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Thesis Abstract
The concept of recovery in mental health has changed over time and reflects our
increased understanding of the factors that are important to service users and mental
health professionals in defining recovery. This thesis investigates service user and
trainee psychologists’ perspectives of recovery in a community-based project. The
first part of this thesis reviews the literature on the development of our understanding
of recovery in mental health. The search strategy that was developed yielded 9
studies that met the inclusion criteria and a further 3 studies were added following a
hand-search of relevant literature. Four themes were identified that charted the
development of our understanding of recovery: i) Recovery over the past decade; ii)
Changing Perceptions of Recovery; iii) The rise of service user involvement; and iv)
New ways of providing services. The review identified that there was a move from a
medical model towards a recovery based model. The second part of this thesis is a
Q-methodological study that investigates service user and trainee psychologists’
perceptions of recovery in a community based project. The sample of 23 participants
comprised 12 service users and 11 trainee clinical psychologists. Participants sorted
50 statements related to the process of recovery from mental health problems. A
Centroid Factor Analysis revealed a 3 Factor Solution. Factor 1 was solely endorsed
by trainee clinical psychologists and proposed that understanding and social support
is the key to recovery. Factor 2 was solely endorsed by service-users and proposed
that attending Growthpoint and medication was the key to recovery. Factor 3 was
endorsed by both service-users and trainee psychologists and proposed that
attending Growthpoint and personal growth was the key to recovery. A visual
representation of the conceptual space is presented through the use of
multidimensional scaling. An in depth interpretation of the factors is presented and
the implications of the research are discussed. The third part of this thesis is a
reflective paper whereby the author uses a narrative approach to compare her
experience of recovery from diabetes to the experience of recovery from mental
health problems. The author uses Q-Sort methodology to compare factor viewpoints
that emerged from the Q-Sort analysis and combines this with the model of
Reflective Practice developed by Atkins & Murphy (1994).
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Heather Wood
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Abstract
The concept of recovery in mental health has changed over time and reflects our
increased understanding of the factors that are important to service users and mental
health professionals in defining recovery. The shift from a perspective of recovery
based upon symptom alleviation, to the idea that recovery is a process to facilitate
positive personal and social change is an important development. Accordingly, a
question that arises from such a paradigm shift relates to how we actually provide
mental health services. A literature search was conducted that explored the
development of our understanding of recovery in mental health. The search strategy
that was developed yielded 9 studies that met the inclusion criteria and a further 3
studies were added following a hand-search of relevant literature. Four broad themes
were identified in the literature that charted the development of our understanding of
recovery. These were i) Recovery over the past decade; ii) Changing perceptions of
recovery; iii) The rise of service user involvement; iv) New ways of providing
services. These papers were evaluated and factors that could inform how we
provide mental health services were discussed. To what extent is symptom
alleviation important to service users? What are people’s thoughts or experiences
about medication? Do the clinicians who provide mental health services have the
same ideas about what is important in recovery as the people who use mental health
services? What do community-based projects offer service users that mainstream
services do not? The theoretical considerations of the recovery model are discussed
and the role of psychology in the development of the recovery model is highlighted
along with suggestions for future research.
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Introduction
The traditional approach to recovery in people with mental health problems has
usually focused on improvements in symptoms and occupational functioning
(Silverstein & Bellack, 2008). Symptomatic recovery is often measured using
psychometric tools which pertain to the reduction in symptoms in a variety of
conditions such as depression, psychosis and anxiety. But while these are important
outcomes they may not always reflect the idiosyncratic experience of recovery and
factors that people find important as individuals. For example, the emergence of
service-user research groups has led to a re-evaluation of the medical model and the
idea that the alleviation of symptoms is the primary aim of recovery (Pitt, Kilbride,
Nothard, Welford & Morrisson, 2007). Instead it is proposed that other factors
including achieving positive personal change and social change may be more
important. Pitt et al identify key themes of “rebuilding self”, “rebuilding life” and “hope
for the future” as the primary aims of recovery for service users and this reflects the
desire of service users to gain an increased understanding of their own problems and
to develop an idiosyncratic journey of recovery that reflects the factors that are
important to them. Other researchers echo these sentiments and propose that a
person experiencing mental health problems does not have to experience a
traditional cure where there is a complete cessation of symptoms. It is proposed that
a person may continue to experience episodes of symptoms yet have a restored
sense of self, purpose and meaning in life (Higgins & McBennett, 2007).
This shift from a perspective of recovery based upon symptom alleviation, to the idea
that recovery is a process to facilitate positive personal and social change, is an
important development. A question that arises from such a paradigm shift relates to
how we actually provide mental health services. Is it possible to provide services
within a traditional mental health clinic to facilitate this journey of recovery? Some
researchers would suggest that a mental health clinic or ward is not suited for this
purpose (Holmes, 2010). It is proposed that the traditional environments in which
mental health services are provided are not reflective of how we live our everyday
lives. For example Community Mental Health Teams or Psychiatric Hospitals tend
not to feel like they are part of the wider community. “Nothing that happens in here is
normal; not one thing occurs like it does in your own home.” were the reflections of
one service user (Holmes, 2010). The idea that recovery is best facilitated in
10

community settings that reflect how we live our lives is gaining momentum. Some of
the pioneering work in this area relates to the concept of Psychology in the Real
World. This concept proposes that community-based group work, taking place in
real-life settings can help to facilitate change in people with mental health problems.
There are many different projects that adopt these principles. For example Walk and
Talk groups are run for people who have an interest in walking through the
countryside connecting with nature and connecting with other people within their
locality. Specific groups such as Thinking about Medication facilitate discussions
between people who have experience of taking psychiatric medication and the effect
that has had upon them. Other community based projects include Growthpoint, which
is based in Stoke-on-Trent and provides a self-facilitated community with a number
of different activities. For example, people can work on allotments to grow
vegetables, can take part in woodwork classes or can make use of computer facilities
within the project. There are regular groups to discuss mental health issues and to
allow people to share their experiences. All of these projects are different from the
traditional way that mental health services are provided and are indicative of a
recovery based approach to providing mental health services. There are some links
and commonalities to the therapeutic communities and asylum models of the past
that tried to facilitate recovery. However, McDaid (2013) argues that at that time
recovery was viewed as a function of the severity of illness, in contrast to the focus
on personal growth and development that is characterised by more recent
approaches.
Rationale / Aim of the Literature Review
Our understanding of what is important in recovery changes over time and it
influences the way in which we provide mental health services. Therefore, it is
important that we take time to reflect upon these changes and the many questions
that may arise as our perspective changes over time;
To what extent is symptom alleviation important to service users?
What are people’s thoughts or experiences about medication?
Do the clinicians who provide mental health services have the same ideas about
what is important in recovery as the people who use mental health services?
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What do community-based projects offer service users that mainstream services do
not?
This review aims to explore the literature to identify common themes that emerge,
with a view to answering these questions.
The search strategy for the literature review will be described, including the search
string that was developed for electronic searches along with inclusion criteria and
exclusion criteria. The papers included in the literature review will then be critically
appraised and the themes that emerge in relation to perspectives of recovery will be
highlighted. Finally, the findings will be discussed in relation to their clinical
implications and recommendations for future research.
Method for Literature Search
A clear and thorough search strategy was adopted for the literature review. This
included development of a Boolean String formula that included the main search
terms developed for the literature review as well as exclusion terms to limit the
number of irrelevant papers. The search string is as follows;
(Recovery OR Symptom Change OR Remission OR Wellbeing OR well-being) AND
(Mental Health OR Depress* OR Anxi* OR Psychosis) AND (Service-User OR
Service User OR Client OR Patient) AND (Perspective* OR Belief* OR Understand*
OR Attit* OR Perception) NOT (Physical diso* OR Stroke* OR Cancer* OR
Neoplasm* OR Gynecolo* OR Myocardi* OR cardio* OR Heart* OR Arthriti* OR Pain
Management* OR Pain* OR Chronic Fatigue* OR Hip* OR Pulmonary* OR Asthma*
OR Bowel* OR Arm Inj* OR Placebo* OR Skin Diso* OR Neuroendo*) NOT
(Forensic* OR Hospitali*)
The electronic searches were conducted using EBSCOHost and Web of Knowledge
and was limited to English language-based papers published between 2000 and
2013.
The electronic search yielded 79 results and the papers were assessed against the
following inclusion / exclusion criteria to derive the final set of papers for the literature
review.
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Inclusion Criteria
1) The paper relates to the process of recovery in mental health problems.
2) The paper relates to narratives, reviews, opinions regarding recovery in mental
health problems.
3) The papers are UK-focused or relevant to the context of UK mental health
settings.
4) The papers are published between 2000 and 2013
5) The papers are published in a peer reviewed journal.
Exclusion Criteria;
1) There is no specific reference to recovery in mental health problems.
2) The paper relates to recovery in physical health problems.
3) The paper is not UK focused or relevant to UK healthcare settings.
4) The paper focuses on recovery in children or adolescents.
5) The paper is a letter, opinion piece or an abstract.

The full texts of 79 papers were evaluated against the inclusion and exclusion
criteria. This returned 9 papers that matched the inclusion criteria. The reference lists
of these papers were analysed to identify any other relevant papers and this resulted
in a further three papers being identified. Therefore a total of 12 papers were
identified for inclusion in the literature review. The literature search flowchart is
included in Appendix 1B
These papers were critically appraised using the Critical Appraisal Skills Programme
(CASP, 2013) tools. An example summary of a paper evaluated using the CASP tool
is included in Appendix 1C. The results of this appraisal and a summary of the
research findings are presented in the results section. In addition, themes were
identified within the papers that relate to perspectives of recovery in mental health
problems and these are highlighted within the narrative.
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Results
A total of 12 papers were included in the final literature review.
The 9 papers identified through the search strategy were as follows; (Wood, Price,
Morrison & Haddock, 2012; Aston & Coffey, 2012; Kogstad, Ekeland & Hummelvoll,
2011; Owens, Crone, Kilgour & El Ansari, 2010; Heenan, 2006; Holtom, Guest &
Marlton, 2008; Higgins & McBennet, 2007; Repper, 2000; Piat, Sabetti & Bloom,
2009)
The 3 papers identified through a hand-search of the reference section were as
follows; (Dinniss, Roberts, Hubbard, Hounsell & Webb, 2007; Holmes & Gahan 2006;
Pitt, Kilbride, Nothard, Welford & Morrisson, 2007)
The 12 papers identified for the literature review cover a range of perspectives
relating to the construct of recovery in mental health settings. The papers reflect the
development of the debate over the last decade that has helped to inform our
changing understanding of recovery in mental health settings. The papers are
presented in four broad categories that reflect the development of that debate;
i) The Higgins & McBennet (2007) and Piat et al (2009) papers highlight how the
concept of recovery has changed over the past decade.
ii) Repper (2000), Aston & Coffey (2012), and Wood et al (2012) papers show how
those changes have influenced the way that staff, services and service-users think
about the process of recovery.
iii) Holtom et al (2008), Dinniss et al (2007), and Pitt et al (2007) identify the rise of
service-user involvement in the design and delivery of services.
iv) Owens et al (2010), Heenan (2006), Holmes & Gahan (2006) and Kogstad et al
(2010) illuminate different ways of providing services that have developed as a result
of a new understanding of recovery.
The papers are presented in these broad categories rather than in strict
chronological order to aid the development of the narrative that has emerged over
the past decade in terms of our understanding of the concept of recovery.
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Overview of studies
i) Recovery over the past decade
Higgins & McBennet (2007) provided a review of recovery in the mental health
context over the past decade. They highlight the idea that recovery from “severe and
persistent mental illness” is a relatively new concept that only entered the mental
health discourse in the 1980s (Deegan, 1988). The dominant discourse at that time
was one of “chronicity”. This determined that people diagnosed with mental health
problems could never reclaim or recover meaningful lives and would suffer from
ongoing chronic problems. The definition of recovery at that time related to the
traditional idea of a cure or cessation of symptoms. However, Higgins and McBennett
contend that the concept of recovery is much wider than a reduction of clinical
symptoms and is not represented by a traditional endpoint. As such this analogy with
physical health problems is problematic in relation to mental health problems. Whilst
this paper provides an interesting introduction to the construct of recovery, it is an
opinion piece and not a research paper per se. Therefore its conclusion must be
interpreted as opinion only
Early research on the definition of recovery (Anthony, 1993) describes recovery as
an individual journey or process. The “recovery of self” involves the discovery of
personal resources, new meanings and purpose in one's life but may well mean
“living well” in the presence of mental health problems rather than a complete
cessation of those problems. The paper also highlights criticism of the recovery
concept. Whitwell (1999) contends that to define recovery in any other way than a
return to a healthy state and absence of illness symptoms is without clinical utility.
The paper provides a useful synopsis of the development of recovery as a concept.
However it lacks methodological rigour and does not highlight the methodology used
in the study nor acknowledge the limitations of the study.
The importance of medication in clients’ definition of recovery from mental illness is
examined by Piat, Sabetti & Bloom (2009). 60 participants completed a semistructured interview that lasted between 45 and 100 minutes. Standard probe
questions were used, none of which specifically mentioned medication. Data analysis
identified patterns and commonalities in the data when the patients spoke about
medications in their interviews and 42 patients were identified who spoke about
15

medication at some point in the interview. From these patterns five themes were
identified that were important to people in relation to medication and the concept of
recovery. 1) Finding medication that works 2) Taking medication in combination with
services and support.3) Recovery means complying with medication. 4) Recovery
means having a say about medication. 5) Recovery means living without medication.
The paper acknowledges that mental health services have evolved from an illness /
stabilisation model to a recovery based model. However the authors contend that
psychiatric medication offers consumers possibilities for stability and selfmanagement of symptoms and as such it is an important decision for clients to make
informed decisions in relation to medication. The authors contend their interview
questions did not specifically mention medication and therefore the fact that
participants’ responses often focused on medication highlights that this is still an
important aspect of recovery for many people. However it is also highlighted in the
study that clients sometimes lack the understanding that recovery from mental health
problems implies much more than finding the best medication. This point is also
raised by other researchers who contend that in some mental health services there is
still an insistence on unconditional adherence to medication as the most important
aspect of treatment and as such clients may become trapped in viewing medication
as their primary aid to recovery (Ng et al, 2008). However, the paper offers a robust
rationale for the role of medication in recovery and highlights the importance that
some clients place on medication in aiding recovery. A limitation of the study was
that the data was collected within a narrow confine of mental health services in
Quebec, Canada. As such, the results of the study many not be fully relevant to
mental health services in the United Kingdom.

