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ABSTRACT

This hermeneutic phenomenological study of 45 adults with
serious and persistent mental illness (SPMI) examines the
experience of recovery over 3 years. After a brief review of
the results from the first two phases, this article reports the
findings from the third phase of the recovery process. Five
essential themes are identified: (1) reintegration in the
community; (2) reintegration with family and friends; (3)
reintegration with the case manager; (4) reintegration with
oneself; (5) barriers to social inclusion. Findings highlight the
unmet needs for consumers in their relationships with case
managers and barriers to inclusion at the macro level. Impli-
cations for practice include the delineation of client and case
manager tasks specific to each essential theme.
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The formative policy of the United States Joint Commission on Mental Illness
(Appel and Bartemeier, 1961: 4) focused on deinstitutionalization and the
development of community treatment: “The objective of modern treatment of
persons with major mental illness is to enable the patient to maintain himself
in the community in a normal manner’. Although the policy was well
intentioned, there have been multiple unintended consequences of the deinsti-
tutionalization movement: revolving door rehospitalizations, homelessness and
victimization of persons with mental illness (Davidson et al., 1998; Torrey 1988).

Prominent in the list of unintended consequences is social isolation. First
person accounts and qualitative studies poignantly highlight the experience of
loss, loneliness, and the desire for meaningful human connection (Bradshaw et
al., 2006; Davidson and Strayner, 1997; Davidson et al., 1998;). Yet these indi-
viduals have fewer social contacts (6—12) compared to the general population
(31-40) and their relationships are characterized as one-dimensional in that they
receive more than they give (Cohen and Sokolvisky, 1977; Wallace, 1984). Other
studies have reported that 50 percent of persons with schizophrenia have no
friends or important relationships (Breier at al., 1991). Many individuals have
conflicted relationships with family members and may no longer have contact
with these individuals. For others, family is the primary support but the burden
experienced by family members is overwhelming (Marsh and Johnson, 1997).

Social isolation is frequently considered to be an outcome of psychiatric
disorders and related factors including severe symptomology, neurobiological
deficits, impaired information processing, poor judgment and social skills deficits.
Besides those factors specific to the disorder, Davidson et al. (2001a) highlight
that social context, processes, and barriers are major contributors to social
isolation and impede integration into communities.

For example, a primary contributor to social isolation is social stigma
associated with having severe mental illness. Corrigan (2002: 223) has described
social stigma as ‘the social embodiment of disempowerment’. Stigma furthers
social isolation because it promotes inaccurate portrayals of people struggling
with mental illness. Results of two studies of over 2000 people in the USA
and England reported three common themes that described public attitudes
toward persons with mental disorders: (1) fear that mentally ill persons are
dangerous and should be excluded; (2) authoritarianism based on the per-
ception that persons with mental illness can’t make their own decisions; and,
(3) benevolence based on the idea that people with psychiatric disabilities are
like children and should be cared for (Brockington et al., 1993; Taylor, 1980).

The pervasiveness of social stigma creates loss of opportunities for persons
with mental illness. They are less likely to be hired or approved to lease an
apartment. They are more likely to be falsely accused of violent crimes
(Corrigan, 2002). The effects of self-stigma are corrosive as well. Studies show
that persons with mental illness have reduced self-esteem, demoralization and
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engulfment in a mentally ill identity (Bradshaw and Brekke, 1999; Corrigan,
1998; Lally, 1989; Link, 1987).

The intersection of mental illness, social stigma, discrimination and
poverty also create powerful barriers to social inclusion: limited income from
benefit programs reduce opportunities to participate more fully in society.
Restricted housing opportunities geographically segregate persons with mental
illness. Entitlement programs such as Social Security create disincentives for
work. For example, high percentages of people with psychiatric disabilities can
work yet few are employed and most work part time at minimum wage (O’Day
and Killen, 2002). The threat of potentially losing social security benefits and
medical coverage create significant barriers to pursing employment.

In contrast to these barriers, some studies have delineated elements that
increase social inclusion for persons with psychiatric disabilities. Using basic
needs as the foundation for social inclusion, housing, employment, education
and a sense of belonging are considered essential. Similarly, the presence of
one or more supportive people who provide hope, encouragement and oppor-
tunities is critical for social inclusion (Spaniol et al., 2002). Research on
supported socialization, in which community volunteers are paired with persons
with disabilities, has found increased social inclusion for persons living with
severe mental illness (Davidson et al., 2001a; Skirboll, 1994). Davidson et al.
(2001b) have identified three dimensions of social inclusion. These include
(1) experiences of friendship, (2) feeling worthwhile through meaningful
activity, and (3) hopefulness.

Several studies have explored methods for changing stigmatizing and
discriminatory behavior in the general public. Educational approaches have
shown significant changes in attitude toward mental illness but not in behavior.
Direct contact with a person with psychiatric disabilities has shown significant
change in attitude and increased helpful behaviors toward persons with psychi-
atric disabilities compared to education (Corrigan et al.,2001; Holmes et al., 1999).

This study reports the results from the third year of a three-year longi-
tudinal study of the lived experience of persons with mental illness who are
participating in community case management services. The case managers who
provided services to clients were professional social workers at either the BWS
or MSW level. The case managers’ work with clients was grounded in a person-
environment perspective that provided a model for their assessment and inter-
vention in various environments. The common tasks for a case manager include
crisis intervention, connecting people to resources, supportive therapy, develop-
ment of educational or occupational goals and medication monitoring. As medi-
ators between systems, they perform a host of tasks related to the recovery
process.

