a multidimensional construct must be specifically delineated so as to avoid 

ambiguity and conceptual conflation. “Recovery” can be used to refer to matters as 

different as symptomatic resolution and occupation of valued social roles. The recovery 

model developed from a movement led by consumers and survivors of the mental health 

system to promote hope, self-determination, and social inclusion, while the clinical 

aspects of recovery have dominated mental health research and practice.  However, there 

is a developing appreciation for the impact of the social environment.  Mental health and 

illness are manifested in social contexts that can function to enable or disable the 

individual. The under-investigated area of social recovery calls for focused study and 

analysis including use of developed instruments.  Psychometrically sound measurement 

of social recovery is required in order for the subjective concept to take on an objective 

reality and impact services and supports.   

Limitations 

     The major limitation of the study concerns the sample size, type, and composition.  

While the sample of 228 well exceeds minimal requirements, a larger sample size would 

have been better for conducting a confirmatory factor analysis.  Factorial validity will 

need to be replicated in future studies. The non-probability, purposive nature of the 
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sample limits external validity of the findings as it may not be representative of the target 

population.  For instance, 70% of participants lived in the state of Oregon.  Participants 

were individuals already engaged in services or supports of some type. All participants 

were volunteers and the extent to which participants may have differed from those who 

declined to participate cannot be known. The study sample was 59% female, 5% 

transgender, and 36% male, whereas the population as a whole is roughly 50% male. 

Further, only 23% of participants identified as people of color compared to 28% of the 

US population as a whole. The percentage of participants who identified as African-

American was 6% whereas 13% of the US population identifies as African-American.  

Similarly, the percentage of participants who identified as Latino was only 2% compared 

to the US population which is 17% Latino.  By contrast, 10% of participants identified as 

mixed race compared to 2.5% of the US population. Overall, the low number of 

participants in specific racial and ethnic categories limited analysis of measure 

performance. Further, only 18% of participants were between the ages of 18 and 34 

compared to 23.5% of the US population which may limit applicability of the measure to 

younger individuals. The sample was also fairly educated with 44% having a bachelors or 

graduate degree compared to 30% of the US population aged 25 or older (US Census, 

2014). However, the level of education was counterbalanced by the fact that only 39% of 

the sample was employed full-time or part-time.  Data on income were not gathered so it 

is not known if social recovery scores may have varied by access to material resources.  

     Only information on primary diagnosis was gathered so it is not known how many 

individuals may have had co-occurring mental health or substance use disorders.  More 
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complicated diagnostic experiences are known for making recovery more problematic. 

Similarly, physical health and disability data were not gathered and it is not known if 

such conditions may have led to significant differences in SRM scores. At least some 

potential participants objected to the diagnostic language used. The objections were 

communicated directly to the researcher either in-person or by emails sent by individuals 

who had considered engaging in the study. While the number of individuals was 

relatively small, the group included established consumer leaders who may function as 

gatekeepers to potential research participants.  Language of the medical model is 

perceived by some in the consumer community as un-affirming as it does not reflect their 

lived experience with mental distress in social context. It may be wise to consider using 

more affirming language such as “extreme states of consciousness” or “voices and 

visions” in future studies. Finally, predictive validity, the extent to which performance on 

the SRM relates to actual later performance of social recovery, was not established. It 

was infeasible to follow participants over extended periods given time constraints.  

Recommendations and Implications 

     Future research should consist of additional testing with diverse samples of adults in 

recovery from mental health challenges drawn from a number of locations. Samples 

should be larger to support more definitive confirmatory factor analysis testing.  More 

specifically, samples should include a greater percentage of younger adults and people of 

color and an equal proportion of men and women.  It would be useful to include variables 

of income, co-occurring mental health conditions and substance use disorders, and 

physical health and disability conditions. Such testing will improve the generalizability of 
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the measure. Ongoing use and testing may provide additional support for reliability of the 

measure. Construct validity for the measure is strongly supported by the study, but could 

obtain additional support through future validation studies. Predictive validity of the 

SRM has yet to be investigated.  Social scientists from a number of disciplines conduct 

disability and mad research.  The area of investigation is notable for its interdisciplinary 

nature as researchers may be in social work, clinical or community psychology, disability 

studies, and public health. Therefore, future research should involve multidisciplinary 

teams. The SRM could serve to strengthen the theoretical underpinning of the 

development of interventions premised on the social recovery construct. 

