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Executive Summary
In Ontario, nine regional implementation task forces have adopted
recovery as the guiding principle for the reform of the mental health system.
While recovery literature refers repeatedly to a recovery “model,” there is
currently no defined model in practice.
Recovery is not a new idea, though its recent prominence in mental health
literature and policy may make it seem so. Why an idea suddenly springs into
prominence has a lot to do with the nature of the idea itself, the people who
support it, and the social context into which it is born.
It is also important to ask the question, what are people recovering from?
Certainly, the most obvious answer is mental illness but many people state that
they are also trying to overcome a history of childhood trauma. Further,
immigrants and refugees, settling in ever-increasing numbers in Ontario, suffer
from depression and posttraumatic stress disorder due to experiences in their
war-torn homelands. Others argue that the consequences of a diagnosis of
mental illness are at least as devastating as the disease itself. Consequences
include iatrogenisis (harm from various psychiatric treatments), a designation of
disability, helplessness and hopelessness, and discrimination – all factors in a
journey of recovery.
Nonetheless, a philosophy of recovery provides a beacon of hope where,
too often, people are told that mental illness means certain decline into
unemployment, poverty, and disability. The promise of recovery is that it will lead
to fuller lives for people with mental illness. However, recovery is not to be
confused with cure. People who have recovered may still experience symptoms
and struggle with the consequences of their diagnosis. For those who have
experienced this journey first hand, recovery is defined as living consciously and
fully despite life’s burdens.
The need for change in Ontario’s mental health system is urgent because
people with mental illness are not faring well. They are over-represented among
the homeless population. They are being criminalized – picked up by police and
jailed rather than receiving help. They are experiencing high rates of poverty and
they are vulnerable to physical and sexual assaults while living in unsafe
conditions. Finally, suicide is an ever-present spectre, with 90% of suicide victims
having psychiatric problems.
Recovery remains a complicated, uniquely individual process that is not
well captured by mental health policy. The recovery principle’s emphasis on
constructing a strong sense of self defies quantification and instead challenges
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policy makers, providers, and others to examine qualitative changes to how
mental health services are delivered.
Adopting recovery as the overall principle for the reform of the mental
health system in Ontario has real meaning for the choice of services to be funded
and how they are to be delivered. Utilizing trauma literature, a well-developed
body of work that focuses specifically on recovery and is associated with
research showing effectiveness, we make the following recommendations aimed
at building a mental health system that is truly recovery oriented.
I. A foundation for recovery: Safety
Housing and income supports:
1. Housing for people with mental illness must remain with the
Ministry of Health and Long Term Care and continue to be the
focus of mental health policy.
2. A substantial additional investment in housing for people with
mental illness is crucial. There must also be an emphasis on
creating a variety of models that maximize consumer choice.
3. The trend to separating housing from interpersonal supports
needs to continue.
4. A mental health system based on recovery must actively
address the administrative problems within ODSP and advocate
strongly for increased benefit levels.
5. The removal of the inherent barriers to the attainment of
employment within ODSP is also essential to a recovery
philosophy.
Freedom from violence:
6. The fact that people with mental illness live with multiple threats
to their physical safety requires open acknowledgment in mental
health policy.
7. Mental health professionals need to be able to recognize the
signs and symptoms of a history of child abuse and of
posttraumatic stress disorder, and develop skills to provide
effective help.
8. Psychoeducation must be made available to people with mental
illness and their families so that they not only understand mental
illness and the various treatment and community service options
available, but also become aware of the dynamics of trauma reenactment syndrome (an unconscious desire to place oneself in
harm’s way due to past unresolved experiences of violence) and
the known after effects of trauma, along with available helping
strategies.
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9. Incidence levels of violence also point to the need for increased
and active outreach to the homeless, the establishment of
mental health programs in shelters and jails, and further
expansion of a network of crisis services. Court diversion
programs that ensure that people with mental illness access
treatment and community services, rather than spend time in
jail, continue to be important.
Access to adequate illness care:
10. There must be a substantial investment in an array of
community mental health services so that a balance between
treatment and social supports in the mental health system is
achieved. All mental health services must be integrated with the
community so that they are a visible and accessible resource.
11. Rights advice and advocacy services must be available for all
psychiatric inpatients in Ontario, and for those under CTOs.
12. A system based on recovery must implement research on
coercion, develop and implement more humane practices and,
above all, focus on limiting people’s exposure to coercive
measures.
13. There need to be multiple sources of credible research-based
information made easily available – both to meet consumer and
family needs, and to help in the production of mental health
policy.
14. A province-wide 24/7 mental health services registry must be
implemented.
15. The value of first-hand consumer and family knowledge needs
to be acknowledged and supported, and methods of
disseminating this information, such as Web sites, must be
funded.
16. In Ontario, primary care reform (plans to create family health
networks that reorganize how family physicians work) must
address the needs of people with mental illness.
17. Innovative models that include nurse practitioners as part of
community mental health services need replication.
18. Expanding the system of community health centres, known for
their service to vulnerable populations, is also essential in
ensuring appropriate and available physical health care for
people with mental illness.
19. Models of treatment for concurrent disorders, along with
necessary community supports, need to be integrated, meaning
that services must be capable of addressing both the substance
abuse and the mental health problem in one program, rather
than having people treated by two different teams.
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20. Best-practice guidelines for the treatment of concurrent
disorders have been published and need to be widely resourced
and implemented throughout the mental health and addictions
systems.
21. Recent directions within the Ministry of Health and Long Term
Care that focus on uniting the mental health and addictions
systems need to continue, as this approach constitutes a
productive avenue for ensuring that people with concurrent
disorders receive effective help.
II. Building a strong sense of self
22. While it must be emphasized that counselling skills are acquired
over long years of education and experience, case managers
are an important group who could, if properly trained and
supported, provide counselling focused on the development of
self, as the recovery principle requires. The limitations of formal
services must also be acknowledged. Family, friends, and
community are the most important ingredients in recovery.
23. Investment in the development of a vibrant self-help network is
an important part of a mental health system based on the
principle of recovery.
24. A mental health system based on recovery must offer an array
of publicly funded employment services to be developed in
partnership with local employers. Some services should be
professionally staffed, while others should be based on the selfhelp model, but all need to be focused on helping people with
mental illness find and keep real jobs.
25. Support for and acknowledgment of the spiritual dimension of
recovery needs seamless integration into all mental health
services and self-help activities.
III. Making healthier choices
26. There needs to be broader implementation, and further
development of, practice approaches that allow for maximum
choice even when individuals are under coercive control.
27. There also need to be prescribed measures designed to keep
professionals safe from action against them (by co-workers,
employers, or professional regulatory bodies) if they work with
clients to make their own choices, taking into account the
narrow parameters allowed by inpatient settings.
28. Community professionals would benefit from support and
supervision as they work with people in the recovery process to
ensure that they have control over their own life decisions –
which will include both good and not-so-good choices.