ii) Changing Perceptions of Recovery
It has long been recognised that the introduction of a recovery focused model
requires an adjustment in the working practices of mental health professionals who
care for patients with mental health problems. Repper (2000) was an early proposer
of such change in the working practices of nurses. She highlights the dual role that
nurses often play in the provision of services. Nurses are expected to disseminate
medical information regarding diagnosis, causes and prognosis of mental health
16

problems. They also give information and support to ensure compliance with
medication but often nurses are asked to do more than this. They can help service
users develop relationships that can foster hope and growth. They can help to
develop an understanding of what has happened to people and can be an ally in
difficult times. The author asks if these multiple roles and multiple perspectives can
work together. Is it possible for nurses to be the provider of a medical perspective of
recovery and develop this more holistic approach to care? People who have
recovered have expressed that they do not wish to be rushed or fitted into formulaic
interventions. Therefore, finding the balance between a nurse’s medical skills and
sensitivity to a client’s needs is of great importance. The author contends that this
requires detailed knowledge of community resources and an ability to work with the
family and friends of clients in a culturally appropriate and sensitive way. The overall
vision is to create environments that enable people to live fulfilling lives. Deegan
(1988) contends that “all of the polemic and technology of psychiatry, psychology,
social work and science cannot account for this phenomenon of hope. It is the
turning point that must be followed by the willingness to act”.
Repper’s (2000) paper was an early proponent of the need for professional practice
to change in respect to service user experience of recovery. However, although this
paper gives a vision of how nursing practice needs to accommodate a recovery
model, it gives little indication of how this can be achieved in practice and that is the
major weakness of the paper.
Aston & Coffey (2011) highlight the difficulty of achieving this balance between
medical provision and being sensitive to a client’s needs in clinical practice. They
contend that there are still major differences between what mental health nurses and
service users think about the concept of recovery. An analysis of two focus groups
(N=5 service users) and (N=6 nurses) found differing perceptions of how mental
health services are delivered and the barriers that are seen to hinder the
implementation of a recovery philosophy. A thematic analysis of the focus group data
led to four central themes emerging; Understandings of recovery, Semantics,
Therapeutics, and A Journey.
The understandings of recovery theme related to contrasting views of medical
knowledge and knowledge of the concepts of recovery between the nurses and
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service users. Within the nursing group recovery was described as returning back to
the frame of mind prior to illness. However this definition of recovery may place an
extra burden on service-users. It may be perceived that the responsibility for
recovery has shifted to the individual and away from services. This suggests that
nurses need to be more aware of using such definitions as “returning to a former
state of mind” as this may lead to service users not being able to consider
themselves “recovered” under this definition. For example one nurse defined
recovery as akin to recovering after surgery and perhaps this model or analogy is not
useful.
While the current study has a small sample size, these concerns that are raised may
show a difference in understanding of recovery between patient and nurse groups.
However participants in both groups did appear to have shared understandings of
recovery as being more than a one-off event and saw it as a longer process. A
possible limitation of the study is the small sample size (N=11).
Deegan & Drake (2006) contend that patients described how mental health problems
had led to other problems such as long-term exclusions, including discrimination,
reduced civil rights, lost roles, responsibilities, decision-making and loss of support.
The changes described by patients go beyond that of health and include other major
losses in areas that affect all aspects of life. As such, recovery as a process must
address these issues in addition to health issues. The study also highlighted issues
with semantics and the language that is used to describe the process of recovery.
Two of the service users found the word “recovery” difficult to associate with mental
health. They described how the word was meaningless to them as recovery was not
about the word itself but about the support that was available to them. The authors
believe this indicates an issue with professionals imbuing a term with specific
professional meaning that is often very different to how service users define
themselves and their recovery.

Wood et al (2012) carried out a Q-Sort study to determine what factors service-users
thought were important in recovery from psychosis. A sample size of N =40
completed the Q-sort and analysis of the data revealed a four factor solution in
relation to recovery: 1) Collaborative Support and Understanding. 2) Emotional
18

change through social and medical support. 3) Regaining functional and occupational
goals. 4) Self-focused recovery.
Collaborative Support and Understanding. This factor (N = 8) consisted of people
who felt that collaboration and positive engagement was the most important aspect
of recovery. A client who endorsed this factor stated “I viewed my experiences as
very negative but when I viewed it as a positive I felt a lot better and recovered a lot
quicker and I accepted all the help I could” People who endorsed this factor tended
not to focus on the negative aspects of having a mental health problem. For example
statements relating to shame and embarrassment, unpleasant experiences, and how
much I dwell in my experiences were not considered important.
Emotional change through social and medical support. This factor (N =10) was
endorsed by those who considered emotional stability through support and treatment
as a key factor to recovery. The affective impact of having psychosis, i.e. the
emotional impact was prioritised over psychotic symptoms themselves. People were
concerned about how experiences affected their happiness, levels of depression,
and how their experiences affected the relationships. A factor exemplar stated “I
don't have nearly the same amount of the emotion as I did and I am trying to find
it….my illness has left me depressed and can be quite frightening when I hit a low
…my parents are my main support when I hit a low”
This group did not find the psychiatric characteristics of symptoms of psychosis to be
important. Nor did they consider alcohol and drug use, living arrangements as a
result of experiences, the amount to which voices are inside my head compared to
outside my head or how loud my voices are, as being important.
Factor 3: Regaining functional and occupational goals. This factor (n=9) consisted of
people who considered functional and occupational goals as being important in
recovery. It was important to this group to regain life functioning and to progress with
occupational goals in life. For example statements like how my experiences affect
the quality and amount of sleep I get, my ability to find work as a result of my
experiences, how my experiences affect my relationships with friends and loved
ones, my living arrangements as a result of my experiences, my ability to look after
myself, were all seen as important. In highlighting his losses one participants stated.
“I feel as though I've gone downhill, I've lost everything, job, house.” In addition, the
19

group did not find internal cognitive aspects to be important. Statements like how
withdrawn I am as a result of my experiences, how empowered I feel over my
experiences, how unpleasant my experiences of voices are, how often my
experiences happen, were not seen as important.
Factor 4: Self Focused Recovery. This factor (N=5) consisted of people who thought
the Self and Feelings of Isolation were important in recovery. This group felt alone
and persecuted and let down by services and felt they could only be dependent on
themselves for recovery. They endorsed statements related to; my experiences
affect my personal freedoms and rights, how withdrawn I am as a result of my
experiences, how my experiences affect my memory and concentration, how positive
I view my experiences, how much I dwell on my experiences, how much
religion/spirituality was involved with my experiences. One service user stated “I feel
people give me no support”. Statements such as, how helpful I feel psychological
therapies are with my experiences, the amount to which my voices are inside my
head compared to outside my head, how active I was in seeking help with my
experiences, were rated amongst the least important factors.
The four factor solution provides an interesting insight into recovery and the different
types of recovery styles. For example, the factor related to emotional change through
social and medical support highlights a group for whom the affective impacts of
having psychotic experiences such as reducing distress and levels of depression are
more important than the actual psychotic symptoms.
The paper also highlights the idiosyncratic nature of recovery. For example, the
fourth group do not value external support and solely place importance on internal
factors. It was noted that people who loaded onto this factor had more symptom
experience and length of symptoms than other groups. This lends support to the idea
that enduring psychotic experiences and negative service experiences are an
important issue to overcome in recovery. As such, it is important to assess service
users’ previous relationships with services and to be mindful of the impact this can
have on their individual recovery style. The limitations of the study are that the factor
solution only explains 36% of the variance with eight people not loading onto any of
the factors. Therefore it is acknowledged that only tentative interpretations can be
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drawn from the results. It was also acknowledged that the sample size was
predominantly from the same ethnic group.

iii) The rise of service user involvement
One of the driving forces behind the emergence of recovery focused care has been
the involvement of service users in research related to the design and provision of
mental health services. Holtom et al (2008) describe the philosophy of Plymouth
Primary Care Trust who were one of the first wave pioneers with the introduction of
support time and recovery (STR) workers in its mental health workforce in 2003. The
paper acknowledges that many of the STR workers may themselves have
experience of using mental health services or caring for people who have had mental
health problems and they can draw on this personal knowledge and expertise to
support clients. They described the role of STR workers as promoting independent
living, providing companionship and friendship within appropriate boundaries, and
providing practical support with daily living and helping people to live ordinarily lives.
One of the key elements of the STR programme is a central role of reflection and
understanding and implementing recovery principles in the service. For example,
appointing a service user as core facilitator of the reflective practice group is seen as
a key step in “de-expertising” reflection and putting more value on the experiential
perspective of service users. The main limitation of the paper is that that it is an audit
report that is descriptive of the introduction of an STR programme. As such it is
unclear if it has been subject to peer review prior to publication.
Dinniss et al (2007) echo this importance of involving service users in the
development and assessment of services. They described the process and
development of an assessment tool; Developing Recovery Enhancing Environments
Measure (DREEM). This small scale research project aimed to identify the perceived
importance of recovery factors in a residential setting. An advisory group was
established comprising ward residents and service user group representatives, as
well as medical and nursing staff. All decisions were made collaboratively within the
group ensuring joint ownership of the project and ensuring that service users and
staff could develop an agreed understanding of the factors that are important in
recovery. The resultant questionnaire is in seven sections yielding 160 datasets that
21

includes demographic, quantitative and qualitative measures. The questionnaire was
completed by 10 residents and 26 staff and the staff and residents rated 24
components of recovery according to their importance. The staff and residents both
endorsed self-identity, meaning in life, and hope as being the most important factors
of recovery. This was taken as a positive affirmation that the team and service are to
some extent achieving the aim of adopting a recovery-based philosophy that reflects
the aims and motivations of the clients.
However there were other aspects that showed significant differences between staff
and service user views. These were with respect to sexuality, spirituality, social roles,
challenging stigma and a general trend for staff to rate the service effectiveness
higher than the residents.
The limitations of this study are that the DREEM tool has not undergone a full
psychometric evaluation and therefore its reliability and validity are unknown. Other
limitations include the small sample size which means that the results may not be
extrapolated to a wider population. However, this project provides a clear and
structured model of recovery for staff and service users to use in evaluating their
service and it promotes collaborative practice between service users and staff that
was valued by all.
Pitt et al (2007) carried out a qualitative, user-led research project to examine the
subjective experience of recovery in people with experiences of psychosis. They
carried out seven interviews with participants who all had personal experience of
psychosis and of using mental health services. The data was analysed using
Interpretative Phenomenological Analysis (IPA) and several themes emerged from
the data. The 3 key themes that emerged from the data were “Rebuilding Self”,
“Rebuilding Life” and “Hope for a Better Future”.
Rebuilding of the self acknowledges that mental distress can often cause a loss of
the sense of self and this can be further aggravated by the disempowering
experience of mental health services. Therefore, key elements of rebuilding the selfincluded: reconciling the past, acknowledging the effects of psychiatric treatment and
making sense of the experience of mental distress. Tools for achieving these aims
included sharing experiences or validating experiences, developing a critique of
mental health services and seeking to take control of one's own life. In terms of the
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Rebuilding Life theme, it is acknowledged that social isolation often accompanies
mental distress. Therefore the recovery process involves rebuilding the life through
social support and active participation in life. The Hope for a Better Future theme
highlights the process of change and desire for change. Factors that are seen as
important include personal transformation and change, challenging people's beliefs,
and the move from social exclusion to social inclusion. In terms of achieving these
aims, service users highlighted that a collaborative approach is required. They
requested a wider choice of treatment options with alternatives to the medical model.
They highlighted protection from harm by professionals and an end to stigma and
discrimination as being important to them.
Another important aspect that emerged from the study suggests that recovery is not
necessarily a linear process but consists of turning points and milestones and again
this is consistent with other research that highlights recovery as a process. The main
strength of the study is the involvement of service-user researchers that produces a
meaningful discourse in relation to recovery from psychosis. However, the small
sample size undermines the generalisability of the study.