Implications 

     The SRM has been shown to be a reliable and valid measure of social recovery. It 

demonstrated promise as a measure for practice and program evaluation as well as in 

research and theoretical development. It could be suitably employed in comparing 

interventions and the performance of different programs. The SRM could assist with 

discerning what needs to be addressed in treatment and support services to best serve an 

individual. Development of interventions premised on the importance of social recovery 

will offer social work a means of practice that is consistent with the values and principles 

of the discipline.  The SRM could be used as a non-clinical diagnostic measure and 

would be suitable for use in consumer-run programs that deemphasize a focus on 

symptoms while placing more importance on peer relationships and social opportunities. 

Results would be useful in determining what aspects of social recovery are present and 

what aspects call for support. Based on individual outcomes, the social worker could 
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work on cultivating certain opportunities or environments in order to enhance progress.   

Social work is expected to provide empirical support for interventions and build 

evidence-based practices. To evaluate the effectiveness of practice and programs, social 

workers need to utilize measures with strong psychometric properties such as the Social 

Recovery Measure.  

     Further research in social recovery could test the theory base underlying responses to 

the experience of mental distress and psychiatric disability.  Medical or psychological 

approaches to recovery lead to particular predictions whereas social approaches call for 

still other explorations.  Mad theory is still in a developmental stage and requires 

investigation through generation of hypotheses subjected to rigorous testing. The 

differential effects of the dimensions of recovery remain unclear and could be anticipated 

to function in various ways depending on the particular individual at a specific time and 

environment. There is a need to better understand the relationship between social 

recovery and other aspects of recovery in order to determine what helps and what hinders 

recovery processes. Future research on social recovery would lead to a greater 

appreciation for what is helpful to whom, under what conditions, and why. Data on social 

recovery could be used to develop policy in support of social inclusion.
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Appendix C 

Skew and Kurtosis of the Items on the Draft SRM 

SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I feel I belong to 

a community. 

-1.198 .161 1.182 .321 

I am an 

acceptable 

person. 

-1.311 .161 2.054 .321 

I have let go of 

the past.  

-.096 .161 -.780 .321 

I have a sense of 

safety in 

community. 

-.715 .161 .160 .321 

I can live in the 

present instead of 

being focused on 

the past. 

-.706 .161 .004 .321 

I have skills to 

interact in 

society. 

-1.261 .161 1.612 .321 

I am not defined 

by my mental 

health challenges 

-.860 .161 -.102 .321 

I value my past 

experiences.  

-1.283 .161 1.736 .321 

I have a 

supportive group 

that encourages 

me to grow.  

-1.099 .161 1.211 .321 

I know people 

who accept me 

for who I really 

am.  

-1.185 .161 1.536 .321 

I know what I 

truly believe.  

-1.289 .161 1.694 .321 

I know what is 

true and right for 

me.  

-1.161 .161 1.340 .321 

I can express my 

inner 

experiences.  

-.813 .161 .196 .321 

I can be my true 

self.  

-1.003 .161 .847 .321 

I have genuine 

relationships. 

-.985 .161 .665 .321 
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SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I have people I 

can trust. 

-1.364 .161 2.377 .321 

I can be 

vulnerable. 

-1.037 .161 .906 .321 

I am a worthy 

person.  

-1.240 .161 1.753 .321 

I can pursue my 

goals.  

-1.006 .161 .785 .321 

I can connect 

with others.  

-1.128 .161 1.314 .321 

I have something 

to offer others.  

-1.278 .161 2.665 .321 

I have inner 

motivation.  

-1.065 .161 .933 .321 

I have 

relationships that 

are mutually 

supportive.  

-1.196 .161 1.574 .321 

I am responsible 

for myself.  

-.927 .161 .649 .321 

I can accept 

experiences even 

if they are 

difficult.  

-.721 .161 .622 .321 

I choose which 

relationships are 

right for me.  

-.866 .161 .994 .321 

I know what I 

truly value.  

-.898 .161 .408 .321 

I can cope with 

mental distress. 

-.526 .161 -.273 .321 

I have a 

community that 

recognizes my 

abilities. 

-.803 .161 .222 .321 

I know people 

who can 

understand my 

experiences with 

mental health 

challenges. 

-1.095 .161 1.100 .321 

I have 

meaningful 

things to do.  

-1.039 .161 .905 .321 
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SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I have access to 

the material 

resources I need.  

-.908 .161 .583 .321 

I know what it is 

I really want.  

-.676 .161 -.180 .321 

I have hope for 

the future.  

-1.191 .161 1.125 .321 

I have a 

community to 

which I can 

contribute. 

-1.221 .161 1.818 .321 

I have a 

community that 

values me.  

-.850 .161 .436 .321 

I have 

opportunities to 

talk about how 

mental health 

challenges have 

affected my life.  

