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 The Many Dimensions of Recovery
Defi nitions, Problems, and Possibilities

Alain Topor, Anne Denhov, Per Bülow, 
and Gunnel Andersson

ABSTRACT
In recent decades the possibility that people diagnosed with severe mental illness might 
live a satisfying life outside psychiatric institutions and even independently of psychiatric 
services has won some acceptance. During the same period the concept of recovery has 
been given diff erent, contradictory, and/or complementary defi nitions. Oft en users, staff , 
and scientists have taken a stand for a specifi c defi nition, clinical, or personal recovery, but 
do not problematize the other main concept: What is the person in recovery from? In this 
article we review the diff erent defi nitions of recovery and the diagnostic categories, and 
articulate their pros and cons. We propose a critical viewpoint by arguing for transparen-
cy and critical refl exivity, putt ing one’s main concepts and choices under scrutiny. Th is 
should not be seen as an obstacle, but rather as an obvious part of scientifi c research, as 
such concepts and choices will infl uence the results of the research.
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Th e fi rst step is to measure whatever can be easily measured. Th is is OK as far 
as it goes. Th e second step is to disregard that which can’t be easily measured 
or to give it an arbitrary quantitative value. Th is is artifi cial and misleading. 
Th e third step is to presume that what can’t be measured easily really isn’t 
important. Th is is blindness. Th e fourth step is to say that what can’t be easily 
measured really doesn’t exist. Th is is suicide. 

—Th e McNamara fallacy (also known as the quantitative fallacy). 
Yankelovich, D. (1972). Corporate priorities: A continuing study of 
the new demands on busi ness.

Th e existence and probability of recovery from or in severe mental illness 
(SMI) varies a great deal between diff erent studies. Th ese variations seem 
to be related not only to the person’s state and situation, but also to the 
defi nitions of recovery and of the actual diagnosis clinicians and research-
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ers use. If we start by limiting the range of acceptable aspects of recovery 
and then disregard other aspects and thus other facts as unimportant and 
even nonexistent, we risk creating an ideological construction that could 
lead to the reduction of the positive potential of recovery for the mental 
health fi eld.

Controversies About Diagnostic Criteria

Th e defi nition of the main mental illnesses and their eventual connection 
to chronicity has been the subject of many controversies. For many de-
cades, and still today, the diagnosis of schizophrenia has been associated 
with a downward- moving process in which the person is stripped of his 
or her human capacities. Kraepelin (1919/1971) characterized “the schizo-
phrenic” as follows:

Emotional dullness, failure of mental activities, loss of mastery over vo-
lition, of endeavor, and of the probability for independent action. Th e 
essence of the personality is thereby destroyed. . . . Th e annihilation of 
human will. . . . Th e loss of the inner unity of the activities of intellect, 
emotion and volition. (p. 75)

In our own time we can fi nd the same representation. Frith and John-
stone (2003) wrote about “the negative features of schizophrenia, the loss 
of will and the poverty of thought, are associated with a tragic decline in 
intellectual and social function” (p. 123).

Because of this “tragic decline,” Kraepelin (1919/1971) was pessimistic 
about the possibility of recovery: “We shall be able to pronounce a fi nal 
judgment about the issue of an apparently cured case only aft er a very long 
time” (p. 187).

Both Kraepelin and Bleuler thought that on close examination, a 
trained eye could almost always detect traces of the illness, even in people 
who had received no psychiatric treatment for many years and lived a 
happy and productive life. Patients who have recovered are therefore 
sometimes rediagnosed aft erward to preserve the notion of the natural 
and degenerating course of schizophrenia (Davidson, 2013).

Th is pessimistic view of the course of the illness was refl ected in the 
fourth edition of the American Psychiatric Association’s (APA’s) Diagnos-
tic and Statistical Manual of Mental Disorders (DSM– IV). “Schizophrenia 
tends to be chronic. . . . Complete remission (i.e., a complete return to full 
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premorbid functioning) is probably not common in this disorder” (APA, 
2000, p. 282).

Against this background, for many years the dynamics of the recov-
ery process were not a central issue in the psychiatric fi eld, though in the 
1970s and 1980s several studies were published showing a relatively high 
probability of recovery for individuals with a schizophrenia diagnosis 
(Bleuler, 1978; Ciompi, 1980; Harding et al., 1987; World Health Organi-
zation [WHO], 1979). Th ose results opened a new research fi eld studying 
the dynamics of the recovery process, and also led to controversies about 
the defi nitions of, and thus the criteria for, recovery: “Yet across diff erent 
counties and sett ings, the term is used inconsistently” (Slade et al., 2012, p. 
353). Th e importance of the defi nition was underlined by Bellack (2006): 
“Just as one can defi ne recovery in such a stringent way as to make it an im-
possible goal, it can also be defi ned so broadly as to make its achievement 
unimportant” (p. 437).

Th us, results from studies of recovery are dependent on the defi nitions 
of two phenomena: recovery and the current psychiatric problems. Re-
search on recovery is facing a problem usually formulated as the lack of 
consensus on how these should be defi ned; and even whether both recov-
ery and SMI, like the diagnosis of schizophrenia, exist at all (Boyle, 2002; 
Davidson & Roe, 2007; Leamy, Bird, Le Boutillier, Williams, & Slade, 
2011). Many att empts to manage this situation have in common that they 
propose only one defi nition. Th is might be in the form of a consensus defi -
nition disregarding the important creative confl icts in the diff erent defi ni-
tions, or of one that disregards the others and even negates their existence.

Another coping strategy could be to adopt a critical refl exive approach 
(Bourdieu, 2004). Th is approach proposes that we should analyze the 
construction of the core concepts that occur in the recovery fi eld and in 
our own studies.

In this article, we summarize the construction of the main defi nitions 
of recovery and of the problems from which people are recovering. We 
also describe the problems with and limitations of the diff erent defi ni-
tions. Critical refl exivity should not be seen as an obstacle to scientifi c re-
search, but rather as an obvious part of it.

Th e following review is based mostly on articles published aft er 2000, 
but also on a few books from that period and on articles published earlier. 
We argue that the review presents a fair enough overview of the diff erent 
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available defi nitions in Western literature of the phenomena it focuses on 
and of their pros and cons.

The Object of Recovery

Diff erent concepts occur in research about what recovery relates to. Most 
concepts are on a diagnostic level: schizophrenia, psychosis, and SMI. In 
some cases, concepts that break with a narrow diagnostic frame such as 
“the human being” are used. Th e choice of concept has important implica-
tions for the results of the studies and how these are interpreted.

Th e three aforementioned diagnostic concepts lack commonly accept-
ed defi nitions. Th eir meaning and the symptoms included in their defi ni-
tions vary between countries, psychiatric services, and also psychiatrists, 
depending on various diagnostic manuals and local practice (Cooke, 2014; 
Frances, 2013). Th ey also vary depending on the time the diagnosis was 
delivered, because signifi cant variations may occur between diff erent edi-
tions of the same diagnostic manual. Multiple concepts can even occur 
as synonyms in a single text (Davidson, O’Connell, Tondora, Staeheli, & 
Evans, 2005).

In our review, researchers described the lack of scientifi c justifi cation 
behind the adoption of new diagnoses (Young, 1995) and the rejection 
of established ones (Kirk & Kutchins, 1992). Davidson and McGlashan 
(1997) underlined “the lack of clear and broadly accepted criteria for di-
agnosis” (p. 40). Insel (2013), director of the National Institute for Mental 
Health, criticized the latest version of the DSM (DSM– 5) as lacking va-
lidity, adding: “Th e DSM diagnoses are based on a consensus about clus-
ters of clinical symptoms, not any objective laboratory measure.” Few have 
problematized the consequences of the choices made regarding the phe-
nomenon to be investigated (see, however, Strauss, 2005; Tew, 2013).