5

Canadian Mental Health Association, Ontario Division
29. There needs to be an ongoing forum for dialogue regarding the
limits of professional responsibility so that professionals feel
freer to support choices, even not-so-good ones, so long as life
is not threatened.
We conclude with a few cautionary notes. Recovery must not engender a
Pollyanna-like disregard for the suffering of people with mental illness. In
addition, history has shown us that the introduction of new language under the
guise of reform often results in things staying pretty much the same. Several
questions need to be asked: How far will recovery, as a service model, proliferate
when the strong countervailing trend in health care today is standardization and
accountability? Will recovery become merely a way of limiting service, with
providers challenged to produce recovery within a set number of visits or service
units? And how does one recover from the consequences of mental illness,
including such serious life burdens such as poverty and discrimination?
Recovery, as an organizing principle, has much promise but it is designed
to right a wrong, rather than to prevent the wrong in the first place. Primary
prevention is not part of the recovery vocabulary. Also, recovery must not
become a permanent social role that leads right back to marginalization. Finally,
the introduction of an all-encompassing philosophical change in how mental
health services are provided cannot be left to chance. It is highly unlikely that
there will be an across-the-board uptake of recovery without a provincial training
strategy. Hence, our final recommendation:
30. The Ministry of Health and Long Term Care, as part of mental
health reform, must develop and implement a training strategy
based on helping mental health professionals evolve practice
approaches that support recovery.
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Recovery rediscovered:
Implications for the Ontario mental health system
Introduction
In December 2002, nine regional implementation task forces tabled their
recommendations for a reformed mental health system in Ontario. Planning for
reform has been underway for over 14 years, inaugurated by the Graham Report
(Ontario, 1988), followed by Putting People First (Ontario, 1993) and Making It
Happen (Ontario, 1999). Over this period, certain language has come into
fashion and gone out of style. Participation was favoured in the early 1980s
(Hutchison, Lord, & Osbourne-Way, 1986). Partnership was the language of the
late 1980s (Boudreau, 1990), and empowerment reigned through the nineties
(Lord & Hutchison, 1993). Today, recovery has taken the spotlight, with all nine
reform plans recommending that a recovery philosophy guide the changes to
come. This paper explores the concept of recovery from the perspective of the
link between mental health policy (the words) and its implementation (the
actions).
Recovery rediscovered
The advent of the concept of recovery in the mental health system has not
been sudden, although it may seem so. Gladwell (2002) argues that the evolution
of an idea that captures widespread attention is a three-part process comprising
(1) the nature of the people that transmit the idea, (2) the idea itself, and (3) the
social context into which the idea is launched. When these three factors
coalesce, a concept that may have been available on the margins of a particular
discourse for years (for example, Soteria House was founded in 1971 [Mosher,
1999], and Lovejoy wrote a first-person account in 1982: both emphasized the
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recovery principle) seems to spring suddenly to the forefront of thinking in that
field, as if just discovered.
In the case of recovery, the people responsible for initiating the current
dialogue are consumers1 – sometimes calling themselves psychiatric survivors –
who, through their emotional, well-told, and well-written stories, speak of their
own recovery in terms of the cultural archetype of a perilous quest, a journey to
which, in one way or another, we can all relate (Capponi, 1992; Chamberlin,
1978; Deegan, 2001; Supeene, 1990). Family members are also publicly
revealing their own stories of the struggles they have endured while trying to find
effective help for their mentally ill loved ones. Mental health professionals who
have themselves experienced mental illness are speaking out (Mead &
Copeland, 2000), along with more public figures such as actors, television
personalities, and other prominent people, each with his or her own story of
triumph over illness and adversity. For example, the director of communications
and strategy for British Prime Minister Tony Blair credits his current success to a
previous mental breakdown. Alastair Campbell told an interviewer that “it was a
24-carat crack-up and I’m proud of the fact I got through it, rebuilt myself and
went on to do what I do now” (Cantacuzino, 2002). James Bartleman, Lieutenant
Governor of Ontario, regularly speaks about his own battle with depression and
posttraumatic stress disorder and has recently published his memoirs
(Bartleman, 2002). Beyond Crazy (Nunes & Simmie, 2002) chronicles the
experiences of mental illness through stories told by Elizabeth Manley, Andy
Barrie, Margot Kidder, and Michael Wilson, as well as other Canadians (for
example, Allan Strong, a board member for CMHA, Ontario Division). Finally, the
concept of recovery has been promoted by various professional “translators” –
members of the academic community who research and publish in the mental
health field. These people legitimize the idea among those in power so that it can
be adopted in elite and typically conservative circles. Early recovery champions
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include William Anthony (1993a), Courtenay Harding and colleagues (1987), Ian
Falloon and colleagues (1998), and Carling (1995), although there are now many
academics researching and writing about recovery, notably Jacobson and
colleagues (Jacobson & Curtis, 2000; Jacobson & Greenley, 2001).
The idea of recovery has attained broad popular currency. In the present
climate of public disclosure of personal tribulations, being “in recovery” –
although this term typically refers to problems with addictions – is prominent in
the media. In terms of mental health, recovery is attractive to all sorts of
stakeholders. For consumers and families, it is a hopeful term that focuses on
health rather than illness, when too often they have heard that a diagnosis of
mental illness means abandoning a bright future in exchange for a life of
disability and poverty. For politicians and policy makers, it introduces an end
point – a place where people become independent of expensive treatments and
psychosocial supports, thereby lightening the load on the public purse. Recovery
also introduces the notion of measurable outcomes that may serve to hold
mental health professionals accountable. Whether recovery can or should be
measured is a subject for considerable debate; however, the idea of
measurement at least provides a focus for the description (if not outright
demonstration) of the success or failure of a wide variety of pharmaceutical,
therapeutic, and social interventions that are part of the publicly funded mental
health system in Ontario.
Perhaps the more complicated analysis is the one regarding the social
context in which the idea of recovery now flourishes. Today, communities are
more diverse in general, and the range of available roles for self-identified
“consumers” or “psychiatric survivors” includes political activist, board member,
peer counsellor, and provider of formal service. The rise of community mental
health services (sometimes called psychosocial rehabilitation) has meant that
people with mental health problems can often receive support and treatment
1