-1.037 .161 .626 .321 

I am acceptable 

to the people who 

value me.  

-1.009 .161 .995 .321 

I can voice my 

opinions.  

-1.076 .161 1.099 .321 

I know others 

who can 

understand how 

my mental health 

challenges 

connect to my 

life experiences.  

-1.131 .161 1.320 .321 

I am more than 

my experiences 

with mental 

health 

challenges.  

-1.203 .161 1.416 .321 

I can exercise my 

rights.  

-1.090 .161 1.277 .321 

I have 

relationships that 

inspire hope.  

-1.012 .161 .982 .321 
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SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I grew through 

my experiences 

with mental 

health 

challenges.  

-1.377 .161 1.914 .321 

I can make sense 

of experiences 

with mental 

health 

challenges.  

-.706 .161 -.132 .321 

My life is 

meaningful.  

-1.074 .161 .785 .321 

I have 

relationships in 

which I am seen 

as important. 

-1.145 .161 1.470 .321 

I can be 

effective.  

-1.375 .161 2.754 .321 

I can express 

myself.  

-1.161 .161 1.340 .321 

I have others I 

can depend on.  

-1.081 .161 1.154 .321 

I am a valuable 

person.  

-1.141 .161 1.064 .321 

I can lead a full 

life.  

-1.032 .161 .525 .321 

I can make my 

own decisions.  

-1.246 .161 2.021 .321 

I have 

opportunities to 

grow.  

-1.289 .161 2.002 .321 

I am a capable 

person.  

-1.132 .161 1.943 .321 

I can be 

optimistic.  

-1.186 .161 1.994 .321 

I am needed by 

others.  

-.838 .161 .471 .321 

I can both give 

and receive help.  

-1.121 .161 1.988 .321 

I can make a 

contribution.  

-1.325 .161 2.726 .321 

I have 

relationships in 

which I am an 

equal. 

-1.012 .161 .982 .321 
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SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I can direct my 

life.  

-.755 .161 .215 .321 

I can set my own 

goals.  

-1.248 .161 2.726 .321 

I have 

opportunities to 

make a 

contribution.  

-1.312 .161 2.314 .321 

I am responsible 

for making 

changes in my 

life.  

-1.549 .161 3.550 .321 

I have abilities to 

meet goals.  

-1.026 .161 1.360 .321 

I am valued for 

who I am.  

-.958 .161 .780 .321 

I have a purpose 

in life.  

-.997 .161 .712 .321 

I look forward to 

the future.  

-.947 .161 .264 .321 

I have access to 

the information I 

need.  

-1.018 .161 .933 .321 

I have a 

contribution to 

make.  

-1.392 .161 2.822 .321 

I plan for my 

future.  

-.810 .161 .564 .321 

I am able to get 

my basic needs 

met.  

-1.197 .161 1.580 .321 

I have strengths.  -1.344 .161 3.064 .321 

I can be present 

instead of 

anxious.  

-.610 .161 -.077 .321 

I know people 

who can 

understand my 

mental health 

challenges.  

-.891 .161 .968 .321 

I have a future.  -1.122 .161 1.024 .321 

I have things I 

enjoy doing.  

-1.435 .161 2.522 .321 
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SRM Item Skew Statistic Skew SE Kurtosis 

Statistic 

Kurtosis SE 

I have a 

supportive group 

that I do 

enjoyable things 

with.  

-.624 .161 -.405 .321 

I can share 

myself with 

others.  

-.836 .161 .428 .321 

I know what I 

want from my 

future.  

-.754 .161 .387 .321 

I can exercise my 

personal 

freedoms.  

-.994 .161 1.035 .321 

I can live in the 

present.  

-.801 .161 .672 .321 

I can grow.  -1.348 .161 2.536 .321 

I think about my 

future.  

-1.271 .161 2.151 .321 

I can enjoy things 

I do.  

-1.336 .161 3.005 .321 

I can express my 

thoughts and 

emotions.  

-1.186 .161 1.368 .321 

I can be aware of 

my true self.  