Schizophrenia

Schizophrenia occupies a special position in the psychiatric fi eld, as one of 
the fundamental diagnoses in modern biomedical psychiatry (Kraepelin 
1919/1971; Garrabé, 1992). Schizophrenia’s central role in the recovery fi eld 
is based on the assumption that this diagnosis was as a chronic condition 
that meant a steady deterioration in the condition of the individual up to 
a stage of dementia.

In today’s defi nitions of schizophrenia, this degenerative- course per-
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spective appears when it is described “as a chronic illness with persisting, 
relapsing or deteriorating symptoms, and no hope for a sustained remis-
sion and recovery of functioning” (Liberman, Kopelowicz, Ventura, & 
Gutkind, 2002, p. 256). In the same spirit, Andreassen (1984) wrote that 
“the ‘burned- out’ schizophrenic is an empty shell— [he or she] cannot 
think, feel, or act. . . . She or he has lost the capacity both to suff er and to 
hope— and at present, medicine has no good remedy to off er for this loss” 
(p. 63).

In this perspective, the possibility of recovery is considered as negligi-
ble; Kraepelin (1919/1971) wrote, “A complete return to premorbid func-
tioning is unusual— so rare, in fact, that some clinicians would question 
the diagnosis” (p. 185). Th is tradition has survived in the DSM, which in 
its fourth edition off ered a clear echo of Kraepelin’s words: “Complete re-
mission (i.e., a complete return to full premorbid functioning) is proba-
bly not common in this disorder” (APA, 2000, p. 282. See also APA, 2013; 
Liberman et al., 2002).

To handle the case of patients who received a diagnosis of schizophre-
nia and recovered, specifi c diagnoses were created such as “reactive psy-
chosis, atypical psychosis, schizoaff ective disorder and schizophreniform 
psychosis” that have “doubtful validity and clinical utility” (Carpenter 
& Kirkpatrick, 1988, p. 645). Such procedure has signifi cant implications 
for the research results. Harding, Brooks, Takamaru, Strauss, and Breier 
(1987) wrote that “fi nding an outcome of chronic illness may be primarily 
related to the original selection of patients with a longstanding disorder at 
the entry criterion” (p. 733).

In contrast to these anticipated chronic developments, several follow- 
up studies “demonstrated considerable heterogeneity in the long- term 
course of schizophrenia” and stressed “the absence of valid disease enti-
ties” (Carpenter & Kirkpatrick, 1988, pp. 645 & 649; see also Harding et 
al., 1987). Strauss (2005) summarized the fi ndings from the U.S. part of the 
World Health Organization’s international follow- up study of schizophre-
nia (1979): “We suggested that diff erent diagnostic categories were not 
discretely separate but that many patients actually fell in between diagnos-
tic categories and between the diagnostic categories and ‘normal’” (p. 52).

Th e diagnosis of schizophrenia has been criticized for a lack of reliabil-
ity and validity (Bentall, 2010; Read, 2004). Its very existence has been 
questioned by Boyle (2002), who points to the crucial diff erences existing 
between what Kraepelin described and current defi nitions. Carpenter and 
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Kirkpatrick (1988) wrote that it was rather “a clinical syndrome rather than 
a single disease entity” (p. 645).

Some countries have abandoned the schizophrenia diagnosis because 
of its stigmatizing consequences (Sartorius et al., 2014). Even a leading sci-
entifi c journal, Schizophrenia Bulletin, has discussed abandoning the con-
cept in favor of the term psychosis (Carpenter, 2016).

Psychosis

Psychosis is a generic term for psychiatric diagnoses that, according to 
Jaspers (see Bentall, 2003) are incomprehensible based on the individual’s 
experience, and are therefore assumed to be caused by biological disorders. 
Psychosis was used as opposed to neurosis, which was considered to be 
understandable in the light of the individual’s experience. Bentall (2003) 
mentioned four main groups of psychosis: schizophrenia, schizoaff ective 
disorders, manic depression, and paranoia. Several of these are in turn 
divided into diff erent forms. Common to them is that the person is 
considered to have a lack of reality testing. However, the sum of the four 
diagnoses with unclear and changing defi nitions could not resolve the 
problem psychiatry met with a single one. Moreover, a person’s problem 
that one psychiatrist perceived as understandable need not be so for 
another.

Although even an unambiguous defi nition of the term psychosis has 
been diffi  cult to achieve, more general diagnostic- based categories have 
been developed. In his editorial in Schizophrenia Bulletin, in which he ar-
gued for a change of name of the magazine, Carpenter (2016) pointed also 
to the problem of the psychosis concept and presented proposals that 
included “psychoses and related disorders” (p. 864), which, however, re-
mained undefi ned, but could be linked to another concept oft en used in 
research contexts: SMI.

Severe Mental Illness

Th e concept of SMI occurred because of the aforementioned uncertain-
ties in the delimitations of a certain number of diagnoses. A broader con-
cept would avoid this problem of delimitation between specifi c diagnoses, 
but diff erent practices have been developed regarding the diagnoses con-
tained in this overall concept:
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Severe mental illness is oft en defi ned by its length of duration and the 
disability it produces. Th ese illnesses include disorders that produce 
psychotic symptoms, such as schizophrenia and schizoaff ective disor-
der, and severe forms of other disorders, such as major depression and 
bipolar disorder. (Hazelden Foundation, 2016)

In this defi nition, we fi nd various forms of psychosis, but also severe 
forms of depression and other unspecifi ed forms of disorders. Other 
defi nitions also include personality disorders. Th e National Institute of 
Mental Health (2016) gave a broader defi nition, in which no diagnosis is 
mentioned:

A mental, behavioral, or emotional disorder (excluding developmental 
and substance use disorders); diagnosable currently or within the past 
year; of suffi  cient duration to meet diagnostic criteria specifi ed within 
the 4th edition of the Diagnostic and Statistical Manual of Mental Disor-
ders . . . and resulting in serious functional impairment, which substan-
tially interferes with or limits one or more major life activities.

Here unclear notions such as “suffi  cient duration” and “serious func-
tional impairment” are the key aspects of the defi nition. Th e Royal Col-
lege of Psychiatrists (2016), for its part, equated SMI with psychoses. In 
an information sheet they wrote, under the heading “Severe mental illness 
(psychosis),” “Th is leafl et is aimed for the carers of people with Severe 
Mental Illness (Psychosis).”

SMI can therefore be equal to psychosis, but also includes various oth-
er diagnoses. In striving to get away from ambiguities and the varying defi -
nitions of specifi c diagnoses, wider concepts were created that neverthe-
less seem to suff er from the same problem of lack of reliability and validity 
that occurred for the specifi c diagnoses.

The Person

Th e concepts of schizophrenia, psychosis, and SMI are based on the clas-
sifi cation of psychiatric disorders. Th ey have been challenged by people 
with personal experience and by researchers. Ramon, Healy, and Renouf 
(2007, p. 111) found that the new defi nition of recovery “entails also a re- 
look at what psychosis is all about.” Th e common starting point for many 
critics is that mental distress is not an illness, a disorder, or a disability; a 
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deviation from the socially constructed normality, but an expression of the 
human being with its complex diversity (Basaglia, 1982).

Deegan (1996) formulated this alternative approach as follows: “What 
exists, in the truly existential sense, is not an illness or disease. What exists 
is a human being and wisdom demands that we see and reference this hu-
man being before all else” (p. 92).