This research identified three broad phases of recovery. The boundaries
between phases were not precise and there was movement between phases. The
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first year was characterized by demoralization, the experience of being over-
whelmed by disability and the attempt to get some degree of control over the
illness. The second year was defined by the development of mastery and coping
with the consequences of illness. The third year was characterized by the theme
of reintegration into community. See Table 1 for an overview of the recovery
phases and related themes and tasks.

The specific aims of the current study are to (1) understand the develop-
mental process of recovery over time, and (2) understand the significant inter-
actions between person, illness, case manager, family and community that
facilitate or hinder the process of social inclusion in the community.

METHODS

Subjects

Subjects were recruited from a non-profit mental health provider of services to
persons with severe and persistent mental illness in a north central state. Services
included assertive community treatment teams and less intensive case manage-
ment services. A total of 60 subjects were consecutively referred to the study
over the four-month period after their entry into mental health agency. Inclusion
criteria for the study were (1) a diagnosis of schizophrenia, schizoaffective,
bipolar, chronic major depression and substance abuse; (2) agency involvement
for no more that four months, and (3) no evidence of a primary substance
dependence diagnosis or organic brain syndrome. Five clients were excluded
because of a primary diagnosis of substance dependence; five clients declined
participation in the study; six clients were deemed too severely ill to partici-
pate in the study. Informed consent was obtained from the 44 subjects who
participated in the study. The average age of subjects in the sample was 37 (SD
= 10.57). The average length of illness was 18 years (SD = 10.50). Of the total
sample, 68 percent were female and 32 percent were male. Seventy-five percent
of the subjects were Caucasian and 25 percent were persons of color. Moreover,
53 percent had a diagnosis of schizophrenia or other psychotic related disorders,
40 percent had a mood disorder diagnosis, and 7 percent had other diagnoses.

Research Method

A hermeneutic phenomenological paradigm guided the research approach.
Hermeneutic phenomenology attempts to find, describe, and understand the
individual’s subjective experience by systematically determining the common
and unchanging components, or ‘essences’ of a particular phenomenon, e.g.
being a person with severe and persistent mental illness (Davidson and Stayner,
1997; Giorgi, 1985; Giorgi, 1997; Van Manen, 1990). Essence stands for those
characteristics without which an object would not be what it is. To determine
the essence of the phenomenon (or object), the researcher employs the process



31

Bradshaw et al. Recovery from Mental lliness

*diysuo13e|aJ JO SSO| — UOBUIWID] e
"3dUBJ||e SAI1RIOQR||0D BAIMSOd e
1abeuepy ased Yyum uonelbaruldy

uabeuew ased Yim yealg e

‘|0J3u0d 1§
Jamod Ym 9dUIaIp ‘s|eob :aJ sabeuew ased e
"aduel||e PIPIFUOD
‘Buluonpuny [erusws|ddns umo seapinoad Juald e
- assedw pue 1I13uod
:diysuone|ay 1abeuely ase) jo uonenjeny

‘Bujuonpuny jeyuswa|ddns sapinoad JNIOAN
*,9pIs Aw uo I J3IOMN,,

‘uosiad e se umou| s|994

*,949Y si d|aH,,

"aduel||y Juspuadaqg

AW YUM 319y ul,, Jabeuew ssed

'sal3iunyoddo Jo dyoe| B ewbils [euUIIXD UM 3do) e

'ssau||l Jo butuesw BupjeN e
'spually pue Ajlwe) yum uoneibajuiey e

‘uojjeulwISIp B ewbiis |BIB1D0S YUM buljeaq e
*129UU0d3J 0} SHOYD Buluuibag
'ssau||l wody buiynsas

'sSQU||l |[eIUBW JO ewBNS e

'suollisod B sdiysuoiie|as Jo sso7 e

'SWI91SAS Ul|eay [elusw Ul pasiawiw| e

v uonedninued Aiiunwwod [nybuluesw 10} Ysipn

‘dn doay ,ued e
‘pazedidwod ‘ysey 003 S| Bulylhiany e

‘Allunwwod ul uonelbauIRyY e - suondnusip a41] Buinjos Jo yim buidod e - ‘uoiezijejowsp — adoy Jo SSO7 e

A unwwo) ul uoneibayuRY ssau||| Jo saduanbasuo) yum buidod AW punoJe buiuaddey si 8411,
'$910QOY|/5159491Ul SNOIASId 01 UIN1DY

‘uone|nwns bupuejeg :A1anodai Buded e

‘abueyd bune|dwajuo) e

\ Kianoday buped

‘A131sew Jo sadualIadxs |e1Hu| e ‘fouspuadap yum 9|66n11s

"Jo116 ‘ewbiys [euldjul ‘Bweys yum adod e "9}1] 5,9U0 }JO |043U0d Xeq buyel e ‘A>]ewlou Joy YSIAN e
'ssau||l Jo Butueaw BupjeN e ‘Ayjigesip yim bulbbnis e ‘Augesip Ag pswaymiang e

ssau||| 18 }|9S j0 uoneibajuey € fimysepy buidojsneg € @uapuadapul 1o} buinLls

uopeibajulay Ayunwwo) piemoj spoy3

asuspuadapuy buysijqels3 » buidojanag

uonezijeiowaq

(s1eahk g-sieak 7) - |11 aseyd

(s4eah g—ieak |) — || @seyd

(1edh |-0) - | aseyd

AY3IA0D3Y 40 SHSVL ANV S3ASVHd | dlqeL



32 Qualitative Social Work 6(1)

of free imaginative variation. This process entails the varying of examples and
elimination of those elements that are not considered essential to the existence
of a particular phenomenon. What remains is the essence. Giorgi (1988: 172)
gives the following example: *. . . I can imagine changing the materiality of a
chair from a plastic to wood and still have the chair, but I cannot remove the
seat and still make the same claim’.