Consumer remains a controversial term. It was intended to introduce the idea of serving
“customers” into the mental health service system, but many argue that it has become yet
another disempowering label that implies taking and never giving. Most people with mental illness
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while remaining in the community. Previously, they came to the attention of the
mental health system only when in the throes of their worst symptoms, and it was
therefore hard for professionals to imagine that such people could ever be well. A
rehabilitation philosophy allows for a vision of wellness that is not defined
exclusively as “cure” – a term that binds medical thinking. Further, there is a
general loss of faith in the expert and an adoption of numerous “do-it-yourself”
and self-help approaches to all manner of problems, including mental illness. In
this context, people with mental illness and their families are much better
informed, accessing information in many ways, but particularly through the
Internet. They expect more, as do health system managers, who now use the
language of accountability and cost-effectiveness. Mental health professionals
are expected to produce and to perform, resolving complicated human problems
within specified timelines through the cost-efficient use of a prescribed roster of
evidence-based interventions.
What are people recovering from?
The nature of the problems that result in a diagnosis of mental illness and
the consequences of this diagnosis are as complex and multi-levelled as the
recovery journey itself. Our review of the literature and service experience here in
Ontario indicates that three types of precipitating events are described as deeply
affecting:2 a psychotic break, childhood trauma, and traumas undergone by
immigrants and refugees before their arrival in Canada.
Mental illness:
A psychotic break: The first is the most obvious. The experience of a
psychotic break is the epitome of mental illness (Deegan, 2001). It can signal the
prefer to view themselves simply as people who actively contribute to their families and
communities.
2
Psychosis and childhood trauma can be mutually exclusive, but it is also true that many people
with psychotic disorders may also have a history of child abuse.
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onset of schizophrenia, or it can be part of post-partum depression, depression,
or bipolar disorder. The experience of losing one’s mind is described as
tantamount to losing one’s self. Once the person is stabilized, he or she now
knows that the mind can be a traitor. Thoughts and perceptions are no longer
trusted, and firmly held beliefs are exposed as false, sometimes humiliatingly so3.
A history of childhood trauma: The second event is the experience of
childhood trauma – sexual and/or physical abuse, as well as neglect and/or
abandonment, usually within the family context (Johnson, 2003). Such incidents
disrupt development and injure the child’s physical, emotional, and psychological
well-being as he or she searches in vain for a place of safe attachment and
validation. The result, in adolescence or adulthood, can be a diagnosis of mental
illness that may include borderline personality disorder, dissociative identity
disorder, and/or depression.
The experiences of immigrants and refugees: A third precipitating event
that is an ever-increasing reality in Canada, particularly in large urban centres
such as Toronto, is the trauma histories of immigrants and refugees. Each year
thousands of people fleeing war-torn homelands arrive in Canada with horrific
pasts that lead to such symptoms of mental illness as depression and
posttraumatic stress disorder. Western diagnostic labels are irrelevant in many
cultures, and mental health services are ill-equipped to be helpful because of
language barriers. Nonetheless, the suffering is real and the need great.
The consequences of mental illness
In addition to the tragedy of being mentally ill, people say that they have to
recover from the consequences of the diagnosis (Anthony, 1993b).
Iatrogenesis: This term denotes the harm caused by medical interventions
that are supposed to alleviate symptoms and cure disease. Psychiatry has a
history of inventing “cures” for mental illness, such as psychosurgery (lobotomy),
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insulin shock therapy, and electroshock therapy, that later turn out to have
devastating effects (Pilgrim & Rogers, 1993). Today, forced hospitalization, being
placed in mechanical restraints while an inpatient, or being medicated against
one’s will are traumatic events that many people say have led to their re-defining
themselves as psychiatric survivors (Everett, 2000). Among this group, electroconvulsive therapy (an updated version of the former electro-shock therapy) is
seen as causing permanent brain damage. Psychiatric medications are defined
as forms of chemical lobotomy. Instead of helping them, many psychiatric
survivors say that the mental health system has harmed them and that recovery
can occur only through openly expressing anger, engaging in political protest,
and seeking fellowship among peers who share their views of the dangers of
psychiatric treatment.
Disability: A second possible consequence of a diagnosis of mental illness
is the effect of being in the “system” even while living outside of hospital. In
literature that analyzes physical rehabilitation services, critics argue that such
services not only respond to need, but also create need (Albrecht, 1992; Gadacz,
1994). Until the advent of psychosocial rehabilitation (PSR), it was uncommon for
people with mental illness to be called disabled and, while PSR literature allows
for a focus on strengths rather than deficits, it is open to criticism based on the
same grounds as physical rehabilitation services. Access to needed resources
comes only through “certification of impairment and disability” (Albrecht, 1992, p.
83), a process that in effect creates the social category of psychiatric disability.
Entering the role of a disabled person carries with it admittance to such valued
services as subsidized housing, case management, and employment programs,
but it is also a category without exit, associated with negative social
consequences that include marginalization and isolation.
Helplessness and hopelessness: In the context of mental health services,
learned helplessness is defined as a deep despair that comes from repeated or
prolonged institutionalization resulting in the loss, or the lack of development of, a