Strauss (2005) focused on “the person with disorder as a person” (p. 
52). Such an approach can be traced back to Bleuler’s work: “In fact Bleuler 
taught us to see ‘the person behind the disorder’” (Harding, 2005, p. 44). 
Timander, Grinyer, and Möller (2015) wrote, “Th e goal of recovery is thus 
not to become ‘normal.’ Th e goal is to become more deeply, more fully 
human” (p. 331).

Such a widening of the clinical perspective makes psychiatry’s object 
as only a biomedical deviation from a supposed normality problematic. 
Against this background, Strauss (2005) mentioned “the most fundamen-
tal issue of our fi eld: how can we make the mental health fi eld a human 
science?” (p. 53).

Criticism

Th e understanding of mental health problems as diagnostic categories 
and illnesses and the dichotomous notions (healthy/ill) behind them 
is problematized in various studies (Bentall, 2004). Borg and Davidson 
(2007) studied recovery in an everyday life context and wrote that “when 
the symptoms are not viewed within the context of the person’s everyday 
life they’ve become simply representations of an illness identity” (p. 129).

Th is perspective has been developed further in the studies that demon-
strated that the person’s economic conditions could aff ect the presence and 
extent of various psychiatric symptoms (Davidson et al., 2004; Ljungqvist, 
Topor, Forssell, Smith, & Davidson, 2016; Sheridan et al., 2015).

In many studies, people who were followed up show a complex devel-
opment. Some may have persisting symptoms, but live a rich and socially 
integrated life. Others may be asymptomatic, but have a limited social life 
(Harding et al., 1987; Torgalsbøen, 2005). Strauss (2005) emphasized this 
complexity as one of the greatest challenges for psychiatry.

Farkas (2007) took a further step:

Former patients and other critics of biological approaches have ques-
tioned whether mental illnesses even exist as medical entities and pre-
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fer to think of life crises as a normal part of human existence. From 
this viewpoint, there can be no “recovery” because there has been no 
illness. (p. 68)

Summary

Th ere is considerable confusion regarding one of the key concepts in re-
covery studies. Diagnoses are not based on biomarkers but on clusters of 
symptoms, leaving space for subjective judgments depending on factors 
independent of the state of the person diagnosed. Att empts to use wider 
clusters exacerbate the problems with single diagnoses. To manage these 
diffi  culties some researchers have argued for considering the whole person 
in his or her context. Th us, it is not only concepts about recovery that lack 
unequivocal defi nitions; this seems to occur throughout the entire mental 
health fi eld.

Th e researchers’ defi nitions of their selection criteria for the people 
they will follow up will play a signifi cant role in their studies’ results. By 
excluding or including various user groups, the proportion of people who 
will turn out to be recovered or in a recovery process will vary.

Recovery From or In?

In studies investigating recovery, a split occurs related to the fundamental 
question of whether people recover from, or in, a psychiatric condition.

Recovery from or recovery in is about whether recovery can be seen as 
a process that can last while the person is showing symptoms and impair-
ment, and is receiving a psychiatric treatment, or if recovery comprises a 
recovery from these symptoms and from functional impairments, leading 
to a condition in which the individual is asymptomatic and independent 
of support (Davidson et al., 2005).

We next present these diff erent defi nitions of the concept of recovery 
and how they relate to each other, as well as critical comments that have 
been made for each defi nition.

Clinical Recovery

Clinical recovery has become a generic name for the defi nition of the con-
cept of recovery, debuting in the follow- up studies published around the 
1980s (Slade, 2009; Davidson, 2013). Recovery was then divided into total 
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and social recovery (Bleuler, 1978; Ciompi, 1980; Harding, Brooks, Takama-
ru, Breier, & Strauss, 1987; Warner, 1985/2004; WHO, 1979). In both cases 
the degree of recovery was based on professionals’ assessments of the per-
son’s symptoms, care consumption, and social adjustment.

Th e advantage of clinical recovery has been declared to be that its defi -
nition is “scientifi cally based” (Liberman & Kopelowicz, 2002, p. 245) and 
“operationalizable- suitable for use in empirical research” (Slade, 2009, p. 
35). Additionally, it has been described as objective when it is judged by 
“an expert clinician, not the patient,” oft en with standardized instruments 
(p. 35).

Total Recovery

Total recovery has sometimes been defi ned as equivalent to “cure” (Da-
vidson, 2013): the absence of symptoms from the initial disorder or illness, 
with no current treatment interventions, which during the fi rst decades of 
the 1900s could be equated with no “hospitalization” (Warner, 1985/2004) 
at the follow- up or during a specifi ed period (usually at least two years, but 
up to fi ve; Arvidsson & Arvidsson, 2005), as well as a normal social life, 
oft en in the form of independent living, work, or study and a normal social 
network (Warner, 1985/2004).

Mason (1995, as cited in Torgalsbøen, 2005) summarized total recov-
ery as “no symptoms, no disability and no treatment” (p. 303). Several au-
thors mention a “return to pre- illness state” as a criterion for total recovery 
(Davidson & Roe, 2007, p. 462). On the other hand, Liberman & Kopelo-
wicz (2002, p. 246) warn that we should not “confuse recovery with cure,” 
which could reduce recovery just to a notion of well- being.

Social Recovery

Social recovery has been operationalized using the same criteria as total 
recovery, but on a lower level. Symptoms may occur, if they are not in-
convenient for the person in his everyday life, and psychiatric outpatient 
care can occur, but no periods of hospitalization. Th e person should also 
live a normal social life (Warner, 1985/2004). Th e duration of the various 
criteria is the same as for total recovery.

Davidson & Roe (2007) gave a modern defi nition of social recovery as

the amelioration of symptoms and other defi cits associated with the 
disorder to a suffi  cient degree that they no longer interfere with daily 
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functioning, allowing the person to resume personal, social and voca-
tional activities within what is considered a normal range. (p. 461)

In addition to the absence of both “positive and negative symptoms 
and signs,” Liberman and Kopelowicz (2002) mentioned

work in the regular labour market or studies at ordinary educational 
institutions and social activities with others.  .  .  . Independent living 
without supervision of money, self- care skills and medication. . . . Cor-
dial family relations and contacts. Recreational activity in normative 
sett ings. . . . Subjective satisfaction with life. Self- esteem and stable self- 
identity. Participation as a citizen in voting, self- advocacy, neighbourli-
ness and other civic areas. (p. 250)

Criticism

Despite researchers’ claims of being able to provide objective measure-
ments of a state within the individual, att empts to assess both total and 
social recovery have resulted in diff erent results.

Warner’s (1985/2004) compilation of diff erent follow- up studies of 
people with a diagnosis of schizophrenia in the United States and Great 
Britain during the 1900s indicated that between 12% and 23% were judged 
to have achieved a total recovery, and between 29% and 44% a social re-
covery. Slade (2009) compiled nine studies published between 1976 and 
2001 of people with a psychotic diagnosis, in which between 46% and 68% 
were deemed “recovered or signifi cantly improved.” (p. 36).

Th e Swedish Council on Health Technology Assessment (SBU; 2012) 
compiled 33 medium- cohort studies (between 2 and 5 years). Th ey sum-
marized the fi ndings as follows:

Th ere is moderately strong scientifi c evidence that some people with 
schizophrenia recover completely from the disease schizophrenia. 
About 15 percent of persons with fi rst time psychosis had recovered 
compared with 0– 10 percent of people who have been ill for longer. 
However, it cannot be assessed how sustainable this recovery was. (p. 
284)

In the case of meta- studies and comparisons between study results, 
Slade (2009) wrote that “results are diffi  cult to interpret due to diff erences 
in patient selection, defi nition of recovery, use of retrospective versus pro-
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spective tracking, frequency of repeated measurement, length of follow- 
up, location and time period” (p. 36).