Although hermeneutic phenomenological research seeks the essence of
the experience, there is the realization that the interpretation of that experience
is socially constructed by the participants themselves and also co-constructed
with the researcher. “Truth’ therefore is always inherently tentative and relative
to the context of the research.

Data were collected through semi-structured interviews that were tape-
recorded. Interviews lasted from one to two hours and focused on five
questions: What are your life aspirations? How does participation in MHR
services help you achieve your goals? What do you do that helps you achieve
your goals? What obstacles do you experience in recovery? What do you need
that you don’t have that would help you in recovery?

In the data analysis, codes were first assigned and then clustered based
on a holistic and line-by-line reading of all transcripts as well as across-case
comparisons. Codes were grouped to develop second order constructs that were
then organized into clusters, which were given names as provisional themes.
Essential themes were determined using the process of imaginative variation
(Giorgi, 1985, 1997). Imaginative variation is a process whereby the researcher
takes concrete examples of a thing or phenomenon, and imaginatively subtracts
one feature, then another, from the examples to determine the core or essence
of the phenomenon across cases, discovering in the process which features are
essential and which are not. In the data from Time 1 of this study, for example,
a provisional theme labeled ‘searching for spirituality’ was considered as a possible
essence of subjects’ experience. When this theme was checked against the data
in the transcripts for validation, ‘searching for spirituality’ was not uniformly
present in all subjects’lived experience. Consequently, it did not meet the criteria
for consideration as an invariant component of what it is like to be a person
in recovery from severe and persistent mental illness. Subtracting this provisional
theme, however, illuminated a variant that was essential to the phenomenon that
was labeled ‘in there with me’ and referred to the quality of the relationship
with the case manager during Time 1. Not only was this essential theme found
in the recovery experience for all subjects, it embodied the sense of belief and
accompaniment that had been ascertained when the provisional theme labeled
‘searching for spirituality’ was under consideration.

Once the essential themes were determined, each transcript was recoded
using the computer software Atlas-ti. This procedure let the researchers go
through the transcripts again in order to pull out the relevant quotes to support
each theme.
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Because qualitative research uses the researcher as the instrument of data
collection and the center of the analytic process (Patton, 1990), it is necessary
to establish mechanisms that hold the researcher accountable for the disciplined
use of her/his subjectivity. One method is for the researcher to be internally
reflexive and forthcoming about her or his process (Armour, 2002). In addition
to keeping an audit trail of raw data as well as a log of experiences, emotions,
insights, and questions by the interviewer (DR), two consultants were used to
monitor the influence of subjectivity on the data. The first consultant (WDB)
‘shadowed’ and challenged the research process by independently listening to
the audio taped interviews, writing reflections on the interviews, substantiating
the determination of the essential themes, and reviewing the findings against
the associated quotes from the transcripts. The second consultant (MA) was a
specialist in hermeneutic phenomenological research. She reviewed method-
ological procedures, the essential themes, and descriptions of the themes.

RESULTS

Although the second phase of the recovery process is characterized by the
dialectic between mastery, the loss of mastery and efforts to regain a sense of
control over oneself, the third phase is characterized by increased awareness of
the disruption illness has had on one’s life, continued improvement, and the
development of mastery in the broader social arena. Consumers are managing
their disability and attempting to return to important social roles, ‘to find a place
in the community’. There are five essential themes that comprise the third phase
in this study of the recovery process: (1) reintegration in one’s communities,
(2) reintegration with family and friends, (3) reintegration with the case
manager, (4) integration of self and illness, and (5) barriers to social inclusion.

Reintegration into the Community

Social reintegration in one’s community emerged as the organizing theme in
this study. As respondents gained more control in managing their disability, they
attempted to resume important life roles in education and work and with friends
and family. They report sentiments such as: * I wanna get out and do some-
thing’. ‘It doesn’t necessarily help me when I have five or six days off between
work’. ‘I want more people in my life’. One woman expressed her desire for
greater involvement by saying, ‘I thrive off of being in the community. I love
itl’. Another man said, “You can only learn so much in a hospital. You need to
be out in society where you have to deal with problems . . . if you never deal
with them, how do you know you can handle them?’.

Most respondents, however, indicated that reintegration is a struggle. They
reported an awareness of a ‘disjuncture’ or a split between where they used to
be socially positioned and where they are now. This disjuncture was particu-
larly evident in their adult roles. Many have been out of work. One man told
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how ‘T used to take my resumé into a job. They smile, say “when can you start?”

. [now] I go to these piddly places like Home Video and like Wendy’s. [I]
bring out my resumé and like they won’t hire me. And I'm not used to that’.
Another man said ‘I would love to get a job in the computer operations field
again, but it just seems that it’s not out there right now . .. I've got a very bad
work record since ‘96, so it’s sort of hard to sustain, to get into something’. A
woman described going back to a job she had previously held and how surprised
she was by the current employers response. ‘They didn’t know who I was
because I'd never worked with those people before . . . I was like a blank sheet
of paper to them’. People spoke of difficulties being out of work, returning to
a former workplace after significant turn over, and encountering stigma, i.e.
being treated differently once they returned.