3

It should be noted that depression can occur without psychosis. Such a depression is also a
deeply distressing and life-altering event.
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sense of personal responsibility (Mead & Copeland, 2000). People believe that
they have no influence over the course of their own lives because they are
accustomed to having others make decisions for them. Along with helplessness
comes hopelessness, which results when people receive repeated messages
aimed at persuading them that they have a debilitating illness that will never
improve. Mental health professionals can inadvertently reward learned
helplessness, because patients or clients who do as they are told are considered
pleasant and easy to manage. They may also contribute to hopelessness by
defining “insight” as the capacity for clients to accept a bleak prognosis.
Conversely, people who are actively engaged in their own recovery can
disconcert professionals by asking probing questions, challenging treatment
decisions, protesting loudly if they feel wronged, and generally taking on a more
egalitarian adult role in the management of their own well-being.
Discrimination: A final possible consequence of mental illness, at least for
the purposes of this discussion, is prejudice and discrimination. People who have
been diagnosed with a mental illness are all too aware of the negative social
stereotype they now occupy. Confiding in friends may mean that they no longer
call, marriages and partnerships can break down, and family members may hide
the fact that a loved one is ill because of shame. They may be denied housing or
the chance of employment if their diagnosis is known. People are also subjected
to bigoted name calling and the media, in the main, portray them as dangerous.
Discrimination has an all-encompassing, corrosive effect on personhood and
citizenship in that it identifies certain groups of people as less worthy of the same
comforts and protections others expect. It can also lead to responses that reflect
the inaccurate perception of a multiplicity of additional deficits, such as that
people with mental illness are childlike, lack in intelligence, are likely to be
criminals, are incapable of making decisions, will never work, or need to be
talked to in loud voices because they don’t understand in the same way that
others do. The social isolation that results from discrimination impedes recovery
and, given that people with mental illness are members of the same culture that
stigmatizes them, they often internalize negative stereotypes and convert them
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into self-loathing and self-blame, attitudes that even further affect recovery,
because people come to expect devaluation and rejection (Markowitz, 2001).
The hope
A diagnosis of mental illness and its consequences affect the whole
person and every life domain. Recovery is a journey that must touch all aspects
of the internal and external life of a person. The self is at the centre of this
journey. Caring for and about the self includes meeting basic needs such as
those for shelter, food, and clothing, as well as attending to one’s physical and
emotional health. But it also includes acquiring sound judgment, perspective, and
maturity. It is a journey of social and relational connection – to home, family,
friends, and community. It entails discovering one’s life purpose through work,
education, volunteering, or social activism. Finally, it involves an active spiritual
relationship with manifestations of the universal that may be pursued through
formally organized religion, through reconnection with culture, or through secular
pursuits such as music, art, and nature. People who have recovered describe
themselves a stronger human beings because of their experiences. They feel
more emotionally intelligent (Goleman, 1995) because, unlike those who have
not had to struggle with a mental illness, they now know how to support their
emotional well-being and, indeed, understand that their mental health is
intimately entwined with their physical health. They are possessed of additional
cultural and social insights because of the intimate knowledge of human suffering
that they carry. However, recovery is not to be confused with an absence of
illness, and it does not mean that pain has ended (Anthony, 1993a). Instead,
recovery is to be understood as living consciously and fully, despite the burdens
of life, which, in the case of those diagnosed with a mental illness, can be many.
An urgent need for change
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In Ontario, the mental health system is specifically funded to serve the
seriously mentally ill (as opposed to serving those with milder conditions). In
medical terms, this group comprises people diagnosed with schizophrenia,
bipolar disorder, depression, or personality disorder. Other factors that influence
the definition of “serious” mental illness are how long people have been
experiencing these problems (duration) and the level of dysfunction that has
resulted in their lives (disability) (Ontario, 1999). There is increasing evidence
that recovery may be a receding ideal for this group, because people with mental
illness in Ontario are not faring well.
Homelessness: The severely mentally ill are over-represented among the
homeless population, because they are often released from hospitals and jails
without proper community supports in place. Homelessness is now an
unfortunate feature of many Ontario communities, but research into the extent of
the problem and the composition of the homeless population typically occurs in
urban areas. Thus we know that, for example, in Toronto, from 30% to 35% of all
homeless people are mentally ill, while for homeless women, that figure rises to
75% (Mayor’s Homelessness Action Task Force, 1999). In Ottawa, 40% of the
homeless population is mentally ill and of those, between 35% and 56% also
have problems with addictions (Lowe, personal communication, 2002). Those
with mental illness remain homeless for longer periods of time and have less
contact with family and friends than do homeless people who are not mentally ill.
They also encounter more barriers to finding employment and are in poorer
health than homeless people who are not mentally ill (Canadian Broadcasting
Corporation, 2000). There is evidence that the problem is not improving. In
Toronto, there are currently 100,000 people waiting for social housing; at the
present rate of placement, they will wait 17 years before getting a home (Mayor’s
Homelessness Action Task Force, 1999). In Ottawa, 1,500 mentally ill and
addicted people remain on the streets because there are no services for them.
Once on a list for community mental health services, the waiting period is from
three to five years. Of the 175 people waiting for community mental health
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services in Ottawa, 50% have attempted suicide (Lowe, personal communication,
2002).
Criminalization: The mentally ill are being jailed rather than helped due to
the lack of community mental health services. In London, Ontario, the amount of
police time spent with mentally ill people has doubled since 1998. The trigger for
police involvement is usually a nuisance offence, but the mentally ill are spending
more and more time in police custody because local community mental health
services are insufficient and those that exist are over-burdened (Nelson, 2002).
In fact, once mentally ill persons are involved with the police, there is an 81%
chance that they will be apprehended again within a two-year period because
they still have not accessed adequate services. In Toronto, apprehensions under
the Mental Health Act have doubled since1998, and there has been a 14%
increase in attempted suicides (Maywood, personal communication, 2002). The
mentally ill are also over-represented in the jail system. Approximately 20% of
the prison population have a mental illness, and from 5% to 8% are seriously
mentally ill (Phillips, personal communication, 2002). Jails are unfunded and illequipped to provide treatment. A recent study from Queen’s University reports
that 34% of all deaths among male inmates in Ontario prisons are attributed to
suicide (Wobeser et al., 2002).
Poverty: In 1995, the Ontario government cut welfare payments by 22.5%.
Although benefits provided through the Ontarians with Disabilities Support
Payment (ODSP) program – then called Family Benefits Assistance – were not
reduced at that time, those benefits have not been raised for over a decade,
despite increases in the cost of living during the same period. In Ontario, 391,000
children live in poverty – which, of course, means that their parents are also poor
(Mallan, 2002). The use of food banks has increased by 15% in the last six years
as people are forced to choose between paying the rent or eating (Schrecker,
2002). People with mental illness are particularly dependent on social assistance
because they have little access to employment opportunities.
Victimization: Despite common misconceptions, statistics show that
people with mental illness who do not also have a substance abuse problem are
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no more likely to be violent than anyone else. But they are 2.5 times more likely
to be victims of violence than the general population (Hiday et al., 1999).
Vulnerable people such as the mentally ill may be subjected to violence and
abuse while in institutions or through living in unsafe conditions while in the
community. Abuse can also be defined as the denial of basic rights and freedoms
such as removing privileges, preventing visits from family and friends, or
withholding resources and information. Other forms of abuse are insults, threats,
or simply failing to take proper action (Roeher Institute, 1995).
Suicide: Studies indicate that more than 90% of suicide victims have a
diagnosable psychiatric illness (Weir & Wallington, 2001), and 80% of suicides
are carried out by persons who have depressive illness (Centre for Addiction and
Mental Health). Both major depression and bipolar disorder account for 15% to
25% of all deaths by suicide in people with severe mood disorders. Among
people who have significant depressive illness, 15% commit suicide (Centre for
Addiction and Mental Health), and suicide is the most common cause of death for
people with schizophrenia (Harkavy-Friedman & Nelson, 1997).
Publicly funded mental health services in Ontario are responding to people
who are among society’s most vulnerable citizens and who are struggling daily
with a broad array of extremely complicated life problems, only one of which is
mental illness. Under these circumstances, recovery is not impossible. It’s just
very difficult.
Recovery in relation to health policy
The question of why some people are healthy and others not, or why
some people become ill yet recover, has plagued policy makers since the
nineteenth century and has puzzled philosophers for much longer. While it is
typical for policy to divide the concept of health into internal factors (those things
that are particular to the individual) and external forces (social context),
Glouberman (2001) argues that it is neither one nor the other that accounts for
health but, instead, it is the interaction between the two. Recovery literature
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agrees: “Recovery is a product of dynamic interaction among the characteristics
of the individual…[, the]characteristics of the environment…[,] and the
characteristics of the exchange [between the two]” (Onken et al., 2002, p. vii).
Where the recovery paradigm becomes particularly challenging for policy
makers, however, is in its substantial focus on the evolution of self – that part of
the human being that thinks, feels, and grows.
Glouberman (2001) explored the theories of Aristotle in order to discuss
health and illness. For Aristotle, living well involved three types of goods: goods
of the body (physical strength), goods of the soul (self-respect, wise judgment,
moral choices, good companionship), and external goods (money and property).
Greek mythology, on the other hand, made the distinction between panakeia
(curatives that restore health) and hygeia (the choices that people make that
cause them to live life in a healthful manner) (Renaud, 1994).
These five aspects of health can be translated into current terms. Goods
of the body are today discussed as genetics, biology, and physical health. Goods
of the soul include the construction of a positive self-image through emotional
health, positive interpersonal relationships, a sense of community, and spiritual
connection – subjects that typically get little attention in health policy debates.
External goods are now known as health determinants: housing, education,
employment, freedom from violence, and a clean environment. Panakeia
translates to timely access to the health care system when illness strikes, and
hygeia is cast in terms of behavioural health: choices made by individuals that
affect health either negatively (smoking, substance abuse, unsafe sexual
practices, obesity) or positively (a good diet, plenty of exercise, enough sleep,
effective stress management).
A mental health system built upon the principle of recovery
Adopting recovery as the guiding principle of the Ontario mental health
system has real meaning for the choice of services to be funded and how they
are delivered. While the mental health literature on recovery is extensive and