-1.311 .161 2.260 .321 
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Appendix D 

Total Variance Explained and Pattern Matrix 

I. Total Variance Explained 

II. Pattern Matrix 
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I. Total Variance Explained 

 

Compon

ent 

Initial Eigenvalues 

Extraction Sums of Squared 

Loadings 

Rotation 

Sums of 

Squared 

Loadings 

Tota

l 

% of 

Variance 

Cumulative 

% Total 

% of 

Varianc

e 

Cumulati

ve % Total 

1 38.9

50 
44.770 44.770 38.950 44.770 44.770 37.172 

2 3.50

7 
4.031 48.801 3.507 4.031 48.801 27.508 

3 2.74

3 
3.153 51.954     

4 2.56

0 
2.943 54.897     

5 1.96

7 
2.261 57.158     

6 1.86

7 
2.146 59.303     

7 1.73

6 
1.995 61.299     

8 1.63

5 
1.879 63.178     

9 1.49

5 
1.718 64.896     

10 1.36

9 
1.573 66.469     

11 1.34

2 
1.542 68.011     

12 1.16

4 
1.338 69.349     

13 1.13

6 
1.306 70.654     

14 1.08

3 
1.244 71.899     
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15 1.02

0 
1.173 73.072     

16 .972 1.117 74.189     

17 .912 1.049 75.238     

18 .883 1.015 76.253     

19 .853 .980 77.233     

20 .806 .927 78.159     

21 .796 .915 79.074     

22 .736 .846 79.920     

23 .703 .808 80.727     

24 .670 .770 81.497     

25 .640 .736 82.233     

26 .626 .719 82.953     

27 .601 .691 83.643     

28 .573 .659 84.302     

29 .552 .635 84.937     

30 .539 .620 85.557     

31 .512 .588 86.145     

32 .506 .582 86.726     

33 .479 .551 87.277     

34 .466 .536 87.813     

35 .447 .514 88.327     

36 .427 .491 88.818     

37 .416 .479 89.297     

38 .408 .468 89.765     

39 .391 .449 90.214     

40 .382 .439 90.654     

41 .368 .423 91.077     

42 .348 .400 91.477     

43 .336 .387 91.863     

44 .331 .380 92.244     

45 .323 .371 92.615     

46 .300 .345 92.960     

47 .294 .338 93.298     

48 .279 .321 93.618     

49 .275 .317 93.935     

50 .264 .303 94.238     

51 .259 .297 94.535     
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52 .251 .288 94.824     

53 .244 .281 95.104     

54 .237 .272 95.376     

55 .225 .258 95.635     

56 .218 .251 95.886     

57 .207 .238 96.123     

58 .198 .228 96.351     

59 .192 .221 96.572     

60 .181 .208 96.780     

61 .179 .206 96.986     

62 .165 .189 97.175     

63 .163 .187 97.363     

64 .155 .179 97.541     

65 .150 .172 97.713     

66 .147 .170 97.883     

67 .139 .160 98.043     

68 .134 .154 98.197     

69 .129 .148 98.346     

70 .123 .141 98.487     

71 .115 .133 98.619     

72 .111 .127 98.746     

73 .106 .122 98.868     

74 .098 .113 98.981     

75 .095 .109 99.091     

76 .091 .105 99.195     

77 .086 .099 99.294     

78 .082 .094 99.388     

79 .080 .091 99.479     

80 .075 .086 99.566     

81 .069 .079 99.645     

82 .066 .076 99.721     

83 .062 .071 99.792     

84 .055 .063 99.855     

85 .048 .056 99.911     

86 .043 .050 99.960     

87 .034 .040 100.000     

Extraction Method: Principal Component Analysis. 
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II. Pattern Matrix 

 

 

Component 

1 2 

I can be effective. .884  

I can be aware of my 

true self. 
.832  

I have something to 

offer others. 
.815  

I have a contribution 

to make. 
.813  

I can set my own 

goals. 
.811  

I am a capable 

person. 
.808  

I plan for my future. .802  

I can make a 

contribution. 
.799  

I can direct my life. .796  

I can exercise my 

personal freedoms. 
.780  

I can be optimistic. .769  

I can make my own 

decisions. 
.766  

I can exercise my 

rights. 
.759  

I am a valuable 

person. 
.753  

I look forward to the 

future. 
.745  

I have strengths. .734  

I can enjoy things I 

do. 
.727  

I can be present 

instead of anxious. 
.726  

I have abilities to 

meet goals. 
.714  

I can lead a full life. .712  
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I know what I want 

from my future. 
.693  

 I have inner 

motivation. 
.686  

I can accept 

experiences even if 

they are difficult. 

.683  

I am responsible for 

making changes in my 

life. 

.676  

I can express myself. .676  

I can live in the 

present. 
.662  

I am responsible for 

myself. 
.656  

I choose which 

relationships are right 

for me. 

.655  

I am more than my 

experiences with 

mental health 

challenges. 