iv) New ways of providing services
Thus far we have examined how the concept of recovery has changed over the past
decade and detailed how those changes have influenced the way that staff, services
and service-users think about the process of recovery. This was followed by an
introduction to the idea of service-user research that has helped to develop an
experiential perspective of the factors that are important to service-users in recovery.
Finally, Owens et al (2010), Heenan (2006), Holmes and Gahan (2006) and Kogstad
et al 2010 illuminate different ways of providing services that have developed as a
result of this new understanding of recovery.
Owens et al (2010), developed a qualitative research study investigating the place
and promotion of well-being and mental health services. A qualitative case study
methodology was adopted and nine participants took part in the study. Five of those
were from a service user group and the remainder were mental health professionals.
Service users participated in a focus group and the mental health professionals took
part in semi-structured interviews. The study used Interpretative Phenomenological
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Analysis (IPA) to analyse the data from the focus group and semi-structured
interviews. The study highlighted some areas of agreement in terms of defining wellbeing as a holistic concept. Service users thought of well-being as basically leading a
normal life and doing ordinarily everyday things. Factors that affect the well-being of
service users were raised and mental health professionals raised concerns on the
effect of medication on clients’ well-being. Professionals were concerned that
medication can have a detrimental effect on weight gain which can lead to problems
with service users’ physical health. As such mental health professionals working to
promote the concept of well-being within services. Service users reported positive
experiences of well-being promotion. These included activities such as art therapy,
college courses, day trips, exercise and physical activities including gymnasium and
swimming. Service users reported that these activities gave them a sense of social
inclusion, a sense of purpose and something to look forward to. However some
service users felt that there was a lack of profile regarding the promotion of wellbeing services within the trust. Both service users and mental health professionals
thought that this might be as a consequence of financial constraints. One mental
health professional stated “from a management perspective it's expensive. So if
someone was anxious, you could give them a tablet that sells for less than one
pence and that would help them relax a few hours……… But to say here is a
healthcare assistant who can take you for a walk and a Sunday afternoon, you
looking at something that costs over £10 an hour”
The authors acknowledge that the impact of financial constraints and treatments
offered to service users is difficult to establish due to a lack of previous research.
However the study has strengthened research by obtaining the viewpoints of service
users and MHPs on how well-being services should be provided. Another limitation is
that the study was centred on one mental health trust and had a small sample size.
Heenan (2006) describes a research project in which art therapy is proposed as an
effective way of promoting positive mental health. Previous research (Hillman, 2002)
describes the health benefits of participation in a community choir whereby
participants perceived statistically significant improvements to the general quality-oflife and emotional well-being. In Heenan’s study, 20 in-depth interviews were
undertaken in an art therapy group in Northern Ireland. The data was analysed using
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thematic analysis and three broad themes emerged; Self-Esteem, A Safe Space and
Empowerment.
The idea of art therapy has traditionally focused on the psychotherapeutic form of art
therapy that is associated with Freudian analysis and verbal psychotherapy
(Naumberg, 1966). However more recent approaches have proposed that
engagement in the creative process per se is thought to have therapeutic value. This
is reflected in the current findings where participants report they had low levels of
self-confidence and self-worth but the art therapy programme provided a creative
outlet to promote self-esteem and confidence. “I was overwhelmed with feelings of
worthlessness. I just had no belief in myself. This has given me a new lease of life. I
am not particularly good at it but I am not tortured anymore by these feelings. I am
more confident and less anxious.”
Another thing to emerge from the interviews was that the art therapy course was
seen to provide a safe space. The project was described as a haven as it was not
part of the statutory mental health service provision. Participants described how
statutory services were sometimes viewed with suspicion and mistrust and people
feared being labelled in official records. As such this community-based initiative
provided a safe haven to discuss mental health issues and foster a sense of hope
amid the people who attended classes. People described the art classes as cathartic
and provided a release for stress and anxiety.
Clients also described the art classes as being empowering. Meeting new people
and interacting in a safe environment developed an increased sense of freedom.
There was an agreement within the group that being treated as an individual rather
than a patient or someone to be pitied was in itself empowering. The atmosphere
within the group was described as being encouraging and aimed at developing
independence and the focus was on what could be achieved rather than the
limitations. The client group claims that this was in contrast to statutory services
where the focus was on taking medication in order to “get better”. However service
users criticised the lack of availability of such schemes and their limited opportunity
to take part. They described how when the course ended they were largely left on
their own or were transferred back to traditional forms of medication and intervention.
Heenan contends that that the lack of accessible community-based services is an
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important barrier to recovery and calls for the potential benefits of these services to
be acknowledged by those in a position of power to commission mental health
services. However, the paper fails to note its own limitations and it focuses purely on
the provision of art therapy rather than engaging in any comparison with other forms
of service provision.
Holmes & Gahan (2006) propose the concept of Psychology in the Real World:
Understanding Yourself and Others as an innovative course to tackle social
exclusion and stigma in mental health. The course takes place over 12 weekly
sessions of two hours and participants sign up for the course in the same way they
would for any other arts or education course. There are no selection criteria and it is
advertised as suitable for all. During the first meeting participants select from a
suggested menu of topics that they may be interested in exploring over the duration
of the course. This diverse menu includes topics such as why are we so afraid of
mental illness? Why are people violent? What is the point of being alive? What is that
like to be listened to? The role of medication? The programme is said to be different
from traditional psycho-education programmes in that the opportunity to reflect upon
these questions is more interested in the wisdom of the groups rather than the
wisdom of experts. Although the course utilises different teaching strategies, from
lecture, to group discussion, to experiential investigation, the over-riding principal is
to encourage participants to generate and formulate their own ideas and theories in
response to such questions. To this extent the facilitator is not an educator but a
creator of an environment in which this development can take place. A participant
reported “I thought I would be told all the answers but this is much more liberating”.
The authors conducted an audit project to evaluate the efficacy of the course. 40
people who had attended were sent a detailed questionnaire asking them about their
thoughts on the course and 23 questionnaires were returned. The questionnaire
included 15 questions with an invitation to comment on each. In addition, a blank
page invited participants to make general comments about the course. The results
indicated that the programme had a number of positive effects including reducing
stigma and loneliness and increasing social inclusion. In addition an analysis of
general comments related to the study made reference to the facilitation style
encompassed by the programme. This referenced the honesty, clarity, and
sympathetic response that appeared helpful in creating a therapeutic environment.
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Participants welcomed the trust and honesty in the group, endorsed the nonthreatening environment and people felt validated that their point of view was
accepted by others in the group. One participant described his experience;
“the course made an important contribution to enabling me to get out of the rut I was
in and to move on with my life by leaving a long-term unhappy marriage, and
enabling me to accept and value myself and to sense the care and support of others
in the group”.
The authors contend that at times the course can feel like a therapy group and many
of the therapeutic factors and group psychotherapy identified by Yalom (1995)
appear to occur in the group setting. For example the concept of universality (The
feeling that other people have similar experiences) runs through the topics and group
learning experiences. Some group members who are embedded in psychiatric
services hear the experiences of people who have also struggled but do not have
contact with services, and this can bring about hope, imitative behaviour and
interpersonal learning. This process allows people to critically reflect on their
experiences in the world and this understanding of the roots of people's distressing
behaviour is deemed as helpful by the majority of participants on the Psychology in
the Real World courses.
To obtain a better understanding of clients’ experiences of recovery, Kogstad et al
(2010), analysed 347 client narratives that answered the question “Would you like to
tell a story from a special meeting with a helper or health service system that
constituted a turning point in your life”. The research question aimed to improve the
understanding of the recovery process from the perspective of the person engaging
professional help. The data were analysed by means of a qualitative content analysis
and four main categories emerged from the data. Help to live with a disability,
Rediscovering oneself, Getting through crises and Achieving a new orientation.
These constructs echo earlier papers that propose the discourse of recovery as a
process of achieving positive personal and social change. However, the authors
propose an added dimension at a philosophical level related to the concept of
recovery. They propose an existential dimension to the human condition that states
that human beings are free to make their own choices and to take the responsibility
for those choices. Approaching human beings from this perspective implies a focus
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on freedom, dignity and meaning and acknowledges the importance of individuality
as well as our relationships with other people. In this tradition Yalom (1980) in his
therapeutic practice, has focused on the importance of confronting oneself with
existential challenges. Such challenges can be in relation to isolation, loss and death,
experiencing a lack of meaning. The question in relation to recovery is how can we
promote recovery by focusing on these existential dilemmas? Kogstad contends that
if people who are troubled by mental illness are supported, understood and
respected in the right way then an existential sense of meaning can be engendered
that provides people with the creative power to define one’s own experiences in a
meaningful way. Onken et al (2007) describe this dignity and the right to define one’s
own experiences as the primary mechanism in recovery.
However, Kogstad warns that this shift in emphasis to clinical practice based on
communicative, existential and humanistic may not be easy. Whilst the paper offers
an interesting perspective of the issues relating to the existential perspective of
recovery, it offers little in the way of practical or clinical advice as to how this can be
achieved in practice. It is advised that this humanistic approach is under attack by an
evidence based movement which aims to develop standardised interventions for
standardised diagnostic categories. It appears that over a decade after the
development of recovery based principles there is still work to be done in advocating
the right of individuals to be at the focus of their own recovery.
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Discussion
In setting out the rationale for this literature review, a number of questions were set
that were related to the concept of recovery in mental health. The narrative review of
the literature has identified many of the key themes that are relevant to answering
these questions and a summary of the key points are discussed below;
i) To what extent is symptom alleviation important to service users?
Higgins & McBennet (2007) highlighted that the early discourse in recovery from
mental health problems focussed on the area of cessation of symptoms. But to what
extent is that still true? An alternative viewpoint was the idea that cessation of
symptoms may not be end point of recovery but rather that “living well” in the
presence of mental health problems may be a more realistic goal (Anthony, 1993).
However, Deegan & Drake (2006) described how mental health problems can impact
on other areas of life and can lead to other issues such as discrimination, reduced
civil rights, loss of support and a reduction of responsibilities. Thinking about the
political climate in 2015, one can understand the point that they make. In the current
political climate changes to the welfare system may disproportionately affect people
with mental health problems. For example changes to disability living allowance and
the “bedroom tax” may affect people with mental health problems. These kinds of
issues need to be considered in the context of recovery from mental health problems.
Other studies have emphasised the importance of regaining functional and
occupational goals (Wood et al, 2012). Factors relating to finding work and the ability
to look after oneself were seen as important as and more relevant than symptomatic
recovery. This theme continues and a service user led project highlighted that the
recovery process involves rebuilding the life through social support and active
participation in life (Pitt et al, 2007). This study developed a critique of mental health
services and emphasised the importance of taking control of one's own life. The
quest to a wider choice of treatment options with alternatives to the medical model.
The study also highlighted that sometimes mental health professionals can be
harmful to the clients who they wish to help. As such, a collaborative approach to
treatment is proposed.
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Owens (2012) proposed that leading a normal life and doing normal things are the
key to recovery. They highlighted the importance of activities such as art therapy,
college courses, day trips, and physical activities as being the sorts of activities that
gave them a sense of social inclusion and a sense of purpose.
Finally, Kogstad et al (2010) presents a philosophical argument that recovery in
mental health has an extra dimension that mirrors the universal concepts that we
share as human beings. He refers to the existential dimension of the human
condition whereby as human beings we are free to make our own decisions and take
responsibility for those decisions. Treating people respectfully in this way provides
them with the creative power to define their own experiences and what they mean.
From this review it can be seen that alleviation of symptoms is only one aspect of
recovery in mental health. Service-users place more emphasis on a holistic view of
recovery. Regaining social and occupational functioning are valued. The wider
impact of mental health problems in society are highlighted as being problematic.
The idea of a collaborative approach to services and being involved in decisions
about treatment options are seen as important. Leading a normal life and taking part
in social activities are also seen as more important than symptomatic recovery.

ii) What are people’s thoughts or experiences about medication?
There is some support for the viewpoint that medication plays an important role in
recovery in mental health problems. Piat et al (2009) found that two thirds of
participants had spoken about medication being involved in their recovery. They
identified some key themes in relation to medication; Finding medication that works,
taking medication in combination with services and support, recovery means
complying with medication, recovery means having a say about medication and
recovery means living without medication. Piat contends that medication offers
possibilities for stability and self-management of mental health problems. However
the others warn against the idea of clients being trapped by viewing medication as
their only option (Ng et al, 2008)
Other studies offer a different perspective of medication (Wood et al, 2012). One
cohort from their study suggested that medication played a role in providing
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emotional stability. For those participants who were distressed by psychotic
symptoms taking medication reduced the distress rather than the symptoms per se.
This echoes the views Piat, and perhaps this role for medication needs further
exploration. This suggests a roll of medication in stabilising symptoms in clients as a
platform to engage in further exploration of mental health problems.
However, the role of medication was not universally endorsed. Owens et al (2010)
suggest that medication can be responsible for other problems. For example, weight
gain can affect people's self-esteem and confidence. There can also be long-term
issues in taking psychotropic medication, such as extrapyramidal side-effects.
Other cohorts in the Wood et al (2012) study rejected the benefits of medication.
They highlighted the benefits of collaborative support and understanding as being the
most important factors in recovery.
Others encourage a frank and open discussion about the pros and cons of taking
medication (Holmes & Gahan, 2006). By encouraging people to talk about their own
experiences in these discussions, then the value of the experiences of the group is
seen as more important than professional opinion.
The literature review reveals a multitude of opinions on the role of medication.
However, it appears that there are few people who view medication as the only or
sole answer to mental health issues, and there are few who completely reject the role
of medication either. Therefore, medication is still seen as having a role in the
process of recovery, but the views of the individual must be taken into account and a
collaborative approach to decisions about medication are reported as being
important.

iii) Do the clinicians who provide mental health services have the same ideas
about what is important in recovery as the people who use mental health
services?
It is recognised in the literature that the introduction of a recovery focused model
requires an adjustment in the working practices of mental health professionals
(Repper, 2000). As such mental health professionals need to offer a holistic view of
recovery that not only encompasses the role of medication but much more besides.
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There needs to be an increased sensitivity to clients’ needs including providing
services in a culturally appropriate manner (Deegan 1988). But has this been
achieved in reality?
Aston & Coffey (2011) question if staff and service users have similar views on
recovery. Within the nursing group recovery was described as returning back to the
frame of mind prior to illness. However, such a definition is seen as problematic for
service-users who may never be able to achieve such a complete cessation of
symptoms and therefore could never think of themselves as “cured”.
Other studies suggest that working collaboratively may help alleviate such problems.
The use of service-users in the design and implementation of services can lead to a
shared perspective and a process of “de-expertising” opinions expressed by
professionals. And this can bring about a more structured focus on the experiential
perspective of service users (Diniss et al 2007).
Holmes & Gahan (2006) suggest that working collaboratively with people and
allowing them to co-facilitate groups encourages participants to generate and
formulate their own ideas about mental health. This can create an environment
where service-users feel their viewpoint is validated and accepted by others in the
group.
These points highlight a mechanism for ensuring that mental health professionals
and service users understand each other’s perspectives. Service-user involvement in
the design and implementation of services should be encouraged to provide services
that are sensitive to the needs of clients and address the issues they see as
important.

4) What do community-based projects offer service users that mainstream
services do not?
Owens et al (2010) reported that service-users had positive experiences of using
community based projects. Access to art therapy, college courses, day trips and
physical activities were all highly valued. The study highlighted the holistic concept of
recovery, rather than focusing on any one aspect of recovery. Participants reported
that they valued living a normal life and doing normal things. However, the authors
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discussed the financial constraints in providing such services and noted that access
may be limited. From a management perspective, providing a tablet is far cheaper
than facilitating community based activities.
There is some evidence that engagement in creative processes such as art therapy
can have a therapeutic value and promote self-esteem and confidence (Naumberg
1996). It is proposed that such projects can provide a safe space and can differ from
mainstream services whereby people may fear being labelled or judged and view
services with a sense of mistrust. Therefore, creating a safe environment may be one
important advantage of community based projects.
Another factor may relate to providing services in a way that is meaningful to people
and has some form of ecological validity. This is the perspective adopted by the
“Psychology in the Real World” approach, (Holmes, 2010) where group based work
in community setting provides an alternative to mainstream services. There is an
intuitive appeal to such an approach as people do not live their lives within the
confines of a clinic room where mainstream services are based. Therefore, perhaps
we need to consider the benefits of community based interventions as being better
placed to meet service-users’ needs. The theoretical considerations that support the
use of such community interventions are considered next.