Respondents sought connections in the communities where they lived.
One man sought relationships with other tenants in his apartment building,
saying ‘that’d be nice to live in a building where everybody knows each other;
I'd like that’. Relationships, however, were not easily found. For example, a
woman described her frustration when she discovered the truth about who else
lived in her building. ‘I keep getting these weird complaints, and finally I asked
the lady [casemanager]. I said, “Who are my neighbors?” “Oh, I forgot to tell
you when you moved in, everyone that lives here is a senior citizen.” [ am 18.
This is my first apartment, and you put me with a bunch of senior citizens?
Oh, good’.

Respondents described not knowing how to re-establish ties in
communities where they had lived previously. ‘“There was a church I was going
to. Maybe I should go back there’. Some respondents attempted to maintain
what they had before their illness. ‘I’'m also trying to carry on some of the
friendships that I've had’. Yet many described these eftorts as difficult, saying it’s
hard to know where and how to meet people ‘cause you just don’t, you just
don’t meet people when you're walking down the street’.

In spite of these difficulties, respondents made efforts to create
supportive communities. Some contemplated change. They considered joining
a parent group to get adult support, or thought about joining a new church.
Several people identified spending time with and staying connected to friends
as something that kept them well and buffered them from the hospital. A few
described day treatment as having served that role — having provided both
structure and community — something they now needed to replace. In some
instances, respondents made decisions that required hard choices. They severed
themselves from mental health services that they associated with ‘being sick’
and joined card clubs, single’s groups, an orchestra, or book clubs — often in
church settings, instead.

A sub-theme of community integration is normalcy. Respondents
reported their desire to do the ‘normal’ things that distanced them from the
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mental health system and the societal stigma of mental illness. Participation in
various community activities was a highly valued avenue and seen as a path
toward normalcy. As one person commented, ‘Doing normal is being normal’.

Reintegration with Family and Friends

As clients’ symptoms improved, reconnecting with family and friends became
a significant task. The emergence of this task often coincided in time with the
case manager’s use of family and friends to assume some of the supplemental
functioning that the case manager had previously provided. Respondents indi-
cated that friends and family supported them emotionally and often financially.
Family and friends also served as people who could help respondents to ‘reality
test’, which meant to let respondents know when they were doing well or
getting ill again. Respondents noted that ‘my friend reads me like a book’, ‘My
mom knows me real well’. One woman described the significance of her family’s
understanding her mental illness: ‘I’'ve had excellent family, and they caught it
early’. Friends were described as people who helped respondents access more
resources and achieve greater independence. They helped ‘signing up for social
security’, ‘I have this friend that like takes me to the boondocks and lets me
drive . . . taught me to parallel [park]. Yeah’ These activities helped respondents
reintegrate into the community. Parents might also serve as a bridge by acting
on behalf of their children. One mother co-signed for her daughter’s apart-
ment so she could live on her own again. “The only reason I think that lady
accepted me is ‘cause my mom was a co-signer. And you just can’t reject my
mom. None of them could’.

Reconnecting with family was not without conflict. Respondents
described that the initial comfort they felt by living near or with parents when
they were more acutely ill and how the sense of comfort changed. ‘At first it
was really cool, but it became a struggle as my parents and my sister — treat me
like I'm four a lot’. Respondents were aware that their family was ambivalent
about what might be possible for them. For example, the family might vacil-
late between ‘you’re 24 now, do something’ and ‘the rest of the year, “oh look
at, look at the pretty picture you made”, like something in day care’.

Many of the respondents’ accounts suggested that family members
felt burdened, i.e. negatively impacted by a family member’s mental illness.
Respondents pointed to both strained and lost family relationships. One man
described this loss as ‘an empty spot’ or a ‘super loss’. He stated, ‘I don’t even
think you could fill that void with a new family’. Others described parents
who had temporarily helped them, for example, to manage finances or separate
from a ‘bad roommate’ but now had difficulty giving up these roles. Re-
spondents observed that although parents or other family members took on
giving more help, they were simultaneously (1) resentful about giving that help
and (2) reluctant to give it up. Respondents wished that these family members
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could slowly step back and allow the person to assume more self-authorship
or agency in his or her own affairs. This desire reflected the importance of
pacing one’s own recovery, which is a theme that runs through the recovery
process.

Finally, those respondents who were themselves parents noted that there
were complicated dynamics associated with reassuming the role of parent and
adult leader with their children as they got better. These parents were particu-
larly struck by their child’s neediness. Children might be unusually clingy or
simply want a lot of time with their parents, in the spirit of rebuilding some
attachment. One mom described how her children continued to behave even
though a year had passed since she was acutely depressed. “When I am around,
they have to be right by me. Like today’s my day oft [but] they were in my
bed at 6:50. If it was my day to go to work, they wouldn’t be out of bed until
7:30 or 8:00’. She went on to relate that her kids’ rooms were unusually messy
since the children had moved out of her mom and dad’s house and again had
spaces of their own. She explained that their messiness was connected to the
fact that her children had felt a high expectation to be on their ‘best behavior’
while living at their grandparents, with their ‘things under their beds’.