18

Canadian Mental Health Association, Ontario Division
refers repeatedly to the “recovery model,” there is no defined model currently in
practice. In addition, recovery focuses on a qualitative change, yet most reform
recommendations emphasize quantitative changes, such as additions to,
subtractions from, mergers with, and amalgamations of publicly funded mental
health services.
This reality sounds a cautionary note. In Ontario, recovery has been
adopted by all nine mental health task forces and constitutes the foundation of
their advice to the Minister of Health and Long Term Care, yet it remains a
complicated, multi-dimensional, and qualitative concept that has not, as yet, been
operationalized into a defined set of services – although some system-level
recommendations have been made (Anthony, 2000).
However, there is a well-developed body of analogous literature that
catalogues the steps taken by those recovering from child abuse and various
other forms of life trauma (for example, Courtois, 1988; Herman, 1992; Miller,
1994; Putnam, 1989; Van der Kolk, McFarlane & Weisaeth, 1996). This work is
research-based and pays explicit attention to all five components of health, as
discussed above, as well as to their inter-relationship. Trauma literature has
utility in the recovery discussion from three perspectives. First, there is an
established link between some forms of mental illness and a history of trauma
(Everett & Gallop, 2000). Second, even for people diagnosed with a mental
illness who do not have a history of abuse, the trauma of a psychotic break
followed by the devastating consequences of such an illness means that
literature is likely to resonate with their reality as well. Third, trauma literature
offers a step-by-step process that provides a clear vision of how recovery can
occur. It represents a hopeful beacon for policy makers, providers, consumers,
and family members alike. Many of the components of recovery, as
recommended below, are well known, but placing them within an overall
organizing paradigm helps demonstrate how each builds upon or is linked to the
others. Doing so also shows the transformative effect that adopting a recovery
philosophy can have, not only on the choice of services but also on how they are
delivered.
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I. A foundation for recovery – safety
The term safety is used in trauma literature because it has particular
resonance for people who have had their belief in a benign world shattered. The
attainment of safety is the beginning point of a journey of recovery. In the context
of mental illness, it has three components: access to basic health determinants,
especially secure housing and an adequate income; freedom from violence; and
access to effective physical and mental illness care, including treatment for
addictions. There may be unique aspects of safety particular to the individual, but
these three concerns are the foundation upon which recovery rests.
Housing and income supports: These basic determinants of health are
“first among equals,” because without them life itself is threatened. People who
are homeless, living in shelters, in and out of institutions, or without adequate
food and clothing cannot focus their energy on recovery. In Ontario, the need for
safe, affordable housing is well documented (Mayor’s Homelessness Action Task
Force, 1999), although political trends such as downloading responsibility for
social housing from the provincial to the municipal level have made access
extremely limited. Housing for people with mental illness has remained under
provincial jurisdiction and rests under the portfolio of the Ministry of Health and
Long Term Care.
Recommendations:
1. Housing for people with mental illness must remain with the Ministry of
Health and Long Term Care and continue to be the focus of mental
health policy.
2. A substantial additional investment in housing for people with mental
illness is crucial. There must also be an emphasis on creating a variety
of models that maximize consumer choice.
3. The trend to separating housing from interpersonal supports needs to
continue.
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Closely related to the issue of housing is access to income supports.
People with mental illness are disproportionately dependent on social assistance
because they lack employment opportunities. Unfortunately, social assistance in
this province has not kept up with cost-of-living increases (Schrecker, 2002).
Advocacy efforts aimed at improving benefit levels and removing barriers to
employment have so far been unsuccessful. A recent massive reorganization of
those who administer ODSP has drawn energy away from reforms. Additionally,
current political ideology rests on a “hand up rather than a handout” philosophy
that does not support investment in social assistance programs.

Recommendations:
4. A mental health system based on recovery must actively address the
administrative problems within ODSP and advocate strongly for
increased benefit levels.
5. The removal of the inherent barriers to the attainment of employment
within ODSP is also essential to a recovery philosophy.
Freedom from violence: People with severe mental illness have often lived
very difficult lives. Their experiences of violence can include physical or sexual
assault while living in unsafe conditions in the community or while
institutionalized in jails or hospitals. When people live with the threat or the reality
of violence, recovery is not possible.
Uncontrolled substance use not only impairs physical and mental health
and interferes with the efficacy of psychiatric medication, but it also renders
people vulnerable to assault when drunk or high. Recent trends that criminalize
the mentally ill expose disorganized and psychotic people to assault while in jail.
In fact, solitary confinement seems to be among the few methods by which jail
staff can keep the mentally ill safe. While this may prevent assault, the resulting
isolation takes a further toll on an individual’s mental health. People with mental
illness, particularly those with a history of child abuse, may involve themselves in
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violent interpersonal relationships in adulthood. Some may support an
inadequate income or a drug habit through participation in the sex trades. Above
all, these multiple threats to physical safety require open acknowledgment in
mental health policy. Trauma literature points to lingering effects related to
assault that need to be taken into account when professionals formulate
treatment and rehabilitation plans.