Theoretical Considerations
This review has explored how perspectives of recovery have moved away from the
dominant medical model towards a recovery focused model. One of the key themes
that has emerged from the recovery movement is the importance of social and
personal concepts of recovery (Pitt et al, 2007). Accordingly, this raises the question
of why this is important. What is it about the recovery model that facilitates the
process of change? What are the theoretical considerations that underpin the model
of recovery?
Allen et al (2015) address these questions in relation to the Psychology in the Real
World approach that informs their work in recovery from mental health problems.
They advise that their approach is influenced by the work and ideas of Smail (2006).
He proposes that distress is not as a consequence of inner flaws or weaknesses that
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are located within an individual. In contrast, distress can be as a result of social and
material circumstances that the individual cannot control and has no power to
influence in his everyday life. These circumstances may be many and complex and
can include social hierarchies such as class, gender, sexuality and disability amongst
others. There are also individual influences such as trauma, abuse, neglect or social
isolation. He suggests that the influence of these issues can lead to inequality and
social isolation over which the individual can have little control or power. The idea
that distress arises from “outside inwards” as a result of social and material
influences is a key idea that has influenced the recovery model. Allen et al (2015)
advise that this has informed their approach and they encourage people to develop
“outsight” rather than “insight”. That is to have a better understanding of how social
structures and norms impact on their lives rather than focus on the idea that distress
emanates from within. Smail (2006) argues that the imbalance of social power is an
influence on distress and we should consider the pathology, not of people, but of the
world in which they live.
Allen et al (2015) highlight that these approaches aren’t always reflected in the way
we provide mental health services. The dominant medical model in services still
relies on medication as a proposed “cure” or alleviation of distress. Smail (2006) also
points out that most approaches to therapy emphasise the need for the individual to
change, rather than acknowledge that distress is caused by external factors. This
causes a problem for mental health services. Smail (2006) proposes that if distress is
caused by societal and material factors, then distress is not an illness. It is not
caused by bad genes, faulty cognitions or an oedipal complex. Therefore, distress
cannot be cured by pharmaceutical intervention as per the medical model that
dominates in mental health services. Likewise, Smail questions the utility of
psychological therapy in treating distress if it is concerned with developing change in
the individual. He proposes that successful psychological therapy is not necessarily
about the technique involved in therapy models. It is suggested that in the therapy
literature that non-specific factors such as therapeutic alliance are the strongest
predictor of a good outcome (Allen et al, 2015). This view is also endorsed by other
researchers in the recovery community (Repper & Perkins, 2003) who propose that
recovery is not linked to a particular theory or model of mental health. As such, the
theoretical considerations that underpin the recovery model challenge both the
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medical model and mainstream therapeutic models. Smail goes further when
challenging the utility of psychological therapy;
“However much it may be valued by both patients and therapists the environment of
the consulting room is not the environment in which they live out their lives and for
patients in particular the influence of therapy is of minute significance in contrast with
all the other people and things in their lives. Any adequate account of psychological
distress, what causes it and what might alleviate it, must surely include the totality of
our lives”
Allen et al (2015) propose that these shortcomings in mainstream therapy are a
rationale for providing more community based services along the lines of the Walk
and Talk group that they run in Shrewsbury. They discuss the advantages of their
approach in terms of tackling social isolation, offering a space for people to talk more
widely about influences in their lives and acknowledging that willpower alone cannot
change their situation or alleviate distress.
To help facilitate the development of more community based, recovery focused
services Repper & Perkins (2003) developed a framework for a recovery model
which they used to highlight the important factors to include in the design and
implementation of recovery focused mental health services. The Social Inclusion and
Recovery Model helps to organise and synthesise the ideas about recovery that have
been developed over the past decade. In doing so they highlight the factors that are
important in the concept of social and personal recovery. Indeed, all of the concepts
they highlight echo the themes that have been highlighted in this review.
1. Everyone’s recovery is different and deeply personal. There are no rules of
recovery, or formula for ‘success’. Wood et al (2012) talk of the idiosyncratic nature
of recovery.
2. Recovery does not refer to an end-product or a result. It is not an outcome but a
continuing journey. Higgins & McBennet (2007) make the same point.

3. Recovery is not the same as cure. Repper (2000) made the same point in her
paper that acted as a catalyst for the recovery debate.
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4. Recovery is not a linear process. Wood et al (2012) highlight this point.

5. Recovery is not specific to people with mental health problems.
The Psychology in the Real World Approach (Holmes, 2010) emphasises the
normalisation of experiences.
6. Recovery is about taking back control over one’s life.
This was a key finding of Pitt et al (2007).

7. Recovery is about growth.
The concept of Rebuilding the Self was another finding of Pitt at al (2007).

8. Relapse is not failure, but part of a recovery process.
A common theme was the idea of recovery as a journey.

9. A recovery vision is not limited to a particular theory about the nature and causes
of mental health problems. Smail (2006) makes a similar point about the utility of the
medical model and psychotherapy.

10. Recovery can, and does, occur without professional interventions.
Heenan (2006) and Pitt et al (2007) made similar points in relation to having a safe
haven free from professionals.

The theoretical considerations of the recovery model offers a challenge to the way
that we provide mental health services. Accordingly, what role can Psychology play
in the development of the recovery model?

The Role of Psychology
This review highlights that the recovery model offers a counter balance to the
medical model that has been dominant in the provision of mental health services in
this country. But what role is there for psychology in helping to develop the recovery
model? Indeed, there may be a role for psychology at a societal level, a service
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provision level and at an individual level in helping to shape and deliver the future of
the recovery model.
At a societal level, it has been highlighted that social and material factors are thought
to contribute to distress in individuals who have little power or influence on their
environment (Smail, 2006). At this macro level, we are seeing the impact of such
distress on a daily basis. The scathing cuts to benefits and social welfare budgets
under the current government are having a terrible impact on peoples’ lives. It is
estimated that 80 people per month are dying after “fit to work” assessments (Ryan,
2015). This is an untenable situation and as a profession and society we need to be
doing more to address these issues. At the same time there is an acknowledgement
that mental health services in this country are facing a funding deficit. There is a
continuing call that Mental Health should be given parity of esteem with physical
health within the NHS. It is estimated that only a quarter of those suffering from
depression are in treatment (NHS England, 2015). Such disparity in society and the
disproportionate effects on our poorest communities highlights the need for provision
of additional mental health services to meet this demand. It also highlights that as a
profession, psychology may not be doing enough to highlight the impact of social and
political decisions on the most vulnerable members of our society. Do we need to be
more vocal in our criticisms of politicians and those who make these decisions? Such
questions are possibly outside the remit of this review but they warrant further
discussion in terms of how our profession reacts to unjust and harmful policies that
have such negative impacts on people’s lives and mental health.
Psychology may have an important role in the development of recovery focused
services. McDaid (2012) proposes that service-users and professionals need to be
involved in the design of recovery focused services in a spirit of co-production. Key to
this is the element of choice as to where and how services are provided and what
treatments are on offer. This idea of co-production helps to redress the traditional
power imbalance that has existed between client and professional within services.
McDaid describes this situation as professionals being “on tap” and not “on top”
within a service. McDaid raises another important point when she discussed the
need for professionals to really listen to the experiences of people. Professionals
need to understand the experiential perspective of people in relation to their personal
understanding, aspirations, goals and knowledge about their journey of recovery.
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Given that recovery focused services may not rely upon a specific therapy modality
or technique (Repper & Perkins, 2013) then a shared understanding of recovery is a
key aspect of the recovery model.
Although the recovery model does not ally itself to any particular therapeutic
modality, there may be scope for some therapeutic models to work in alliance with
the recovery model. For example, Acceptance and Commitment Therapy (ACT) and
Positive Psychotherapy (PPT) may be two such models where psychology can be
embedded within the recovery model and this is particularly relevant given their focus
on quality of life rather than symptom alleviation.
Although it is based upon a behavioural model, Acceptance and Commitment
Therapy has an emphasis on acceptance of one’s thoughts, feelings and reality
rather than trying to change them (Hayes, 2004).In this respect it fits in with the
underlying ethos of the recovery model in that it doesn’t place the cause of distress
within the individual. The emphasis on defining personal values and the behavioural
activation aspects of the model would also complement the recovery model.
Rediscovering the Self and Personal Growth are recurring themes in the recovery
literature and this could complement the exploration of personal values that is a key
element in the ACT model. There could be scope within a recovery based service to
run groups or offer one to one sessions using the ACT model.
Similarly, Positive Psychotherapy tackles depression by a process of engaging
positive emotions and meanings rather than directly targeting depressive symptoms
(Seligman, Rashid & Parks, 2006). The authors contend that the focus on building
positive emotions, character strength and meaning for a person will offer resilience
and may counteract any negative feelings a person may be experiencing. The model
also has the advantage that it can be delivered via group sessions, one to one
sessions and online sessions. As such it offers a flexible way of providing support to
vulnerable people using different modalities and potentially different locations offered
by the online programme.
However, the integration of psychology into recovery based services is not without
potential pitfalls. A recurring theme in the literature review related to the negative
experiences that people have had with mental health services. Deegan (2006) found
that clients were suspicious of the language used by professionals and found it
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difficult to relate to their experience. Pitt et al (2007) reported the disempowering
experience of mental health services and Heenan (2006) reports that people valued
a community art project as it was a haven away from statutory services. As such,
people are suspicious about the value of formal psychological interventions in
recovery focused projects. Therefore it is important that psychologists are aware of
these issues and that any potential interventions are planned in conjunction with
service users. Equally important is that psychologists respect and understand the
experiential perspective of people and families who have struggled with mental
health issues and the societal pressure that underpins those struggles. (McDaid,
2012)
This review has focused on the development of the debate around the recovery
model that has occurred over the past decade. It has highlighted the move away
from the medical model towards a recovery focused model of mental health. In this
respect, the debate has been won. There is a clear groundswell of opinion from
service users and mental health professionals that ensures that the provision of
mental health services will continue to change in the coming years. However, still the
spectre of the medical model is dominant in mental health services. Provision of
psychological services and recovery-focused services are still the exception rather
than the rule. For a person with a mental health issue, the first line treatment is still
likely to be pharmacological rather than psychological. Perhaps the next phase of
debate in mental health should relate to parity of esteem for psychological
approaches in comparison to pharmacological approaches? An integration of
recovery focused services with psychology could be a powerful combination. The
idea of collaborative working and co-production of services is still a relatively new
concept. As such, more needs to be done to integrate the recovery model into the
mainstream and to educate mental health professionals to have a better
understanding of the experiential perspective of the clients with whom they work.
This should be the focus for the next development of the recovery model.
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Limitations of the Literature Review
This literature review does not purport to be a full systematic review of the research
on recovery in mental health. Therefore the extent and scope of the review is limited
by the strict inclusion and exclusion criteria to generate papers for inclusion in this
report. In addition, the review was undertaken by a single researcher who adopts a
subjectivist epistemology. Therefore, although objectivity remains a goal to which the
researcher aspires, it is acknowledged that we cannot separate ourselves from what
we know and what we bring to the research process.

Future Research
The author proposes to utilise a Q sort methodology to examine service user
perspectives of recovery in a community mental health setting. The Growthpoint
project is a community-based project funded by North Staffordshire Combined
Healthcare NHS Trust. The project provides a social space where service users can
engage in a number of activities including gardening, carpentry, metalwork, art
therapy, flower arranging, educational activities as well as a social space for meeting
friends and having a cup of tea. The majority of the service users at Growthpoint
have gone through the traditional treatment path of mental health services including
psychiatric evaluation, use of medication, psychological evaluation, therapy and
CBT. However, many of the service users at Growthpoint report that this nontraditional setting has been of great benefit in the recovery process. The current
study aims to evaluate which factors have been beneficial in the recovery process for
the service users at Growthpoint. The study also aims to evaluate which factors a
cohort of trainee clinical psychologist think are important in the recovery process
using the same Q-sort methodology. McDaid (2013) has highlighted the need for
professionals to have a greater understanding of the experiential perspective that
people have in relation to mental health services. Other researchers argue that the
recovery model offers challenges to therapeutic interventions as it suggests that
distress is not all illness that resides in the individual but occurs as a result of societal
pressures (Smail, 2006; Allen et al 2015). The consequence of this is that it is more
important for a professional to understand the experiential perspective of clients
rather than adherence to a psychological model (Repper & Perkins, 2013). As such
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there is a strong rationale for including trainee clinical psychologists in the current
study. Being valued, understood and listened to is a key aspect of the recovery
model (McDaid, 2013). Therefore evaluating the similarities and differences between
service-user and trainees’ views on recovery is a valid and important piece of
research.
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Abstract
Concepts of recovery from mental health problems have developed over the past
decade and we have seen a shift from models based on symptom based recovery
towards models that emphasise positive personal change and the idiosyncratic
nature of recovery. The current study aims to explore perceptions of recovery in a
community mental health project, Growthpoint, which is a gardening project based in
Stoke-on-Trent. A Q Methodology was adopted and 23 participants comprising of 12
service users and 11 trainee clinical psychologist completed a Q – Sort task. A
Centroid Factor Analysis revealed a 3 Factor Solution. Factor 1 was solely endorsed
by trainee clinical psychologists and proposed that understanding and social support
are the key to recovery. Factor 2 was solely endorsed by service-users and proposed
that attending Growthpoint and medication were the key to recovery. Factor 3 was
endorsed by both service-users and trainee psychologists and proposed that
attending Growthpoint and personal growth were the key to recovery. A visual
representation of the conceptual space is presented through the use of
multidimensional scaling. An in depth interpretation of the factors is presented and
the implications of the research are discussed.