SBU (2012) made several critical points about follow- up studies: Th ey 
are described as having “vague, non- operationalized and non- standardized 
outcome measures . . . some measures are heavily dependent on context” 
(p. 291). In terms of methodology, issues mentioned are that “some scien-
tists doubt if it is very meaningful to combine results from studies using 
highly diverse diagnostic systems” (p. 291). SBU’s criticism applies also 
when various outcome measures are combined in meta- studies. SBU rec-
ommends that only studies with “quantifi able and well- defi ned outcomes” 
(p. 292) should be included. Th eir criticism also applies to the study de-
sign and management of the att rition rate in the diff erent studies, before 
they fi nally note, “Th e way to diagnose schizophrenia disorder has varied 
greatly over the past 100 years,” with “mutually incomparable diagnosis 
traditions” (p. 294).

Other scientists have also formulated criticism. Davidson and 
MacGlashan (1997) take up “sample bias,” “lack of control and comparison 
groups,” and “the complicated inter- play of disease processes, treatment 
eff ects, and social and cultural context” (p. 40).

Another criticism is about the follow- up period. Various studies have 
presented a period of 5 years aft er the “onset” has been presented as when 
a plateau in the development of the illness occurs and a time when the 
recovery process can be noticed (e.g., Carpenter & Kirkpatrick, 1988; Da-
vidson & McGlashan, 1997). Harding (2005) therefore made a distinction 
between follow- up studies and long- term follow- up studies.

Despite claims of providing an objective measurement of the 
individual’s condition, the assessment of clinical recovery also depends 
on external factors that are independent of the individual’s mental state. 
One such factor aff ecting the results of follow- up studies is the criterion of 
the clinical recovery requirements. Many defi nitions of clinical recovery 
mention as a criterion a return to “the premorbid level.” Th is criterion has 
been questioned, since this level is rarely known, and many of the people 
concerned state that they would not want to return to it (Davidson et al., 
2005). Davidson and Roe (2007) argued that such a criterion is in most 
cases impossible to achieve “given the traumatic nature of being treated as 
a mental patient” (p. 462). Instead, personal recovery is oft en described, as 
it “involves growth and an expansion of capacities” (Davidson et al., 2005, 
p. 15).
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Criteria related to social life risk becoming normative without any sci-
entifi c basis (Rose, 2014). Th ey might refl ect the cultural vision of an ideal 
life of the people who set up these criteria. Some criteria in the literature 
are having cordial family relationships or a stable self- identity, and voting 
in elections. Rose (2014) pointed out that “not socializing with others or 
breaking the connection with families was not necessarily dysfunction-
al but a way of protecting one’s mental health” (p. 217; see also Anders-
son, Denhov, Bülow, & Topor, 2015; Crawford et al., 2011; Tew, 2013). Ralf 
(2005) formulated this criticism into a question: “How many goals must 
be achieved to be considered recovered? For that matt er, how many life 
successes are considered ‘normal?’” (p. 5). Th is normative risk and socio-
cultural bias is visible in, for example, Liberman and Kopelowicz (2002), 
when they wrote that self- esteem, choice, and self- determination— oft en 
highlighted in the defi nitions of personal recovery— “may just as frequent-
ly be associated with the personal choice to ‘feel good’ by using social se-
curity income to obtain cocaine, while living a homeless and victimized 
existence on the streets” (p. 247).

Rose (2014) also noted that “certain goals are not permitt ed” (p. 217). 
Th e right to be diff erent, a real individual, ends up in opposition to the 
dominant discourse of normality. Behind those normality requirements 
are the Anglo- Saxon tradition of normalization, which focuses on the nor-
malization of the individual (Wolfensberger & Tullman, 1982), in contrast 
to the Scandinavian tradition, which focuses on the normalization of the 
individual’s living conditions (Nirje, 1985).

Societal factors such as the local structure of mental care services (pro-
portion of inpatient care and open care interventions), housing and labor 
market policies (having and maintaining a home and job), social insur-
ance (having a decent life, even if one does not work; Standing, 2011), and 
norms concerning social relations (i.e., about the extent and composition 
of a social network, marriage versus other forms of partnership) will be 
crucial for assessing an individual’s mental state and for his or her place-
ment in the diff erent recovery categories (Kidd et al., 2016; Topor, 2001).

Ongoing contact with mental health services, which can be seen as a 
sign of lack of recovery, may also be due to iatrogenic factors, such as drug 
side eff ects and withdrawal eff ects. Th e continued use of psychotropic 
drugs may also be due to many psychiatrists’ unwillingness to reduce the 
dose of, or even to end, drug treatments, because of the spread perception 
that SMI means a lifelong dependence on drugs (Deegan, 1996; Harrow, 
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Jobe, & Faull, 2012; Liberman et al., 2002; Whitaker, 2010). Torgalsbøen 
(2005) also argued that a continued use of neuroleptics does not contra-
dict the possibility that a person has achieved “complete recovery” (p. 312) 
and referred to other medical conditions such as heart disease and diabe-
tes. In her own study, she said that for a person to be assessed as in recov-
ery, there should be a cutoff  of using less than half of a “defi ned daily dose” 
of neuroleptics (Torgalsbøen & Rund, 1998).

Th e assessment of a person’s condition and situation is further infl u-
enced by the changes in the institutional landscape in the provision of 
welfare in general, and in the psychiatric fi eld in particular (Priebe et al., 
2008; Topor, Andersson, Bülow, Stefansson, & Denhov, 2015). A signifi -
cant portion of the support that many people previously had from their 
informal networks has been taken over by public services. Community 
support may not in itself be considered a sign of continued illness. In the 
psychiatric fi eld the extent of hospitalization has fallen sharply, and in sev-
eral countries has been widely replaced by interventions from outpatient 
services.

What previously were understood as psychiatric interventions are no 
longer always mediated by psychiatric organizations, but by municipal so-
cial services or third- sector services. Where previously a hospitalization 
could be seen as a sign that the person had not recovered, the need aris-
es now to assess how the level of care in the person’s own home or from 
other services should be viewed in relation to an assessment of his or her 
recovery.

Th e contact with various forms of support and treatment thus need 
not necessarily be due to continued psychiatric problems. Other factors 
that may infl uence this contact include the lack of economic means to en-
ter society’s social arenas outside the psychiatric landscape (Topor et al., 
2014; Wilton, 2003), to feel “more comfortable spending time in contexts 
associated with mental illness,” contexts in which they could have “a sense 
of belonging” (Kidd et al., 2016, p. 113).

Another question that has been raised when it comes to the 
objectivity of assessments is who assesses the recovery rate of a person. 
If the professionals’ assessments are aff ected by social circumstances and 
culturally determined norms, it becomes diffi  cult to argue for the existence 
of a value-  and context- free, objective basis. Would it be impossible to 
replace or supplement professional assessments with the concerned 
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individuals’ assessments? “One of the clearest fi ndings of the study was 
the preference of group members for patient- rated outcome measures,” 
summarized Crawford et al. (2011, p. 343) in their results.

A fi nal issue that should be addressed is the ability for a recovery con-
cept to become “a new tyranny that is intolerant of ‘chronicity’” (Pilgrim 
& McCranie, 2013, p. 149). Recovery risks becoming a new tool in the pro-
fessional’s hands. Th e users risk being forced to participate in the planning 
of their own recovery, and can then be accused of not having implemented 
it and not reaching their recovery target.

Personal Recovery

In a context consisting of an emerging independent- user movement, in-
spired among other things by the struggle of Blacks and women for civil 
rights, and the publication of follow- up studies showing that recovery was 
a possibility— which confi rmed the individuals’ descriptions of their ex-
periences— a diff erent defi nition of recovery has been developed: person-
al recovery (Davidson, Rakfeldt, & Strauss, 2010).