Recommendations:
6. The fact that people with mental illness live with multiple threats to their
physical safety requires open acknowledgment in mental health policy.
7. Mental health professionals need to be able to recognize the signs and
symptoms of a history of child abuse and of posttraumatic stress
disorder, and develop skills to provide effective help.
8. Psychoeducation must be made available to people with mental illness
and their families so that they not only understand mental illness and
the various treatment and community service options available, but also
become aware of the dynamics of trauma re-enactment syndrome (an
unconscious desire to place oneself in harm’s way due to past
unresolved experiences of violence) and the known after effects of
trauma, along with available helping strategies.
9. Incidence levels of violence also point to the need for increased and
active outreach to the homeless, the establishment of mental health
programs in shelters and jails, and further expansion of a network of
crisis services. Court diversion programs that ensure that people with
mental illness access treatment and community services, rather than
spend time in jail, continue to be important.

Access to adequate illness care: Depressive or manic symptoms, high
levels of anxiety, active suicidal thoughts or attempts, or psychosis must be
brought under control if people are to begin the tasks of recovery. It is important
to emphasize, however, that recovery does not mean a complete absence of
symptoms.
A foundation of safety requires timely access to effective psychiatric
treatment. When psychiatric care is well balanced – taking people’s life history
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and present circumstances into account – it is judged to be helpful. Medications
can be useful, but type and dosage levels need close monitoring, while troubling
side effects often decrease people’s quality of life. Mental health policy that calls
for a rebalancing of public investment by increasing funds for community mental
health services while reducing beds in institutions has meant that there are
indeed fewer inpatient beds in Ontario. The intent of this policy is to ensure the
right mix of treatment and social support services in the mental health system.
However, there has been a lag in funding community mental health services
(housing, case management, crisis services, etc.) so that people do not have
adequate access to help when not hospitalized. Unmet needs result in higher
numbers of crises and intolerable pressure on police, emergency services, and
hospitals.

Recommendation:
10. There must be a substantial investment in an array of community mental
health services so that a balance between treatment and social supports
in the mental health system is achieved. All mental health services must
be integrated with the community so that they are a visible and
accessible resource.

Coercion remains a feature of psychiatry and can result in traumatic
experiences due to forced treatment. Mental illness is a unique health problem in
that there are laws that provide for the suspension of people’s civil rights if they
are medically judged to be so ill that they have become a danger to themselves
or others, or if they are failing to care for themselves in such a substantial way
that their lives are threatened. While these laws are intended to save lives,
people experience being forced into hospital against their will d as frightening
and humiliating. Recently enacted legislation also provides for community
treatment orders, which compel people to comply with physician-ordered
treatment plans even when not hospitalized. While controversial, CTOs are at
least less intrusive than forced hospitalization.
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Coercion is not a widely discussed topic in professional circles, and there
is a noted absence of evidence-based methodologies for providing care under
coercive conditions in mental health literature. However, there are approaches
that mitigate trauma, and these need wider dissemination (Everett, 2001). The
capacity for taking personal responsibility for one’s life and actions is a central
component in recovery. The journey begins with the resumption of a person’s
ability to decide for him- or herself and to take the consequences for these
decisions.
Recommendations:
11. Rights advice and advocacy services must be available for all
psychiatric inpatients in Ontario, and for those under CTOs.
12. A system based on recovery must implement research on coercion,
develop and implement more humane practices, and above all, focus on
limiting people’s exposure to coercive measures.
A balancing factor against problematic treatment is the increased access
people have to information regarding mental illness and the various options
available to them. Knowledge is essential in helping consumers and their families
become stronger partners in their own treatment. The Internet is proving an
invaluable tool in the search for information, although the quality of the content
can vary widely. In Ontario, there are some credible sources of Web-based
information for consumers and families (www.camh.net, www.ontario.cmha.ca),
but there needs to be more focus on the knowledge transfer process.

Recommendations:
13. There need to be multiple sources of credible research-based
information made easily available – both to meet consumer and family
needs and to help in the production of mental health policy.
14. A province-wide 24/7 mental health services registry must be
implemented.
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15. The value of first-hand consumer and family knowledge needs to be
acknowledged and supported, and methods for disseminating this
information, such as Web sites, must be funded.

People with a diagnosis of mental illness have physical health problems
just like anyone else. They can also have difficulties related to suicide attempts,
risky lifestyles, assaults, poor nutrition, inadequate living conditions, or substance
use. However, many people who have been diagnosed with a mental illness
complain that they have trouble getting help for physical problems. This difficulty
can stem from the powerful devaluing effect of a psychiatric diagnosis, which
renders the person’s perceptions as untrustworthy. Further, people with mental
illness often live in unstable conditions that limit their access to all forms of health
care until a serious crisis emerges. Finally, there are serious shortages of
physicians and psychiatrists in many communities in Ontario, meaning that
access to medical care for all citizens in these areas is difficult.

Recommendations:
16. In Ontario, primary care reform (plans to create family health networks
that reorganize how family physicians work) must address the needs of
people with mental illness.
17. Innovative models that include nurse practitioners as part of community
mental health services need replication.
18. Expanding the system of community health centres, known for their
service to vulnerable populations, is also essential in ensuring
appropriate and available physical health care for people with mental
illness.

Given that 18.6 % of people with a mental illness also have a problem with
substance use and that, conversely, 55% of people with substance abuse
problems qualify for a diagnosis of mental illness (Rush et al., 2002), programs
that address concurrent disorders are an essential ingredient in a mental health
system focused on recovery.
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Recommendations:
19. Models of treatment for concurrent disorders, along with necessary
community supports, need to be integrated, meaning that services must
be capable of addressing both the substance abuse and the mental
health problem in one program, rather than having people treated by
two different teams.
20. Best-practice guidelines for the treatment of concurrent disorders have
been published and need to be widely resourced and implemented
throughout the mental health and addictions systems.
21. Recent directions with the Ministry of Health and Long Term Care that
focus on uniting mental health and addictions systems need to
continue, as this approach constitutes a productive avenue for ensuring
that people with concurrent disorders receive effective help.