Another parent reported being deliberate in the steps she took to re-
establish both the relationship and her authority with her children. She noted
how ‘I've been trying hard to spend equal time with each one of them out to
lunch or out to dinner . . . so they feel special’. Reintegration with one’s own
children, however, was not always smooth. Parents described kids who noticed
when they were still not 100 percent. ‘Mom, you're not listening. Don’t you
care?’. Parents themselves noticed the consequences of their mental illness and
their ability to be present with their children. “That’s why they’re acting up
more. I can physically tell when I'm not able to be there totally for them’. Some
described their kids as acutely attuned to their mood while others pointed to
the invisibility of their illness to their child. ‘My kids don’t think I'm depressed.
They just think I'm pretending’. Parents consistently described the process of
reintegrating with their children and reassuming leadership as rocky and gradual
— a process that must be carefully paced. This process often involved both worry
and hope. Parents claimed that they had a strong wish for support from other
parents facing normal parenting issues, outside of the mental health system, and
for a chance just to be with other adults who have children.

Reintegration with family and friends was complicated. Respondents had
needs for assistance and independence but noted that family members grappled
to find their own role in response to these needs or manage their ambivalence
about respondents’ abilities and how much help they actually needed. Parent-
ing was a demanding task as respondents noted their children’s reactions to the
residual effects of their illness, their children’s needs for reassurance, and the
problems they faced in re-establishing their parental authority.



Bradshaw et al. Recovery from Mental lliness 37

Reintegration with the Case Manager

Respondents overwhelmingly rated their case management experience positively.
They felt very connected to their case managers, often more than the case
managers themselves may have realized. Several respondents described case
managers as like family and friends noting their strong attachment to them.
Respondents often indicated that although they were better and more capable
of being on their own, they also were reluctant to give up case management.
Indeed, several of them had strong feelings about ending case management. One
woman described the prospect of ending with her case manager as analogous to
losing a father figure. ‘[He’s| not old enough to be my father or anything. But
it’s kind of like he’s my father if I need help or something he’ll be there for me.
So it'd be kinda like losing that. It'd be kinda like losing your father or some-
thing, kind of like, somebody that you can depend on’.

Even those respondents who planned to terminate case management
expressed gratitude and ambivalence about ending. Because the case manager
provided a sense of constancy or stability, many respondents expressed the wish
that either the case manager could be available in the background in some way
if support was needed or simply, that they could call the case manager occasion-
ally to maintain contact. A few respondents just wanted to forget this time in
their lives and move on. Most, however, remembered being worse than they
were now. When they looked back they saw both disjuncture and progress. They
also imagined greater possibilities for themselves in the future.

Not everyone planned to terminate case management services. A signifi-
cant subset (20%) had ongoing relationships with case managers that they did
not anticipate ending. They clearly did not see their need and this decision as
indicative of failure. Rather they viewed the ongoing presence of the case
manager in their lives as a comfort. These relationships tended to be framed
positively throughout the course of case management, with a noted absence of
conflict in the second year of treatment.

Although respondents spent time contemplating the future of their
relationships with case managers, they described that neither they nor their case
managers initiated much, if any, discussion about termination, even in long-
term working relationships.

Reintegrating Self and lliness

Respondents frequently reflected on their experience of being mentally ill.
They considered the ways their illness had impacted on their lives, where they
were now, and the meaning of their experience. They described things they
did in the past, the shame or embarrassment they felt about these events, and
the questions they had about how to handle the consequences of behavior
related to their illness. Events might include financial costs associated with a
manic episode, or strained relationships from a period in which the person was
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psychotic, dependent, or aggressive. Other respondents wanted to understand
and compartmentalize ‘what happened’. That is, they sought to remember with
some distance and perspective the things they did that now embarrass them. In
addition to making meaning out of what had happened to their lives due to
illness, respondents began to focus as well on coping with the attendant shame,
internal stigma, grief and loss.

One man recovering from a manic episode described this process as a
‘shame attack’:

I get . . .shame times where you get a memory of something you feel is pretty
shameful like of an illness attack . . . And instead of saying ‘Oh my God, you're
a freak, you’ll never be able to tell anybody this, you better make sure you don’t
say it out loud’ . .. finally I can look at myself and say ‘poor thing, look what
you had to go through’.

He went on to describe the internal and gradual process of learning to forgive
himself for his past behavior as part of learning that he need not be defined
by his illness. He described thankfulness for a therapist who saw him first as a
person, as someone with a disorder rather than fundamentally ‘disordered’. In
his descriptions, he experimented with using works that helped make the illness
event smaller in the scheme of life, externalize it or give it less of a place in
defining who he is today.

These issues were experienced by all people in their own unique way.
One woman described her struggle with who she is and what can she do: ‘on
some days I feel really good and I think “I'm not mental. There is nothing
wrong with me” four, five days go by and I'm convinced I'm over it. Then I
get sick again. It’s hard when you don’t know what you can do day to day’.

An older woman who had been severely impaired with paranoid schizo-
phrenia illustrates an exceptional reintegration of self and illness. She said:

Everybody has an A column and a B column, the good and the bad. I've learned
to focus on my A column. I still have voices but I don’t let them run my life.
When I get to feeling sorry for myself I just get oft my pity pot. I go to church,
visit family and I spend a lot of time on the phone helping my friends. I'm like
the Marine Corps. I am the best I can be.

Respondents’ efforts to reintegrate who they are with their illness
required acceptance and the establishment of understanding and perspective in
relationship to the past.