Introduction
The traditional approach to recovery in people with mental health problems has
usually focused on improvements in symptoms and occupational functioning
(Silverstein & Bellack, 2008). Symptomatic recovery is often measured using
psychometric tools which pertain to the reduction in symptoms in a variety of
conditions such as depression, psychosis and anxiety. While these are important
outcomes they may not always reflect the idiosyncratic experience of recovery and
factors that people find important as individuals. For example, the emergence of
service-user research groups has led to a re-evaluation of the medical model and the
idea that the alleviation of symptoms is the primary aim of recovery (Pitt, Kilbride,
Nothard, Welford & Morrisson, 2007). Instead it is proposed that other factors
including achieving positive personal change and social change may be more
important. Pitt et al identify key themes of “rebuilding self”, “rebuilding life” and “hope
for the future” as the primary aims of recovery for service users and this reflects the
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desire of service users to gain an increased understanding of their own problems and
to develop an idiosyncratic journey of recovery that reflects the factors that are
important to them. Other researchers echo these sentiments and propose that a
person experiencing mental health problems does not have to experience a
traditional “cure” where there is a complete cessation of symptoms. It is proposed
that a person may continue to experience episodes of symptoms yet have a restored
sense of self, purpose and meaning in life (Higgins & McBennett, 2007).
This shift in emphasis from a perspective of recovery based upon symptom
alleviation, to the idea that recovery is a process to facilitate positive personal and
social change, is an important development. A question that arises from such a
paradigm shift relates to how we actually provide mental health services. Is it
possible to provide services within a traditional mental health clinic to facilitate this
journey of recovery? Some researchers would suggest that a mental health clinic or
ward is not suited for this purpose (Holmes 2010). It is proposed that the traditional
environments in which we provide mental health services are not reflective of the
environments where we live our everyday lives. For example Community Mental
Health Teams or Psychiatric Hospitals tend not to feel like they are part of the wider
community. “Nothing that happens in here is normal; not one thing occurs like it does
in your own home.” were the reflections of one service user (Holmes, 2010).
The idea that recovery is best facilitated in community settings that reflect how we
live our lives is gaining momentum. Some of the pioneering work in this area relates
to the concept of Psychology in the Real World. This concept proposes that
community-based group work, taking place in real-life settings, can help to facilitate
change in people with mental health problems. There are many different projects that
adopt these principles. For example Walk and Talk groups are run for people who
have an interest in walking through the countryside connecting with nature and
connecting with other people within their locality. Specific groups such as Thinking
about Medication facilitate discussions between people who have experience of
taking psychiatric medication and the effect that has had upon them. Other
community based projects include Growthpoint which is based in Stoke-on-Trent and
provides a self-facilitated community with a number of different activities. For
example, people can work on allotments to grow vegetables, can take part in
woodworking classes or can make use of computer facilities within the project. There
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are regular groups to discuss mental health issues and to allow people to share their
experiences. All of these projects are different from the traditional way that mental
health services are provided and are indicative of a recovery based approach to
providing mental health services.

Aim of the empirical paper
The current study uses a Q sort methodology to examine service user perspectives
of recovery in a community mental health setting. The Growthpoint project is a
community-based project funded by North Staffordshire Combined Healthcare NHS
Trust. The project provides a social space where service users can engage in a
number of activities including gardening, carpentry, metalwork, art therapy, flower
arranging, educational activities as well as a social space for a meeting friends and
having a cup of tea. The majority of the service users at Growthpoint have gone
through the traditional treatment path of mental health services including psychiatric
evaluation, use of medication, psychological evaluation, therapy and CBT. However,
many of the service users at Growthpoint report that this non-traditional setting has
been of great benefit in the recovery process. The current study aims to evaluate
which factors have been beneficial in the recovery process for the service users at
Growthpoint. The study also aims to evaluate which factors a cohort of trainee
clinical psychologist think are important in the recovery process using the same Qsort methodology. McDaid (2013) has highlighted the need for professionals to have
a greater understanding of the experiential perspective that people have in relation to
mental health services. As such there is a strong rationale for including trainee
clinical psychologists in the current study. Being valued, understood and listened to
is a key aspect of the recovery model (McDaid, 2013). Therefore evaluating the
similarities and differences between service-user and trainees’ views on recovery is a
valid and important piece of research.
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Method
Ethical Approval
The research project was submitted for peer review and ethical approval to Keele
University and was approved by the Independent Peer Review Committee (Appendix
2B). Keele University acted as sponsor for the research and provided indemnity
cover for the project (Appendix 2C).
The research was carried out within Growthpoint, an NHS funded service, and ethical
approval was obtained from NRES Committee South Central - Hampshire B
(Appendices 2D and 2E). Local Research & Development approval was granted by
North Staffordshire Combined Healthcare Trust, who fund the Growthpoint project
(Appendix 2F).

Q Methodology
Q Methodology has been defined as a foundation for the systematic study of
subjectivity, a person’s viewpoint, opinions beliefs and attitudes (Brown, 1993).
Taken in combination the analysis of multiple Q Sets can reveal the shared
perspectives of participants. In Q Method studies data is collected through the use of
a Q-Sort task. Participants are asked to decide what is meaningful or significant from
their perspective and to rank a set of statements (the Q-Set). The statements are
ranked in relation to each other and utilising a sorting grid that imposes a normal
distribution to the data. The data from several people or Q-Sets can then be
analysed to reveal the extent to which each individual Q-Set is correlated with each
other. Conducting a factor analysis of the data will reveal the common viewpoints
that are present in the data (van Exel, 2005).
Other methodologies were considered for the purpose of the study. Quantitative
methods could have utilised data from questionnaires about the concept of recovery.
ANOVA or Logistical regression could have been used to determine differences
between service-users and trainee clinical psychologists or to determine predictor
variables in relation to outcomes. However, the limitation of this approach is that it
would impose too much structure on the data. Questionnaires, by their nature, limit
the objective responses of participants. It was felt this might not capture the rich
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diversity of opinion in relation to recovery in mental health. Whereas, in a Q SortStudy participants are asked to rank-order all of the statements. Not only does that
provide a structure to the data, but participants are subjectively rating each statement
against each other. This subjective element adds an additional level of complexity
and richness to the data
Qualitative Methods such an Interpretative Phenomenological Analysis or Discourse
Analysis were also considered. However, such methods deal with a discourse that is
generated by the participant. The topics and constructs that emerge from the data
are produced solely by the participants and in this sense it has a degree of ecological
validity. However, the study aimed to explore experiences and understanding of
recovery as defined by constructs identified in the literature. Thus Qualitative
Methods were not deemed suitable for this purpose. It is proposed that Q
Methodology can allow subtle differences to be seen in the data as well as
highlighting major similarities and differences in subjective viewpoints (Coogan &
Herrington , 2011). Therefore Q Methodology is an appropriate methodology for
detecting what factors are seen as being important in recovery from mental health
problems.

Developing the Q-Sort
The first draft of the Q-Sort statements was developed following a comprehensive
review of the academic literature on recovery from mental health problems, relevant
publications and the researcher’s prior knowledge of mental health issues. A number
of themes emerged from the literature that related to recovery in mental health and
these included Symptom Reduction, Medication, Social Functioning, Recovery as a
Process, Self-Development, Community, Social Attitudes and Relationships. In
addition, themes relating to therapeutic factors that were active in group settings
were identified from previous research (Yalom, 1985). Q-Sort statements were
developed to reflect these themes and the first draft of the set contained over 100
statements. A focus group was held with one service user and one member of staff
from the Growthpoint project. The final statements for the Q-Sort set were selected
and the procedure for carrying out the Q-Sort was refined during pilot sorts using the
test materials. The final Q-Sort of 50 statements falls within the recommended range
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of 40-80 statements for a Q-Sort study (Curt, 1994). The final set of 50 statements is
included in Appendix 2G.
A standardised distribution grid was adopted for the study. A sorting grid helps
participants to rank the Q Set statements in a normal distribution, and an 11 point
grid ranging from +5 to -5 was provided for this purpose (Appendix 2H).

Participants
The participants for the service-user cohort were recruited from Growthpoint in
Stoke-on-Trent, a community based project funded by North Staffordshire Combined
Healthcare NHS Trust. The project provides a social space where service users can
engage in a number of activities including gardening, carpentry, metalwork, art
therapy, flower arranging, educational activities as well as a social space for meeting
friends. It is a project that the author was familiar with having visited in the past. It
was the enthusiasm of the service-users that sparked an interest in investigating the
recovery model within a community project. Further discussions with the Acting Head
of Psychology within the trust gave further encouragement to develop the research
idea. The participants for the trainee psychologist cohort were recruited from current
trainees on the Doctoral in Clinical Psychology courses at Staffordshire & Keele and
Manchester universities.

The study adopted a strategic sampling strategy as is recommended for Q-Sort
methodology (Watts & Stenner, 2012). Within Q-Sort methodology each participant
acts as a variable within the study and as such it is appropriate to recruit participants
who are likely to express an interesting or pivotal point of view and have relevant
knowledge of the subject. This provides the rationale for selecting participants from
the service-user group to provide an experiential perspective of mental health issues.
Similarly, participants from the trainee psychologist cohort provide a professional and
personal perspective of mental health issues. The Q Methodology produces a
subjective opinion from each participant about a topic based upon how they sort the
Q statements. This allows each participant to answer using his own experiences
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(Previte, Pini & McKenzie, 2007). Therefore it is methodologically appropriate to have
service-users and trainee psychologists completing the same Q-sort.
In total, the study recruited 24 participants (13 service user participants and 11
trainee psychologist participants). It is recommended that Q-sort studies have a ratio
of two Q-set items to every participant (Watts & Stenner, 2012). With a Q-set of 50
items and a sample size of 24 participants the current study matches this
recommendation. Inclusion criteria for the study were as follows;
Service-user cohort: i) Current Service Users at Growthpoint. ii) Aged 16-65
iii) Capable of giving informed consent.
Trainee psychologist cohort: i) Current trainees on a Doctorate in Clinical Psychology
course. ii) Capable of giving informed consent.
The flow path for participants in the study is as detailed in Appendix 2I.

Participant Information Sheet and Consent Forms
The service-user participants were recruited to the study from the Growthpoint
project in Stoke-on-Trent. Prior to commencement of data collection, a brief
presentation was given to service-users and staff to introduce the research project.
Participant Information Sheets were given to those service-users who were
interested in taking part in the research (Appendix 2J). An opt-in sheet was included
on the Participant Information Sheet and the participants were asked to contact the
researcher if they wished to take part. Similarly, Participant Information Sheets were
circulated to a cohort of Trainee Clinical Psychologists and they were also asked to
contact the researcher if they were interested in taking part in the research.
Those participants who agreed to take part were asked to sign a consent form prior
to inclusion in the study. Separate consent forms were developed for service-user
participants and trainee psychologists (Appendix 2K)
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Procedure
The Q-Sorts for the service user cohort were completed at the Growthpoint project.
Participants were presented with the materials for the study. These comprised of a
set of Q-Sort statements that were printed and laminated on cards of equal size
which had been randomly allocated a statement number. A blank distribution grid
was provided to sort the statements. An A4 grid was provided to allow the
participants to do a first sort of the cards (Appendix 2L), and a set of instructions was
provided to the participants (Appendix 2M). The research question was included on
the set of instructions and was also stated verbally by the researcher when
explaining the procedure. The instructions for completing the Q-Sort are as detailed
in Figure 1;

Figure 1: Q-Sort Instructions
Q-Sort Instructions (Version 1 – April 2015)

Thank you for agreeing to take part. The research question we want to answer is
as follows;
“Which of these statements is the most or least important in recovery from
mental health problems?”


Each of the cards contains a statement that can relate to recovery in mental
health problems.



Based on your own experience of mental health, we hope to find out which
of these statement is most important to you.



Each card needs to be placed on the grid in front of you. The columns to the
right of the grid are the most important cards are to be placed, and those
statements are rated at (+5) on the grid. The least important cards go on the
left hand side and those statements are scored as (-5).



The cards placed in the middle may be those statements that you feel
neutral about.



I’ll ask you to begin by first sorting the cards into 3 piles. The statements
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you think are “most important”, those statements you think are “least
important” and those statement you think are “neutral”.


Next I will ask you to pick your two most important cards and place them in
the far right hand column. We will then proceed to fill in the rest of the grid
based on which statements you think are least or most important. Three
cards would be placed in the +4 column as next most important and so on.



Please feel free to move the cards between columns until you are happy
that the grid reflects your point of view.



If you have any questions, please ask me.



When you have completed the Q-Sort I will ask you to complete a short
questionnaire.

Thank you again for taking part!

After the participants completed the Q-Sort they were asked to examine the sort one
last time to ensure that it reflected their point of view. The participants were then
asked to complete a short questionnaire about their experience of taking part in the
research. (Appendix 2N)
The cohort of trainee clinical psychologists completed the Q-Sort in the same way.
The only differences were those Q-Sort statements that related specifically to
Growthpoint as some of the trainees were not familiar with the project. Therefore
when explaining the procedure before the Q-Sort, the researcher advised the
trainees to think about their experience or knowledge of other community mental
health projects in relation to statements that specifically mentioned Growthpoint. The
majority of the trainee Q-Sorts were completed at Staffordshire University, while a
small number were completed during home visits by the researcher.
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Results
Descriptive Statistics
24 people agreed to take part in the research project, 13 service users and 11
trainee clinical psychologists. One participant from the service user cohort had
difficulties in completing the Q-Sort and their data has been excluded from the Q-Sort
Analysis. However, this participant was still able to offer a valuable input via the
questionnaire and their data has also been included in the descriptive statistics.
Table 1 and Table 2 highlight the demographic characteristics of the participants.

Table 1: Demographic Data - Whole cohort
Gender

Number

Range

Minimum

Maximum

Mean

Std
Dev.

Male: Age

14

34

30

64

42.21

9.504

Female: Age

10

26

27

53

36.30

11.156

Total: Age

24

37

27

64

39.26

10.330

Table 2: Demographic Data – Split by cohort
Gender

Number

Range

Minimum

Maximum

Mean

Std
Dev.

Male: Age
Service-User

10

31

33

64

46.20

8.189

Male: Age
Trainee Psy.

4

5

30

35

35.25

2.217

Female: Age
Service-User

3

2

51

53

52

1.000

Female: Age
Trainee Psy.

7

8

27

35

29.57

3.207
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Table 1 demonstrates that of the twenty-four participants, fourteen were male with a
mean age of 42.21 years old (sd, 9.504). Ten of the participants were female with a
mean age of 36.30 years old (sd, 11.156).
Table 2 demonstrates that when the sample is split by gender and cohort, the age
difference between the service-users and trainee psychologists was more
pronounced.
There were ten male service users with a mean age of 46.20 years old (sd, 8.189) as
compared to four male trainees with a mean age of 32.25 years old (sd, 2.217).
There were three female service users with a mean age of 52 years old (sd, 1) as
compared to seven female trainees with a mean age of 29.57 years old (sd, 3.207)

Data Analysis
Twenty three Q-Sort sets were analysed using PQ Method software that was
specifically developed for Q-Sort Analysis (Schmolck, 2014). The analysis and
interpretation of factors followed techniques described by Watts and Stenner (2012).