II. Building a strong sense of self
A diagnosis of mental illness and its subsequent marginalizing
consequences have devastating effects on self-esteem, identity, and
personhood. Absolutely central to the recovery process, as described by people
who have experienced the journey, is an opportunity to re-construct – or, in
cases where people have been subjected to abuse from an early age, construct
for the first time – a strong and mature sense of self.
If a foundation of safety can be established, the paths to recovery from
this point onward vary. Some people will go no further than maintaining their
housing and managing the exigencies of their illness – and this in itself
constitutes a form of recovery. Others look for more, and certainly recovery, as
described by people who have personally experienced it, requires opportunities
to explore and build a strong self.
A sense of self cannot be built in isolation – from others or from evolving
experience. From a service perspective, counselling is the path by which the self
is explored and defined in the context of past and present experience. A

26

Canadian Mental Health Association, Ontario Division
counsellor fulfills the twin roles of witness (hearing and validating the story of an
individual’s life experience) and of mirror (reflecting back thoughts and feelings in
different ways so that self is fashioned in a new and holistic manner). Certain
experiences are reframed as the unacknowledged accomplishments that they
have been, while others constitute losses that must be mourned. A person’s self
becomes whole by reconnecting the past to the present through the telling of his
or her personal “truth” in the safe presence of another. Through life experience
(which is now less chaotic and dangerous because it is based on a foundation of
safety) and through active teaching, the person becomes able to leave behind
old coping mechanisms (substance use, self-harm, and myriad other activities) to
develop new skills. Self-care strategies (including the capacity to keep one’s self
safe and maintain one’s own mental health) are also developed.
Providing counselling (individual and/or group) to people with mental illness
need not require establishing a whole new community service sector. Case
managers are in constant contact with clients, sometimes on a daily basis. Some
provide counselling; but for many others, their scope of practice is confined to
activities like medication monitoring, skills teaching, and service brokering. Even
so, many among this group are providing de facto counselling. However, formal
training in counselling techniques is not widely available, nor are important
supports such as supervision available.
Recommendation:
22. While it must be emphasized that counselling skills are acquired over
long years of education and experience, case managers are an
important group who could, if properly trained and supported, provide
counselling focused on the development of self, as the recovery
principle requires. The limitations of formal services must also be
acknowledged. Family, friends, and community are the most important
ingredients in recovery.
Self is also developed in the company of peers. Self-help is a crucial
component of recovery, because people with mental illness benefit from sharing
their experiences and coping strategies with others who have “been there.” Self27
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help supports personal development in a way that formal services cannot, since it
is based on the principle of mutual aid. There is no devaluing division of “worker”
and “worked-on” – an inherent feature of professionally delivered help, no matter
how effective it may be. In self-help approaches, all participants have value and
all experience is considered valuable. Such contexts create a basis for building
self-esteem and for counteracting the marginalization associated with an identity
that has been overtaken by a diagnosis of mental illness. Self-help for people
with mental illness and their families is embryonic in Ontario, but research shows
it to be effective and valued (Trainor et al., 1996).

Recommendation:
23. Investment in the development of a vibrant self-help network is an
important part of a mental health system based on the principle of
recovery.
A burgeoning self also needs a place to belong. A diagnosis of mental
illness brings with it isolation and loneliness; yet recovery entails, by its very
definition, a self that belongs among other human beings as a contributing
member of society. All people with mental illness want just what anyone would
want – to work, to love, to live in community among family and friends.
Clubhouse services, when based on a philosophy of recovery, can aid in
helping people develop social networks and acquire work skills. However,
employment supports remain a neglected area of the formal mental health
system, despite the funding of some transitional employment programs. Self-help
initiatives such as the Ontario Council for Alternative Businesses reflect the
desire of consumers to have real jobs in projects that they design themselves.
However, many people with mental illness could benefit from professional help in
developing employable skills and in finding work that can accommodate the ups
and downs of their illness, along with the side effects of psychiatric medications.

Recommendation:
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24. A mental health system based on recovery must offer an array of
publicly funded employment services to be developed in partnership
with local employers. Some services should be professionally staffed,
while others should be based on the self-help model, but all need to be
focused on helping people with mental illness find and keep real jobs.
Finally, self is formed in relation to spirit – that which we cannot know in
rational terms but which supports recovery through acknowledgment of the soul –
whether defined from a religious, cultural, or secular perspective. Art and music
therapy are perhaps the only formal services that focus specifically on the
development of an individual’s spirit, and they are not widely available. However,
celebration of the spiritual side of life can occur on many levels and is best
supported as part of life and not as a “service.”

Recommendation:
25. Support for and acknowledgment of the spiritual dimension of recovery
needs seamless integration into all mental health services and self-help
activities.

III. Making healthier choices
Throughout the recovery journey, people need to make choices and to
experience the consequences of these choices. The mental health system
operates under legislation that mandates state responsibility towards people in
terms of prevention and protection, meaning that professionals are trained to
usurp control, and indeed must do so under specific conditions (danger to self or
others, failure to care, and now, community treatment orders). Such laws colour
interactions between client and professional at all levels of the mental health
system. Inpatient services are by definition risk-aversive. These are settings
where people, in the main, exhibit the florid symptoms of psychosis, experience
high levels of anxiety, or are actively suicidal and do not seem to be the best
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judges of what behaviours are safe. As a result, staff must focus on taking a
priori action designed to prevent harm, rather than on promoting choice and
independent decision-making. This reality restricts people’s choices. Inpatient
staff have often witnessed the disastrous consequences of bad choices that have
resulted in injury or death. Their knowledge of these dangers further compounds
their reluctance to empower the people under their care. However, even under
these extreme conditions, people are capable of choosing – within fairly narrowly
prescribed parameters of safety, to be sure, but they can choose.

Recommendations:
26. There needs to be broader implementation, and further development of,
practice approaches that allow for maximum choice even when
individuals are under coercive control.
27. There also need to be prescribed measures designed to keep
professionals safe from action against them (by co-workers, employers,
or professional regulatory bodies) if they work with clients to make their
own choices, taking into account the narrow parameters allowed by
inpatient settings.
Community mental health services have more latitude to promote choice
and are often founded on the expressed value of offering clients options and
supporting their freedom to choose. However, even here, professionals are not
automatically comfortable allowing people to experience the consequences of a
bad choice, mainly because the lives of people with severe mental illness are
often so risky that professionals are inclined – simply from the perspective of a
sense of humanity – to impose restrictive conditions on choice if they anticipate a
negative result.
Recommendation:
28. Community professionals would benefit from support and supervision
as they work with people in the recovery process to ensure that they
have control over their own life decisions – which will include both good
and not-so-good choices.
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The ultimate protection that people with mental illness have against exposure
to coercive or restrictive treatments is the development of a strong sense of self.
Through the process of recovery, these stronger selves will begin to rely less on
professional help and demonstrate improved judgment expressed by a capacity
to manage the symptoms of their illness, keep themselves safe, and make
healthier life choices. The role, and the challenge, for professionals is to support
independent decision-making in the service of further growth. Jacobson and
Curtis (2000) point out that the mental health system cannot tolerate much risk,
yet recovery is tied to the capacity for people to make choices and experience
consequences.
Recommendation:
29. There needs to be an ongoing forum for dialogue regarding the limits of
professional responsibility so that professionals feel freer to support
choices, even not-so-good ones, so long as life is not threatened.