Personal recovery is defi ned and determined by the individuals them-
selves, unlike clinical recovery (Crawford et al., 2011). “At its heart, per-
sonal recovery is a subjective experience” (Slade et al., 2014, p. 12), in that 
“the service users/survivors emphasise epistemological privileging: they 
are the experts because of their experience of mental distress, oppression 
and discrimination and recovery” (Timander et al., 2015, p, 331).

One of the most cited defi nitions of personal recovery was given by 
Anthony (1993):

Recovery is a deeply personal, unique process of changing one’s att i-
tudes, values, feelings, goals, skills, and/or roles. It is a way of living 
a satisfying, hopeful, and contributing life even within the limitations 
caused by illness. Recovery involves the development of new meaning 
and purpose in one’s life as one grows beyond the catastrophic eff ects 
of mental illness. (p. 15)

Slade (2009) built on this defi nition: “Recovery involves living as well as 
possible” (p. 38).

Farkas (2007) formulated a further aspect of personal recovery, which 
also highlights the social consequences of a psychiatric diagnosis: the in-
dividual is “also recovering from the eff ects of having been diagnosed with 
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mental illness (e.g. discrimination, disempowerment, negative side eff ects 
of unemployment, crushed dreams) as much as from the eff ects of the ill-
ness itself ” (p. 69).

Personal recovery is associated with “being in recovery” rather than “to 
recover from.” Davidson et al. (2005) defi ned it as follows: “Being in re-
covery instead involves being engaged in an active process of making sense 
of the trauma and incorporating it into one’s life in such a way that its de-
structive impact decreases over time” (p. 10).

Personal recovery is usually defi ned not as a state, but as a unique and 
complex process. Central and recurring aspects of the literature on person-
al recovery are hope, human meaning, identity (Leamy et al., 2011; Slade, 
2009), well- being, valued roles, empowerment (Farkas, 2007), healing 
and connection ( Jacobson & Greenley, 2001; Leamy et al., 2011), and opti-
mism about the future (Leamy et al., 2011; Slade et al., 2012).

Common to the defi nitions of personal recovery is that it does not 
“necessarily imply becoming symptom- free” (Tew, 2013, p. 361). Slade 
(2009) stressed the subjective aspect of personal recovery: “Personal re-
covery is not always about symptoms, although it is almost always about 
the relationship with the symptoms” (p. 43).

Oft en, personal recovery is about going beyond many of the experienc-
es that are linked to serious mental health problems, such as “losing one’s 
familiar sense of who one is and how one relates to one’s social world” 
(Tew, 2013, p. 362). It focuses on stigma, oppression, exclusion, marginal-
ization, helplessness, and being out of control (Tew, 2013). In this context 
Tew raised the recapture of power in relation to the symptoms, and the 
individual as a social actor, as key aspects of the recovery process. Even 
Davidson et al. (2005) emphasized the dimension of control. Regarding 
symptoms, they wrote that “the person goes from being controlled by 
them to bringing them under some degree of personal control” (p. 10).

Personal recovery is oft en described as “more of an att itude, a way of 
life, a feeling, a vision or an experience than a return to health or any oth-
er kind of clinical outcome per se” (Davidson et al., 2005, p. 15; see also 
Leamy et al., 2011). Th erefore, according to some proponents of personal 
recovery it represents a paradigm shift  in relation to notions of mental ill-
nesses as chronic conditions or of recovery as a clinical question (Slade et 
al., 2014).
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Criticism

Taking into account the individual’s own assessment of his or her condi-
tion and situation has been described as an important step for the under-
standing and management of SMI (Topor et al., 2011). However, such an 
assessment entails a number of problems.

One such problem is the diffi  culty of operationalizing such a personal 
assessment in a research context (Slade, 2009). Assessment of personal 
recovery may be important for the individual’s empowerment. It can also 
bring important knowledge about SMI, factors that may contribute to or 
counteract a recovery process, and the normative aspects of the recovery 
fi eld, through dense descriptions of the experience of people in their social 
context. However, personal recovery is more diffi  cult to manage in quanti-
tative research, as diff erent people can assess diff erent conditions and sit-
uations equally and similar conditions and situations can be judged diff er-
ently by diff erent people. Frese, Knight, and Saks’s (2009) conclusion of a 
review of the user’s perceptions of their own recovery was that there is “a 
rather wide divergence concerning their perspectives on their recoveries 
and on recovery in general. . . . Th ere is no monolithic ‘consumer perspec-
tive’ on many aspects of recovery” (p. 377). Th e need to operationalize the 
defi nition of personal recovery so that it could be studied beyond individ-
ual cases has been formulated even among the supporters of this type of 
defi nition (Davidson et al., 2005).

Another problem is that personal recovery, paradoxically, can be con-
strued as an acceptance of the existence of an objective and even chronic 
sickness. Several defi nitions of personal recovery are based on the person’s 
adaptation to his or her limitations, caused by the illness. Personal recov-
ery means, wherever possible, to live as good a life as possible within this 
framework. It is thus not about how illness can be infl uenced by a bett er 
life and possibly “cured,” but about how people change their view of them-
selves and their lives within the frame of an ongoing illness. If the jour-
ney has no end, has the journey not become a chronic condition (Topor, 
2001)? An answer has been that the journey should be considered as life, 
and “life is not an ‘outcome’” (Davidson, Tondora, & Ridgway, 2010). If 
the emphasis on the individual’s central role in their own recovery process 
has been analyzed as an important contribution to our understanding of 
mental health problems and their development, the recovery process has 
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also been analyzed as a social process (Borg & Davidson, 2007; Mezzina 
et al., 2006; Schön et al., 2009; Tew et al., 2012; Topor et al., 2011). Th e em-
phasis on the individual’s solitary struggle that occurs in some defi nitions 
of recovery has also been criticized by people with personal experience 
(Rose, 2014).

The Relationship Between Clinical and Personal Recovery

In practice, clinical recovery could be achieved without personal recovery, 
and personal recovery without clinical recovery. However, they can also be 
intertwined (Slade et al., 2014).

Th e most obvious diff erence between clinical and personal recovery 
concerns who performs the assessment of it; in one case, the professional, 
in the other, the individual. Oft en the professional assessment is presented 
as scientifi cally based and objective, and the person’s as subjective. For a 
long time, work has been under way to develop objective criteria and sci-
entifi c assessment tools for both clinical and personal recovery, but so far 
they have proved largely to refl ect contemporary social norms and beliefs. 
Th ey have not been able to prevent the individual evaluators’ subjectivity 
from infl uencing the assessment, even in the case of clinical recovery.

Another common way to distinguish between personal and clinical re-
covery has been to describe the latt er as a state and the former as a process, 
where concepts like “journey” have been used (Deegan, 1996; Jacobson 
& Greenley, 2001). It might also be possible to argue that the various defi -
nitions of recovery are about diff erent phenomena or diff erent aspects of 
the same phenomenon. Both explanations might be considered as import-
ant for understanding an individual’s situation and also the phenomena of 
mental health problems and recovery.

Roe, Rudnick, and Gill (2007) defi ned recovery as a process linked to 
recovery as an outcome, including the illness: “Being in recovery implies, 
by defi nition, that there is something from which the person is recovering 
from” (p. 173). On the contrary, Davidson, Tondora, and Ridgway (2010) 
proposed “at least temporarily” (p. 2) to defi ne recovery from and recov-
ery in as two diff erent and unconnected phenomena. Ramon et al. (2007) 
tried to formulate a compromise and stressed recovery as “a complex and 
multifaceted concept, both a process and an outcome” (p. 119).

However, both opposite viewpoints share a common ground in con-
sidering a division between an illness and the life and experiences of the 
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person in their societal and interpersonal context. Symptoms of the illness 
and the well- being of the person are unclearly or not at all connected to 
each other.