.653  

I am valued for who I 

am. 
.646  

I have a purpose in 

life. 
.645  

I can grow. .627  

My life is meaningful. .624  

I have a future. .615  

I have opportunities 

to grow. 
.612  

I have hope for the 

future. 
.605  

I know what I truly 

value. 
.593  

I can both give and 

receive help. 
.591  

I am a worthy person. .589  
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I can voice my 

opinions. 
.588  

I can express my 

thoughts and emotions. 
.577  

I know what I truly 

believe. 
.574  

I can live in the present 

instead of being 

focused on the past. 

.567  

I know what is true and 

right for me. 
.554  

I know what it is I 

really want. 
.552  

I am an acceptable 

person. 
.549  

I think about my future. .545  

I have meaningful 

things to do. 
.533  

I can pursue my goals. .525  

I can be my true self. .524  

I have things I enjoy 

doing. 
.523  

I can share myself with 

others. 
.522  

I have opportunities to 

make a contribution. 
.520 .301 

I am able to get my 

basic needs met. 
.518  

I am needed by others. .513  

I have skills to interact 

in society. 
.486  

I can make sense of my 

experiences with 

mental health 

challenges. 

.485  

I am not defined by my 

mental health 

challenges. 

.465  
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I have let go of the 

past. 
.457  

I have access to the 

information I need. 
.438  

I have relationships in 

which I am an equal. 
.428 .353 

I can express my inner 

experiences. 
.411  

I can connect with 

others. 
.407 .315 

I can cope with mental 

distress. 
.397 .365 

I have relationships 

that are mutually 

supportive. 

 .848 

I have a community 

that values me. 
 .791 

I feel I belong to a 

community. 
 .765 

I have a supportive 

group that 

encourages me to 

grow. 

 .756 

I have a community 

that recognizes my 

abilities. 

 .732 

I have opportunities 

to talk about how 

mental health 

challenges have 

affected my life. 

 .672 

I have people I can 

trust. 
 .662 

I can be vulnerable.  .626 

I have a supportive 

group that I do 

enjoyable things with. 

 .618 
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I have relationships 

that inspire hope. 
 .611 

 I know others who 

can understand how 

my mental health 

challenges connect to 

my life experiences. 

 .610 

I have a sense of safety 

in community. 
 .595 

I have genuine 

relationships. 
 .592 

I have others I can 

depend on. 
 .559 

I have a community to 

which I can contribute. 
.355 .504 

I know people who can 

understand my 

experiences with 

mental health 

challenges. 

 .485 

I know people who 

accept me for who I 

really am. 

 .472 

I have access to the 

material resources I 

need. 

 .469 

I have relationships in 

which I am seen as 

important. 

.413 .429 

I am acceptable to the 

people who matter to 

me. 

.338 .408 

I grew through my 

experiences with 

mental health 

challenges. 

 .404 
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I know people who can 

understand my 

challenges. 

.322 .375 

I value my past 

experiences. 
 .323 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Oblimin with Kaiser Normalization. 
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Appendix E 

Social Recovery Measure 

Instructions: Below is a list of statements that describe how people sometimes feel about 

themselves and their social environments. Please read each one and choose the number 

that best describes how much you agree or disagree with the statement.  Choose only one 

number for each statement and do not skip any items. If it is helpful, think about how you 

have been doing over the past week or so.  

 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

agree 

1. I have 

something 

to offer 

others. 

1 2 3 4 5 

2. I have 

relationships 

that are 

mutually 

supportive. 

1 2 3 4 5 

3. I am a 

capable 

person. 

1 2 3 4 5 

4. I plan for 

my future.  

1 2 3 4 5 

5. I have a 

community 

that values 

me. 

1 2 3 4 5 

6. I have inner 

motivation.  

1 2 3 4 5 

7. I can 

exercise my 

personal 

freedoms. 

1 2 3 4 5 

8. I feel I 

belong to a 

community.  

1 2 3 4 5 
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 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

agree 

9. I can lead a 

full life.  

1 2 3 4 5 

10. I have 

people I can 

trust.  

1 2 3 4 5 

11. I am a 

valuable 

person.  

1 2 3 4 5 

12. I have 

relationships 

that inspire 

hope.  

1 2 3 4 5 

13. I have 

strengths.  

1 2 3 4 5 

14. I can enjoy 

things I do.  

1 2 3 4 5 

15. I have a 

community 

that 

recognizes 

my abilities.  

1 2 3 4 5 

16. I have a 

purpose in 

life.  

1 2 3 4 5 

17. I have 

abilities to 

meet goals.  

1 2 3 4 5 

18. I have a 

supportive 

group that 

encourages 

me to grow. 

1 2 3 4 5 

19. I am valued 

for who I 

am.  

1 2 3 4 5 
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