Barriers to Community Integration
All respondents indicated a desire for more social connection and inclusion in
the community. They aspired and strove to be seen as whole, functioning people
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who have something to contribute as opposed to people who only receive
services. One person commented, ‘If you want health and wellness, you gotta
have us be able to be in the community’’ Respondents searched for a wider
social network, and one they perceived as ‘normal’. They enjoyed knowing the
people in their apartment buildings, being a part of a card club, displaying art,
playing the piano, and just having friends. People who achieved this level of
inclusion seemed to being doing much better. Respondents often wondered
where to find normal, social contact. One woman described her struggle. ‘I have
one friend [and] she’s in detox. So that’s it. I don’t know anybody. That’s kinda
hard, too’. Another described the hospital as a place ‘where my security was’.
Because social connections were hard to establish, respondents often turned to
their relationships with case managers who became central in importance even
serving as a substitute for friends or family.

Besides the struggle to find and make friends, respondents perceived the
lack of money and transportation as significant obstacles standing in the way of
achieving greater independence. Many, in fact, equated having more money and
accessible transportation to independence, power, agency, and meaningful
community involvement. One woman explained that she needed the bus to get
to museums and movie theaters because these resources did not exist in her
economically poor neighborhood. Another man declared, “Your destiny is
controlled by a bus. You know, with a car, you can just start it up’. Respondents
saw better transportation as an avenue to better jobs and more social involve-
ment. Most contended that the fact of being dependent on a bus, particularly
for those living in the suburbs, contributed to their feeling demoralized and more
dependent generally.

The wvast majority spoke about financial binds. For example, some
respondents could not afford the insurance to drive that was required by the
state. Others could not work enough to afford the cost of leisure activities.
Respondents further commented that the rigid requirements associated with
financial assistance kept them trapped. For example, if they returned to work,
they would loose their health insurance, housing assistance, and funding to
finish school. One woman explained, ‘Daycare is like $800 a month, and I only
make $200’. People described financially ‘living on the edge’. A significant
number were not getting by on the money they have. One respondent shared,
‘T only get $40 in food stamps. You know, that’s not nothing. Sometimes I have
to go to my mom’ for food’. As with feeling dependent on the bus, re-
spondents claimed that the lack of money interfered with their recovery
because receiving social security kept them dependent upon a system from
which they wanted emancipation. ‘T know as long as I'm a part of the system,
I won't really be independent’. Concretely, it kept many of them in low paying
jobs from which only more education could help them escape. “Without
college, unfortunately, all the wages are very low’.
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Limited opportunities for finding ‘normal’ social contacts and a necess-
ary dependency on public transportation and social security are barriers to
mobility, employment opportunities, and social inclusion of respondents in their
communities. In addition, respondents felt trapped by conditions that eroded
their efforts to become more ‘normal’ and independent.

DISCUSSION

This study reports the results from the third year of a three-year longitudinal
study of the lived experience of persons with mental illness who are partici-
pating in community case management services. These findings validate and
add to previous literature that has identified macro level obstacles to social
inclusion for persons with severe and persistent mental illness. Few previous
studies, however, have used longitudinal designs that allow for a focus on the
process and greater specificity for each time period. Consequently, the results
from the third year of this study build on the findings from the previous two
years: namely, (1) demoralization, the experience of being overwhelmed by
disability and the attempt to get some degree of control over the illness in the
first year of recovery and (2) the development of mastery and coping with
the consequences of illness in the second year of the study. The uniqueness
of this study is that it describes and contributes to the evolving picture of the
recovery process and specifics of the experience of persons’ attempts at social
integration.

During the third year of recovery, respondents in this study made signifi-
cant improvement and strongly aspired to participate in non-ill communities and
activities. At the same time they continued to struggle with stigma and unmet
needs, which included housing, money, lack of transportation and few oppor-
tunities for social inclusion. Efforts to reintegrate with family and friends
brought challenges due to the impact of mental illness on family relationships,
changes in roles, and the perceived instability by family members of respondents’
gains. Positive relationships with case managers became more ambiguous as
respondents’ abilities to manage independently grew. There was a marked lack
of discussion and clarity about the need for or fact of termination, which left
the extent and ongoingness of the relationship unspecified.

The theme of self-reintegration, while briefer than other themes, empha-
sized the work needed to become less engulfed in a mentally ill identity. The
ability to look at one’s experience of illness and the impact on one’s identity
appeared to be grounded in the experience of increased mastery and control
over the illness. As a result, respondents described that they began to wake up
to the consequences of mental illness in their lives. They were fearful of relapse,
concerned about their social image, and struggled with two essential questions,
‘what can I really do?” and ‘how do I understand what has happened to me?’



Bradshaw et al. Recovery from Mental lliness = 41

This work was done in bits and pieces and allowed people to make meaning
of their illness experience.

Despite their best efforts, however, the barriers to inclusion remain, as
evidenced by lack of access to the community due to limited social contacts,
money and transportation. Although boldly set forth as a mission by the US
Commission on Mental Illness in 1961, the dream of community integration
40 years later has not been fulfilled.

Implications for Practice and Policy

Findings from the third-year study highlight unmet needs at the micro and
macro levels of case management practice that could facilitate greater social
inclusion for people in recovery from severe and persistent mental illness. A list
of the essential themes and client and case manager tasks are found in Table 2.

For Theme 1 (reintegration into the community), case manager tasks
involve the identification of disjunctions between the client’s past and present
social position and advocating for services to help bridge the gap and meet basic
needs. Advocacy also includes the development of new services for unmet needs
such as supported socialization that pairs community volunteers with clients. In
addition, case managers facilitate social connectedness by developing clients’
social skaills.