Discussion

Diff erent, contradictory, and complementary defi nitions of recovery have 
been formulated, and proponents of each one argue that their defi nition is 
the right one. As each defi nition refl ects diff erent approaches, it is improb-
able that a consensus will be reached. Nevertheless, diff erent defi nitions 
will infl uence the studies’ results, regarding both the possibility of recov-
ery and the processes that comprise it.

Looking at the defi nitions of recovery and their criteria, it is clear that 
both main options, clinical or personal recovery, have their pros and cons. 
Both defi nitions are based on subjective and normative criteria. Both 
are dependent on aspects of the context outside the person’s state and 
infl uence.

Diff erent factors have been selected, defi ned, and assessed by users and 
professionals. Th eir respective sociocultural backgrounds naturally bias 
these factors, and there is no possibility of basing these assessments on 
any objective instruments (Cooke, 2014; Frances, 2013). Oft en, the fac-
tors are not about the person’s state but refl ect the resources at his or her 
disposal— the person’s recovery capital (Tew, 2013).

Th e necessary clarifi cation of the concepts used in research should also 
take into account knowledge about the impact, in terms of stigma and self- 
stigma, of a psychiatric diagnosis on the social relationships between the 
person who receives the diagnosis and his or her social context (Davidson 
& Strauss, 1992; Goff man, 1969; Scheff , 1984).

Consequences for Future Research

Research is based on choices. Choices have consequences for the results of 
the studies. Th e search for clear- cut categories within the psychiatric fi eld 
has been going on since this fi eld emerged, and will continue. In this con-
text, the search for the objective defi nitions of core concepts in the mental 
health fi eld risks making us forget that it is a social fi eld, without reference 
to an objective reality somewhere out there waiting to be discovered and 
measured.

In this context, it would be possible to assume a refl exive position 
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(Bourdieu, 2004; Wacquant, 2007), like the one we have tried to apply in 
this article:

It entails  .  .  . the systematic exploration of the “unthought catego-
ries of thought which delimit the thinkable and predetermine the 
thought.” . . . What has to be constantly scrutinized and neutralized, is 
the very act of construction of the object, the collective scientifi c uncon-
scious embedded in theories, problems and . . . categories of scholarly 
judgment. (Wacquant, 2007, p. 40; emphasis in source)

In the current state of knowledge, it seems important for future re-
search not to fall for rhetorical claims about objectivity versus subjectivity 
and science versus experience, and instead to rank the diff erent forms of 
recovery. Refl exivity, subjecting one’s main concepts and choices to crit-
ical scrutiny, should not be seen as an obstacle but as an obvious part of 
scientifi c research, as such concepts and choices will infl uence the results.

Alain Topor, PhD, associate professor, Department of Social Work, Stockholm Universi-
ty, SE- 106 91 Stockholm, Sweden; professor, Faculty of Health and Sport Sciences, Univer-
sity of Agder, Grimstad, Norway

Anne Denhov, PhD student, Department of Social Work, Stockholm University, SE- 106 
91 Stockholm, Sweden

Per Bülow, PhD, associate professor, Department of Behavioural Science and Social 
Work, School of Health and Welfare, Jönköping University, Jönköping, Sweden; Psychi-
atric Clinical, County Hospital Ryhov, Jönköping, Sweden; Forensic Psychiatric Regional 
Clinic, Vadstena, Sweden

Gunnel Andersson, PhD, Research and Development Unit, FoU Södertörn, 30 Tumba, 
Sweden

Acknowledgment
Th e article is part of the Stockholm Follow- Up Study of Users Diagnosed With 
Psychosis, fi nanced by the Swedish Research Council for Health, Working Life 
and Welfare (grant #2014- 0117) and by Psychiatry South Stockholm.

References
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental dis-

orders, fourth edition, text revision. Arlington, VA: Author.
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disor-

ders, fi ft h edition. Arlington, VA: Author.



Alain Topor et al. 161

Andersson, G., Denhov, A., Bülow, P., & Topor, A. (2015). Aloneness and loneliness— 
persons with severe mental illness and experiences of being alone. Scandinavian Jour-
nal of Disability Research, 17, 353– 365.

Andreassen, N. C. (1984). Th e broken brain: Th e biological revolution in psychiatry. New 
York: Harper & Row.

Anthony, W. A. (1993). Recovery from mental illness: Th e guiding vision of the mental 
health service system in the 1990s. Psychosocial Rehabilitation Journal, 16(4), 11– 21. 
doi:10.1037/h0095655

Arvidsson, H., & Arvidsson, E. (2005). Recovery from severe mental illness: A 5- year 
follow- up study aft er the 1995 Swedish mental health care reform. Scandinavian Jour-
nal of Disability Research, 2, 91– 108. doi:10.1080/15017410510032208

Basaglia, F. (1982). Salute/malatia— Le parole della medicina [Health/illness— Medicines’ 
talk]. Torino, Italy: Einaudi.

Bellack, A. S. (2006). Scientifi c and consumer models of recovery in schizophrenia: Con-
cordance, contrast and implications. Schizophrenia Bulletin, 3, 432– 442. doi:10.1093/
schbul/sbj044

Bentall, R. (2003). Madness explained: Psychosis and human nature. London, United King-
dom: Penguin Books/Allen Lane.

Bentall, R. (2010). Doctoring the mind: Why psychiatric treatments fail. London, United 
Kingdom: Allen Lane.

Bleuler, M. (1978). Th e schizophrenic disorders: Long- term patient and family studies. New 
Haven, CT: Yale University Press.

Borg, M., & Davidson, L. (2007). Th e nature of recovery as lived everyday experience. 
Journal of Mental Health, 2, 129– 140. doi:10.1080/09638230701498382

Bourdieu, P. (2004). Why the social sciences must take themselves as their object. In 
P. Bourdieu (Ed.), Science of science and refl exivity (pp. 85– 114). Cambridge, United 
Kingdom: Polity Press.

Boyle, M. (2002). Schizophrenia: A scientifi c delusion? (2nd ed.). London: Routledge.
Carpenter, W. T. (2016). Shift ing paradigms and the term schizophrenia. Schizophrenia 

Bulletin, 4, 863– 864. doi:10.1093/schbul/sbw050
Carpenter, W. T., & Kirkpatrick, B. (1988). Th e heterogeneity of the long- term course of 

schizophrenia. Schizophrenia Bulletin, 14, 645– 652.
Ciompi, L. (1980). Th e natural history of schizophrenia in the long term. British Journal of 

Psychiatry, 5, 413– 420. doi:10.1192/bjp.136.5.413
Cooke, A. (Ed.). (2014). Understanding psychosis and schizophrenia. Why do people some-

times hear voices, believe things than others fi nd strange, or appear out of touch with reality, 
and what can help. Leicester, United Kingdom: British Psychological Society. Re-
trieved from htt ps:// www .communityaccess .org /storage /images /Knowledge _Base 
/Knowledge _Base _ -   _Understanding _Psychosis .pdf

Crawford, M. J., Robotham, D., Th ana, L., Patt erson, S., Weaver, T., Barber, R., . . . Rose, 
D. (2011). Selecting outcome measures in mental health: Th e views of service users. 
Journal of Mental Health, 4, 336– 346. doi:10.3109/09638237.2011.577114

[3
.1

44
.1

6.
25

4]
   

P
ro

je
ct

 M
U

S
E

 (
20

24
-0

4-
25

 0
2:

57
 G

M
T

)



American Journal of Psychiatric Rehabilitation ∙ 21:1–2 ∙ 2018162

Davidson, L. (2013). Cure and recovery. In K. W. M. Fulford, M. Davies, R. Gipps, G. Gra-
ham, J. Sadler, G. Stanghellini, & T. Th ornton (Eds.), Oxford handbook of philosophy 
and psychiatry (pp. 197– 213). London, United Kingdom: Oxford University Press.