The qualitative difference of a system based on recovery
The foregoing discussions and recommendations mean that basing the
design of a mental health system on a philosophy of recovery has many
consequences. For example, recovery acknowledges the fact that people with
mental illness are, first and foremost, people who need a safe place to live in the
community among people they love and by whom they are loved. With
foundational supports in place, they, like anyone, will grow and develop. A mental
health system based on recovery should mirror the ingredients that all humans
require to live healthy, fulfilled lives (Trainor & Church, 1984).
Moreover, an emphasis on the development and nurturing of self has not
been a typical subject for mental health policy, yet it need not – and indeed must
not – be ignored. In fact, the added services needed to aid the development of a
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strong sense of self among people with mental illness are limited to counselling
and employment services, and a self-help network. The building and sustaining
of self, as described by those who have taken the recovery journey, is largely
facilitated through natural supports – those ingredients that anyone values, such
as friends, family, community, and the celebration of spirit.
We must also confront the inescapable fact that coercion is a part of some
forms of mental health treatment and some community services. No one sees
coercion as desirable, but it can come into play when people are experiencing
the worst of their symptoms. Recovery is, in fact, a liberation strategy so that
people can take responsibility for their own lives and free themselves from the
spectre of coercion. Recovery is a paradigm that imagines a point in people’s
lives where they will be free of the need for most forms of formal mental health
services and, while they may continue to experience some symptoms, they will
live their lives according to their own dreams and desires. The recovery
philosophy also requires professionals and clients alike to focus on purposeful
activities that promote growth and development. This paradigm does not support
being satisfied with the attainment of status quo goals such as maintenance or
treatment compliance.
Finally, while the focus of this paper is the formal mental health system,
the discussion contained herein makes eminently clear how much of people’s
lives are lived outside the parameters of formal services. Paths to recovery are
many and varied: they may involve the support of clergy, teachers, employers,
and others. Alternative therapies are valued, as are the rituals of religion and
culture. Most important seems to be the support of friends and family, because
these intimate bonds break through the profound isolation of mental illness.
Cautionary notes
As the language of recovery becomes common in the Ontario mental
health system, it must not engender a Pollyanna-like disregard for the suffering of
people with mental illness. Not everyone will take the recovery journey. Mental
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illness can be lethal, and death by suicide remains far too common. People
experience discrimination, criminalization, and victimization in addition to
struggling with the symptoms of mental illness. Undergoing these experiences
damages people in profound ways. Recovery is a courageous journey that can
be long and arduous – but not impossible.
Despite the many introductions of new language to the mental health
system that have occurred over time, actual reform has proven remarkably
difficult to achieve (Simmons, 1990). Recovery language may therefore simply
herald another season of “old wine in new bottles.” That said, new language
nevertheless has the potential of changing thinking in subtle ways that can,
through incremental change over years, positively affect attitudes towards people
with mental illness.
Jacobson and Curtis (2000) legitimately question how far the recovery
“model” will, in the end, proliferate when the strong countervailing trend in mental
health care – and in health care generally - is towards standardization, not only in
treatment methodologies, but also in how social supports are conceptualized and
implemented. Recovery is not the only word that has been recently added to the
vocabulary of mental health policy makers. Evaluation, outcome measures,
standards, and benchmarks have also become ubiquitous terms. The call for
accountability is certainly positive, in that all publicly funded services need
mechanisms by which to demonstrate their worth. But standardizing the recovery
process for the purposes of accountability would disregard recovery’s central
component – that it is a unique and individual process, unfolding in a different
way and at a different pace for each person. Another danger is that the language
of recovery may be used as a method for limiting people’s access to services. It
may become operationally defined only as the expected outcome of a set
number of visits to a professional, or access to a particular group of approved
medications. Using recovery language in this manner would pervert its original
intent – to provide hope and a vision of a positive future for people suffering from
mental illness and the consequences of this diagnosis.
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Recovery is also a concept tied closely to an illness- or disability-based
viewpoint. It doesn’t ordinarily address how (or whether) people can “recover”
from negative life circumstances, such as poverty or discrimination, which many
argue have an even greater impact on quality of life than does the original
diagnosis. Many of the recommendations in this paper are therefore aimed at the
consequences of mental illness rather than at mental illness itself, in recognition
of the enveloping effect that these factors can have on self and identity –not to
mention survival itself.
A recovery philosophy has a lot to say about mental health promotion that
is valuable not only for people with mental illness, but for all people. However, it
has little to offer regarding prevention. It is, by definition, a process aimed at
righting a wrong, not at preventing the wrong in the first place. Stigma and
discrimination cause many, many people to put off seeking help until their
problems have reached crisis proportions. Child poverty and child abuse
continue to be features of our culture. Early intervention in psychosis is showing
promise as a way of preventing institutionalization among young adults with
mental health problems. While no philosophy can be all things to all people,
prevention is a neglected area of mental health policy, and a recovery philosophy
unfortunately does not challenge this neglect.
In addition, being “in recovery” has, in other contexts, taken on a life of its
own. For example, people who have not touched alcohol in years may continue
to describe themselves as recovering alcoholics. While this use of the term may
serve a purpose in the world of addictions, it is not consistent with recovery as
described by those who have experienced a mental illness. An essential
ingredient in their discussions is a vision of an end point, a place where people
are simply people, living, loving, and contributing as valued members of the
community. A permanent social role that leads right back to a form of
marginalization is not considered to be recovery at all.
Finally, people who write about their recovery journey point to a need for
an attitude change on the part of mental health professionals. Partly, the change
involves becoming less prescriptive and controlling, but it also requires learning
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how to create an egalitarian partnership between professional and client while
maintaining the contribution that each makes to the recovery process. The
introduction of a new philosophical basis for the provision of mental health
services cannot be left to chance. Mental health policy typically defers to
professional training and regulatory bodies to develop and implement practice
standards. With the number of different professionals involved in providing
services, it is highly unlikely that there will be an across-the-board uptake of the
recovery philosophy without a well-funded, wide-ranging training strategy
focused on developing new skills in mental health workers.
Recommendation
30. The Ministry of Health and Long Term Care, as part of mental health
reform, must develop and implement a training strategy based on
helping mental health professionals evolve practice approaches that
support recovery.
Conclusions
A recovery philosophy calls for both quantitative and qualitative changes
in the mental health system. Quantitative changes speak to what and how much
will be done to establish a well-funded, well-resourced system. However, even in
this domain, mental health reform has been long on rhetoric and short on action.
Qualitative change is an even further reach. It involves a fundamental alteration
in how mental health services are delivered, emphasizing more control for those
with mental illness and less for those who provide services. This in turn requires
acknowledgment of the inherent conflict in encouraging choice in a mental health
system that is inherently risk-aversive. In providing an opening for necessary
truth-telling, recovery becomes a language not only of hope but also of
challenge.
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