For Theme 2 (reintegration with family and friends), case manager tasks
focus on dealing with family relationships by the management of potential
conflict including mediating disagreements, the facilitation of role transitions
between clients and family members, the establishment of boundaries between
family members to reduce family burden, and the development of parenting
skalls.

For Theme 3 (reintegration with the case manager), case manager tasks
center on the feelings and fears of the client including ambivalence about ending
and a clarification of the terms for a successful termination, if appropriate.

For Theme 4 (reintegration of self and illness), case manager tasks are
concentrated on helping clients make meaning out of the illness experience by
reviewing the impact of the illness on their lives. Case manager tasks include
helping clients gain perspective by grieving losses and uncovering and process-
ing shame-laden events.

For Theme 5 (barriers to social inclusion), case manager tasks require
advocacy, referral and resource development to improve access and remove
obstacles that stand in the way of greater independence. Theme 5 also high-
lights social justice, which is a defining concept in the social work profession.
However, the SPMI population has barriers to social inclusion that have often
not been clearly identified as a social justice issue in social work. At the macro
level of practice, therefore, social work roles focus on policy development and
class and community action to promote social justice for inclusion of persons
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with severe and persistent mental illness into community. Policy initiatives at all
levels are specifically needed in the areas of housing, transportation, work, and
parity in mental health funding. These four areas provide the essential resources
that must be in place in order for persons with severe and persistent mental
illness to have genuine opportunities for social inclusion. Class advocacy, for
example, is needed to promote increased access to public transportation or
programs that would provide transportation on an individual basis to required
services. Class advocacy is also needed to increase low cost housing options
including incentives to landlords to rent to persons with SPMI. At the national
level policy initiatives are needed to change social security rules that allow for
a graduated increase in work hours without the loss of health insurance.

Limitations

This study was limited by the fact that qualitative findings cannot be general-
ized beyond clients who participated in this research or the socio-historic time
when they were interviewed. Moreover, themes were not corroborated by the
participants in this study due, in part, to the longitudinal nature of the study,
transient living arrangements and instability of the mental health of this popu-
lation. Themes from the first two studies were corroborated by the case managers
from the non-profit mental health agency used in the research. Themes from
this study have been submitted to case managers for corroboration as well.

CONCLUSION

Recovery for persons with severe mental illness is an evolving process. This
third-year study of the experience of recovery found that in spite of their best
efforts, the social context puts extraordinary limits on what clients are able to
do. Respondents in this study were ready to reintegrate socially but had trouble
finding a place because of the community’s response to mental illness and
respondents’ unmet needs. The findings from this study, however, delineate tasks
for case managers and social workers generally to attend to, that can facilitate
clients’ abilities to move successfully back into the community as well as policy
recommendations to achieve greater social justice. This article integrates the
voices of consumers and the experience of social workers. Particular tasks and
needs are clarified and integrated with micro and macro options to provide a
full picture of the needs of people with SPMI.

Acknowledgements

We greatly appreciate the willingness of the participants in this study to share their
experiences of recovery. The support provided by Nancy Abramson, Director of Mental
Health Resources St. Paul, MN, the staff and board of directors made this project
possible. This research was funded by a grant from the Office of the Vice President for



Bradshaw et al. Recovery from Mental lliness = 45

Research and Dean of the Graduate School of the University of Minnesota. This article
was presented at the Society for Social Work and Research Conference, New Orleans,
Louisiana, January 2005.

References

Appel, K. E. and Bartemeier, L. H. (1961) Action for Mental Health: Final Report of the
Joint Commission on Mental Illness and Health. New York: Basic Books.

Armour, M. P. (2002) ‘Journal of Family Members of Homicide Victims: A Qualitative
Study of Their Post Homicide Experience’, American_Journal of Orthopsychiatry 72(3):
372-83.

Bradshaw, W. and Brekke, J. S. (1999) ‘Subjective Experience in Schizophrenia: Factors
Influencing Self-Esteem, Satisfaction with Life, and Subjective Distress’, American
Journal of Orthopsychiatry 69(2): 254—60.

Bradshaw, W., Roseborough, D. and Armour, M. (2006) ‘Lived Experience of Recovery:
The Initial Phase of Treatment’, International Psychosocial Rehabilitation Journal 10(1):
123-31.

Breier, P. L., Schreiber, J. L., Dyer, J. and Pickar, D. (1991) ‘National Institute of Mental
Health Longitudinal Study of Chronic Schizophrenia’, Archives of General Psychiatry
48(7): 239—-46.

Brockington, I. E, Hall, P. and Levings, J. (1993) ‘The Community’s Tolerance of the
Mentally 111", British Journal of Psychiatry 16(2): 93-9.

Cohen, C. I. and Sokolvisky, J. (1977) ‘Schizophrenia and Social Networks: Ex-Patients
in the Inner City’, Schizophrenia Bulletin 4: 546—60.

Corrigan, PW. (2002) ‘Empowerment and Serious Mental Illness: Treatment Partner-
ships and Community Opportunities’, Psychiatric Quarterly 20(3): 217-28.

Corrigan, P. W. (1998) ‘The Impact of Stigma on Severe Mental Illness’, Cognitive and
Behavioral Practice 5(2): 201-22.

Corrigan, P. W, River, L. P. and Lundin, R. K. (2001) ‘The Three Strategies for Changing
Attributions about Severe Mental Illness’, Schizophrenia Bulletin 27(2): 187-96.
Davidson, L. and Stayner, D. (1997) ‘Loss, Loneliness, and the Desire for Love: Perspec-
tives on the Social Lives of People with Schizophrenia’, Psychiatric Rehabilitation

Journal 20(3): 3—12.