Davidson, L., & McGlashan, T. H. (1997). Th e varied outcomes of schizophrenia. Canadi-
an Journal of Psychiatry, 42, 34– 43. doi:10.1177/070674379704200105

Davidson, L., O’Connell, M. J., Tondora, J., Staeheli, M., & Evans, A. C. (2005). Recovery 
in serious mental illness: Paradigm shift  or shibboleth? In L. Davidson, C. Harding, & 
L. Spaniol (Eds.), Recovery fr om severe mental illnesses: Research evidence and implica-
tions for practice (pp. 5– 26). Boston, MA: Center for Psychiatric Rehabilitation.

Davidson, L., Rakfeldt, J., & Strauss, J. (2010). Th e roots of the recovery movement in psychia-
try. Lessons learned. Chichester, United Kingdom: Wiley- Blackwell.

Davidson, L., & Roe, D. (2007). Recovery from versus recover in the serious mental 
illness: One strategy for lessening confusion plaguing recovery. Journal of Mental 
Health, 4, 459– 470. doi:10.1080/09638230701482394

Davidson, L., Shahar, G., Stayner, D. A., Chinman, M. J., Rakfeldt, J., & Tebes Kraemer, 
J. (2004). Supported socialization for people with psychiatric disabilities: Lessons 
from a randomized controlled trial. Journal of Community Psychology, 4, 453– 477. 
doi:10.1002/jcop.20013

Davidson, L., & Strauss, J. S. (1992). Sense of self in recovery from severe mental illness. 
British Journal of Medical Psychology, 2, 131– 145. doi:10.1111/j.2044- 8341.1992.tb01693.x

Davidson, L., Tondora, J., & Ridgway, P. (2010). Life is not an “outcome”: Refl ections on 
recovery as an outcome and as a process. American Journal of Psychiatric Rehabilita-
tion, 1, 1– 8. doi:10.1080/15487760903489226

Deegan, P. E. (1996). Recovery as a journey of the heart. Psychiatric Rehabilitation Journal, 
19(3), 92– 97. doi:10.1037/h0101301

Farkas, M. (2007). Th e vision of recovery today: What it is and what it means for services. 
World Psychiatry, 2, 68– 74.

Frith, C., & Johnstone, E. (2003). Schizophrenia: A very short introduction. Oxford, United 
Kingdom: Oxford University Press.

Frances, A. (2013). Saving normal. New York, NY: HarperCollins.
Frese, F. J., Knight, E. L., & Saks, E. (2009). Recovery from schizophrenia: With views of 

psychiatrists, psychologists, and others diagnosed with this disorder. Schizophrenia 
Bulletin, 2, 370– 380. doi:10.1093/schbul/sbn175

Garrabé, J. (1992). Histoire de la schizophrénie [Th e history of schizophrenia]. Paris: 
Seghers.

Goff man, E. (1969). Stigma: Notes on the management of spoiled identity. Harmondworth, 
United Kingdom: Penguin Books.

Harding, C. (2005). Changes in schizophrenia across time. Paradoxes, patt erns and pre-
dictors. In L. Davidson, C. Harding, & L. Spaniol (Eds.), Recovery fr om severe mental 
illnesses: Research evidence and implications for practice (pp. 27– 48). Boston, MA: Bos-
ton University, Center for Psychiatric Rehabilitation.

Harding, C., Brooks, G., Takamaru, A., Strauss, J., & Breier, A. (1987). Th e Vermont 
longitudinal study of persons with severe mental illness, II: Long- term outcome of 



Alain Topor et al. 163

subjects who retrospectively met DSM III criteria for schizophrenia. American Journal 
of Psychiatry, 6, 727– 735. doi:10.1176/ajp.144.6.727

Harrow, M., Jobe, T. H., & Faull, R. N. (2012). Do all schizophrenia patients need anti-
psychotic treatment continuously throughout their lifetime? A 20- year longitudinal 
study. Psychological Medicine, 10, 2145– 2155. doi:10.1017/S0033291712000220

Hazelden Foundation. (2016). Severe mental illness defi ned by duration and disability. Re-
trieved from htt p:// www .bhevolution .org /public /severe _mental _illness .page.

Insel, T. (2013, April 29). Transforming diagnosis. [Blog post]. Retrieved from htt ps:// 
www .nimh .nih .gov /about /directors /thomas -  insel /blog /2013 /transforming 
-  diagnosis .shtml

Jacobson, N., & Greenley, D. (2001). What is recovery? A conceptual model and explica-
tion. Psychiatric Services, 4, 482– 485. doi: 10 .1176 /appi .ps .52 .4 .482

Kidd, S. A., Frederick, T., Tarasoff , L. A., Virdee, G., Lurie, S., Davidson, L., . . . McKen-
zie, K. (2016). Locating community among people with schizophrenia living in a 
diverse urban environment. American Journal of Psychiatric Rehabilitation, 2, 103– 121. 
doi:10.1080 / 15487768.2016.1162757

Kirk, S., & Kutchins, H. (1992). Th e selling of the DSM. Th e rhetoric of science in psychiatry. 
New York, NY: Walter de Gruyter.

Kraepelin, E. (1971). Dementia praecox and paraphrenia (8th German edition). New York: 
Robert E. Krieger. (Original work published 1919)

Leamy, M., Bird, V., Le Boutillier, C., Williams, J., & Slade, M. (2011). Conceptual frame-
work for personal recovery in mental health: Systematic review and narrative synthe-
sis. British Journal of Psychiatry, 199, 445– 452.

Liberman, R. P., & Kopelowicz, A. (2002). Recovery from schizophrenia: A challenge for 
the 21st century. International Review of Psychiatry, 14, 245– 255.

Liberman, R. P., Kopelowicz, A., Ventura, J., & Gutkind, D. (2002). Operational criteria 
and factors related to recovery from schizophrenia. International Review of Psychiatry, 
4, 256– 272.

Ljungqvist, I., Topor, A., Forssell, H., Smith, I., & Davidson, L. (2016). Money and mental 
illness: A study of the relationship between poverty and serious psychological prob-
lems. Community Mental Health Journal, 7, 842– 850. doi:10.1007/s10597- 015- 9950- 9

Mezzina, R., Davidson, L., Borg, M., Marin, I., Topor, A., & Sells, D. (2006). Th e social 
nature of recovery: Discussion and implications for practice. American Journal of Psy-
chiatric Rehabilitation, 9(1), 63– 80. doi:10.1080/15487760500339436

National Institute of Mental Health. (2016). Serious mental illness (SMI) among US 
adults. Retrieved from htt p:// www .nimh .nih .gov /health /statistics /prevalence 
/serious -  mental -  illness -  smi -  among -  us -  adults .shtml

Nirje, B. (1985). Th e basis and logic of the normalization principle. Australian and New 
Zealand Journal of Developmental Disabilities, 2, 65– 68. doi:10.3109/13668258509008747

Pilgrim, D., & McCranie, A. (2013). Recovery and mental health. A critical sociological ac-
count. Basingstoke, United Kingdom: Palgrave Macmillan.

Priebe, S., Frott ier, P., Gaddini, A., Kilian, R., Lauber, C., Martinez- Leal, . . . Wright, D. 
(2008). Mental healthcare institution in nine European countries, 2002 to 2006. Psy-
chiatric Services, 5, 570– 573. doi:10.1176/ps.2008.59.5.570



American Journal of Psychiatric Rehabilitation ∙ 21:1–2 ∙ 2018164

Ralf, R. (2005). Verbal defi nition and visual models of recovery: Focus on the recovery 
model. In R. Ralf & P. Corrigan (Eds.), Recovery in mental illness. Broadening our 
understanding of wellness (pp. 131– 145). Washington, DC: American Psychological 
Association.