Correlation Matrix
The Correlation Matrix for the initial analysis is as detailed in Appendix 2O. This
demonstrates the extent of the relationships between each of the individual Q-Sorts
in the sample. For example the correlation coefficient between Q-Sorts 10 and 11 is
0.58 and is significant as r>0.37, p<0.01 (Watts & Stenner, 2012). However, the
Correlation Matrix represents the total variance and meaning expressed by the entire
cohort and further analysis is required to extract the shared meaning between the
individual Q-Sorts. To identify the factors that represent the key viewpoints shared by
individual Q-Sorts a Centroid Factor Analysis was performed.
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Factor Analysis
A Centroid Factor Analysis was carried out to determine the best factor solution
present in the data. Watts and Stenner (2012) advise that Centroid Factor Analysis is
the only true factor analytic method available in PQ Method. It also allows greater
flexibility to be supportive of graphical, theoretical and by-hand rotations. As the
current study proposes to utilise Multidimensional Scaling to provide a graphical
representation of the Q-Sort data, a Centroid Factor Analysis was carried out in
preference to a Principal Components Analysis. The un-rotated factor results of the
Principal Components Analysis are as shown in Table 3

Table 3: Un-rotated Factor Results – Principal Components Analysis
Q-Sorts
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
Eigenvalues
% expl.Var

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7
0.1328 -0.5364 -0.3270 0.2255 -0.1970 0.0328 -0.1072
0.6113 -0.1022 0.0785
0.3792
0.2904 -0.1696 0.2494
0.6348 -0.1238 0.1637
0.1834
0.0476
0.0381
0.1130
0.5204 -0.1711 0.2259
0.1163
0.0773
0.1935
0.1225
0.3964 -0.1180 0.3837
0.3975
0.0687 -0.0138 -0.1703
0.5214 -0.1348 -0.3026 -0.1754 0.1178
0.0808 -0.2609
0.4960 -0.2862 -0.2051 -0.0506 0.2663
0.1344
0.1002
0.3948 -0.5277 -0.3557 -0.1126 0.3289 -0.0521 0.1657
0.1984 -0.3998 -0.0260 -0.1368 -0.2105 -0.0993
0.1028
0.2382 -0.5347 0.2154 -0.5526 -0.1447 -0.3689 0.1583
0.5367 -0.1853 0.1741 -0.4197 -0.1668 -0.1822 -0.1406
0.3778 -0.2753 0.2939
0.1047 -0.2075 0.2395 -0.2201
0.5804
0.3845
0.3280
0.0781
0.0309
0.1930
0.1714
0.3999
0.5609
0.0469
0.2205 -0.0655 -0.1169 0.0471
0.4855
0.3376
0.2775 -0.2049 0.1490
0.1798 -0.0749
0.5456
0.0976 -0.2783 0.0774
0.1866 -0.1800 -0.0906
0.5756
0.2541
0.3066
0.2796
0.0624 -0.3286 -0.1774
0.4698 -0.0484 -0.1617 0.0410 -0.2704 0.1669 -0.1128
0.3560
0.4038 -0.3307 -0.2546 -0.5216 0.1460
0.0648
0.6138
0.1287 -0.1724 -0.1565 0.1926 -0.2418 -0.3193
0.5835
0.1928
0.3328 -0.2031 0.1487
0.1664
0.1711
0.4778
0.6066 -0.3331 -0.0468 -0.1597 0.2370
0.0327
0.6617
0.4770 -0.1772 0.2102 -0.0233 -0.0550 0.1751
5.5153

2.7564

1.5387

1.3165

0.9619

0.7509

24

12

7

6

4

3
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0.5967
3

The Kaiser-Guttman criteria state that for a factor to be interpretable then it must
have an eigenvalue greater than 1 (Guttman, 1954) (Kaiser, 1960). Therefore the
initial results of the Centroid Factor Analysis suggest a 4 factor model may be the
best solution.
However, Humphrey’s Rule (Brown, 1980) suggests that where factors are on the
borderline of meeting this criteria, then further examination may be required.
Therefore further examination was carried out with regard to Factor 4. Humphrey’s
Rule states that a factor is significant only if the cross product of its two highest
loadings exceeds twice the standard error.

In the current study, the standard error is;
1 / (square root of the number of items in the Q-Set)
= 1 / (square root of 50)
= 1 / 7.071
= 0.1414 (Rounded up to 0.15). Therefore twice the standard error is 0.30
The cross product of the two highest loading for factor 4 are for Q-Sorts 10 and 11
respectively = -0.5526 x -0.4197 = 0.232

Therefore Factor 4 failed to meet Humphrey’s Test and was removed from the
model.
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Scree Plot
A Scree test was plotted to evaluate the appropriate number of factors to accept in
the model (Cattell, 1966).
Figure 2: Scree Plot
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The Scree Plot does not show a definitive elbow, although it begins to flatten after
Factor 3. However, the eigenvalue for Factor 3 is above our criterion of 1, thus
indicating that a three factor solution may be preferable to a two factor solution.
Furthermore, Watts and Stenner propose that as a rule of thumb, one factor should
be extracted for every 6 Q-sorts included in the data set. As 23 data sets were
included it is appropriate to adopt a three factor solution over a two factor solution.

60

Rotation
The Centroid Factor Analysis was re-run based on a 3 Factor Model and subjected to
Varimax rotation. The resulting factor loadings are displayed in Table 4.
Table 4: Factor Loading following Varimax Rotation
(Sig Loading = 0.37 or greater)
Factor Matrix with an X Indicating a Defining Sort
Q-Sort
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23

Factor 1 Loadings
-0.1361
0.2970
0.1538
0.0599
-0.1056
0.4194
0.2147
0.0927
-0.0310
-0.1021
0.2815
-0.0024
0.3979
0.5246X
0.4135
0.4670X
0.3042
0.3717X
0.6266X
0.5269X
0.3563
0.8146X
0.7120

Factor 2 Loadings
0.5523X
0.2682
0.2601
0.2530
0.0652
0.4460
0.4871X
0.7039X
0.4706X
0.4706X
0.3763X
0.2997
-0.2026
-0.3478
-0.1231
0.2347
-0.0809
0.3057
-0.0005
0.2586
0.0400
-0.1874
-0.0936

Factor 3 Loadings
-0.0498
0.4393X
0.6711X
0.5859X
0.6702X
0.1054
0.2294
0.0427
0.0197
0.0584
0.2775
0.3584
0.6424
0.3424
0.4230
0.2241
0.6302X
0.1645
-0.1031
0.2408
0.5102X
0.0717
0.3934

% Explained
Variance

15

11

15

Table 4 indicates a 3 Factor Model with the following structure;
Factor 1: Q-Sorts 14, 16, 18, 19, 20, 22
Factor 2: Q-Sorts 1, 7, 8, 9, 10, 11
Factor 3: Q-Sorts 6, 13, 15, 23
Confounded Q-Sorts: Q-Sorts 6, 13, 15, 23 Non-Significant: Q-Sort 12
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Hand Rotation
A visual inspection of the data revealed that some of the confounded factors and the
non-significant factor were approaching the required factor loading to be included in
the model (0.37 or above). Therefore, using PQ Method, hand rotations were
performed on the data set. A rotation of -2 degrees between Factors 2 and Factor 3
was sufficient for Q-Sort 12 to be included in the model. For Q-Sort 12, this increased
the loading on Factor 3 from 0.3584 to 0.3686 (0.37 to 2 decimal places) and allowed
the data to be included in the final model.

Further rotations between Factor 1 and Factor 3 were attempted to bring confounded
Q-Sorts 6, 13, 15 and 23 back into the model. However, this was not successful as
other Q-Sorts would need to be removed from the model for no additional gain.
Therefore the following 3 Factor Model was adopted as the best solution:-

Factor 1: Q-Sorts 14, 16, 18, 19, 20, 22
Factor 2: Q-Sorts 1, 7, 8, 9, 10, 11
Factor 3: Q-Sorts 6, 12, 13, 15, 23
Confounded Q-Sorts that map onto more than one factor: Q-Sorts 6, 13, 15, 23

The final three factor model adopted accounts for 41% of the variance in the data,
15% of which is explained by Factor 1, 11% of which is explained by Factor 2 and
15% of which is explained by Factor 3. This is in line with the recommendation of
Watts and Stenner (2012) that a model should explain at least 35% - 40% of the
variance in the data.
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The final factor loading for this solution is as detailed in Table 5
Table 5: Final Factor Loading following Varimax and Hand Rotation (-2 deg,
Factor 2 and 3)
(Sig Loading = 0.37 or greater)
Factor Matrix with an X Indicating a Defining Sort
Q-Sort
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23

Factor 1 Loadings
-0.1361
0.2970
0.1538
0.0599
-0.1056
0.4194
0.2147
0.0927
-0.0310
-0.1021
0.2815
-0.0024
0.3979
0.5246X
0.4135
0.4670X
0.3042
0.3717X
0.6266X
0.5269X
0.3563
0.8146X
0.7120

Factor 2 Loadings
0.5537X
0.2527
0.2365
0.2324
0.0418
0.4421
0.4788X
07020X
0.4696X
0.5063X
0.3664X
0.2870
-0.2249
-0.3595
-0.1378
0.2267
-0.1029
0.2998
0.0031
0.2501
0.0222
-0.1898
-0.1072

Factor 3 Loadings
-0.0305
0.4484X
0.6797X
0.5844X
0.6721X
0.1209
0.2462
0.0673
0.0361
0.0761
0.2904
0.3686X
0.6349
0.3300
0.4184
0.2322
0.6270X
0.1751
-0.1030
0.2497
0.5113X
0.0651
0.3899

% Explained
Variance

15

11

15

Conceptual Map
To help facilitate interpretation of the data a conceptual map of the Q-Sort data was
produced using Multidimensional Scaling, The technique measures the Euclidean
space or psychological distance between a data set’s characteristics (Giguere 2006).
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In complex data sets, such as those produced in Q-sort methodology, especially
when a multi factor solution is indicated, then Multidimensional Scaling can provide a
visual interpretation of the data. In this study, each individual Q-Sort has been
mapped in the 3 dimensional conceptual space indicated by our 3 factor solution. In
addition, the individual Q-Sorts have been colour coded to illustrate which factors
they load onto. The correlation matrix adopted for our 3 factor solution was used as
the input data for the Multidimensional Scaling. The Data Analysis was carried out
using SPSS Version 21. The table detailing the Euclidean Distance calculated
between individual Q-Sorts is included in Appendix 2P. The 3 dimensional coordinates calculated for the MDS graph are included in Appendix 2Q.
The colour coding for the conceptual map is as follows;
Factor 1 = Red,

Factor 2 = Blue, Factor 3 = Green, Confounded Q-Sorts = Yellow

Figure 3: MDS Conceptual Map
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Interpretation of the MDS Conceptual Map
The data points are displayed with anchors attached to the z-value to aid with
interpretation.
Factor 1 Q-Sorts are coloured in Red. They score highest on the Y-value and
participants are clustered in the conceptual space in areas that reflect this. This is the
Factor One axis.
Factor 2 Q-Sorts are coloured in Blue. They score highest on the Z-value and
participants are clustered in the conceptual space in areas that reflect this. This is the
Factor Two axis.
Factor 3 Q-Sorts are coloured in Green. They score highest on the X-value and
participants are clustered in the conceptual space in areas that reflect this. This is the
Factor Three axis

Factor Arrays and Difference Scores
The final step before describing and interpreting the factors is the calculation of factor
arrays and difference scores. The factor array is produced from the weighted Zscores that are calculated during the Q-Sort Analysis. The weighted Z-scores are
mapped onto the Q-sort grid and represent a reconstruction of the idealised
viewpoint that defines that factor (van Exel, 2005). As such, they are a valuable tool
in allowing the researcher to interpret and understand the collective viewpoint
portrayed in each factor. Difference Scores examine the magnitude of difference
between a statement score on any two factors. Therefore they indicate the ways in
which factors are distinctive from each by highlighting those statements that are
significantly different between factors. The Z-scores and corresponding rank for each
statement is included in Appendix 2R. The Factor Q Sort Values for each statement
is included in Appendix 2S and is indicative of the difference between factors.
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Discussion
Factor array content and participant demographics were explored to develop an
interpretation of the factor viewpoints and their meaning.

Figure 5: Factor Array for Factor 1
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Factor 1: Trainee Psychologist viewpoint: “Understanding ourselves better and
receiving social support are the keys to recovery in mental health”.

Factor 1 has an eigenvalue of 5.52 and explains 15% of the study variance. Six
participants are significantly associated with this factor and these are Q-Sorts 14, 16,
18, 19, 20 and 22 respectively. All of the participants associated with this factor are
trainee clinical psychologist and comprise of one male aged 31 and five females with
an average age of 29.60 years.
For the people in Factor 1, Having someone to talk to about problems and gaining a
better understanding of themselves were seen as the most important statements in
recovery from mental health problems (25, 18: +5).
There was also a strong emphasis on social support networks and the help they
could offer to a person in crisis (28: +4). In particular, the role of family support was
valued as was secure living arrangements and accommodation (27, 42: +3). An
understanding of the past was viewed as important and this ties in with a hope of
developing goals for the future (37, 34: +4). There was a degree of importance
placed on the idea of shared experience and realising that you are not the only
person who feels like this (30, 33: +3) and perhaps this is indicative of a wider aim of
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normalising the experiences of people who have mental health problems. This theme
is further emphasised by the endorsement of statements relating to understanding
how mental health problems may have changed the person and realising that life is
full of ups and downs (19: +2, 36: +1). Some of these potential ups and downs are
suggested when the stigma related to mental health and problems with benefits are
items that were endorsed higher in Factor 1 than in other Factors (45: +1, 43, 0).
Again this highlights some of the social problems that may be experienced as a
result of mental health issues and re-enforces the idea of social networks providing
important sources of help in overcoming those issues. However, the importance
placed on social networks is undermined when being in a relationship was endorsed
as the least important statement (24: -5).