Davidson, L., Stayner, D. A. and Haglund, K. E. (1998) ‘Phenomenological Perspectives
on the Social Functioning of People with Schizophrenia’, in K. T Mueser and N.
Tarrier (eds) Handbook of Social Functioning in Schizophrenia, pp. 97—120. Boston, MA:
Allyn & Bacon.

Davidson, L., Haglund, K., Stayner, D., Rakfeldt, J., Chinman, M. and Tebes, J. (2001a)
““It was just realizing ... that life isn’t one big horror”: A Qualitative Study of
Supported Socialization’, Psychiatric Rehabilitation Journal 24(3): 275-92.

Davidson, L., Stayner, D., Nickou, T., Styron, M. and Chinman, M., (2001b) “Simply
to Be Let In”: Inclusion As a Basis for Recovery’, Psychiatric Rehabilitation Journal
24(4): 375-88.

Giorgi, A. (1985) ‘Sketch of a Psychological Phenomenological Method’, in A. Giorgi
(ed.) Phenomenology and Psychological Research, pp. 8—22. Pittsburgh, PA: Duquesne
University Press.



46 Qualitative Social Work 6(1)

Giorgi, A. (1988) ‘Validity and Reliability from a Phenomenological Perspective’, in
W. J. Baker, D. V. Rappard and H. J. Stam (eds) Recent Tiends in Theoretical Psychology,
pp- 167-76. New York: Springer-Verlag

Giorgi, A. (1997) “The Theory, Practice, and Evaluation of the Phenomenological
Method as a Qualitative Research Procedure’, Journal of Phenomenological Psychology
28(2): 235-426.

Holmes, E. P, Corrigan, P. W. and Williams, P., Canar, J. and Kubiak, M. (1999) ‘Changing
Public Attitudes about Schizophrenia’, Schizophrenia Bulletin 25(3): 447-56.

Lally, S. J. (1989) ‘Does Being in Here Mean Something is Wrong With Me?’, Schizo-
phrenia Bulletin 15: 253—65.

Link, B. G. (1987) ‘Understanding Labeling Eftects in the Area of Mental Disorders: An
Assessment of the Effects of Expectations of Rejection’, American Sociological Review
52(1): 96-112.

Marsh, D. and Johnson, D. (1997) ‘The Family Experience of Mental Illness: Impli-
cations for Intervention’, Professional Psychology 28(3): 229-37.

O’Day, B. and Killen, M. (2002) ‘Does U.S Federal Policy Support Employment and
Recovery for People with Psychiatric Disabilities?’, Behavioral Sciences and the Law
20: 559-83, http://www.interscience.wiley.com (consulted Jan. 2006).

Patten, M. Q. (1990) Qualitative Evaluation and Research Methods, 2nd edn. Newbury Park,
CA: Sage.

Skirboll, B. (1994) ‘The Compeer Model: Client R ehabilitation and Economic Benefits’,
Psychosocial Rehabilitation Journal 18(2): 89-94.

Spaniol, LeR oy, Wewiorski, Nancy J., Gagne, Cheryl and Anthony, William A. (2002)
“The Process of Recovery from Schizophrenia’, International Review of Psychiatry
14(4): 327-36.

Taylor, S. M. and Dear, M. J. (1980) ‘Scaling Community Attitudes Towards the Mentally
1, Schizophrenic Bulletin 7(2): 225—40.

Torrey, E. E (1988) Nowhere To Go: The Tragic Odyssey of the Homeless Mentally Ill. New
York: Harper & Row.

Van Manen, M. (1990) Researching Lived Experience: Human Science for an Action Sensitive
Pedagogy. London, ON: State University of New York Press.

Wallace, C. J. (1984) ‘Community and Interpersonal Functioning in the Course of
Schizophrenic Disorders’, Schizophrenia Bulletin 10(2): 233-57.

William Bradshaw is an Associate Professor, School of Social Work,
University of Tennessee. He was previously the Director of Psychiatry and
Chemical Dependency at Kaiser Permanente and has worked with persons with
severe and persistent mental illness for over 30 years. He teaches mental health
treatment and psychopathology. Address: School of Social Work, University of
Tennessee, Knoxville Campus, 222 Henso Hall, 1618 Cumberland Ave.,
Knoxville, TN 37996-3333, USA. [email: wbradsh1@utk.edu]



Bradshaw et al. Recovery from Mental lliness = 47

Marilyn Armour, PhD, is an Assistant Professor at the University of Texas at
Austin. Besides teaching psychopathology, she has used a hermeneutic phenom-
enological approach to research the lived experience of survivors of homicide
victims, recovery from severe and persistent mental illness, and managing the
dilemma of substance abuse and intimate partner relationships. Address all corre-
spondence to: School of Social Work, University of Texas at Austin, 1925 San
Jacinto Blvd, Austin, TX 78712, USA. [email: marmour@mail.utexas.edu]

David Roseborough, PhD, is an Assistant Professor at the University of St
Thomas and the College of St Catherine. In addition to teaching advanced
practice methods and psychopathology, his research interests focus on the inte-
gration of spirituality and social work practice, and evaluation of the effective-
ness of psychodynamic treatment. Address: University of St Thomas and the
College of St Catherine, School of Social Work, Mail LOR 406, 2115 Summit
Avenue, St Paul, MN 55105, USA. [email: djroseboroug@stthomas.edu]