Ramon, S., Healy, B., & Renouf, N. (2007). Recovery from mental illness as an emergent 
concept and practice in Australia and the UK. International Journal of Social Psychiatry, 
53, 108– 122. doi:10.1177/0020764006075018

Read, J. (2004). Does “schizophrenia” exist? Reliability and validity. In J. Read, L. 
R. Mosher, & R. P. Bentall (Eds.), Models of madness: Psychological, social and 
biological approaches to schizophrenia (pp. 43– 56). London, United Kingdom: 
Brunner- Routledge.

Roe, D., Rudnick, A., & Gill, K. J. (2007). Th e concept of being in recovery. Psychiatric 
Rehabilitation Journal, 3, 171– 173.

Rose, D. (2014). Th e mainstreaming of recovery. Journal of Mental Health, 5, 217– 218. doi:1
0.3109/09638237.2014.928406

Royal College of Psychiatrists. (2016). Severe mental illness (psychosis). Re-
trieved from htt p:// www .rcpsych .ac .uk /healthadvice /partnersincarecampaign 
/severementalillness .aspx

Sartorius, N., Chiu, H., Heok, K. E., Lee, M. S., Ouyang, W. C., Sato, M., . . . Yu, X. (2014). 
Name change for schizophrenia. Schizophrenia Bulletin, 2, 255– 258. doi:10.1093/
schbul/sbt231

Scheff , T. J. (1984). Being mentally ill. A sociological theory. New York, NY: Aldine.
Schön, U.- K., Denhov, A., & Topor, A. (2009). Social relationships as a decisive factor in 

recovering from severe mental illness. International Journal of Social Psychiatry, 4, 336– 
347. doi:10.1177/0020764008093686

Sheridan, A., Drennan, J., Coughlan, B., O’Keeff e, D., Frazer, K., Kemple, M., . . . O’Cal-
laghan, E. (2015). Improving social functioning and reducing social isolation and 
loneliness among people with enduring mental illness: Report of a randomized 
controlled trial of supported socialization. International Journal of Social Psychiatry, 3, 
241– 250. doi:10.1177/0020764014540150

Slade, M. (2009). Personal recovery and mental illness: A guide for mental health profession-
als. Cambridge, United Kingdom: Cambridge University Press.

Slade, M., Amering, M., Farkas, M., Hamilton, B., O’Hagan, M., Hardy, G., . . . Whitley, R. 
(2014). Uses and abuses of recovery: Implementing recovery- orientated practices in 
mental health systems. Th e World Psychiatry, 1, 12– 20. doi:10.1002/wps.20084

Slade, M., Leamy, M., Bacon, F., Janosik, M., Le Boutillier, C., Williams, J., & Bird, V. 
(2012). International diff erences in understanding recovery: Systematic review. Epide-
miology and Psychiatric Sciences, 4, 353– 364. doi:10.1017/S2045796012000133

Standing, G. (2011). Th e precariat: Th e new dangerous class. London, United Kingdom: 
Bloomsbury.

Strauss, J. (2005). What is the reality about the severe mental disorders? In L. David-
son, C. Harding, & L. Spaniol (Eds.), Recovery fr om severe mental illnesses: Research 
evidence and implications for practice (pp. 49– 56). Boston, MA: Center for Psychiatric 
Rehabilitation.



Alain Topor et al. 165

Swedish Council on Health Technology Assessment. (2012). Schizophrenia: Drug therapy, 
the patient’s participation and organization of care— a systematic literature review (Re-
port 213). Stockholm, Sweden: SBU.

Tew, J. (2013). Recovery capital: What enables a sustainable recovery from mental health 
diffi  culties? European Journal of Social Work, 3, 360– 374. doi:10.1080/13691457.2012.68
7713

Tew, J., Ramon, S., Slade, M., Bird, V., Melton, J., & Le Boutillier, C. (2012). Social factors 
and recovery from mental health diffi  culties: A review of the evidence. British Journal 
of Social Work, 42, 443– 460. doi:10.1093/bjsw/bcr076

Timander, A. C., Grinyer, A., & Möller, A. (2015). Th e study of mental distress and the 
(re)construction of identities in men and women with experience of long- term men-
tal distress. Disability & Society, 3, 327– 339. doi:10.1080/09687599.2014.999911

Topor, A. (2001). Managing the contradictions: Recovery fr om severe mental disorders 
(Doctoral thesis, Stockholm University, Department of Social Work, SSSW No. 18). 
Retrieved from htt p:// su .diva -  portal .org /smash /record .jsf  ?pid = diva2 %3A302582 & 
dswid = mainwindow

Topor, A., Andersson, G., Bülow, P., Stefansson, C. G., & Denhov, A. (2015). Aft er the asy-
lum? Th e new institutional landscape. Community Mental Health Journal, 52, 731– 737. 
doi:10.1007/s10597- 015- 9928- 7 015- 9928- 7

Topor, A., Andersson, G., Denhov, A., Holmqvist, S., Matt sson, M., Stefansson, C. G., 
& Bülow, P. (2014). Psychosis and poverty: Coping with poverty and severe mental 
illness in everyday life. Psychosis, 6, 117– 127. doi:10.1080/17522439.2013.790070

Topor, A., Borg, M., Di Girolamo, S., & Davidson, L. (2011). Not just an individual jour-
ney: Social aspects of recovery. International Journal of Social Psychiatry, 57, 90– 99. 
doi:10.1177/0020764010345062

Torgalsbøen, A. K. (2005). What is recovery from schizophrenia? In L. Davidson, C. 
Harding, & L. Spaniol (Eds.), Recovery fr om severe mental illnesses: Research evi-
dence and implications for practice (pp. 302– 315). Boston, MA: Center for Psychiatric 
Rehabilitation.

Torgalsbøen, A. K., & Rund, B. B. (1998). “Full recovery” in schizophrenia in the long 
term: A ten- year follow- up of eight former schizophrenic patients. Psychiatry, 61, 20– 
34. doi:10.1080/00332747.1998.11024816

Wacquant, L. J. D. (2007). Towards a social praxeology: Th e structure and logic of Bour-
dieu’s sociology. In P. Bourdieu & L. J. D. Wacquant (Eds.), An invitation to refl exive 
sociology (pp. 1– 60). Cambridge, United Kingdom: Polity Press.

Warner, R. (2004). Recovery fr om schizophrenia: Psychiatry and political economy (3rd ed.). 
New York, NY: Brunner Routledge. (Original work published 1985)

World Health Organization. (1979). Schizophrenia: An international follow- up study. 
Chichester, United Kingdom: Wiley.

Whitaker, R. (2010). Anatomy of an epidemic: Magic bullets, psychiatric drugs and the aston-
ishing rise of mental illness in America. New York, NY: Random House.

Wilton, R. D. (2003). Poverty and mental health: A qualitative study of residential care 
facility tenants. Community Mental Health Journal, 39, 139– 156.



American Journal of Psychiatric Rehabilitation ∙ 21:1–2 ∙ 2018166

Wolfensberger, W., & Tullman, S. (1982). A brief outline of the principle of normalization. 
Rehabilitation Psychology, 27, 131– 145. doi:10.1037/h0090973

Yankelovich, D. (1972). Corporate priorities: A continuing study of the new demands on busi-
ness. Stamford, CT: Author.

Young, A. (1995). Th e harmony of illusions: Inventing post- traumatic stress disorder. Prince-
ton, NJ: Princeton University Press.