There was some emphasis placed on the reduction of symptoms such as feeling less
depressed and a reduction in self-harm (2: +2, 39: +1) however the route to recovery
seemed to focus on the development of understanding and social networks rather
than traditional mainstream services. For example, there was a rejection in the idea
of medication being a solution for recovery in mental health problems. Finding
medication that works, the benefits of medication and the need to take medication
regularly were all statements that were ranked low (8: -3, 6: -4, 10: -4). This seems to
be in contradiction with the statement that having a say in the medication that a
person takes is important (7: +2). However, this could be interpreted that having a
choice not to take medication is the meaning that was adopted by the participants.
Although there was a rejection of medical intervention as being important in recovery
in this Factor viewpoint, there was not a strong endorsement of psychological
intervention either. Seeing a counsellor or therapist and attending mental health
services were not strongly endorsed and were ranked lower in Factor 1 than in the
other Factors (4: -1, 22, -3) and similarly psychological therapies were not heavily
endorsed (49: -1). In addition, there was a distinguishing difference between Factor 1
and the other Factors in relation to attendance at the Growthpoint project. The
importance of feeling part of the Growthpoint community was highly valued by the
other factors but rated low on Factor 1 (11: -1, 29: +1). This is further emphasised
when learning to join in on groups is endorsed as the least important statement in
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recovery from mental health issues (31: -5). The failure of the Factor 1 participants to
provide an endorsement of psychological interventions or community projects like
Growthpoint highlights an inconsistency in the viewpoint. As a whole, the viewpoint
highlights the importance of promoting social support networks and the importance of
having someone to talk to about problems. Without a strong endorsement of
psychological therapy or the importance of attending projects like Growthpoint, the
question arises as to where the process of recovery is facilitated?
The dilemma highlighted in the factor view is summarised by Participant 18 who
stated.
“Projects like Growthpoint provide a good alternative to traditional therapies. I like
how they equalise the power differences that can happen in therapy. In those
settings, everyone is just the same and sharing stories and experiences with others
is really important and people can guide their own recovery and look after their self.
But in a way I’m drawn. My personal and professional beliefs are sometimes different
and which should I go with?”

Figure 6: Factor Array for Factor 2
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Factor 2: Service-User Viewpoint: “Attending Growthpoint and taking my medication
are the keys to recovery in mental health. But I don’t need much interaction with
others”

Factor 2 has an eigenvalue of 2.76 and explains 11% of the study variance. Six
participants are significantly associated with this factor and these are Q-Sorts 1, 7, 8,
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9, 10, and 11 respectively. All of the participants associated with this factor are
service-users and comprise of four males, average age 46.75 years and two
females, average age 51 years.
For the service-user group who comprised of Factor 2, attendance at Growthpoint
and feeling part of the Growthpoint community were the most important factors
related to recovery in Mental Health problems (11: +5, 29: +5). In addition, the
viewpoint emphasised the importance of medication in the recovery process. Finding
medication that works and taking medication regularly were highlighted as being
important (8: +4, 10: +4). In addition, a reduction of symptoms related to mental
health issues was endorsed, including being able to concentrate and remember
things and feeling happier (1: +4, 4: +3, 5: +3). The mechanism by which these
changes may occur was also seen to be important and the factor viewpoint
highlighted a number of these. Attending mental health services was seen as more
important in this factor than in others (22: +3). Items related to seeing a counsellor,
having a good relationship with a support worker and psychological therapies were
more heavily endorsed by Factor 2 than in other factors (3: +1, 48: +2, 49: 0). As well
as endorsing items relating to professional support structures, being in a relationship
was also seen as being more important in comparison to other factors (24: -1).

The items that were viewed as less important were religion and spirituality and a
reduction in self-harm. (38: -5, 39: -5). However, many of the participants reported
that they did not have a religion or self-harm and therefore it is more likely that these
items simply did not apply to many people rather being reflective of a degree of
importance. The factor viewpoint expressed less concern about other people’s
attitudes towards them (44: -4). This is highlighted where the factor viewpoint rejects
the idea that social support is important to these individuals. For example, being in
employment or education, meeting new people and getting support from other
service users are less important to this factor than to others (14: -4, 12: -1, 26: -1). At
first reading, this rejection of social support may seem at odds with the importance
placed on attendance at Growthpoint and the value of being a member of the
Growthpoint community. However, this may reflect the ethos of the project, where
service users are able to be as active within groups or to engage in more solitary
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tasks as they prefer. In addition many of the service-users have been attending
Growthpoint for a long period of time and may be familiar with the people there but
apprehensive about the suggestion of meeting new people or being in employment.

The factor viewpoint focuses on the need of the service-users to access as much
support as they can and may be indicative of a service user group who are currently
experiencing more severe problems than others. For example, they have endorsed
items relating to attending Growthpoint, taking medication, attending mental health
services, seeing a counsellor or therapist and accessing psychological therapy.
Despite being the most likely factor to endorse the use of medication, they think it
least important to have a say in the medication they take (7: -3).This may indicate an
over-reliance on professional support and medical intervention. They are less
concerned about gaining additional social support, other than given by Growthpoint.
And they seem to have less interest in understanding themselves better, feeling
positive about the future and achieving goals in the future (18: 0, 17: 2, 34: +1)

Some of the issues for this Factor are highlighted by the statement of Participant 11.
“Sometimes, I feel out of control and I get depressed when I lose control. When I’m
here I don’t feel like a stranger as everyone else knows how you are feeling. But I
also get medication from my GP and used to see a counsellor”

Figure 7: Factor Array for Factor 3
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Factor 3: Shared Trainee and Service-Users Viewpoint: “Attending Growthpoint,
looking to the future and getting involved in new activities are the keys to recovery in
mental health”

Factor 3 has an eigenvalue of 1.54 and explains 15% of the study variance. Seven
participants are significantly associated with this factor and these are Q-Sorts 2, 3, 4,
5, 12, 17 and 21 respectively. Of the participants associated with this factor, five are
services users and comprise 5 males of average age 48.40 years. The remaining two
participants are trainee clinical psychologist and comprise of one male aged 30 years
and one female aged 29 years.
This was the only Factor that was comprises of both trainee clinical psychologist and
service-users. The most important statements endorsed in relation to recovery from
mental health related to feeling part of the Growthpoint community and building on
your strengths (29, 21: +5).
Factor 3 participants endorsed statements that conveyed a sense of optimism for the
future. Being able to make decisions for oneself, feeling positive and achieving goals
in the future were all seen as being important (16, 17, 34: +4). And the mechanism
suggested for achieving these aims related to social interaction with other people.
Taking part in social activities, learning new skills and support from other service
users was favoured by this group (13,15, 26: +3). There was also a degree of
importance placed on reduction of symptoms and feeling less depressed (12: +2). In
comparison to other factors, these people see the importance of meeting new
people, joining in on groups and being in employment (31: +2, 14: +1, 12: +2). They
also value the relationship that they develop with people. Learning to trust people
again and meeting people who can act as role models are seen as important (23: +1,
35, +1) and finding new meaning in life are endorsed more highly in this factor than
in any other (20: +1).
For this factor, medical intervention is not viewed as important, especially in
comparison to the service-user group in Factor 2 who highly endorsed the use of
medication (6: -4, 7: -3). However, despite endorsing the development of social
relationship and interaction, the participants in this factor are less likely to talk to
someone about their problems or seek help in a crisis (25: 1, 28: 0). They are also
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the least likely to endorse psychological therapy or to learn about mental health
conditions (49, 32: -2). This suggests that they are using the support networks that
they develop in a different way. It appears they use social networks to develop and
build on their own strengths and look to the future. They do not however, use social
networks to discuss their problems or seek help in a crises (25: +1, 28: 0). In a
similar manner to Factor 2 participants, they rejected the importance of religion or a
reduction in self-harm (38, 39: -5) which reflects anecdotal comments that few of the
participants had a religious faith or had self-harmed.
Some of the issues for this Factor are highlighted by the statement of Participant 3.
“Growthpoint opens the opportunity to build one’s confidence, which can open up
new paths to recovery. Growthpoint is extremely important to myself and others as
they allow us to grow in both confidence and self-worth and offer excellent support”

Clinical Implications
Analysis of the data produced a three factor solution.
Factor 1: Trainee Psychologist viewpoint: “Understanding ourselves better and
receiving social support are the keys to recovery in mental health”.
Factor 2: Service-User Viewpoint: “Attending Growthpoint and taking my medication
are the keys to recovery in mental health. But I don’t need much interaction with
others”
Factor 3: Shared Trainee and Service-Users Viewpoint: “Attending Growthpoint,
looking to the future and getting involved in new activities are the keys to recovery in
mental health”

A key finding of the study was the emergence of separate viewpoints in relation to
recovery from mental health problems for trainee clinical psychologists and for
service-user participants. It might have been expected that there would be some
difference in the subjective opinions of the trainees and the service-users but to have
two different factors with no overlap was a surprise.
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Differences between the factors:
Some of the key differences between the Factor One and Factor Two viewpoints
related to medication. The service user participants endorsed statements related to
taking medication regularly and finding medication that works, whereas trainee
clinical psychologist were more ambivalent about those aspects. Service users also
endorsed statements related to reduction in symptoms such as having fewer
symptoms of a mental health problem and being able to concentrate and remember
things. In contrast, the trainee clinical psychologists placed more emphasis on
aspects of recovery relating to understanding the past and having someone to talk to
about problems.
It was noted that the trainee cohort did not endorse statements that valued
attendance at Growthpoint or community based projects whereas this statement was
highly endorsed by both Factor Two and Factor Three participants. Given the focus
placed on social support by Factor One this was surprising. The factor participants
need to consider the context in which mental health services are provided and
ensure that the concepts that are viewed as important are delivered in a setting that
is appropriate. It was also noted that Factor Two participants endorsed statements
that related to levels of support from different sources. As well as valuing attendance
at Growthpoint they endorsed statements relating to medication, psychological
therapy and seeing a counsellor more than other factors. This may be indicative of a
group that requires higher levels of support and may indicate persons who are in
acute phases of illness.

What could account for these differences between factors?

1) There may be a completely separate perception of recovery based on
experience. The client group have an experiential perspective of living with
distress and mental health issues. It may be that their experiences have led
them to endorse the use of medication as a way to alleviate symptoms. Or
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they may be entrenched in mental health services and it’s just become the
normal thing for them to take medication.

2) This difference may also be affected by belief and attitudes of trainee
psychologists developed during clinical training. The majority of trainee clinical
psychologists attended a training course where the development of a critical
perspective was encouraged. As such trainees may be more sceptical to the
claims made about the efficacy of medication and by nature of their
professions would endorse interventions that focus on psychological and
social intervention over medical intervention.

3) A demographic explanation could be the age difference between the cohorts.
The mean age of the Factor One cohort was 29.60 years old compared to
46.75 years old for Factor Two. As such there may be a different view of
medical professionals based upon this generational difference. The older
cohort may be more deferential to the opinion of medics than the younger
cohort

4) If the analysis had been run using only Growthpoint attendees, the result of
the analysis would have been exactly the same for those participants left in
the model. Effectively we would have been left with a 2 factor model rather
than a 3 factor model, as the correlations and euclidean distance between
each of the remaining participants would be exactly the same.

Given the results of the analysis a number of service delivery recommendations can
be made:
1) Consideration may be given to providing psychological support to the
Growthpoint project. At present there is no psychological input, although
support workers within the project do create an environment that is sensitive
to individual people’s needs.

74

2) “Psychology in the Real World “approach may be beneficial. For example, a
group discussion on the role of medication may be helpful to Factor Two
participants who endorsed the use of medication.
3) Acceptance and Commitment Therapy may be integrated within the project.
Potentially participants from Factor Two may benefit as they seem particularly
isolated. Groupwork or one to one sessions may be beneficial.
4) However, it may be that the introduction of such support may change the
dynamic within the Growthpoint community. Perhaps people would feel that a
more structured form of support is the antithesis of what is provided at
Growthpoint?
5) Given the disparity between the trainee perspectives and service-user
perspectives more training on the concepts of the recovery model is required.

For any proposed changes, both service-users and professionals need to be involved
in the design of recovery focused services in a spirit of co-production. Key to this is
the element of choice as to where and how services are provided and what
treatments are on offer. This idea of co-production helps to redress the traditional
power imbalance that has existed between client and professional within services.
McDaid (2012) describes this situation as professionals being “on tap” and not “on
top” within a service. Another important point is the need for professionals to really
listen to the experiences of people. Professionals need to understand the experiential
perspective of people in relation to their personal understanding, aspirations, goals
and knowledge about their journey of recovery.

Researcher
It is important to understand the relationship between the researcher and the
research in terms of the development, implementation and interpretation of the
research project. The research was undertaken by a single researcher who adopts a
subjectivist epistemology. Therefore, although objectivity remains a goal to which the
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researcher aspires, it is acknowledged that we cannot separate ourselves from what
we know and what we bring to the research process. As such it may not be possible
to remain objective within the research setting although this would always be the aim
of the researcher.

Limitations
The three factor solution only explains 41% of the variance with four people not
loading onto any of the factors. Therefore it is acknowledged that only tentative
interpretations can be drawn from the results. It was also acknowledged that the
sample was predominantly from the same ethnic group. Exploring recovery with
different ethnic minorities may identify any differences in approaches to recovery and
would help service provisions for those from different cultural backgrounds.
The trainee clinical psychology sample was predominantly from one university. A
larger cohort of trainees from different universities may have provided a different
perspective.
One potential limitation of the study is that it didn’t provide a breakdown of the trainee
psychologist participants in terms of their year on the programme or training in the
recovery model. This would have been of interest and may provide a rationale for
future study.
Another potential limitation relates to the inapplicability of Growthpoint items in the Qsort in relation to trainee clinical psychologists who may not have experience of the
Growthpoint project. The validity of those items and other terms in the Q-Sort
including “my”, e.g. “my sexuality” may have led to a degree of ambiguity for some
participants completing the sort. However, from a methodological view it is
acceptable to use terms like “my” within the Q-Sort statements. Indeed, for each
statement sorted it is a subjective viewpoint from the individual that we seek in the
model. And in relation to specific statements about Growthpoint or other community
projects it is also acceptable within the Q-Methodology to subjectively rate
statements about items that you have no objective knowledge about. Stenner &
Watts (2012) contend that Q-Methodology can use any set of stimulus objects and
be able to place them in an order of personal salience.
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“The reflective mirror of recovery: Using personal experiences in the reflective
process”

Abstract
The importance of reflective practice is discussed in relation to professional
standards in Clinical Psychology. Concepts relating to reflective practice are
introduced and the Atkins and Murphy (1994) Models of Reflective Practice is
reviewed. Using this model as a framework, the author uses a narrative approach to
compare her experience of recovery from diabetes to the experience of recovery
from mental health problems. The author uses Q-Sort methodology to compare
factor viewpoints that emerged from the Q-Sort analysis and combines this with the
model of Reflective Practice.

Introduction
It is a requirement of the Doctorate in Clinical Psychology programme at the
universities of Staffordshire and Keele that trainees complete a reflective paper as
part of their thesis. This is in line with the Health & Care Professions Council (HCPC)
and British Psychological Society (BPS) whose guidelines highlight the importance of
reflective practice for psychologists in terms of supervision, continued professional
development and clinical practice. The Division of Clinical Psychology goes further
and they define the requirement of being a Reflective Scientist-Practitioner as a key
competency for clinical psychologists;
“Reflective practice is also promoted through an effective use of supervision and
collaboration with service users and other colleagues in setting goals and monitoring
progress. Importantly, the clinical psychologist will also be aware of the importance of
diversity, the social and cultural context of their work, working within an ethical
framework, and the need for continuing professional and personal development.”
As such it is important for clinical psychologists to utilise reflective practice in clinical
and research settings. In general terms, reflective practice can be defined as a
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process of learning from experience towards gaining new insights into one’s self and
practice (Finlay, 2008).

The concept of reflective practice has been further defined by Schön (1991), who
makes a distinction between reflection-in-action (thinking while doing) and reflectionon-action (after-the-event thinking). The former can include the self-awareness of
bodily sensations, emotions, experiences and cognitions as they occur during a
reflective episode. Whereas, reflection-on-action is understood as a process to
consciously review, describe, analyse and evaluate past practice or experiences with
a view to gaining insights into improving future clinical practice. In doing so a
reflective practitioner may draw upon multiple forms of prior knowledge including
psychological theory, epistemological knowledge, their own social status (gender,
class and ethnicity), self-narratives, personal values and the multitude of personal
experiences that inform their autobiographical story. As such, first order episodes of
reflection-in-action become the object of second order processes of reflexivity-onaction (Dallos & Stedman 2009).

Schon (1991) contends that development of reflective practice skills are a form of
“professional artistry” and that as these clinical skills develop they allow a practitioner
to act both intuitively and creatively in clinical settings. Both personal reflections “inaction” and the subsequent reflexivity “on –action” allow practitioners to revise,
modify and refine their expertise.

Models of Reflective Practice
A number of models have been developed to aid in the process of reflective practice.
They provide a framework for thinking reflectively that can be especially helpful for
new or inexperienced practitioners when learning how to think reflectively. Atkins and
Murphy (1994) developed a model that progresses through a step-by-step thinking
process. The initial phase is identifying an awareness of an action or experience that
may give rise to uncomfortable thoughts or emotions. The next step is to describe the
situation, thoughts and feeling that accompany that event or experience. This is
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followed by an analysis of the situation and identifying alternative ways of thinking or
acting. Next, an evaluation of the event or experience is encouraged to help develop
a solution to the problem. Lastly, by integrating the output of this step-by-step
process, new ways of thinking and practising can be developed. They contend that
the progression through description, analysis, evaluation and integration is the key to
developing reflective practice skills.

Figure 1: Atkins and Murphy Model of Reflective Practice (1994)

While such models provide a framework for reflective practice, Dallos & Stedman
(201&) also contend that reflexivity can be a creative, artistic and playful activity that
utilises more than a person’s acquired academic knowledge. It should encompass
aspects of our self, our values, our personal experiences and it is these uniquely
personal aspects of reflexivity that can lead to new insights and thinking “outside the
box”.
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Aim of the Reflective Paper
The process of carrying out a research project for the Doctorate in Clinical
Psychology course is a long and arduous process. Some of the key tasks include,
developing a research idea, reading papers and books, carrying out a literature
review, applying for university peer review, developing a methodology for an
empirical paper, applying for NHS ethical approval, applying for NHS trust approval,
developing the materials required for an empirical paper, running focus groups,
giving presentations, collecting data, analysing data, learning new methods, writing a
thesis, re-writing a thesis and recognising that for a time, your life revolves around a
thesis! It is a long and demanding journey, and this is by no means a definitive list.
And running alongside, everyday life goes on.
And sometimes, things don’t go to plan. In the personal journey of my thesis I have
had many personal setbacks that have impacted on the research process. These
have included family bereavements, difficulties at work, periods of stress and periods
of illness. By far the greatest impact was being diagnosed with Type II Diabetes in
June 2014, some two months before I was due to hand in my thesis. This had a
major impact on me at both a personal and professional level. It impacted on my
ability to complete my research thesis and for a long time it impacted upon my
physical health. At that time, I felt like I was embarking on another journey, one of
recovery from my diagnosis of diabetes. The irony was not lost on me that my
research project was looking at perspectives of recovery from mental health
problems. And I soon realised that the experiences I heard described by the research
participants mirrored my personal experiences I was having in regards to my
recovery from diabetes. Not one to miss an opportunity, I decided that this had the
potential to provide material for my reflective paper.
In the spirit of Dallos & Stedman (2009 ), I decided to be playful with my reflective
account. Using the Aitkens & Murphy Model of Reflective Practice as a framework, I
reflect upon how my personal experiences from recovery in diabetes mirrored the
experiential perspective of recovery from mental health problems reported in the Qsort study. In addition, the impact that this has had on the research process is
discussed.

84

Awareness of Discomfort / Action / Experience
I first became aware that something did not feel right in my physical health in the
Spring of 2014. I had suffered from a family bereavement and it was a difficult time
for me and my family. At the same time, I was on clinical placement in Shrewsbury
whilst still living in Manchester. As a result I had a lengthy commute each day to get
to work and was feeling extremely tired when I got home at night. However, many of
my friends and colleagues on the Doctorate in Clinical Psychology course reported
that they were similarly tired. It was after all the final year of clinical training. As the
months moved on my levels of tiredness seemed to be increasing and I noticed
everyday tasks were becoming more difficult. I needed to stop off for a nap on the
way home from work as I was so tired. I stopped seeing friends and going to the pub
quiz because I had no energy. Reading books and academic papers became a real
toil as I found it hard to concentrate. I became frustrated at the pace at which as I
was working as I had a huge workload and a thesis to complete yet progress was
painfully slow. Eventually, I went to my GP and they investigated the cause. The
results of blood tests revealed that my blood sugar levels were 26.9mmo/L instead of
the normal levels of 4 – 5mmo/L. Not only had I developed Type II diabetes, but my
blood sugar levels were massively high. Indeed the lab had requested another set of
blood tests as they thought they may have got the first test wrong because they were
so high. This explained the extreme fatigue I had been experiencing as my body was
not converting the food I consumed into energy that could be used by my body – my
insulin intolerance meant that energy was being retained in my blood in the form of
blood sugars and I was effectively “running on empty” as my GP put it. So in June
2014, fresh with a diagnosis of Type II Diabetes I began on my own journey of
recovery.

In April 2015, I decided to write this reflective paper to detail how this journey
seemed to reflect the experiences of people who were recovering from mental health
problems whom I had seen as part of this research project. The empirical paper in
this study had reported a three factor model that revealed three different viewpoints
related to recovery from mental health problems;
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The first factor reflected the views of trainee psychologists and was summarised as
“Understanding ourselves better and receiving social support are the keys to
recovery in mental health”. The second factor reflected the views of service-users
and was summarised as “Attending Growthpoint and taking my medication are the
keys to recovery in mental health. But I don’t need much interaction with others”. The
third factor was a shared trainee and service-user viewpoint. “Attending Growthpoint,
looking to the future and getting involved in new activities are the keys to recovery in
mental health”
I had recognised that many of the Q-Sort statements reflected issues, feelings and
emotions that I had encountered in my journey towards recovery. Therefore I decided
that I would complete the same Q-Sort as those participants had done but from a
perspective of recovery from diabetes rather than recovery from mental health
issues. I was curious to see which of the three factors identified in the main study
would best reflect my personal experience of recovery. Therefore I entered my
completed Q-Sort into the database and re-ran the analysis of the data. The loading
for my Q-Sort was as follows;

P24 Factor 1 = 0.1149

Factor 2 = 0.6421X Factor 3 = 0.1429

As can be seen above, my Q-Sort was significantly loaded on Factor 2.
Therefore my personal reflections on recovery from diabetes were more closely
matched to those of the service-users who were representative of Factor 2.
“Attending Growthpoint and taking my medication are the keys to recovery in mental
health. But I don’t need much interaction with others”

Describe the Situation – Including Thoughts and Feelings
Salient events and key features
In the empirical study, the Factor Two viewpoint was the one that was most related to
a medical discourse. Attending Growthpoint and feeling part of the Growthpoint
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community were the two most important statements that were endorsed by the
service-user group. And I can relate to the importance of peer support as I found
great value in attending the Manchester Diabetes Patient Group and will speak more
of this later. However, in the early stage of recovery my thoughts and feelings were
dominated by a medical discourse. The service-user group also reflected the
importance of medication in the recovery process. Finding medication that works and
taking medication regularly were highly endorsed statements. This mirrored my own
experience. I was beginning to learn of some of the long term consequences of living
with diabetes. There is an increased incidence of heart disease, retinal damage,
problems with podiatry, problems with decreased circulation and a host of potential
long term complications. As such, finding medication that works and taking
medication regularly were very important to me.
Other statements that were highly endorsed by the service user group related to a
reduction in symptoms for mental health problems. Feeling happier and being able to
concentrate and remember things were important to the group. Once again, I could
relate to this and the idea of being able to concentrate and feeling less frustrated
were statements I highly endorsed. For me these items related to my social and
academic functioning. There was also a realisation that my physical health had to
take priority over other things in my life. This is reflected in the service user group
where Factor Two participants were less likely to be in employment or at college than
other factor participants. Although I was in employment, I could empathise with the
view that immediate health concerns were more relevant than work or occupational
concerns. That was a difficult thing for me to come to terms with and in consultation
with the university and my research tutor I was given an extension for the hand-in of
my thesis.
Another aspect of commonality related to accessing services. The Factor Two
participants were more likely to access multiple levels of support from mental health
services, medication, Growthpoint, Psychological Therapy, and Support Worker. I
found myself in a similar situation as a diagnosis of diabetes automatically triggers a
number of associated appointments in relation to podiatry, retinal scans and visits to
the diabetes clinic.
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Analyse Feelings and Knowledge Relevant to the Situation
I remember the thoughts and feeling I had at that time related to a fear of failure in
my academic work, becoming frustrated that I could not work at previous levels of
intensity and feeling upset that I wasn’t enjoying the research process as it had
become more of a task than a joy.
There were also feelings of fear and anxiety relating to the long term consequences
of diabetes. I knew that I didn’t have enough knowledge or experience in relation to
diabetes. The practice nurse was able to give me information and leaflets. However,
the reliance on medical advice and medication was not something I was fully
comfortable with and I felt that control was somewhat out of my hands and I
sometimes felt a degree of hopelessness. This is perhaps a difference to my
situation than those in Factor Two who felt it was less important that they had a
choice in the treatment they received.
A major turning point for me was attending the Diabetes Patient Support Group in
Manchester. I could see the value of this in the same way that service users see the
value in Growthpoint. It was really important to discuss this common perspective with
other people. In particular, it was good to meet someone else who had very high
blood sugar levels as this clinical feature tends to bring additional issues. For
example it requires higher levels of oral medication that can be a gastric irritant. It
was great to get some tips on how to deal with that particular issue.
Gaining access to a peer support group was a really powerful moment. Having
access to an experiential perspective was a different kind of knowledge and a
different kind of emotion was evoked. Before I felt quite alone and afraid in dealing
with those issues. And then suddenly, not only were other people feeling those same
concerns, but there were dealing with those issues and dealing with them
successfully. This brought about the realisation that if those people could deal with
these issues, then so could I.
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Evaluate the relevance of Knowledge
So what was so powerful about gaining new knowledge and perspectives?
Firstly, there was the idea that knowledge is power and by developing my own
understanding of diabetes and treatments, I was less reliant on the medical
professionals. I’m not sure why this is so important to me, but it certainly ties in with
my views on self-efficacy and feelings of self-worth. I think the process of receiving a
diagnosis and being reliant on others had a negative effect on those aspects of my
identity. Although these issues were not specifically covered in the Q-Sort questions,
I would hypothesis that a similar emotion may be present in the service-user
population.
Another, powerful outcome of the reflective process is gaining new meaning of the
process of recovery. There is an idea that recovery should be all or nothing and a
complete cessation of symptoms is the end point of recovery. However, my own
experience has taught me that this is not the case. Diabetes is likely to be a lifelong
diagnosis and I am likely to need medication for the rest of my life. But that does not
mean that I need to be a passive recipient of treatment. I can make the relevant
lifestyle changes to help control this condition. I have started to make those changes
and there have been some significant improvements. A similar viewpoint was more
relevant in Factor One and Factor Three participants in the main study. Hope for the
future and developing personal strengths were seen as being important statements
for those groups. It seems to me that when people are past the initial stage of illness
and the immediate symptoms are under control then a process of reflection is easier
to begin. For many of the participants in Factor Two it may well be that they have
severe and enduring mental health problems and their focus is dealing with the
immediacy of those issues. And perhaps the views put forward by those in Factor
One and Factor Three are more optimistic in how they look to the future.
Certainly the results of my personal reflections are that I feel more positive in relation
to the future and I feel better equipped now to deal with problems related to my
diabetes than I did previously.
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Identify any learning that has occurred
I’ve found the reflective process to be an interesting one. There are obvious
methodological problems in entering my Q-Sort data into the main analysis when I’m
answering the question in relation to diabetes and not mental health. However, in the
spirit of Dallos & Stedman, and being playful with reflective practice it has provided a
useful “rule of thumb” to measure how my experiences measured in comparison to
others.
I think reflecting on my personal experiences in this way has given me a better
understanding of what recovery may feel like for a service-user. It’s difficult to
determine how other people may feel when they have common experiences, due to
the subjective nature of feelings and emotions. But I think there has been enough
commonality in the Q-Sort statements to believe that reflections on my own thoughts,
feelings and emotions in my journey of recovery may give an insight into the
thoughts, feelings and emotions that service users may experience in relation to their
experiences of recovery from mental health problems. This type of experience is
described in the research literature on reflective practice.
Chinn (2007) highlights the importance of personal reflexivity and acknowledges that
for therapists “her own agendas, experiences, motivations and political stance
contribute to what goes on in work with clients”. The therapist’s subjective
perceptions of interpersonal power and inequality are viewed as important aspects
both of personal reflective and reflexive processes. As such, an awareness of our
own relational position could easily be triggered in the moment of therapeutic
engagement and can provide an important point of reference for looking back over
the therapy.
As such, I have found this to be a valuable exercise in using reflective practice to
better understand my own, and others, journey of recovery.
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